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NOTE    TO    THE    THIRD    EDITION. 

TnK  early  exhaustion  of  the  second  edition  called  for  an  immediate  re-issue. 
Advaiitac^e  lias  been  taken  of  this  fact  to  introduce  a  few  more  coloured  figures 
of  cases  nvhieh  it  was  found  impossible  to  complete  in  time  for  the  second  edition, 
and  to   replace  some  of  the  black  and  white  illustrations  by  better  examples. 

These   alterations,  and  the  introduction  of  the  appropriate  references  in  the 
Text   and    in   the  General   Index,  constitute  the  only  changes. 

The   publishers  are  gratified  that  the  unprecedented  demand  for  the  volume 
has  made    tliesc  improvements  possible  at  so  early  a  date. 

December',    1917. 
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PREFACE     TO     THE     SECOND     EDITION 

Little  need  be  said  by  way  of  preface  to  the  second  edition  of  this  work  ;  the 
gratifying  sale  of  the  first  edition  and  the  necessity  there  has  been  to  reprint  it 
several  times  is  sufficient  evidence  that  the  book  is  one  which  the  medical  profession 
welcomes  and  appreciates. 

In  this  edition  every  article  has  been  revised  and  several  new  ones  have  been 
added. 

The  elaborate  index,  which  has  been  much  appreciated,  has  been  made,  if 
possible,  even  more  complete,  and  at  the  same  time  it  has  been  simplified  in  some 
particulars  ;  the  relative  importance  of  the  entries  in  it  are  indicated  more  clearly 
perhaps  than  was  the  case  in  the  first  edition,  by  the  use  of  three  degrees  of  type. 

The  illustrations  are  nearly  doubled  in  number ;  the  coloured  plates  especially 
having  been  increased  from  sixteen  to  thirty-seven,  and  neither  time  nor  expense 
has  been  spared  in  the  endeavour  to  make  them  characteristic  of  the  conditions 
they  represent. 

The  size  of  the  type  employed  is  larger  than  before,  in  response  to  suggestions 
from  readers,  and  consequently  the  pages  have  had  to  be  enlarged  also. 

It  became  a  question,  therefore,  whether  the  book  should  be  published  in  two 
vohimes  ;  in  the  belief,  however,  that  in  a  work  in  which  numerous  cross-references 
are  unavoidable  it  is  advantageous  to  confine  it  within  one  cover,  it  has  been 
decided  to  keep  it  as  a  single  book.  The  general  character  of  the  volume  remains 
otherwise  unchanged. 

It  is  hoped  that  this  second  edition  will  be  as  widely  welcomed  as  was  the  first  ; 
and  that  it  will  prove  even  more  helpful  in  its  primary  purpose,  namely,  to  be  of 
assistance  in  arriving  at  the  diagnosis  of  the  exact  cause  of  particular  symptoms. 

Cordial  thanks  are  extended  to  many  helpers  who,  whilst  not  contributing 
written  articles  to  the  volume,  have  nevertheless  assisted  greatly  in  various  ways  ; 
especially  to  Dr.  D.  S.  Davies,  Mr.  C.  Thurstan  Holland,  Dr.  A.  C.  Jordan,  Dr.  T. 
Warner  Lacey,  Dr.  T.  M.  Legge,  Dr.  Lindsay  Locke,  Professor  Rutherford  Morison, 
Sir  Malcolm  Morris,  Dr.  H.  B.  Newham,  Dr.  G.  W.  Nicholson,  Dr.  J.  H.  Ryffel, 
Mr.  S.  Gilbert  Scott,  Dr.  W.  P.  Saunders,  Dr.  A.  Rendle  Short,  Dr.  Hugh  Walsliani, 
Dr.  S.  A.  K.  Wilson  ;  also  to  the  Royal  Society  of  Medicine,  the  Gordon  Museum, 
Guy's  Hospital,  the  South  Eastern  Fever  Hospital,  and  the  London  School  of 
Tropical  Medicine.  Also  to  the  publishers  and  proprietors  of  various  journals  and 
periodicals  for  unfailing  courtesy  in  giving  facilities  for  the  use  of  copyright  material 
and  illustrations. 


Herbert  French. 


London, 

February  y  1917. 
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PREFACE     TO     THE     FIRST     EDITION 

This  book  is  a  treatise  on  the  aj^plication  of  differential  diagnosis  to  all  the  main 
si^^is  and  symptoms  of  disease.  It  aims  at  being  of  praetieal  utiHty  to  medieal 
men  whenever  difficulty  arises  in  deciding  the  precise  cause  of  any  particular 
symptom  of  which  a  patient  may  complain.  It  covers  the  whole  ground  of  medicine, 
surger\%  gynaecology,  ophthalmology,  dermatology,  and  neurology. 

Whatever  the  disease  from  which  a  patient  is  suffering,  the  importance  of 
diagnosing  it  as  early  as  possible  can  hardly  be  over-rated.  The  present  volume 
deals  with  diagnosis  from  a  standpoint  which  is  different  from  that  of  most  text- 
books, having  been  written  in  response  to  requests  for  an  Index  of  Diagnosis  as  a 
companion  to  the  publishers'  Index  of  Treatment,  issued  in  1907.  The  book  is  an 
index  in  the  sense  that  its  articles  on  the  various  symptoms  are  arranged  in  alpha- 
betical order ;  at  the  same  time  it  is  a  work  upon  differential  diagnosis  in  that  it 
discusses  the  methods  of  distinguishing  between  the  various  diseases  in  which  each 
individual  symptom  may  be  observed.  Whilst  the  body  of  the  book  thus  deals 
with  symptoms,  the  general  index  at  the  end  gathers  these  together  under  the 
headings  of  the  various  diseases  in  which  they  occur.    . 

The  Editor  lays  particular  stress  upon  the  importance  of  using  these  two  parts 
of  the  book  together.  Unless  reference  is  made  freely  to  the  general  index,  the 
reader  may  miss  a  number  of  the  places  in  which  is  discussed  the  diagnosis  of  the 
disease  with  which  he  has  to  deal ;  for  while  each  symptom  is  considered  but  once, 
each  disease  is  likely  to  come  up  for  discussion  under  the  heading  of  each  of  its  more 
important  symptoms. 

The  guiding  principle  throughout  has  been  to  suppose  that  a  particular 
symptom  attracts  special  notice  in  a  given  case,  and  that  the  diagnosis  has  to  be 
established  by  differentiating  between  the  various  diseases  to  which  this  symptom 
may  be  due.  One  of  many  difficulties  arising  during  the  construction  of  the  work 
was  that  of  deciding  where  to  draw  the  line  as  regards  symptoms  themselves.  The 
exclusion  of  many  borderHnc  headings  such  as  "  Dullness  at  the  base  of  one  lung." 
"  Inability  to  breathe  through  the  nose,"  and  various  signs  such  as  Romberg's, 
Stell wag's,  von  Graefe's,  and  so  forth,  may  perhaps  seem  arbitrary ;  but  reference 
to  the  minor  symptoms  and  physical  signs  which  have  not  been  thought  sufficiently 
important  to  merit  separate  articles  will  be  found  in  the  general  index  at  the  end 
of  the  volume. 

Treatment,  pathology,  and  prognosis  are  not  dealt  with  except  in  so  far  as  they 
may  bear  upon  differential  diagnosis — the  employment  of  salicylates,  for  instance, 
in  distinguishing  acute  rheumatic  from  other  forms  of  arthritis  ;  the  use  of  the 
microscope  in  distinguishing  malignant  neoplasms  from  inflammatory  or  other 
tumours  ;  the  value  of  the  lapse  of  time  in  distinguishing  between  tuberculous  and 
meningococcal  meningitis. 

Coloured  plates  and  other  illustrations  have  been  introduced  freely  wherever 
it  was  thought  they  might  be  helpful  in  diagnosis.     Most  of  them  are  original,  but 
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viii  PREFACE 

a  few  are  reproduced  from  otlier  sources,  and  thanks  are  due  to  the  authors  and 
publishers  who  have  kindly  lent  them. 

So  far  as  the  Editor  is  aware,  although  there  exist  indices  of  symptoms,  and 
medical  works  in  which  various  maladies  are  discussed  in  alphabetical  order,  the 
present  Index  of  Differential  Diagnosis  of  Main  Symptoms  is  unique  in  medical 
literature.  It  rests  with  the  medical  profession  to  decide  whether  it  strikes  the 
mark  at  which  it  aims.  There  must  be  room  for  improvement  in  many  respects, 
notwithstanding  the  great  amount  of  time  and  labour  that  have  been  bestowed 
upon  it. 

However  this  may  be,  the  work  undoubtedly  owes  much  of  what  value  it 
possesses  to  the  suggestions  and  kindly  help  of  the  many  contributors  who  have 
assisted  in  its  making  ;  and  to  the  practitionei*s  and  the  authorities  of  various  insti- 
tutions who  have  generously  lent  the  material  for  many  of  the  illustrations.  Indeed, 
it  is  difficult  to  see  how  the  book  could  have  been  produced  in  its  present  complete- 
ness without  thieir  willing  collaboration  :  they  are  enumerated  elsewhere,  and  to  all 
of  them  the  Editor  tenders  his  sincere  thanks. 

Criticisms  and  suggestions  are  invited,  and  will  be  received  with  gratitude  by 
the  Editor, 


Herbert    French. 


62,  Wiwpole  Street,  London,  W, 
March,  1912. 
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testicular,  66. — Babinski's  sign,  68. — Black  specks  before  the  eyes,  71. — Bleeding  gums,  72. — Blood- 
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the  eye,  446.— Pain  in  the  iliac  fossa  (left),  452.    Pain  in  the  iliac  fossa  (right),  464.— Pain,  inter- 
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ACCENTUATION  OF  HEART  SOUNDS.— It  may  be  that,  without  cardiac  bruit, 
one  or  other  of  the  heart  sounds  is  much  louder  than  it  ought  to  be.  Such  accentuation 
generally  has  important  clinical  significance.  It  is  the  first  sound  that  is  likely  to  be  accen- 
tuated or  prolonged  at  the  impulse  ;  whilst  in  the  second  right,  or  second  and  third  left 
intercostal  spaces  close  to  the  sternum,  it  is  the  second  sound  that  is  likely  to  be  accentuated 
rather  than  the  first.  It  is  very  unusual  to  find  the  first  sound  accentuated  at  the  base 
or  the  second  sound  at  the  impulse,  unless  there  is  at  the  same  time  still  greater  accen- 
tuation of  the  first  sound  at  the  impulse,  and  of  the  second  sound  at  the  base  respectively. 
Hence  the  three  conditions  under  which  accentuation  of  a  cardiac  sound  becomes  clinically 
important  are  :  (1)  When  the  second  sound  is  unduly  loud  in  the  second  right  intercostal 
space  close  to  the  sternum ;  (2)  When  there  is  accentuation  of  the  second  sound  with 
maximum  of  intensity  in  the  second  or  third  left  intercostal  space  close  to  the  sternum  ; 
(3)  When  there  is  accentuation  of  the  first  sound  with  maximum  intensity  at  or  near  the  impulse. 

Aeeentuatioii  of  the  second  sound  with  mazimum  intensity  in  the  second  right 
hitercostal  space  close  to  the  sternum  nearly  always  indicates  that  the  systemic  blood- 
pressure  is  above  the  normal.  The  latter  can  only  be  determined  with  certainty  by  actual 
measurement  of  the  systemic  blood-pressure  instrumentally.  The  causes  of  the  increase 
will  probably  be  one  or  other  of  the  following  : — 

Age. — Even  healthy  persons  over  fifty  begin  to  show  slight  increase  of  Blood- 
pressure  (p.  81) ;    and  their  aortic  second  sound  begins  to  get  louder  than  the  first. 

Arteriosclerosis  or  granular  kidney. — ^These  can  be  discussed  together,  because  it 
is  extremely  difficult  to  tell  where  the  one  ends  and  the  other  begins.  In  both  there  is 
cardiac  hjrpertrophy,  increase  in  the  blood-pressure,  prolongation  of  the  first  sound  at 
the  impulse,  possibly  a  blowing  systolic  bruit  there,  a  ringing  or  clanging  aortic  second 
sound,  albuminuria,  a  tendency  to  heart  failure  as  time  goes  on,  with  all. its  concomitant 
symptoms,  and  albuminuric  retinitis.  It  is  sometimes  stated  that  the  accentuation  of 
the  aortic  second  sound  is  due  to  local  atheroma  ;  but  this  is  inaccurate,  for  atheroma 
by  itself,  though  it  may  easily  produce  an  aortic  systolic  bruit,  does  not  accentuate  the 
second  sound  ;  and  when  in  the  second  right  intercostal  space  there  is  a  soft  systolic  bruit 
replacing  the  first  sound,  and  a  clanging  second  sound,  the  former  indicates  atheroma  of 
the  aortic  valves,  and  the  latter  arteriosclerosis.  These  two  absolutely  distinct  vascular 
lesions  often  coincide  in  the  same  patient,  atheroma  affecting  the  aorta,  and  the  coronary 
and  cerebral  arteries,  whilst  arteriosclerosis  affects  the  middle-sized  arteries,  especially 
of  the  splanchnic  area.  There  is  often  extensive  visceral  arteriosclerosis  when  the  radial 
artery  does  not  feel  abnormal  to  the  fingers. 

Accentuation  of  the  second  sound  with  maximum  intensity  in  the  second  or 
tliird  left  intercostal  space  close  to  the  sternum,  generally  spoken  of  as  accentuation 
of  the  pulmonary  second  sound,  indicates  a  higher  pressure  than  there  should  be  in  the 
pulmonary  circulation,  except  in  children,  in  whom  it  is  not  uncommon  to  find  the  pul- 
monary second  sound  normally  much  louder  than  the  aortic.  The  most  important  cause 
of  pathological  accentuation  of  the  pulmonary  second  sound  is  disease  of  the  mitral  valve  ; 
it  occurs  more  markedly  with  mitral  stenosis  than  with  mitral  regurgitation.  It  may 
sometimes  be  a  marked  feature  of  the  latter,  whether  due  to  organic  changes  in  the  mitral 
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valve  itself,  or  secondary  to  dilatation  of  the  otherwise  normal  orifice  as  the  result  of  hear^ 
failure  from  aortic  disease,  myocardial  degeneration,  arteriosclerosis,  or  granular  kidney. 
Sometimes,  instead  of  accentuation  of  the  pulmonary  second  sound,  the  latter  may  be 
reduplicated  ;  the  significance  of  its  reduplication  is  identical  with  that  of  its  accentuation  , 
the  probable  reason  for  the  reduplication  being  that  when  the  pressure  in  the  pulmonary 
circulation  is  relatively  very  much  above  the  normal,  the  pulmonary  semilunar  valves 
close  sooner  than  the  aortic,  the  first  part  of  the  reduplicated  second  sound  being  due  to 
closure  of  the  pulmonary  valves,  whilst  its  second  part  is  due  to  closure  of  the  aortic  valves - 
The  cause  of  an  accentuated  or  reduplicated  pulmonary  second  sound  will  generally  be 
obvious  if  the  other  cardiac  physical  signs  are  observed  carefully  ;   one  way  in  which  it 
may  have  particular  significance  is  in  distinguishing  between  old  and  recent  changes  in 
the  mitral  valve  ;  when,  for  instance,  a  systolic  and  mid-diastolic  bruit  at  the  impulse  are 
due  to  recent  endocarditis  which  may  possibly  clear  up,  there  is  very  much  less  accentua- 
tion of  the  pulmonary  second  sound  than  there  would  be  if  the  same  bruits  were  due  ta 
mitral  stenosis  and  regurgitation  due  to  old  fibrotic  changes.    The  greater  the  accentuation 
of  the  pulmonary  second  sound,  the  greater  the  mitral  leakage  or  obstruction. 

Accentuation  of  the  first  sound  at  the  Impulse  may  have  one  or  other  of  two 
entirely  different  characters  ;  it  may  be  an  accentuation  of  very  short  duration,  difficult 
to  describe  in  words,  though  obvious  enough  when  heard,  and  often  spoken  of  as  a 
^  slapping '  first  sound  at  the  impulse  :  this  is  one  of  the  most  characteristic  physical 
signs  in  many  cases  of  mitral  stenosis.  It  may  occur  when  there  is  neither  a  presystolic 
nor  a  mid-diastolic  bruit,  though  even  when  there  is  a  bruit  the  slapping  character  of  the 
first  sound  is  still  to  be  distinguished.  When  there  is  failure  of  compensation  in  a  mitral 
case,  the  driving  power  of  the  heart  may  become  so  feeble  that  bruits  are  no  longer  audible, 
and  the  heart's  action  is  quite  irregular  ;  in  such  cases,  the  occurrence  of  this  slapping 
character  of  the  first  sound,  clearly  audible  here  and  there  in  an  otherwise  tumbling 
rhythm,  is  highly  suggestive  of  mitral  stenosis. 

The  second  variety  of  accentuation  of  the  first  sound  at  the  impulse  consists  in  its 
being  very  much  longer  than  it  ought  to  be — a  marked  prolongation  of  the  first  sound 
as  distinct  from  there  being  any  bruit.  This  prolongation  is  obvious  enough  when  heard. 
It  indicates  that  there  is  considerable  hypertrophy  of  the  left  ventricle,  and  therefore, 
in  the  absence  of  bruits,  nearly  always  point-s  to  a  high  blood -pressure  such  as  results  from 
either  arteriosclerosis,  granular  kidney,  or  the  two  combined  ;  it  is  repeatedly  met  with 
in  cases  in  which  there  is  accentuation  of  the  aortic  second  sound  at  the  same  time.  In 
a  person  of  middle  age  or  over,  in  whom  there  is  a  prolonged  first  sound  at  the  impulse 
— sometimes  spoken  of  as  a  *  lumpy '  first  sound — and  a  clanging  aortic  second  sound, 
with  or  without  Albuminuria  (p.  11),  a  diagnosis  of  arteriosclerosis  or  of  granular  kidney 
is  very  probably  correct,  and  instrumental  determination  of  the  blood-pressure  will 
generally  show  that  it  has  risen  from  the  normal  120-150  mm.  Hg  to  something  between 
180  and  300  mm.  Hg,  or  even  more. 

It  is  noteworthy  that  transient  accentuttion  of  the  first  sound  at  the  impulse  may 
occur  in  nervous  young  patients  examined  while  their  hearts  are  acting  rapidly  ;  it  vanishes 
in  a  few  minutes  when  the  patient  becomes  less  nervous  and  the  heart  slower.  The 
phenomenon  is  common  in  connection  with  life  insurance  examinations.       Herbert  French. 

ACCOUCHEUR'S  HAND  is  seen  most  characteristically  in  tetany  (Fig,  1),  though 
it  may  also  occur  in  a  few  cases  of  other  spasmodic  neuro-muscular  affections  such  as 
athetosis.  In  a  typical  case,  the  attitude  of  the  fingers  is  almost  pathognomonic.  There 
is  full  extension  of  all  the  fingers  and  of  the  thumb  at  the  interphalangeal  joints,  the  four 
fingers  are  adducted  firmly  towards  the  middle  finger,  so  as  to  form  a  cone,  they  are  semi- 
flexed at  the  metacarpo-phalangeal  joints,  and  the  thumb  is  strongly  adducted  and  opposed 
to  the  cone  of  which  the  middle  finger  forms  the  apex,  or  else  into  the  palm  of  the  hand. 
The  spasmodic  muscular  contraction  seldom  ceases  here,  but  generally  affects  the  rest  of 
the  arm  also,  the  wrist  being  flexed  and  abducted  towards  the  ulnar  side.  The  elbow  is 
flexed  to  a  right  angle,  and  the  arm  rotated  inward  and  adducted  so  as  to  lie  in  contact 
with  the  trunk.  The  affection  is  symmetrical.  The  feet  and  ankles  are  apt  to  show 
similar  spasmodic  contractions,  the  ankle  being  fully  plantar-flexed,  the  toes  and  the  distal 
half  of  the  feet  rotated  inward,  the  knees  extended  rigidly,  and  generally  the  thighs  also. 
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The  contractions  may  be  limited  to  the  hands  and  feet — ^the  so-called  carpo-pedal  spasm 
— especially  in  the  tetany  of  young  children  suffering  from  rickets  or  from  gastro-intestinal 
disorder  such  as  diarrhoea.  When  adults  are  affected,  the  symptoms  spread  from  the 
liml>s  to  the  trunk,  the  whole  body  being  kept  rigidly  extended,  the  paroxysms  lasting 
from  a  few  minutes  to  many  hours,  and  recurring  for  days,  weeks,  or  even  months.  So 
far  as  the  tetany  itself  is  concerned  recovery  is 
invariable,  though  the  patient  may  sometimes 
succumb  to  the  associated  malady,  tetany  itself 
being  generally  not  a  primary  disease  but  a  com- 
plication of  gastric  ulcer,  gastrectasis,  colitis, 
intestinal  fermentation  or  putrefaction,  thyroidec- 
tomy, or  pregnancy.  The  diagnosis  is  seldom 
difficult. 

One   remarkable  feature  of  the  case  is  that 
in  the  intervals  between  the  spasms,  if  the  upper  ^^^^  i._The  hand  in  tetany. 

arm  is  grasped  firmly  between  the  observer's  two 
hands,  and  the  pressure  maintained,  the  hand  and  wrist  may  be  forthwith  sent  into  the 
typical  spasm,  a  sign  described  as  Trousseau's.  If  the  cheek  close  to  the  front  of  the  ear 
is  percussed  gently  but  sharply  from  above  downwards,  the  different  groups  of  muscles 
supplied  by  the  branches  of  the  pes  anserinus  of  the  seventh  nerve  can  be  made  to 
twitch  successively — Chvostek's  sign.  The  muscles  of  the  limbs  often  show  altered 
electrical  reactions  in  that,  though  still  responding  to  faradism,  with  galvanism  .4.C.C.  is 
greater  than  K.C.C.— Erb's  sign.  HerbeH  French. 

ACETONURIA  denotes  the  occurrence  of  acetone  in  the  urine  in  amounts  to  be 
detected  by  ordinary  clinical  tests.  In  practice  the  laboratory  method  of  distilling  a 
quantity  of  urine  to  get  a  concentrated  solution  of  any  acetone  that  may  be  present  takes 
too  long,  and  yet  without  distillation  it  is  difficult  to  apply  the  iodoform  test  for  acetone. 
An  easier  and  more  useful  plan  is  Legal's  nitroprusside  test,  or  Rothera's  modification  of  it. 
Legal's  test  consists  in  taking  5  c.c.  of  urine  in  a  test-tube,  adding  a  few  drops  of  liquor 
sodae,  then  a  few  drops  of  fresh  sodium  nitroprusside  solution,  and  finally  acidifying  with 
strong  acetic  acid.  The  liquor  sodas  causes  no  change  of  colour,  or  at  most  an  opalescence 
from  the  precipitation  of  phosphates  ;  the  sodium  nitroprusside  produces  a  reddish-brown 
colour  in  almost  all  urines  owing  to  the  presence  of  creatinine  ;  if  the  red  colour  is  due  to 
creatinine  only  it  is  discharged  on  adding  acetic  acid,  whereas  when  acetone  is  present 
the  red  deepens  into  a  rich  burgundy  that  is  unmistakable.  Rothera's  modification  of  this 
test  consists  in  adding  a  few  drops  of  fresh  nitroprusside  solution  to  5  c.c.  of  urine,  liquor 
ammonise  till  the  mixture  is  decidedly  alkaline,  and  then  ammonium  sulphate  crystals 
in  excess  ;  as  the  solution  becomes  saturated  with  the  latter,  a  colour  like  that  of  potassium 
permanganate  develops  if  acetone  is  present,  the  maximum  being  reached  in  about  fifteen 
minutes. 

Acetone  is  often  associated  with  diacetic  acid,  oxybutyric  acid,  and  amido-oxybutyric 
acid  ;  the  detection  of  these,  however,  affords  no  clinical  information  that  is  not  afforded 
by  the  acetone  alone,  so  that  it  generally  suffices  to  test  for  the  latter,  and  possibly  for 
diacetic  acid  also.  The  tests  for  the  butyric  acids  are  difficult.  When  these  substances 
are  being  produced,  the  patient  is  said  to  be  suffering  from  acidosis,  the  result  of  unnatural 
metabolism.  Acetonuria  is  indeed  the  chief  practical  evidence  of  acidosis.  It  occurs  in 
the  most  extreme  degree  in  certain  cases  of  diabetes  mellitus  ;  from  the  point  of  view  of 
prognosis  all  cases  of  glycosuria  may  be  divided  broadly  into  two  classes,  namely,  those 
with,  and  those  without,  acetonuria.  The  same  patient  may,  of  course,  be  passing  acetone 
in  his  urine  at  one  time  and  not  at  another  ;  the  prognosis  is  always  graver,  however,  when 
acetone  is  present,  for  it  is  the  acidosis  that  causes  the  serious  results  of  diabetes  and 
glycosuria.  A  patient  without  acetonuria  is  in  no  immediate  danger  of  coma,  whereas, 
when  acetone  is  present  as  well  as  sugar,  coma  may  supervene  at  any  time.  Broadly 
speaking,  once  glycosuria  has  been  diagnosed,  it  is  more  important  to  test  the  urine  for 
acetone  from  time  to  time  than  it  is  for  sugar,  and  that  treatment  which  reduces  the 
acetone  to  a  minimum  is,  generally  speaking,  doing  most  good,  whatever  quantities  of 
sugar  may  be  passed. 
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Acetonuria  may  occur,  however,  without  glycosuria  ;  even  a  healthy  person  who 
is  starved  of  carbohydrate  food  is  apt  to  pass  acetone  and  diacetic  acid  in  the  urine.  This 
explains  why  it  is  that  acetonuria  occurs  in  such  conditions  as  gastric  ulcer  ;  gastric  carci- 
noma ;  gastrectasis ;  oesophageal  stenosis ;  intestinal  obstruction ;  cachexia,  whether 
tuberculous,  malignant,  syphilitic  or  malarial  ;  in  cases  of  persistent  vomiting  of  pregnancy  ; 
uraemia  ;  severe  migraine  ;  infantile  diarrhoea  and  vomiting  ;  cyclical  vomiting  of  children 
(p.  765) ;  and  probably  in  many  other  conditions  in  which  there  is  either  actual  or  virtual 
starvation.  The  same  applies  to  surgical  operations  under  anaesthetics — the  patient  is 
often  starved  beforehand,  and  may  then  be  persistently  sick  afterwards  ;  almost  all  patients 
who  have  been  under  a  general  anaesthetic  for  any  length  of  time  have  acetonuria,  and  in 
some  the  acidosis  increases  instead  of  being  transient,  this  being  to  a  large  extent,  perhaps, 
the  pathology  of  so-called  delayed  chloroform  poisoning.  It  may  also  result  from  gross 
intracranial  lesions,  especially  those  of  an  inflammatory  nature  ;  thus,  acetonuria  may 
be  pronounced  even  as  early  as  the  first  two  or  three  days  in  acute  epidemic  cerebro- 
spinal meningitis. 

The  chief  importance  of  acetonuria  therefore  from  a  diagnostic  point  of  view  lies, 
not  so  much  in  distinguishing  one  disease  from  another,  as  in  detecting  the  existence  of 
acidosis.  The  importance  of  this  from  the  point  of  view  of  prophylaxis  and  treatment 
will  be  obvious  when  it  is  remembered  that  acidosis  does  not  occur  until  the  liver  and  tissues 
have  lost  their  glycogen,  and  that  glycogen  storage  depends  largely  upon  the  ingestion 
of  carbohydrates  either  by  the  mouth,  the  rectum,  or  hypodermically.         Herbert  French. 

ACIDOSIS.— (See  Acetonuria,  p.  3.) 

ACROPARiESTHESIA.— (See  Pain  in  the  Extremity,  Upper,  p.  442.) 

ALBUMINURIA. — ^This  term  is  used  to  denote  the  passage  in  the  urine  of  protcid 
that  is  coagulable  on  boiling.  More  than  one  substance  is  included  in  this  sense,  an«J  there 
.are  varying  proportions  of  albumin  and  globulin  in  different  cases.  So  variable  may  be 
.the  relative  amounts  of  these,  not  only  in  different  diseases,  but  also  in  different  cases  of 
the  same  disease,  and  in  the  same  patient  at  different  times,  that  little  useful  clinical  infor- 
mation is  to  be  obtained  by  dealing  with  them  separately,  at  any  rate  so  far  as  present 
knowledge  goes.     Nucleo-albumin  (p.  424)  comes  in  quite  a  different  category. 

Although  numbers  of  tests  for  albumin  have  been  devised  and  advocated,  for  clinical 
purposes  there  is  little  need  to  trouble  about  more  than  the  two  common  ones,  namely 
the  acetic  acid  and  boilings  and  the  cold  nitric  acid  tests.  It  is  true  that  each  of  these  has 
fallacies  ;  but  the  latter  are  not  common  to  both,  and  therefore  if  there  is  doubt  in  the 
interpretation  of  one  of  the  two  tests,  it  can  be  confirmed  or  otherwise  by  the  other.  More 
delicate  tests  exist,  but  there  is  such  a  thing  as  too  great  delicacy  in  a  clinical  method. 
One  does  not  want  to  find  albumin  in  minute  traces  where  it  does  not  matter  ;  and  it 
seldom  matters  until  its  amount  is  sufficient  to  give  both  the  common  tests. 

The  Acetic  Add  and  Boiling  Test. — ^A  test-tube  three  parts  full  of  urine — cleared 
by  filtration  if  need  be — is  held  by  its  lower  end  whilst  its  upper  part  is  heated  carefully 
to  boiling  point.  It  is  best  not  to  add  any  acetic  acid  before  boiling  unless  the  specimen 
is  distinctly  alkaline,  in  which  case  it  may  be  just  acidulated  with  a  drop  of  acetic  acid. 
After  boiling,  the  tube  should  be  held  in  a  good  surface-light  against  a  dark  background, 
such  as  the  sleeve  of  one's  coat ;  any  opalescence  will  be  obvious,  and  there  may  be  a  dense 
white  cloud.  .  Except  in  rare  cases  of  Bence- Jones  albumosuria  (p.  16),  this  will  be  due 
to  one  or  more  of  three  things,  namely,  calcium  and  magnesium  phosphate,  calcium  car- 
bonate, or  coagulated  albumin.  One,  two,  or  more  drops  of  acetic  acid  solution  (B.P.)  are 
now  added  ;  if  the  cloud  disappears  entirely,  quickly,  and  at  once,  it  was  due  to  earthy 
phosphates,  and  no  albumin  is  present ;  if  it  disappears  entirely  but  with  brisk  efferves- 
cence, the  latter  is  due  to  calcium  carbonates  amongst  the  phosphates,  and  no  albumin  is 
present ;.  if,  on  the  other  hand,  the  cloud  clears  up  but  partially,  or  remains  unaltered,  or 
actually  increases  and  becomes  more  flocculent,  albumin  is  almost  certainly  present.  There 
is  only  one  serious  fallacy  remaining,  and  that  is  in  regard  to  nucleo-proteid  ;  this  is  preci- 
pitated by  acetic  acid,  and  it  is  possible  for  a  cloud  of  phosphates  to  be  cleared  up  by  the 
latter  and  yet  for  a  faint  cloud  of  nucleo-proteid  to  come  down  in  the  place  of  the  phosphates 
in  such  a  way  as  to  suggest  that  the  original  cloud  was  not  wholly  soluble  in  the  acid,  and 
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therefore  that  albumin  is  present  when  it  is  not.  There  are  three  ways  of  obviating  this 
source  of  fallacy  :  the  first  is  to  add  a  single  drop  of  dilute  non-fuming  nitric  acid  to  the 
suspicious  cloud  that  remains  after  adding  the  acetic  acid  ;  if  it  is  due  to  albumin  it  will 
persist  or  even  increase,  whilst  if  it  is  due  to  nucleo-proteid  the  nitric  acid  will  disperse 
it ;  the  second  is  to  perform  the  cold  nitric  acid  test  for  albumin  as  described  below — 
nucleo-proteid  will  not  give  a  definite  localized  white  ring  with  it ;  and  thirdly,  a  control 
test  may  be  done,  acetic  acid  being  added  to  another  specimen  of  the  urine  without  boiling, 
and  the  cloud  due  to  any  nucleo-proteid  present  compared  with  the  cloud  in  the  acidulated 
and  boiled  specimen. 

Heller's  Cold  Nitric  Add  Test. — ^About  an  inch  and  a  half  of  urine  is  poured  into 
a  test-tube,  the  latter  is  held  much  inclined,  and  colourless  nitric  acid  is  allowed  to  flow 
gently  down  the  side  until  about  one-third  as  much  as  the  urine  has  been  added.  The 
nitric  acid  is  heavier  than  urine  and  goes  to  the  bottom  ;  if  albumin  is  present  a  white 
ring  forms  at  the  junction  of  the  two  fluids.  Some  prefer  to  pour  the  nitric  acid  into  the 
test-tube  first,  and  then  add  the  urine  with  a  pipette.  It  is  im{>ortant  not  to  shake  the 
tube,  or  the  nitric  acid  and  urine  will  mix  and  there  will  be  no  definite  junction  line  between 
them.  Fuming  nitric  acid  must  be  avoided  because  the  nitrous  oxide  fumes  decompose 
the  urea  and  the  resultant  bubbles  mix  the  fluids  ;  sometimes  there  is  bubbling  even  when 
the  nitric  acid  is  colourless,  in  which  case  this  is  due  tc  CO^  set  free  from  carbonates.  The 
test  is  very  delicate ;  if  any  large  quantity  of  albumin  is  present,  the  ring  appears  at  once ; 
if  there  is  only  a  trace,  the  white  ring  may  not  appear  for  a  little,  and  the  tube  should  be 
set  aside  and  looked  at  again  in  a  few  minutes.  Broadly  speaking  it  takes  three  minutes 
for  it  to  develop  when  the  amount  of  albumin  is  1  part  in  30,000.  This  test  is  open  to 
more  faUacies,  however,  than  the  acetic  acid  and  boiling  test,  so  that  it  should  not  be 
trusted  to  alone  unless  it  is  negative.  In  concentrated  urines  it  is  common  to  get  a  dark- 
brown,  reddish-brown,  or  violet-brown  ring  of  colour  at  the  junction  ;  this  is  nothing  to 
do  with  albumin  ;  it  is  generally  most  marked  in  cases  of  Indicanuria  (p.  314).  White 
rings,  more  or  less  like  that  due  to  albumin,  may  also  be  due  to  any  of  the  following  : — 

1.  Resin. — If  the  patient  is  taking  copaiba  or  other  similar  drug,  enough  of  the  resin 
may  be  excreted  in  the  urine  to  form  a  diffuse  white  cloud  above  the  nitric  acid.  This 
fallacy  is  best  avoided  by  bearing  it  in  mind  and  checking  the  nitric  acid  test  by  the  heat 
test ;   this  latter  safeguard  applies  to  all  cases  of  suspected  albimiinuria. 

2.  AUmmoses. — ^These  generally  occur  in  association  with  albimiin ;  should  they 
occur  alone  the  ring  will  disappear  with  warming,  to  reappear  with  cooling,  and  there  will 
be  no  cloud  with  the  heat  test. 

3.  Bence- Joneses  Albumose. — ^This  occurs  without  albumin,  gives  a  white  ring  with 
nitric  acid  that  disappears  on  warming,  to  reappear  on  cooling  ;  with  the  heat  test,  a 
dense  cloud  appears  about  60°  C,  to  disappear  on  further  heating  to  boiling-point  (p.  16). 

4.  Nucleo-albumin, — ^The  ring  with  this  is  not  in  contact  with  the  nitric  acid,  but 
higher  up,  and  diffuse  ;  it  may  be  a  real  difficulty  in  diagnosis  from  albumin,  for  it  is  also 
precipitated  by  acetic  acid,  and  may  therefore  give  a  haze  with  the  boiling  test  (see  above). 

5.  Urates, — ^These  may  form  a  cloud  near  the  nitric  acid  if  the  urine  is  very  concen- 
trated ;  the  cloud  will  disappear  on  gentle  warming,  to  reappear  on  cooling,  so  that  it 
may  also  be  mistaken  for  albumose  ;  the  fallacy  may  be  avoided  by  diluting  the  urine 
with  plain  water  before  the  nitric  acid  test  is  employed. 

6.  Urea  Nitrate. — If  the  urine  contains  a  large  percentage  of  urea  a  crystalline  deposit 
of  urea  nitrate  may  form  at  the  junction  ;  as  a  rule  the  crystalline  nature  of  the  ring  is 
obvious  on  inspection  ;  but  in  case  of  doubt  the  urine  should  be  diluted  and  the  test 
repeated. 

It  does  not  matter  which  test  is  most  relied  upon  when  the  result  is  negative  ;  but 
before  the  positive  deduction  that  a  urine  contains  albumin  is  drawn,  both  the  acetic  acid 
and  boiling,  and  the  cold  nitric  acid  tests,  should  be  positive. 

In  arriving  at  a  diagnosis  of  the  precise  cause  of  albuminuria  in  any  given  case,  it  is 
essential  that  a  microscopical  examination  of  the  centrifugalized  deposit  from  the  urine  should 
be  made.  Whatever  else  may  be  found,  the  first  question  to  be  answered  is  :  Are  renal 
tube-casts  present  as  well  as  albumin,  or  not  ?  All  cases  of  albuminuria  may  be  divided 
into  two  main  groups,  namely  :  (I)  Cases  with  renal  tube-casts  ;  (II)  Cases  without  renal 
tube-casts. 
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Renal   Tube-casts. — When  one  speaks  of  renal  tube-oasts,  however,  one  lias  to  bear 
in  mind  that  modern  methods  of  eentrifugalizing  with  electrically-driven  machinery  have 
reached  such  perfection  that  hardly  anything  that  a  specimen  of  urine  contains  escapes 
detection  ;   technique  has  become  almost  too  perfect ;   for  when  clinical  methods  become 
too  delicate  they  begin  to  lose  some  of  their  clinical  value.     The  result,  in  connection  witli 
casts,  is  that  even  in  a  great  many  normal  urines  an  occasional  renal  tube-cast  and   an 
occasional  red  blood  corpuscle  are  found  ;  therefore  when  one  speaks  of  cases  of  "  albumin- 
uria with  tube-casts,"  one  means  "  with  enough  renal  tube-casts  to  be  pathological."    The 
observer  learns  from  experience  to  know  when  the  '  occasional '   tube-cast  is  inside  or 
outside  the  normal  limits.     More  than  one  examination  may  be  required,  and  the  urine 
should  be  as  fresh  as  possible,  for  casts  disintegrate  on  standing,  especially  in  hot  weather 
and  in  alkaline  urines. 

Renal  tube-casts  are  of  various  sorts  (Plate  /),  and  a  certain  amount  of  help  can  be 
derived  from  a  knowledge  of  the  particular  kinds  of  casts  present  in  a  given  case.     Their 
matrix  or  foundation  is  a  structureless  material  whose  origin  is  obscure,  though  thought 
to  be  due  to  some  kind  of  proteid  coagulation.     Somejtimes  the  casts  consist  of  this 
structureless  matrix  only,  and  according  as  they  are  then  less  or  more  highly  refractile, 
they  are  spoken  of  as  hyaline  casts  or  waxy  casts  respectively.     The  hyaline  is  commoner 
than  the  waxy,  but  neither  is  characteristic  of  any  particular  disease.     Embedded  in  the 
hyaline  matrix  there  may  be  various  substances  or  structures  ;  and  according  to  the  main 
features  of  the  embedded  substances  the  casts  receive  different  descriptive  names.     If 
renal  epithelial  cells  predominate,  the  cast  is  an  epithelial  cast ;  if  leucocytes  or  pus  corpuscles,, 
a  leucocytic  cast ;   if  red  blood  corpuscles,  a  blood  cast ;   if  bacteria,  bacterial  casts  ;   if  fat 
globules,  probably  derived  from  degenerated  renal  cells  or  leucocytes,  fcUiy  casts  ;   if  non- 
fatty  granular  d6bris,  granular  casts.     It  is  not  at  all  uncommon  to  find  a  long  cast  which 
in  one  part  is  simply  hyaline,  at  one  end  is  granular,  and  at  the  other  epithelial — a  mixed 
cast.     U{>on  the  whole  one  may  say  that  the  hyaline  cast  occurs  in  all  forms  of  nephritic 
conditions,  whether  acute  or  chronic  ;   that  epithelial  and  leucocytic  casts  indicate  active 
catarrh  ;  that  granular  casts  tend  to  occur  along  with  epithelial  casts,  but  that  when  they 
occur  alone  or  in  association  with  hyaline  casts  they  are  evidence  of  at  least  less  acute 
mischief  than  are  epithelial  casts  ;  whilst  fatty  casts  come  between  the  two.     Blood  casts 
may  occur  in  almost  any  variety  of  renal  haemorrhage,  and  by  themselves  they  are  not 
evidence  of  inflammation,  though  in  association  with  other  casts  they  indicate  very  acute 
inflammatory  changes. 

I.— ALBUMINURIA    WITH    RENAL    TUBE-CASTS. 

When  it  has  been  decided  that  there  are  a  pathological  number  of  renal  tube  casts 
as  well  as  albumin  in  the  urine,  it  is  almost  certain  that  there  is  an  inflammatory  lesion 
of  the  kidney.  The  next  step  in  the  diagnosis  is  to  decide  by  microscopical  examination 
whether  pus  is  present  also  ;  in  other  words,  the  cases  may  be  subdivided  into  two  main 
sub-groups,  namely  :  (A)  Albuminuria  with  renal  tube-casts  without  obvious  pus  ;  and 
(B)  Albuminuria  with  renal  tube  casts  and  obvious  pus.  There  are  border-line  cases  in 
which  leucocytes  are  present  in  excess,  and  yet  not  in  sufficient  numbers  to  constitute 
pus  ;  other  points  about  such  a  case  will  generally  lead  one  to  decide  whether  it  comes 
in  the  apyuric  or  in  the  pyuric  group.  The  differential  diagnosis  of  the  latter  is  discussed 
under  Pyuria  (p.  574),  so  that  it  only  remains  here  to  discuss  : — 

(A)  The  Differential  Diagnosis  of  Albuminuria  with  Tube-casts  without  Obvious  Pus. — 
The  causes  of  this  condition  may  be  classifled  as  follows  : — 

1.  The  Various  Forms  of  Bright's  Disease: — 

(a)  A  primary  acute  nephritis. 

(b)  An  acute  exacerbation  upon  an  underlying  chronic  nephritis. 

(c)  Chronic  nephritis  of  young  people  :    (i)   Arising  out   of  a  known   attack  of 

acute  nephritis ;    (ii)  Arising  without  any  known  previous  attack  of  acute 
nephritis. 

(d)  Chronic  nephritis  of  old  people  :    (i)  cirrhosis  of  the  kidneys  ;    (ii)  Arterio- 

sclerosis. 

(e)  Cystic  disease  of  the  kidneys. 

2.  Nephritis  of  Pregnancy. 
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A,  Hyaline  casts.      B,  Waxy  casts.     C.  Hyaline  cast  containing  small  cnrstals  of  calcium  oxalate.      D,  Blood  casts. 
E,  A  leucocyte  cast,     p,  Epithelial  casts.     Q,  Granular  casts.     H,  I'atty  cast.". 
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ALBUMINURIA  7 

3.  Chronic  Ascending  Nepliritis,  leading  to  scarred  contracted  kidneys,  the  result  of 

{a)  Obstruction  to  urine  outflow  by  :— 
(i)  Urethral  stenosis, 
(ii)  Enlarged  prostate, 
(iii)  Displacement  of  the  womb* 

(iv)  Fibromyoma,  ovarian  cyst,  or  other  pelvic  tumour, 
(v)  Pregnancies. 

(vi)  Undue  mobility  of  the  kidney  and  kinking  of  the  ureter, 
(vii)  Rarities,  such  as  abdominal  aneurysm  obstructing  a  ureter. 
(6)  Irritation  ascending  from  the  pelvis  of   the  kidney,  the  result  especially  of 
calculus,  but  also  sometimes  of  chronic  tuberculous  lesions. 

4.  Lardaceons  Disease  of  tlie  iUdneys. 

5.  Infarction  of  tlie  Kidneys,  especially  when  the  result  of  embolism  in  cases  of 
f ungating  endocarditis  ;    but  also  due  to  thrombosis,  as  in  some  blood  diseases. 

6.  Tiurombosis  of  the  inferior  vena  cava  involving  the  renal  veins. 

7.  New  Growtli  of  tlie  Kidney,  some  cases. 

In  many  cases  the  diagnosis  soon  becomes  obvious,  but  in  some  there  may  be  great 
difficulty.     The  two  following  may  serve  to  illustrate  how  such  difficulties  may  arise  : 

A  patient  of  middle  age,  who  had  not  been  strong  for  a  long  time,  began  to  suffer  from 
cedema  of  the  ankles,  which  increased  rapidly  and  spread  to  her  legs,  thighs,  genital  organs, 
and  back.  Within  a  few  days  her  abdomen  began  to  swell,  and  she  began  to  pass  very 
little  water,  the  colour  of  blood.  Upon  examination  the  urine  had  a  sp.  gr.  of  1030,  was 
loaded  with  albumin  and  blood,  and  microscopically  there  was  an  abundance  of  red 
corpuscles,  renal  epithelial  cells,  leucocytes,  and  epithelial,  fatty,  granular,  and  blood 
casts,  without  pus,  crystals,  or  bacteria.  It  seemed  almost  obvious  that  she  must  be 
suffering  from  acute  Bright's  disease  ;  but  there  was  no  oedema  of  the  eyelids,  and  there 
was  definite  enlargement  of  the  left  supraclavicular  lymphatic  gland  ;  the  discovery  of 
the  latter  led  to  a  very  careful  examination  for  malignant  disease  ;  and  a  latent  and  quite 
unsuspected  carcinoma  of  the  rectum  was  found.  The  diagnosis  was  carcinoma  recti, 
secondary  deposits  in  the  retroperitoneal  glands,  obstruction  and  thrombosis  of  the  inferior 
vena  cava  and  of  the  renal  veins,  with  consequent  albuminuria,  haematuria,  and  renal 
tube-casts  from  asphyxial  nephritis,  simulating  acute  Bright^s  disease. 

Another  case  was  that  of  a  girl  of  10,  suffering  from  increasing  ansemia,  shortness  of 
breath,  oedema  of  her  ankles  and  face,  and  slight  pyrexia.  The  heart  was  a  little  enlarged, 
and  there  were  soft  systolic  bruits  that  were  regarded  as  secondary  to  the  anaemia.  The 
urine  contained  blood  and  albumin,  with  renal  epithelial  cells  and  tube-casts  in  abundance. 
Ascites  developed,  with  increasing  general  oedema  ;  there  were  also  retinal  haemorrhages 
and  neuro-retinitis.  The  diagnosis  of  acute  nephritis,  however,  was  only  in  small  degree 
correct ;  for  she  was  really  suffering  from  malignant  endocarditis  of  a  subacute  type, 
the  nephritis  being  due  to  infected  emboli  of  the  kidney  producing  inflammatory  changes 
around  multiple  renal  infarcts. 

These  cases  will  serve  to  show  how  it  may  be  impossible  to  arrive  at  a  correct  diagnosis 
except  by  thorough  examination  of  all  the  systems,  by  watching  the  case  carefully,  and 
by  repeating  the  full  systemic  examination  at  intervals.  We  will  now  deal  with  the 
headings  in  the  above  table  in  their  reversed  order. 

If  tliere  is  New  Growth  in  a  kidney  the  number  of  renal  tube-casts  is  likely  to  be 
small ;  sooner  or  later  a  microscopic  fragment  of  new  growth  may  be  detected  in  the  centri- 
fugalized  urinary  deposit.  Albuminuria  will  not  be  extreme  unless  the  renal  veins  and 
the  inferior  vena  cava  become  involved  {Fig,  SOI,  p.  750),  the  same  applying  also  to  the 
oedema  of  the  legs  and  trunk  ;  haematuria  is  likely  to  occur  at  intervals,  the  attacks  being 
separated  by  many  weeks  sometimes,  and  being  relatively  painless  ;  there  may  be  an  in- 
creasing renal  tumour  ;  cystoscopic  examination  may  show  blood-stained  urine  {see  Plate 
XV,  Fig.  A,  p.  282)  coming  from  one  ureter  only ;  and  finally,  when  suspicion  of  new  growth 
has  been  aroused,  laparotomy  may  be  indicated  and  the  diagnosis  confirmed  thereby. 

Tltrombosis  of  tlie  Renal  Veins  and  Inferior  Vena  Cava  has  been  referred  to 
above  as  a  condition  that  may  simulate  acute  nephritis.  Points  to  lay  stress  on  in  arriving 
at  the  diagnosis  are  :   (I)  To  make  a  very  careful  and  systematic  examination,  including 


Digitized  by 


Google 


8  ALBUMINURIA 

that  of  rectum  and  vagina,  in  order  not  to  miss  anything,  such  as  some  latent  growth  whose 
secondary  deposits  are  obstructing  the  veins  ;  (2)  To  enquire  carefully  into  the  history 
— many  cases  of  inferior  vena  caval  thrombosis  are  due  to  extension  upwards  from  iliac 
or  saphenous  clots,  in  which  case  there  will  nearly  always  have  been  swelling  of  one  leg 
only  to  start  with,  followed  later  by  extension  to  the  back  and  to  the  other  leg ;  (3)  To 
note  that  although  the  oedema  of  the  legs  and  back  may  be  extreme,  there  is  a  definite 
upper  level  to  it  and  no  swelling  of  the  eyelids  or  scalp  ;  and  (4)  To  note  that  if  there  are 
any  distended  or  varicose  veins  upon  the  abdominal  wall  (see  Veins,  Varicose  Abdominal, 
Fig.  303,  p.  749),  the  current  in  them  has  become  reversed — to  being  from  below 
upwards  instead  of  from  above  downwards. 

Infarction  of  the  Kidneys  may  be  either  embolic  or  thrombotic.  The  commonest 
cause  of  embolic  renal  infarction  is  f ungating  endocarditis.  Each  embolus  gives  rise  to 
the  sudden  appearance  of  blood  in  the  urine  which  may  have  contained  none  previously, 
or  to  increase  in  any  existent  hematuria  ;  there  may  or  may  not  have  been  a  sudden  pain 
in  the  back  at  the  same  time.  Around  each  infarct  acute  nephritis  develops,  so  that  in 
some  cases  all  the  characters  of  the  latter  malady  may  be  superposed  upon  those  of  the 
fungating  endocarditis.  If  the  patient  is  already  known  to  have  heart  disease  the  diagnosis 
is  easy  enough  ;  the  difficulties  arise  in  cases  in  which,  notwithstanding  the  endocarditis, 
there  is  no  bruit.  If  fungating  endocarditis  is  suspected,  the  points  that  confirm  the 
diagnosis  are  those  mentioned  on  p.  34. 

Thrombotic  infarcts  are  less  severe  in  their  effects  ;  they  may  produce  no  haematuria 
at  all,  and  the  albuminuria  may  be  slight,  and  unaccompanied  by  tube-casts.  They 
generally  arise  in  cachetic  conditions,  or  in  blood  diseases  such  as  leukaemia  or  pernicious 
anaemia,  in  which  cases  the  diagnosis  will  be  arrived  at  on  other  grounds,  albuminuria 
not  being  the  prominent  feature  of  the  case. 

Lardaceous  Disease  of  the  Kidneys  used  to  be  common  in  the  days  of  septic 
surgery,  but  it  is  uncommon  now.  It  is  a  risky  diagnosis  to  make,  therefore,  unless  there 
is  some  obvious  cause  for  it,  such  as  long-standing  suppuration  in  association  with  a  spinal, 
hip-joint,  or  empyema  sinus,  bronchiectasis,  phthisis  with  cavitation,  or  the  like  ;  or  clear 
evidence  of  tertiary  sjrphilis  with  cachexia.-  There  is  nothing  characteristic  about  the 
urine.  In  the  earlier  stages  there  may  be  but  a  trace  of  albumin  in  an  otherwise  normal 
urine  ;  later,  the  albumin  increases  and  it  may  reach  very  large  amounts,  such  as  20  parts 
per  1000,  casts  being  very  few  in  proportion,  the  total  amount  of  urine  increased,  its  colour 
pale,  and  its  sp.  gr.  low — 1005  to  1012  ;  later  still,  possibly  as  the  result  of  superposed 
nephritis,  the  amount  of  urine  falls  until  only  a  few  ounces  may  be  passed  each  day,  of 
high  colour  and  sp.  gr.  1020  to  1035,  loaded  with  albumin,  and  now  containing  hyaline, 
waxy,  granular,  fatty,  and  epithelial  casts.  Lardaceous  casts  may  or  may  not  occur,  but 
they  are  not  diagnostic,  for  they  have  also  been  found  in  cases  of  nephritis  without  lardaceous 
disease.  Indeed,  the  diagnosis  of  lardaceous  kidney  resolves  itself  into  one  of  guesswork 
in  a  case  in  which  there  has  been  prolonged  suppuration  or  severe  syphilis  to  give  rise  to 
it,  and  in  which  there  may  be  smooth  firm  enlargement  of  the  liver,  moderate  enlargement 
of  tne  spleen,  and  more  or  less  severe  diarrhoea,  to  indicate  corresponding  lardaceous 
change  in  the  other  organs  that  are  generally  affected  at  the  same  time  as  the  kidneys. 

Chronic  Ascending  Nephritis  arises  from  precisely  the  same  causes  as  acute  ascending 
nephritis  or  surgical  kidney,  and  probably  results  from  recurrent  focal  inflammations 
which  heal,  with  the  result  that,  in  the  course  of  months  or  years,  the  kidneys  are  con- 
verted into  a  mass  of  irregular  fibrotic  scars  which  together  produce  the  same  local  and 
general  changes  and  effects  as  are  found  in  cases  of  ordinary  red  granular  contracted  kidney. 
It  is  important  to  bear  in  mind  that  any  cause  of  prolonged  obstruction  to  the  urine 
outflow  may  cause  granular  kidney  with  albuminuria,  without  pus  but  with  casts,  in  a 
pale  abundant  urine  of  low  specific  gravity.  The  diagnosis  will  generally  be  obvious 
when  the  obstruction  is  due  to  urethral  stricture  ;  it  is  more  apt  to  be  overlooked  in 
other  cases,  though  if  one  bears  in  mind  the  causes  mentioned  in  the  list  above,  the 
methods  of  diagnosis  will  generally  be  clear.  One  would  only  mention  in  particular  that 
uterine  tumours  or  displacements  are  a  very  common  cause  for  slight  albuminuria  and  a 
few  renal  tube-casts  in  women  ;  and  that  in  men  of  sixty  and  over  enlargement  of  the 
prostate  causes  a  precisely  similar  condition  long  before  there  is  any  definite  pyuria. 

Pregnancy  Nephritis  is  sometimes  spoken  of  as  though  it  were  altogether  different 
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from  nephritis  of  the  Bright's  disease  type  in  general.  I  do  not  subscribe  to  this  view. 
I  hold  that  Bright's  disease  has  many  different  causes  and  many  different  types.  It  may 
be  due  to  scarlet  fever,  in  which  case  it  is  very  possibly  streptococcal ;  it  may  be  due  to 
pneumonia  or  empyema,  in  which  cases  it  may  be  pneumococcal  ;  it  may  be  due  to 
various  other  micro-organisms  ;  it  occurs  in  some  cases  of  cholera,  and  in  severe  secondary 
sypnilis  ;  it  is  frequent  in  malaria,  especially  the  quartan  type  ;  it  may  be  due  to  chemical 
substances  such  as  turpentine,  cantharides,  or  oxalic  acid  ;  it  very  often  seems  to  come 
on  from  no  known  cause  at  all,  though  in  such  cases  there  must  be  a  microbial  or  other 
cause  that  is  not  discovered  ;  it  may  be  due  to  pregnancy,  in  which  case  it  is  ascribed  to 
unknown  toxins.  In  all  these  cases  the  types  of  reaction  on  the  part  of  the  kidney  are 
similar,  and  one  can  only  regard  pregnancy  nephritis  as  a  variety  of  non-suppurative 
nephritis  in  general.  Very  likely  it  is  only  a  matter  of  degree  whether  it  is  non -suppurative 
or  merges  into  the  type  in  which  there  is  pyuria  as  well  as  albuminuria — pyelitis  of  preg- 
nancy. Pregnancy  may  cause  a  primary  acute  nephritis,  which  may  recover  either  com- 
pletely, or  but  partially  and  persist  as  chronic  nephritis  ;  or  may  seem  to  recover  when  in 
reality  it  is  merely  latent,  or  even  slowly  and  insidiously  progressive  ;  it  may  produce 
what  seems  to  be  a  primary  acute  nephritis  which  is  really  but  an  exacerbation  superposed 
upon  a  chronic  nephritis  that  has  been  unsuspected  ;  and  very  possibly  it  may  produce 
nephritic  changes  which  are  not  associated  with  definite  symptoms  at  the  time,  but  which 
ultimately  result  in  what  is  spoken  of  as  chronic  interstitial  nephritis.  When,  therefore, 
albuminuria  with  renal  tube-casts,  but  without  pyuria,  occurs  during  pregnancy,  it  matters 
little  what  name  is  given  to  the  condition,  provided  it  is  realized  that  just  the  same  diffi- 
culties offer  themselves  here  as  in  Bright's  disease  in  general,  in  arriving  at  a  conclusion 
as  to  whether  the  renal  lesion  is  acute,  chronic,  or  acute  on  chronic. 

Various  Forms  of  Bright's  Disease. — Of  all  these,  the  hardest  to  diagnose  with 
certainty  is  primary  acute  nephritis  in  the  adult.  The  majority  of  adult  cases  that  are 
labelled  acute  Bright's  disease  are  really  suffering,  not  from  primary  acute  nephritis,  but 
from  an  acute  exacerbation  upon  the  top  of  already  existent  but  possibly  latent  chronic 
nephritis.  The  difficulty  is  to  arrive  at  the  diagnosis  between  these  two,  particularly 
since  many  of  the  points  mentioned  in  text-books  as  occurring  in  acute  nephritis  are  really 
due,  not  to  the  acute  attack,  but  to  the  subacute  or  chronic  renal  lesion  which  has,  until 
then,  been  unsuspected. 

The  best  examples  of  primary  acute  nephritis  are  to  be  seen  in  cases  that  are  already 
under  observation  for  some  other  disease,  notably  scarlet  fever  or  lobar  pneumonia.  Some- 
times the  onset  of  the  nephritis  is  indicated  by  general  oedema,  especially  of  the  eyelids 
and  face,  ankles,  genital  organs,  and  loins  ;  but  it  cannot  be  insisted  upon  too  strongly 
that  oedema  is  not  essential,  many  cases  of  acute  nephritis  having  no  oedema  at  all,  especi- 
ally if  the  patient  is  already  in  bed  when  the  kidney  inflammation  begins,  as  in  scarlatina 
cases.  If  the  urine  were  not  examined  the  renal  lesion  would  often  escape  recognition 
altogether  ;  and  there  can  be  no  doubt  that  many  cases  of  primary  acute  nephritis  do 
escape  recognition  in  this  way,  coming  under  observation  later  when  they  present  symptoms 
of  chronic  nephritis,  or  an  acute  exacerbation  on  chronic  nephritis. 

The  essential  point  in  the  diagnosis  is  urine  examination.  According  to  the  severity 
of  the  nephritis  there  will  be  more  or  less  diminution  in  the  total  daily  quantity  ;  it  is 
common  for  less  than  20  oz.  to  be  passed  in  the  twenty-four  hours,  and  often  the  amount 
falls  to  10  oz.,  5  oz.,  or  even  to  none  at  all  for  a  while.  The  specific  gravity  is  raised  to 
1025,  1030,  or  even  to  1035,  but  rarely  to  1040.  The  reaction  is  generally  acid  at  first, 
but  it  soon  becomes  alkaline  on  standing.  The  colour  is  extremely  variable,  according 
as  little  or  much  blood  is  present ;  sometimes  it  is  almost  normal  or  merely  that  of  a  con- 
centrated urine  ;  more  often  there  is  some  tinging  with  blood,  varying  from  bright  red 
to  brownish,  brown,  brown-black,  or  to  that  peculiar  blackish  tint  which  is  described  as 
smoky.  There  is  a  general  cloudiness  of  the  specimen,  and  on  standing  it  deposits  a  heavy 
sediment  which  often  has  a  dark  brownish  tint  owing  to  the  phosphates  carrying  the  blood 
pigment  with  them.  Microscopically,  the  centrifugalized  deposit  consists  partly  of 
amorphous  debris  due  to  earthy  phosphates,  and  to  the  disintegration  of  cells  and  tube- 
easts  ;  and  one  expects  to  find  an  abundance  of  red  corpuscles,  renal  epithelial  cells,  vari- 
able nunil)ers  of  epithelial,  fatty,  granular,  hyaline,  and  blood-casts,  an  excess  of  leucocytes, 
an  occasional  crystal  of  calcium  oxalate  or  uric  acid,  and  irregular  granular  masses  which 
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are  not  definitely  tube-easts.  It  is  noteworthy,  however,  that  in  the  very  acute  stages 
there  may  be  no  tube-casts,  though  shed  renal  epithelial  cells  are  abundant ;  in  such  sl 
case  tube-casts  will  show  themselves  in  a  few  days.  It  is  important  that  ench  specimens 
should  be  examined  as  fresh  as  possible,  owing  to  the  tendency  of  casts  and  cells  to  dis- 
integrate on  standing.  In  addition  to  red  corpuscles  there  is  often  much  free  haemoglobin  5 
the  tincture  of  guaiacum  test  will  be  positive,  and  the  spectroscope  will  show  the  bands 
of  oxyhaemoglobin  or  of  methaemoglobin.  Coagulable  proteid  is  generally  present  in 
abundance,  the  proportions  of  globulin  and  albumin  varying  greatly,  but  together  amount- 
ing to  anything  between  2  and  20  parts  per  thousand — often  about  15  p^rts  per  thousand 
at  first,  rapidly  dropping  to  less  after  the  first  few  days  of  treatment,  until  at  the  end  of 
from  a  fortnight  to  a  month  it  may  be  1  part  per  thousand  or  less,  or  even  absent 
altogether.  In  a  few  cases,  however,  there  is  very  little  coagulable  proteid  but  an 
abundance  of  albumose,  so  that  the  boiling  test  gives  but  a  faint  cloud,  whilst  the  nitric 
acid  test  yields  a  dense  white  ring,  soluble  on  warming,  to  reappear  on  cooling.  There 
is  generally  an  excess  of  nucleo -proteid  also.  The  urea,  chlorides,  and  phosphates  all 
fall  below  the  normal  totals,  though  their  percentages  may  be  increased  if  the  urine  is 
very  concentrated. 

With  this  condition  of  urine  there  will  be  little  doubt  as  to  the  presence  of  acute 
nephritis  ;  the  only  question  then  is  whether  it  is  primary,  or  an  exacerbation  upon  chronic 
nephritis.  The  former  is  probable  if  it  is  known  that  the  urine  was  free  from  albumin  up 
to  the  time  of  the  attack,  if  the  patient  is  known  to  have  suffered  recently  from  scarlet 
fever,  pneumonia,  diphtheria,  secondary  syphilis,  or  some  other  similar  fever  ;  if  the  heart 
is  of  normal  size  and  its  sounds  natural,  the  blood-pressure  natural,  and  the  retinae  healthy. 
It  may  be  that  the  patient  himself  may  have  been  exposed  to  scarlatinal  infection,  and 
without  having  had  the  rash  may  develop  nephritis  ;  the  association  of  peeling  of  the 
skin,  or  recent  sore  throat  with  enlarged  glands  in  the  neck,  or  otitis  media,  might  suggest 
the  diagnosis  in  these  mild  cases  of  scarlatina,  though  sometimes  acute  nephritis  in  a  child 
may  be  the  sole  evidence  of  the  disease.  The  course  of  the  malady  will  also  assist  the 
diagnosis  ;  the  albuminuria  of  primary  acute  nephritis  may  clear  up  entirely  in  from  a 
fortnight  to  six  weeks,  though  in  unfavourable  cases  it  persists  and  chronic  nephritis 
develops  out  of  the  acute.  If,  on  the  other  hand,  it  is  found  that,  in  a  case  of  apparently 
recent  acute  nephritis,  with  general  oedema,  haematuria,  and  the  other  urinary  changes 
described  above,  there  is  cardiac  hypertrophy,  with  a  prolonged  lumpy  first  sound  at  the 
impulse,  a  ringing  aortic  second  sound,  a  blood-pressure  of  more  than  150  nmi.  Hg,  and 
possibly  albuminuric  retinitis,  the  probability  is  that  the  acute  nephritis  is  not  primary, 
but  an  acute  exacerbation  of  an  unsuspected  chronic  nephritis.  There  is  often  a  history 
of  former  scarlet  fever  or  of  syphilis  in  such  cases  ;  the  patients  may  be  of  any  age,  from 
childhood  to  past  middle  life.  If  the  patient  survives,  one  or  other  of  two  conditions 
usually  results  :  either  the  albuminuria,  the  scanty  urine,  and  the  tube-casts  persist,  whilst 
the  patient  remains  waterlogged  until  the  end  comes  in  a  few  weeks  or  months,  or  else 
the  acute  exacerbation  subsides  and  the  clinical  characters  of  chronic  nephritis  remain. 

Some  of  these  cases,  but  by  no  means  all  of  them,  are  examples  of  primary  acute 
nephritis,  persisting  and  becoming  chronic.  It  must,  however,  always  be  very  difficult, 
and  indeed  almost  a  matter  of  opinion  in  many  cases,  to  decide  whether  a  patient  is  suffering 
from  a  chronic  nephritis  which  is  the  result  of  a  primary  acute  nephritis  that  has  not 
cleared  up,  or  from  a  chronic  nephritis  which  was  present  but  unrecognized  before  an  acute 
exacerbation  drew  attention  to  it ;  my  own  view  is  that  many  cases  in  which  young  adults 
seem  to  develop  acute  nephritis  from  no  more  definite  cause  than  exposure  to  damp  or 
cold,  are  really  examples  of  acute  on  chronic,  and  not  of  primary  acute,  Bright's  disease. 
The  albuminuria  in  these  cases  does  not  clear  up,  and  it  is  a  mistake  to  restrict  the  diet 
or  the  daily  occupation  after  the  acute  exacerbation  has  subsided.  In  spite  of  the  per- 
sistence of  albuminuria,  these  patients  do  best  if  they  are  given  iron  and  allowed  to  go 
about  their  ordinary  avocations  ;  they  have  diseased  kidneys,  and  they  will  not  live  many 
years,  but  there  is  no  need  to  adopt  treatment  which  constantly  reminds  them  of  the  fact. 
As  the  acute  exacerbation  subsides,  the  amount  of  urine  rises  rapidly  to  60  or  70  oz.  or 
more  per  diem,  and  remains  increased  even  after  all  oedema  has  passed  away  ;  the  specific 
gravity  falls  to  1012,  1010,  or  1008  ;  the  albumin  persists  to  the  extent  of  anything  between 
0*5  and  8  parts  per  thousand  ;   blood  is  absent,  though  an  occasional  red  corpuscle  may 
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be  seen  under  the  microscope  ;    and  there  are  moderate  numbers  of  hyaline,  granular, 
or  even  fatty  casts,  with  an  occasional  renal  epithelial  cell. 

It  happens  not  mfrequently  that  a  young  patient  suffering  from  cf ironic  nephritis 

comes  under  observation  for  shortness  of  breath,  palpitations,  ansemia,  or  for  inflammation 

of  one  or  other  of  the  serous  membranes,  without  ever  having  had  any  symptoms  of  acute 

nephritis  at  aU.     The  kidneys  that  would  be  found  in  such  cases  differ  from  the  granular 

contracted  kidneys  of  older  people  in  that  they  are  pale  instead  of  red.     They  are  pale 

granular  contracted  kidneys,  precisely  similar  to  those  which  may  result  from  a  long 

antecedent  acute  nephritis  that  has  not  entirely  cleared  up.     When  they  develop  without 

any  known  preceding  attack  of  acute  nephritis  they  have  been  referred  to  as  Rose-Bradford 

kidneys.     It  is  by  no  means  impossible  that  they  are  really  the  result  of  a  preceding  acute 

nephritis  which  escaped  recognition  because  there  was  no  oedema  to  attract  attention  to 

the  need  for  urine  examination.     The  patient  may  be  of  any  age,  though  generally  between 

five  and  thirty-five.     There  may  be  no  sign  of  anything  wrong  until  acute  uraemia,  with 

convulsions,  leads  to  rapid  death.     On  the  other  hand,  in  a  typical  case,  in  addition  to 

the  urine  changes  mentioned  above,  one  expects  to  find  some  of  the  following  symptoms 

or  signs  ;    a  great  increase  in  the  size  of  the  left  ventricle,  as  evidenced  by  displacement 

of  the  impulse  downwards  and  outwards,  even  into  the  sixth  left  intercostal  space  below 

or  outside  the  left  nipple,  with  increase  of  the  precordial  impairment  of  resonance  outwards 

to  the  left  without  corresponding  increase  upwards  or  to  the  right ;  a  ringing  second  sound 

in  the  second  right  intercostal  space  close  to  the  sternum,  and  a  prolongation  of  the  first 

sound  at  the  impulse,  or  its  replacement  by  a  localized  blowing  systolic  bruit ;    more  or 

less  anaemia,  sometimes  very  considerable  and  of  the  chlorotic  type  ;  a  maximum  systolic 

blood-pressure,  of  175  mm.  Hg,  or  more,  sometimes  over  300  mm.  Hg,  even  when  the 

pulse  feels  comparatively  soft  to  the  finger  ;  albuminuric  retinitis  ;  a  tendency  to  hatmor- 

rfaages,  especially  to  epistaxis  ;    headache  ;    insomnia ;    breathlessness  on  exertion ;    and 

inability  to  work  with  the  usual  energy,  either  mentally  or  physically. 

The  chronic  nephritis  of  old  people  is  diagnosed  more  often  than  it  exists,  if  one  under- 
stands by  it  the  disease  associated  with  small  red  granular  contracted  kidneys.  On  the 
other  hand,  the  kidneys  of  most  old  people  exhibit  a  certain  amount  of  interstitial  fibrosis, 
with  occasional  retention  cysts  and  some  granularity  of  the  surface  when  the  capsules 
are  stripped  off,  without  there  being  any  material  diminution  in  their  size.  Where  senile 
changes  that  are  almost  normal  end  and  chronic  interstitial  nephritis  begins,  is  difficult  to 
determine.  The  same  applies  to  arteriosclerosis  and  the  renal  changes  associated  with 
this.  Some  regard  arteriosclerosis  and  chronic  interstitial  nephritis  as  essentially  different 
maladies  ;  others  regard  the  arterial  as  secondary  to  the  renal  changes  ;  others  hold  that 
arteriosclerosis  leads  to  a  variety  of  red  granular  kidney  that  is  not  the  same  as  the  red 
granular  contracted  kidney  of  chronic  interstitial  nephritis  ;  whilst  others  again  favour 
what  seems  a  likely  view,  namely  that  arteriosclerosis  and  sclerosis  of  the  kidneys  both 
have  common  causes,  and  that  it  is  more  or  less  an  accident  whether  the  patient,  on  post- 
mortem examination,  presents  more  arterial  or  more  renal  changes,  or  about  the  same 
degree  of  both.  During  life  the  differential  diagnosis  between  them  is  sometimes  impos- 
sible. In  either  case  there  will  be  a  hypertrophied  left  ventricle,  a  loud  lumpy  first  sound, 
or  a  blowing  systolic  bruit,  at  the  impulse,  a  markedly  accentuated  aortic  second  sound, 
a  systolic  blood-pressure  somewhere  between  150  and  320  mm.  Hg,  with  a  tendency  to 
shortness  of  breath  ;  giddiness,  especially  on  sudden  change  of  posture  ;  singing  in  the 
ears  ;  difficulty  in  concentration  of  mind  ;  and  very  possibly  cardiac  symptoms,  varying 
from  a  mere  consciousness  of  the  existence  of  the  heart,  to  precordial  pain  of  varying 
severity,  or  even  extreme  heart-failure,  with  oedema  of  the  legs,  ascites,  nutmeg  liver, 
orthopnoea,  and  pulmonary  congestion.  In  the  latter  case  the  great  difficulty  will  be  to 
decide  whether  the  heart  failure  is  due  to  primary  renal  or  arterial,  primary  cardiac,  or  to 
primary  pulmonary  disease,  and  the  only  sure  methods  of  deciding  that  there  is  a  renal 
lesion  are  :  the  discovery  of  more  than  an  occasional  granular  and  hyaline  tube-cast  in 
the  urine  ;  the  detection  of  albuminuric  retinal  changes  ;  and  instrumental  determination 
that  the  blood-pressure  is  much  raised.  Sometimes  inflammation  of  one  of  the  serous 
membranes  is  the  first  symptom  ;  subacute  or  chronic  peritonitis  with  ascites  ;  pericar- 
ditis ;  or  pleuritic  effusion.  On  the  other  hand,  the  patient  may  seem  to  have  been  in 
robust  health  until  the  nature  of  the  case  is  suggested  by  a  sudden  apoplectic  seizure  due 
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to  cerebral  haemorrhage.  In  yet  another  group  of  eases  the  malady  is  discovered  acci- 
dentally as  the  result  of  examination  for  life  insurance.  It  is  not  very  uncommon  to  find 
glycosuria  as  well  as  albuminuria,  the  sugar  occurring  in  a  urine  of  normal  specific  gravity 
without  any  associated  acetone  or  diacetic  acid.  The  degree  of  albuminuria  is  very 
variable  ;  when  there  are  signs  of  cardiac  failure  there  may  be  oliguria  with  much  albumin 
and  not  a  very  large  number  of  casts  ;  when  there  is  no  heart  failure  there  is  generally 
polyuria,  the  patient  having  to  rise  several  times  in  the  night,  passing  from  60  to  120  oz. 
of  pale  urine  in  twenty-four  hours,  of  sp.  gr.  1008  to  1012,  often  containing  only  a  trace 
of  albumin,  and  even  that  not  constantly  ;  there  are  intermediate  cases  in  which  the 
amount  of  albumin  varies  from  0*25  to  4  or  5  parts  per  thousand.  Upon  the  whole  one 
may  say  that,  if  the  increased  albuminuria  due  to  heart  failure  on  the  one  hand,  or  to  a 
super-added  acute  attack  of  nephritis  on  the  other,  can  be  excluded,  the  more  the  disease 
approaches  the  type  of  red  granular  contracted  kidney,  the  more  likely  is  the  albumin 
to  be  small  in  amount  and  intermittent ;  whilst  the  more  the  disease  approaches  in  type 
to  arteriosclerosis  with  renal  changes  on  the  one  hand,  or  to  pale  granular  contracted 
kidneys  on  the  other,  the  greater  will  be  the  amount  of  albumin,  if  any  is  present  at  all. 
There  will  be  tube-casts,  chiefly  granular  and  hyaline,  most  numerous  with  pale  granular 
contracted  kidneys,  fewest  with  arteriosclerosis,  and  intermediate  in  numbers  with  red 
granular  contracted  kidneys.  It  need  scarcely  be  added  that  the  absence  of  albuminuria 
does  not  exclude  arteriosclerosis  ;  but  we  are  here  dealing  only  with  cases  in  which  albu- 
minuria occurs.  t^ 

Cystic  Disease  of  the  Kidneys  is  found  in  three  entirely  different  types  of  patients, 
namely,  (1)  the  new  bom,  (2)  the  young,  and  (3)  the  elderly.  In  the  new  bom  the  main 
symptom  is  abdominal  distention,  which  may  be  so  extreme  as  to  have  caused  difficulty 
in  delivery;  the  bilateral  cystic  tumours  can  be  felt,  and  the  diagnosis  in  such  cases 
is  not  difficult.  Minor  degrees  escape  detection  at  birth,  and  it  may  be  that  several  years 
elapse  before  the  diagnosis  is  arrived  at  as  the  result  of  finding  bilateral  uneven  renal 
tumours  associated  with  the  passage  of  abundant  pale  urine  of  low  specific  gravity  con- 
taining traces  of  albumin,  a  few  granular  and  hyaUne  tube-casts,  and  an  occasional  red 
corpuscle.  Sometimes  a  sudden  and  severe  attack  of  hoematuria  is  the  first  symptom  in 
the  case.  The  discovery  of  bilateral  irregular  renal  tumours  is  the  clinching  point  in  the 
diagnosis.  In  at  least  one  case  they  were  so  large  as  to  meet  in  the  middle  line,  so  that  a 
loop  of  intestine  that  had  passed  between  and  behind  them  could  not  get  out  again,  and 
the  patient  came  under  observation  for  acute  intestinal  obstruction.  The  third  type  of 
cystic  disease  of  the  kidneys  occurs  in  old  persons,  and  is  but  a  variety  of  chronic  intersti- 
tial nephritis  in  which  the  agglomefation  of  retention  cysts  has  reached  an  extreme  degree ; 
the  enlargement  of  the  kidneys  is  then  much  less  than  it  is  in  young  persons,  where  the 
lesion  is  probably  congenital ;  the  symptoms  and  urinary  changes  are  precisely  similar 
to  those  already  described  in  cases  of  red  granular  contracted  kidneys. 

(B)  Albuminuria  with  Renal  Tube-casts  and  with  Pus. — ^When  pus  is  present  in  the 
urine  along  with  albumin  and  renal  tube-casts,  the  differential  diagnosis  resolves  itself  into 
that  of  pyuria  that  is  partly  or  wholly  of  renal  origin  (see  Pyuria,  p.  574).  It  only  remains 
to  add  :  first,  that  it  is  not  sufficient  to  rely  upon  the  naked-eye  characters  of  the  urine, 
or  upon  chemical  tests,  in  excluding  minor  degrees  of  pyuria  ;  microscopical  examination 
of  the  centrifugalized  deposit  is  essential,  especially  in  the  detection  of  acute  pyelitis 
and  pyelonephritis  the  result  of  coli-bacilluria  in  children,  pregnant  women,  and  others 
(p.  69)  ;  secondly,  that  the  amount  of  albumin  actually  due  to  pus  itself  is  small,  so  that 
if  there  is  any  measurable  quantity  of  albumin  present  it  indicates  that  the  kidneys  are 
themselves  affected,  this  being  further  confirmed  when  casts  are  also  found  ;  and  thirdly, 
that  blood,  like  pus,  is  in  itself  responsible  for  relatively  little  albumin,  so  that  ^^vhen  there 
is  considerable  albuminuria  associated  with  blood,  there  is  strong  ground  for  believing 
that  the  albumin  is  by  no  means  all  due  to  the  blood.  The  presence  of  very  small  quantities 
of  blood  does  not  assist  the  differential  diagnosis  of  the  cause  of  albuminuria  so  much  as 
might  be  expected  ;  much  blood  indicates  that  the  cause  is  due  to  one  or  other  of  the 
conditions  discussed  under  H^ematuria  (p.  275). 
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n.— ALBUMINURIA    WITHOUT    TUBE-CASTS. 

Turning  now  to  albuminuria  without  tube-casts,  one  would  emphasize  the  fact  that 
more  than  one  microscopical  examination  may  be  required,  for  if  the  urine  is  alkaline, 
or  has  stood  for  any  length  of  time,  casts,  originally  present,  may  have  become  unrecog- 
nizable ;  besides  which,  even  with  definite  nephritis,  there  may  be  very  few  casts  at  one 
time,  many  at  another.  This  applies  particularly  to  the  very  acute  cases  on  the  one  hand 
and  the  very  chronic  on  the  other.  Assuming  that  not  more  than  a  very  occasional  cast 
is  found,  the  chief  conclusion  that  can  generally  be  drawn  is  that  the  albuminuria  is  not 
indicative  of  organic  renal  disease.  The  cases  may  then  be  subdivided  into:  (1)  Those 
in  which  the  urine  presents  some  other  definite  abnormality  besides  albuminuria,  especially 
(a)  pyuria,  (6)  hsematuria,  (c)  hemoglobinuria,  or  (d)  glycosuria  ;  (2)  Those  in  which, 
were  the  albumin  removed,  the  urine  would  he  normal. 

1 .  These  cases  need  not  be  discussed  further  here  ;  the  differential  diagnosis  will  be 
found  under  Pyuria,  Hematuria,  ILemoglobinuria..  and  Glycosuria  respectively. 

2.  These  are  clinically  of  importance  in  that,  until  the  absence  of  casts  has  been 
determined,  the  absence  of  organic  renal  changes  cannot  be  concluded.  Even  when  casts 
are  absent,  a  trace  or  a  small  amount  of  albumin  may  be  the  first  evidence  in  elderly 
persons  of  enlargement  of  the  prostate,  chronic  interstitial  nephritis,  or  arteriosclerosis  ; 
or  in  younger  persons  of  chronic  ascending  nephritis,  the  result  of  such  things  as  former 
gonorrhoea,  repeated  pregnancies,  uterine  prolapse  or  other  displacement,  chronic  vesical 
catarrh,  or  urethral  stricture.  The  chronic  effects  on  the  kidneys  of  interference  with  the 
urine  outflow  are  apt  to  be  overlooked,  though  if  they  are  borne  in  mind  they  are  generally 
easy  of  diagnosis. 

The  following  are  a  number  of  other  conditions  which  may  cause  slight  degrees  of 
albuminuria  without  tube-casts,  but  which  are  obvious,  or  else  diagnosed  by  other  signs 
that  are  discussed  elsewhere  :  bums,  scalds,  chronic  alcoholism,  cirrhosis  of  the  liver, 
diabetes  mellitus,  exophthalmic  goitre,  gout,  lead-poisoning,  mumps,  secondary  syphilis, 
morphinism,  mercurialism,  vasomotor  neuroses  such  as  Raynaud's  disease  or  angioneurotic 
oedema,  obstruction  to  the  vena  cava  inferior  by  thrombosis  or  by  external  tumours,  the 
pressure  of  considerable  ascites,  ovarian  cysts  or  solid  tumours,  pernicious  anaemia, 
Hodgkin^s  disease  or  lymphadenoma,  lymphosarcoma,  lymphatic  or  splenomedullary 
leukemia,  splenic  anaemia,  pemphigus,  phosphorus  poisoning,  chronic  arsenical  poisoning, 
pregnancy,  severe  anaemia  the  result  of  syphilitic,  malarial,  malignant,  tuberculous,  or 
phthisical  cachexia,  ankylostomiasis,  or  infection  with  other  parasites  such  as  Bothrio- 
cephalus  kdus  or  Trichina  spiralis. 

There  remain  three  other  groups  of  conditions  in  which  albuminuria  and  its  differential 
diagnosis  are  often  importapt,  and  these  are  :  (1)  Febrile  conditions ;  (2)  Heart-failure 
conditions ;    and  (3)  so-called  '  Physiological '  albuminuria  of  adolescence. 

Febrile  Conditions. — In  nearly  every  fever  there  is  some  cloudy  swelling  of  the 
parenchyma  of  various  viscera,  especially  the  kidneys ;  consequently  most  fevers  may 
sometimes  be  associated  with  albuminuria,  and,  broadly  speaking,  the  higher  the  patient's 
temperature  the  greater  is  the  liability  to  it.  The  amount  of  albumin  present  is  generally 
not  great.  We  need  not  enumerate  all  the  various  fevers  in  this  connexion.  Suffice  it 
to  say  that  albuminuria  is  relatively  common  in  scarlatina,  diphtheria,  variola,  erysipelas, 
pyrexial  phthisis,  cholera,  dysentery,  Weil's  disease,  severe  malaria,  and  yellow  fever  ; 
not  so  common  in  lobar  pneumonia,  bronchopneumonia,  typhoid  fever,  and  empyema  ; 
and  relatively  uncommon  in  other  febrile  conditions,  such  as  acute  rheumatism,  influenza, 
meningitis,  measles,  German  measles,  follicular  tonsillitis,  and  so  on.  The  albuminuria 
may,  of  course,  be  already  present  in  a  person  who  develops  an  intercurrent  fever  ;  the 
diagnosis  then  depends  upon  considerations  mentioned  above. 

If,  on  the  other  hand,  the  albuminuria  is  known  to  have  developed  coincidently  with 
the  febrile  illness,  the  chief  point  to  decide  will  be  whether  it  indicates  actual  nephritis 
or  not.  Many  consider  there  is  an  essential  difference  between  *  febrile  albuminuria ' 
and  actual  nephritis.  This  may  or  may  not  be  so,  but  it  is  extremely  difficult  to  be  sure 
of  the  distinction  clinically.  It  may  be  urged  that — ^to  take  scarlet  fever  as  an  example — 
the  albuminuria  of  the  first  few  days  is  *  febrile,'  whilst  that  of  the  second  or  third  week 
is  *  nephritic'     As  a  matter  of  fact,  in  not  a  few  cases  in  which  death  has  occurred  in  the 
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first  week  the  *  febrile  *  albuminuria  has  been  associated  with  large  mottled  acute  nephritic? 
kidneys,  even  where  there  has  been  no  oedema,  no  hsematuria,  and  no  very  large  numbers 
of  renal  tube-casts.  Probably  there  are  all  degrees  of  acute  nephritis,  from  very  slight; 
and  transient,  to  very  severe  and  possibly  fatal ;  and  it  is  a  mistake  to  try  and  make  sl 
distinction  in  kind.  The  great  majority  of  cases  of  albuminuria  during  fever  recover 
completely  ;  some  seem  to  recover  but  come  under  observation  years  later  with  pale 
granular  contracted  kidneys  ;  others  die  during  the  acute  attack.  The  degree  of  albumin- 
uria is  not  a  direct  measure  of  the  renal  changes  unless  the  amount  of  albumin  is  large  ; 
a  small  amount  of  albumin  does  not  necessarily  indicate  trivial  nephritis.  Absence  of 
oedema  is  the  rule.  Microscopical  examination  of  the  centrifugalized  urinary  deposit  is 
essential :  the  more  the  renal  epithelial  cells,  red  corpuscles,  leucocytes,  and  various  renal 
tube-casts,  the  more  conclusively  can  some  degree  of  actual  nephritis  be  diagnosed. 

When  doubt  lies  between  scarlatina  and  measles  or  German  measles,  or  between 
diphtheria  and  other  forms  of  sore  throat,  the  existence  of  albuminuria  sometimes  assists 
in  arriving  at  the  diagnosis  of  scarlatina  in  the  one  case  or  of  diphtheria  in  the  other. 

In  pneumonia,  albuminuria  has  become  much  less  frequent  since  blistering  with 
cantharides  has  gone  out  of  fashion  in  treating  this  disease. 

Heart-failure  Conditions. — ^The  right  side  of  the  heart  may  fail  owing  to  many 
different  causes,  which  may  be  arranged  under  four  main  headings,  as  follows  :  (a)  Valvular 
disease  ;  (6)  Obstructive  lung  affections  ;  (c)  Myocardial  affections  ;  (d)  Granular  kidneys 
and  other  high  blood-pressure  conditions.  Each  of  these  main  headings  has  many  sub- 
headings (see  Orthopncea,  p.  418).  Any  one  of  them  may  result  in  albuminuria,  though 
the  amount  of  the  latter  is  extremely  variable,  some  cases  of  severe  heart  failure  exhibiting 
no  albuminuria  at  all,  whilst  others  may  have  as  much  as  10  parts  per  1000,  or  more. 

The  first  step  in  the  differential  diagnosis  is  to  exclude  primary  renal  conditions  by 
negative  microscopical  examination  of  the  centrifugalized  urine  deposit  for  casts,  examin- 
ation of  the  retinae,  and  exact  determination  of  the  blood-pressure.  Curiously,  even  with 
feeble  irregular  pulses,  such  as  are  found  in  panting  cases  of  mitral  stenosis,  the  blood- 
pressure  is  considerably  higher  than  normal,  doubtless  owing  to  partial  asphyxia ;  so 
that  merely  finding  a  systolic  blood-pressure  of  150  or  160  mm.  Hg  is  no  proof  of  granular 
kidney  or  arteriosclerosis  ;  sometimes,  however,  the  reading  is  as  high  as  200,  250,  300, 
or  even  320  mm.  Hg,  and  then  the  diagnosis  of  one  or  other  of  the  latter  is  almost  certain. 

If  renal  and  arteriosclerotic  conditions  can  be  excluded,  the  diagnosis  lies  between 
the  other  three  main  groups.  The  cardiac  bruits,  the  history  of  growing  pains,  chorea, 
or  acute  rheumatism,  the  youth  of  the  patient,  the  family  history  of  heart  disease  or 
rheumatic  fever,  the  association  of  other  rheumatic  affections  such  as  recurrent  tonsillitis, 
subcutaneous  nodules,  or  erythema,  will  often  serve  to  point  to  primary  valvular  disease  ; 
in  older  patients,  especially  in  men  between  forty  and  fifty,  there  may  be  aortic  disease 
and  a  history  of  syphilis  and  not  of  acute  rheumatism.  In  severe  heart  faQure  in  children 
under  puberty,  the  result  of  mechanical  difficulty  with  the  circulation,  an  adiierent  peri- 
cardium is  generally  found,  and  clinically,  the  heart  is  large  out  of  proportion  to  the  general 
physical  signs. 

When  there  is  a  definite  history  of  recurrent  winter  cough  in  an  elderly  person,  with 
a  hyper-resonant  and  over-expanded  chest,  the  likeUhood  of  emphysema  and  bronchitis 
will  at  once  suggest  itself.  Similarly  fibroid  lung,  or  fibroid  lung  and  bronchiectasis,  as  a 
cause  of  heart  failure  and  albuminuria,  only  needs  mentioning,  the  diagnosis  generally 
being  obvious  from  the  physical  signs,  the  clubbed  fingers,  and  in  the  bronchiectatic  cases, 
the  abundant  intermittent,  and  frequently  foul,  expectoration. 

Myocardial  affections,  such  as  fibroid,  fatty,  or  primary  alcoholic  heart,  are  generally 
diagnosed  by  guessing  at  them  when  other  causes  of  heart  failure  can  be  excluded.  The 
patients  are  generally  middle-aged,  shortness  of  breath  on  exertion,  precordial  pain  and 
even  angina  pectoris  occupying  a  prominent  position  amongst  their  cardiac  symptoms ; 
there  may  or  may  not  be  a  high  blood-pressure,  the  albuminuria  is  not  associated  with 
renal  tube-casts,  there  is  often  no  cardiac  bruit,  or  at  most  a  more  or  less  locaUzed  blowing 
systolic  bruit  at  the  impulse  ;  at  the  same  time  the  heart  is  clearly  enlarged,  and  it  may 
be  beating  rapidly  and  irregularly  ;  there  may  be  a  history  of  syphilis  or  of  chronic 
alcoholism  ;  the  patient  may  be  very  stout  in  the  fatty,  though  generally  not  so  in  the 
fibroid,  cases.     There  may  be  a  history,  either  of  an  extremely  sedentary  life  upon  the 
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one  hand,  or  of  over-use  of  the  heart  by  strenuous  hard  physical  work — as  a  blacksmith, 
an  athlete,  and  so  forth — on  the  other.  Electro-card iographic  tracings  may  be  required 
in  determining  the  nature  of  the  heart  lesion. 

Needless  to  say,  the  exact  nature  of  the  cardiac  lesion  remains  obscure  or  uncertain 
in  many  of  these  cases,  many  a  patient  who  really  has  mitral  stenosis  being  regarded  during 
life  as  suffering  from  chronic  bronchitis  and  emphysema,  and  so  on. 

'Physiological*  Albuminuria. — Finally,  we  come  to  the  albuminuria  of  apparently 
healthy  males  and  females  between  the  ages  of  fifteen  and  thirty.  The  condition  was 
little  known  until  medical  examinations  at  schools,  or  for  life  insurance,  or  for  the 
services  became  common.  It  has  received  a  number  of  names,  of  which  the  following 
are  some  :  '  accidental,'  '  essential,'  *  postural,'  '  cyclic,'  *"  orthostatic,'  *  intermittent,' 
*  physiological,'  '  functional,'  '  orthotic,'  albuminuria,  Pavy's  disease,  albuminuria  '  of 
adolescence  'or  'of  puberty.'  It  derives  its  chief  importance  from  the  fact  that 
young  males  who  suffer  from  it  may  be  rejected  for  life  insurance  or  for  the  services,  from 
the  fear  that  they  have  some  form  of  nephritis.  A  similar  condition  occurs  in  females  of 
a  similar  age,  but  it  is  detected  less  often  than  in  males  because  one  has  less  occasion  to 
examine  the  urines  of  healthy  girls  than  is  the  case  with  boys  and  youths.  Collier  and 
others  have  thrown  much  light  upon  the  nature  of  the  affection  by  their  investigations 
upon  the  iu*ines  of  rowing  men.  It  is  found  that  the  urine  passed  just  before  a  boat-race 
being  free  from  albumin,  that  voided  immediately  after  is  generally  loaded  with  it.  A 
few  hours  later  this  albuminuria  is  gone  again.  Now  university  oarsmen  are,  upon  the 
whole,  long  lived,  hence  this  recurrent  albuminuria  cannot  matter  in  them  ;  and  the  same 
applies  to  the  albuminuria  of  many  adolescents.  A  prominent  feature  of  such  a  case  is 
that  the  urine  first  voided  in  the  morning  is  quite  normal,  whQst  that  passed  later  in  the 
day  may  contain  anything  from  a  trace  to  five  parts  per  thousand  of  albumin  ;  the  more 
the  youth  has  exerted  himself  physically  by  walking  or  otherwise,  and  the  more  he  has 
exposed  himself  to  cold,  for  instance  during  a  train  journey  to  the  city  on  a  winter's  day, 
or  in  a  cold  bath,  the  greater  is  the  liability  to  this  unimportant  but  possibly  alarming 
albuminuria.  Some  youths  may  pass  albumin  for  days  together  before  an  interval  of 
freedom  from  it  occurs.  Sometimes  they  appear  to  be  in  robust  health,  sometimes  they 
look  a  little  pale,  as  though  they  had  been  overworking  at  an  indoor  occupation ;  they 
may  be  nervous,  but  often  they  are  not.  A  natural  nocturnal  emission  is  supposed  to 
predispose  to  albuminuria  next  day  ;  so  also  is  a  diet  which  includes  eggs,  esi>ecially  raw 
eggs.  The  point  is  that  these  individuals  have  to  be  differentiated  from  sufferers  from 
Bright's  disease.  The  method  of  diagnosis  is  as  follows  :  a  complete  routine  examination 
is  carried  out,  and  no  obvious  affection  of  the  heart  or  other  viscera  is  detected  ;  the  blood- 
pressure  is  normal ;  the  albumin  having  been  discovered,  the  patient  is  directed  to  supply 
a  series  of  samples,  at  intervals  of  a  few  days,  and  preferably  passed  immediately  after 
rising  in  the  morning.  If  all  samples  contain  albumin  it  will  be  very  difficult  to  exclude 
organic  disease ;  if  some  contain  albumin  in  abundance,  however,  and- others  none  at  all, 
the  presumption  will  be  that  it  is  '  functional '  ;  before  being  finally  satisfied,  however, 
it  is  important  that  a  careful  microscopical  examination  of  the  centrifugalized  deposit 
from  a  specimen  containing  albumin  should  be  made,  no  casts  or  other  abnormal  consti- 
tuents being  found.  The  administration  of  calcium  chloride  or  calcium  lactate  greatly 
diminishes  the  tendency  to  this  form  of  albuminuria.  In  an  adolescent  male  who  has  no 
symptoms,  albuminuria  discovered  accidentally,  present  after  exertion  or  after  exposure  to 
cold,  but  absent  after  rest  in  bed,  and  when  present  not  associated  with  renal  tube- 
casts  or  with  signs  of  arterial,  cardiac,  or  other  disease  that  should  be  detected  by  physical 
examination,  is  almost  certainly  '  physiological,'  needing  no  treatment  and  not  indicative 
of  any  underlying  disease.  Herbert  French. 

ALBUMOSURIA  may  be  discussed  under  two  main  headings,  namely:  (1)  Ordinary 
Albumosuria,  which  is  not  uncommon  but  is  of  little  clinical  importance  ;  and  (2)  Bence- 
Jones  Albumosuria^  which  is  rare  but  is  clinically  important. 

Ordinary  Albumosuria  is  seldom  recognized  because  the  albumose  generally  occurs 
along  with  albumin,  and  is  not  detected  until  this  has  been  removed  by  acidulating  with 
acetic  acid,  boiling  thoroughly,  and  filtering.  Albumose  may  be  recognized  in  the  filtrate 
by  the  fact  that  with  Heller's  nitric  acid  test  it  gives  a  white  cloud  which  disappears  on 
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warming,  to  reappear  on  cooling ;  and  its  presence  may  be  confirmed  by  the  violet-red 
colour  it  gives  with  the  biuret  test,  which  consists  in  adding  excess  of  caustic  soda  to  sx 
drop  of  dilute  copper  sulphate  solution,  adding  this  mixture  in  drops  to  the  urine,  from 
which  all  albumin  has  been  removed,  and  warming.  Another  test  for  albumose  is 
Hofmeister's,  which  consists  in  acidulating  the  urine  with  acetic  acid  and  then  adding 
phosphotungstic  acid  ;  albumoses  give  a  milky  cloud  with  the  latter.  The  deutero- 
albumose  that  gives  these  tests  occurs  in  the  urine  under  a  great  variety  of  circumstances  z 
apparently  the  one  essential  factor  is  cell  destruction  within  the  body.  It  will  suffice  to 
mention  some  of  the  many  diseases  in  which  it  has  been  found  : — 

(a)  ''Febrile^  Albumosuria:  in  severe  infective  fevers,  such  as  typhoid,  scarlet, 
small-pox,  measles,  acute  rheumatism,  lobar  pneumonia. 

(b)  '  Pyogenic  *  Albumosuria  :  in  empyema,  phthisis  with  cavitation,  bronchiectasis, 
appendicular  subdiaphragmatic  or  hepatic  abscess,  suppurating  gall-bladder,  pyosalpinx, 
suppurative  periostitis,  arthritis  or  osteomyelitis,  gangrene  of  the  lung,  gangrene  of  the 
leg,  breaking-down  cancer,  acute  peritonitis. 

(c)  '  Hepatogenous  '  Albumosuria  :  in  cancer  of  the  liver,  cirrhosis,  catarrhal  jaundice, 
phosphorus  poisoning,  acute  yellow  atrophy,  infective  cholangitis,  suppurative  pylephlebitis. 

(d)  '  Alimentary '  Albumosuria  :  in  cases  of  gastric  or  duodenal  ulcer,  carcinoma  of 
the  colon  or  stomach,  ulcerative  colitis,  tuberculous  ulceration  of  the  bowel,  acute  and 
chronic  dysentery. 

(c)  '  Hcematogenous '  Albumosuria :  in  leukaemia,  scurvy,  purpuric  conditions,  and 
with  internal  haematomata,  such  as  pelvic  haematocele. 

(/)  '  Albuminuric '  Albumosuria :  many  cases  of  acute  nephritis,  syphilitic,  cardiac 
and  other  forms  of  albuminuria,  are  associated  with  albumosuria.  There  is  some  doubt, 
however,  as  to  whether  the  reagents  employed  in  the  qualitative  analysis  do  not  themselves 
convert  some  of  the  albumin  into  albumose. 

(g)  Albumosuria  due  to  unclassified  causes  :  such  as  pregnancy,  especially  if  the  foetus 
has  died,  though  sometimes  even  without  this. 

The  amoimt  of  albumose  present  in  any  of  the  above  conditions  is  seldom  large,  and 
diagnostically  it  has  little  if  any  significance  except  when  it  occurs  apart  from  albumin. 
Even  then  its  main  importance  lies  in  the  necessity  of  not  mistaking  it  for  albumin.  This 
error  would  only  arise  with  the  nitric  acid  test,  for  albumose  does  not  form  a  cloud  on 
boiling  with  acetic  acid.  It  is  urged  by  some  that  albumosuria  in  appendicitis  points  to 
abscess  rather  than  to  simple  inflammation  ;  that  in  a  pleuritic  case  it  points  to  empyema 
rather  than  to  serous  effusion  ;  that  in  a  meningitic  case  it  points  to  the  suppurative  or 
epidemic  cerebrospinal  forms  rather  than  the  tuberculous  ;  and  so  on  ;  but  it  is  very 
doubtful  if  the  symptom  can  carry  so  much  weight  as  this.  In  a  given  case  the  presence 
of  ordinary  albumosuria  points  to  a  graver  prognosis  upon  the  whole  than  if  no  albumose 
were  present,  but  it  is  not  particularly  helpful  in  differential  diagnosis. 

Bence-Jones  Albumosuria,  on  the  other  hand,  though  rare,  is  clinically  important. 
The  nature  of  the  proteid  present  is  still  imdecided  ;  it  certainly  is  not  ordinary  albumose. 
Its  most  striking  characteristic  appears  when  the  urine  is  warmed  after  acidulation  with 
acetic  acid  to  prevent  precipitation  of  phosphates:  long  before  the  urine  boils  a  dense 
milky  precipitate  appears,  suggesting  at  first  sight  either  phosphates  or  coagulated 
albumin  ;  it  attracts  attention  at  once  from  the  fact  that  on  further  warming  it  begins 
to  clear  up  again,  and  after  boiling  it  almost  or  completely  goes.  It  will  be  realized  that 
the  precipitate  cannot  be  albumin  or  phosphates,  for  not  only  would  neither  of  these  clear 
up  at  boiling-point  in  this  way,  but  also  the  acidulation  of  the  urine  has  been  sufficient 
to  prevent  phosphates  from  coming  down,  whilst  the  temperature  at  which  the  dense 
sticky  precipitate  appears  (about  60°  C.)  is  far  lower  than  that  at  which  albumin  coagulates. 
If  any  albumin  is  present  at  the  same  time  the  clearing  at  boiling-point  will  be  but  partial ; 
the  albumin  should  then  be  removed  by  boiling  and  filtration,  when  nitric  acid  added  to 
the  filtrate  will  give  a  white  ring  which  redissolves  on  warming,  to  reappear  on  cooling, 
like  that  of  albumose.  This  Bence-Jones  proteid,  when  present,  generally  occurs  in  much 
larger  amounts  than  ordinary  albumose  ever  does,  so  that  it  is  seldom  overlooked  unless 
it  is  mistaken  for  albumin.  It  may  amount  to  anything  between  1  and  20  parts  per 
thousand,  or  more.  It  may  be  present  on  some  days  and  not  on  others.  It  indicates, 
almost  with  certainty,  that  there  is  some  affection  of  the  bone-marrow ;   it  might  be  due. 
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for  instance,  to  secondary  deposits  of  malignant  disease  in  bones,  or  to  leukaemia  ;  but 
in  the  great  majority  of  cases  it  has  occurred  in  connection  with  multiple  myelomata — 
Kahler^s  disease  or  myelopathic  albumosuria  of  Bradshaw.  Unless  there  is  other  evidence 
to  the  contrary,  abundance  of  Bence-Jones  proteid  in  the  urine  indicates  multiple  tumours 
involving  the  bone-marrow.  Herbert  French, 

ALKAPTONURIA.— (See  Urine,  Arnormal  Coloration  of,  p.  746.) 

ALLOCHEIRIA — ^Literally  means  '  other  handness.^  It  sometimes  happens  that 
when  a  patient  is  touched  upon,  say,  the  back  of  his  right  foot,  and  is  then  asked  where 
he  has  been  touched,  he  says,  "  Upon  the  back  of  my  left  foot."  This  reference  of  sensa- 
tions to  exactly  corresponding  parts  of  the  limbs  or  body  on  the  wrong  side  is  known  as 
allocheiria.  Experiments  have  shown  tj^at  complete  allocheiria  results  from  transverse 
hemisection  of  the  spinal  cord.  It  seems  that  sensory  impulses  travel  much  the  more 
readily  up  their  own  side  of  the  cord,  but  can  also  pass  by  the  opposite  side  if  necessary  ; 
when  they  are  compelled  to  do  so,  the  brain  interprets  them  as  coming  from  that  side  of 
the  body  which  usually  sends  impulses  up  this  particular  side  of  the  cord.  When  a  patient 
exhibits  allocheiria,  therefore,  it  generally  indicates  that  there  is  a  lesion  affecting  one  side 
of  the  spinal  cord,  or  the  upward  extensions  of  the  tracts  which  convey  sensory  impulses 
from  the  cord  to  the  brain,  more  than  the  other.  It  is  necessarily  a  rare  symptom.  It 
might  result  from  a  stab  or  a  bullet  wound  damaging  the  cord  unilaterally  ;  or  from  a 
gumma  or  neoplasm  of  the  spinal  meninges  ;  it  may  be  functional ;  rarely  it  may  result 
from  the  cord  becoming  compressed  more  on  one  side  than  on  the  other  by  spinal  caries, 
a  new  growth,  callus,  or  a  fracture-dislocation ;  and  occasionally  it  may  be  noticed  when 
there  is  a  cord  disease  which,  though  usually  bilateral,  happens  to  have  advanced  more 
rapidly  on  one  side  than  upon  the  other,  as  in  exceptional  cases  of  disseminated  sclerosis, 
locomotor  ataxy,  or  softening  from  syphilitic  endarteritis  and  thrombosis.  Except  in 
functional  cases,  allocheiria  will  seldom  be  the  only,  or  even  the  chief,  feature  in  the  case  ; 
paresis,  pain,  or  some  other  symptom  present  wQl  afford  greater  assistance  in  the  diagnosis 
than  will  the  allocheiria  itself.  Herbert  French, 

ALOPECIA.— (See  Baldness,  p.  70.) 

AMAUROSIS.— {See  Vision,  Defects  of,  p.  759.) 

AMBLYOPIA.— <See  Vision,  Defects  of,  p.  759.) 

AMENORRHCEA. — ^The  time  at  which  menstruation  first  appears  is  very  variable 
within  certain  limits,  being  influenced  largely  by  climatic  and  racial  peculiarities  ;  in  this 
country  about  fourteen  may  be  taken  as  the  average.  When  the  menstrual  flow  has  not 
become  established  it  is  usual  to  speak  of  primary  amenorrhoea,  whilst  cessation  of  the 
flow  after  it  has  once  been  regularly  established  is  known  as  secondary  amenorrhoea.  From 
the  table  of  the  causes  of  amenorrhoea  below,  it  will  be  seen  that  some  of  them  must 
of  necessity  give  rise  to  primary  amenorrhoea,  whilst  others  more  commonly  produce  the 
secondary  variety.  In  investigating  a  case,  therefore,  it  is  important  to  ascertain  first 
whether  the  condition  is  primary  or  secondary,  and  next  whether  it  is  real  or  only  apparent. 
The  latter  condition,  known  as  cryptomenorrhoea,  implies  that  the  menstrual  flow  takes 
place  but  is  unable  to  escape  externally  because  there  is  some  closure  of  a  part  of  the  genital 
(anal.  The  congenital  form  of  cryptomenorrhoea  is  the  only  variety  met  with  at  all 
commonly,  acquired  closure  of  a  part  of  the  genital  canal  being  exceedingly  rare.  Stenosis 
of  the  vagina  is  not  imcommon  as  a  result  of  injury  and  infection,  but  a  small  sinus  is 
usually  left  which  suffices  for  the  escape  of  the  menstrual  fluid.  We  are  led  to  suspect 
cryptomenorrhoea  when  the  patient  volunteers  the  statement  that  she  has  pelvic  pain, 
headache,  and  possibly  vomiting,  of  monthly  occurrence,  in  fact  the  usual  menstrual 
moliniina,  unaccompanied  by  any  visible  flow.  A  physical  examination  should  be  made 
at  once  in  such  a  case,  including  abdominal  palpation,  inspection  of  the  vulva,  and  a  recto- 
abdominal  bimanual  examination.  The  common  form  is  that  in  which  the  lower  end 
of  the  vagina  is  imperforate,  the  hymen  usually  being  visible  on  the  outer  side  of  the 
occluding  membrane.    The  complete  examination  in  such  a  case  will  reveal  a  fluctuating 
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swelling  reaching  from  the  vulva  to  the  pelvic  brim,  above  which  the  uterus  can  often 
be  palpated  and  moved  about.  It  is  further  of  considerable  importance  to  make  out 
whether  the  uterus  and  Fallopian  tubes  are  distended  with  menstrual  products  along  with 
the  distended  vagina,  for  in  the  presence  of  haematosalpinges  the  treatment  is  considerably 
modified.  Abdominal  section  is  required  in  such  a  case  to  avoid  rupture  of  the  tubes  when 
the  vagina  collapses  after  incision  of  the  occluding  membrane.  Distention  of  the  vagina 
or  haematocolpos  is  complete  in  this  case,  but  may  be  partial  where  the  lower  part  of  the 
vagina  is  absent,  and  then  is  likely  to  be  accompanied  by  distention  of  the  uterus 
(haematometra)  and  hematosalpinx.  Complete  absence  of  the  vagina  can  only  be  inferred 
from  physical  examination,  when  the  distended  organ  appears  to  be  only  the  uterus. 

Although  a  secondary  phenomenon,  acquired  cryptomenorrhoea  produces  the  same 
symptoms  and  requires  the  same  kind  of  investigation  as  the  congenital  cases.  It  must 
not  be  forgotten  that  acquired  closure  of  the  vagina  following  the  vaginitis  of  specific  fevers 
n:ay  occur  in  infancy,  and  will  then,  of  course,  produce  primary  amenorrhoea. 


CAUSES    OF    APPARENT    AMENORRHCEA. 


Congenital : 

Imperforate  vagina 
Imperforate  hymen 
Absence  of  the  vagina 

Acquired  : 

Closure  of  the  vagina  : 
Due  to  specific  fevers 
Due  to  injury 


Imperforate  cervix 

Double  uterus  with  retention 

Haematocolpos 


Haematometra 
Hsematosalpinx 


Closure  of  the  cervix  : 
Due  to  injury 
Following  operations 


CAUSES    OF    REAL    AMENORRHOEA. 


Physiological  : 
Before  puberty 
After  the  menopause 
During  pregnancy 
During  lactation 

Pathological : 

Generative  System  : 

Absence  of  essential  organs 
Infantile  uterus 
Small  adult  type  of  uterus 
Deficient  ovarian  activity 
Destruction     of    both 
ovaries  : 
By     double     ovarian 

growths 
By  pelvic  inflammation 
Superinvolution     of     the 
uterus 


Circulatory  System  : 
Chlorosis 
Ansemia 
Leucocythsemia 
Hodgkin's  disease 
Wasting  diseases  : 

Malignant  growths 

Tubarcle 

Prolonged  suppuration 

Diabetes 
Late   stages   of  nephritis 
Late  stage  of  some  forms  of 

heart  disease 
Late    stage    of   cirrhosis    of 

the  liver 
Nervous  system  : 
Imbecility 
Cretinism 
Various  forms  of  insanity 


Cold  just  before  or  during 
menstruation 

Suggestion — fear     of    preg- 
nancy 

Anorexia  nervosa 
Altered  internal  secretions  : 

Myxoedema 

Exophthalmic  goitre 

Addison's  disease 

Acromegaly 

Obesity 

Change  of  habits 
Toxic  : 

After  specific  fevers 

Chronic  poisoning  by  lead, 
mercury,  morphia,  alcohol 


Note. —Real  amenorrhooa  may  be  (1)  Primary  with  delayed  onset ;    (2)  Primary  and  permanent ; 

(3)  Secondary. 

In  considering  the  diagnosis  of  the  causes  of  real  amenorrhoea.  the  primary  and 
secondary  forms  afford  us  an  important  clue  to  the  possible  causation.  Suppose,  for 
instance,  that  menstruation  has  once  been  established  regularly,  it  is  clear  that  there  cannot 
be  any  serious  congenital  anomaly  of  the  generative  system  ;  the  uterus  and  ovaries  must 
at  least  be  present  and  functional.  We  then  must  make  a  systematic  examination  of  the 
generative,  circulatory,  nervous,  and  ductless  gland  systems,  in  order  to  learn  by  a  process 
of  exclusion  which  group  of  causes  we  have  to  deal  with.  If,  however,  the  amenorrhoea 
is  primary  and  real,  that  is,  the  patient  has  no  molimina,  our  examination  must  first  be 
directed  towards  finding  out  whether  the  essential  organs,  namely,  uterus  and  ovaries, 
are  present,  and  are  normal  in  size  and  shape  as  far  as  a  bimanual  examination  can  ascertain. 
If  necessary,  an  anaesthetic  may  be  given  for  this  purpose,  for  it  is  often  a  matter  of  con- 
siderable difficulty  to  decide  the  question.  If  the  fact  of  absence  of  the  essential  organs 
can  be  established,  we  are  clearly  justified  in  considering  the  amenorrhoea  to  be  permanent, 
and  the  patient  or  her  friends  should  be  told  of  this. 
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Apart  from  congenital  anomalies,  it  is  remarkable  how  few  lesions  of  the  generative 
organs  there  are  which  produce  amenorrhoea  ;  only  those  diseases  which  destroy  both 
o\'aries  completely  or  render  the  uterus  functionless  can  cause  amenorrhoea,  and  under 
this  heading  we  find  only  <k>uble  ovarian  growths,  the  late  stages  of  pelvic  inflammation 
(salpingo-oophoritis),  and  superin volution  of  the  uterus.  A  tumour  destroying  one  ovary 
as  a  rule  has  no  effect  on  menstruation  at  all,  provided  the  other  is  present  and  functionally 
perfect.  It  is  possible  for  one  ovary  only  to  be  functional ;  for  instance,  that  on  the  same 
side  as  the  undeveloped  half  of  a  unicomuate  uterus  may  be  quite  atrophic  and  functionless. 
The  presence  of  two  tumours  in  the  abdomen  symmetrically  arranged  with  regard  to  th3 
uterus  will  sometimes  p)ermit  of  the  diagnosis  of  double  ovarian  destruction,  but  quite 
commonly  one  tumour  is  much  larger  than  the  other,  and  the  double  nature  of  the  lesion 
cannot  be  established  untQ  the  abdomen  is  opened.  Superinvolution  of  the  uterus  is  not 
difhcult  to  recognize  when  we  remember  that  it  always  follows  pregnancy,  and  the  small 
size  of  the  uterus  can  be  made  out  readily  by  bimanual  examination  and  the  passage  of 
the  uterine  sound.  The  organ  sometimes  measures  only  1}  inches  by  the  sound.  It  must 
not  be  forgotten  that  even  in  these  cases  the  primary  lesion  may  be  an  ovarian  atrophy, 
but  very  little  is  known  on  this  point.  The  term  "  deficient  ovarian  activity  "  is  a  time- 
honoured  one,  and  must  be  taken  to  mean  the  absence  of  the  internal  secretion  of  the 
o\-ary.  It  is  obvious  that  this  condition  cannot  be  diagnosed  by  any  physical  examination, 
and  its  presence  can  only  be  inferred  when  absolutely  no  other  lesion  of  any  system  can 
be  found  to  account  for  amenorrhoea,  either  primary  or  secondary. 

It  is  impossible  in  the  space  at  our  disposal  to  draw  up  any  detailed  method  by  which 
the  various  diseases  under  the  circulatory,  nervous,  etc.,  systems,  can  be  diagnosed  ;  these 
are  discussed  under  the  headings  of  other  symptoms  that  they  produce.  It  is,  however, 
not  out  of  place  to  note  here  that  amenorrhoea  caused  by  general  diseases,  unconnected 
with  the  generative  system,  depends  upon  :  (1)  Alterations  in  the  blood  itself ;  (2)  Alter- 
ations in  blood-pressure  ;  (3)  Altered  relation  of  the  nerve  impulses  which  form  part  of 
the  stimulus  for  menstruation  ;  (4)  Altered  relations  between  the  internal  secretions  of 
the  ovary  and  the  thyroid  glands  on  the  one  hand,  opposed  to  the  suprarenal  and  pituitary 
glands  on  the  other.  Finally,  with  regard  to  pregnancy,  which  is  the  commonest  of  all 
causes  of  secondary  amenorrhoea,  it  may  be  formulated  as  an  axiom  that  an  otherwise 
healthy  woman  who  has  had  perfectly  regular  menstruation  is  probably  pregnant  if  she 
has  a  period  of  absolute  amenorrhoea.  Nevertheless,  the  presence  of  pregnancy  must 
never  be  assumed  without  a  most  careful  consideration  of  the  history,  combined  with  a 
complete  physical  examination.  The  diagnosis  of  pregnancy  must  always  be  made  upon 
a  complex  of  symptoms  rather  than  upon  any  one  ;  the  combination  of  amenorrhoea, 
secretion  to  be  squeezed  from  the  breasts,  morning  sickness,  vaginal  discoloration,  and  an 
abdominal  tumour,  can  only  mean  pregnancy  in  the  vast  majority  of  cases.  The  addition 
of  foetal  movements  and  the  foetal  heart-sounds  make  the  diagnosis  absolute. 

T.  G.  Slevenf, 

AMNESIA  (Loss  of  Memory). — Memory  is  one  of  the  higher  functions  of  the  brain, 
and  presents  wide  variations  in  its  degree  of  development  in  different  individuals.  The 
physiological  range  being  so  extensive,  it  is  almost  impossible  to  say  whether  an  apparently 
poor  memory  is  pathological  or  not,  when  the  condition  is  of  long  standing  and  stationary. 
Slight  degrees  of  impairment  of  memory  are  of  interest  to  the  psychologist,  but  to  the 
majority  of  medical  men  the  loss  must  be  considerable  or  of  peculiar  character  before  it 
is  of  diagnostic  importance.  In  some  forms  of  excitement  there  may  be  exaltation  of 
memory  (hypermnesia) ;  events  are  recalled  and  magnified  in  importance,  which  in  normal 
states  would  never  have  reached  the  surface  of  conscious  memory.  In  all  forms  of 
dementia,  on  the  other  hand,  memory  becomes  impoverished  (hypomnesia),  and  may 
eventually  fail  altogether  (amnesia).  Reference  can  be  made  to  only  a  few  states  in  which 
the  condition  of  memory  may  be  of  service  in  diagnosis. 

Dementia. — In  all  forms  of  dementia — senile,  general  paralytic,  toxic,  etc. — memory 
is  impaired,  and  it  is  the  rule  to  find  that  recent  events  are  lost  before  those  belonging  to 
distant  years.  Even  when  memory  is  obliterated  almost  completely,  a  few  isolated  events 
in  the  past  may  be  recalled  distinctly  without  their  surroundings,  and  may  take  a 
prominent  place  in  the  patient's  personality.  These  traits  characterize  senility,  but  are 
also  to  be  found,  when  looked  for,  in  other  demented  states. 
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Epilepsy. — ^Amnesia  is  an  important  feature  of  the  epileptic  seizure  ;  in  the  majority 
of  epileptics  no  memory  of  the  convulsion  is  preserved,  although  events  immediately 
preceding  it  may  be  retained  clearly,  as  well  as  those  which  follow  the  return  of  consciousness  ; 
in  other  cases  the  amnesia  may  cover  a  period  preceding  the  attack  (retrograde  amnesia) » 
while  in  others,  actions  are  performed  after  the  attacks,  in  an  apparently  conscious  state » 
which  the  patient  is  quite  unable  to  recall  later  on.  To  this  phenomenon  may  be  applied 
the  term  antegrade  amnesia  in  association  with  post-epileptic  automatism.  Epileptio 
amnesia  is  often  important  in  connection  with  medico-legal  questions  and  criminology^. 
In  addition  to  temporary  lapses  of  memory,  the  majority  of  epileptics  suffer  from  the 
progressive  hypomnesia  common  to  all  forms  of  dementia.  It  is  one  of  the  first  signs  of 
their  intellectual  deterioration,  and  not  the  result  of  the  administration  of  bromides  to 
which  it  is  generally  attributed. 

Trauma, — Severe  falls  or  blows  on  the  head  often  cause  complete  amnesia  ;  the  latter 
may  cover  not  only  a  period  of  unconsciousness,  but  also  a  period  preceding  or  following  it, 
or  both.  As  in  cases  of  epilepsy,  the  amnesia  may  be  retrograde,  anterograde,  or  antero- 
retrograde. 

Korsakow's  Syndrome, — ^This  condition,  generally  the  result  of  alcoholism,  is  character- 
ized by  hypomnesia,  disorientation,  and  pseudo-reminiscences.  The  patient  loses  memory 
for  recent  events,  has  no  appreciation  of  time  or  place,  talks  freely  and  often  plausibly 
about  events  which  have  never  occurred,  and  yet  may  retain  a  very  natural  attitude  of 
mind  towards  his  surroundings.  So  natural  may  be  his  manner  of  talking  and  his  behaviour, 
that  the  above-mentioned  mental  deficiencies  may  escape  notice  unless  the  medical  man. 
applies  himself  to  their  discovery. 

Toxcemia, — In  many  infective  diseases,  such  as  enteric  fever,  the  return  of  health  may 
reveal  a  state  of  amnesia  covering  a  considerable  part  of  the  patient's  illness,  and  this 
blank,  the  result  of  intoxication  of  the  higher  cerebral  centres,  may  be  permanent. 

Hysteria, — ^Amnesia  is  probably  quite  complete  in  connection  with  some  forms  of 
hysterical  '  fits.'  The  patient  in  the  interval  between  attacks  has  no  recollection  of  the 
latter,  although  they  are  not  associated  with  loss  of  consciousness.  This  fact  underlies 
the  theory  which  assumes  a  double  consciousness ;  the  person  in  one  state  of  conscious- 
ness has  no  memory  for  events  which  occur  in  the  other.  e,  Farquhar  Buzzard. 

AN.£MIA  is  a  general  and  inexact  term  which  may  include  one  or  more,  or  even  all, 
of  several  different  changes  in  the  blood,  but  of  which  the  main  criterion  clinically  is 
diminution  in  the  amount  of  haemoglobin  contained  in  a  given  volume,  usually  but  not 
invariably  associated  with  a  decrease  in  the  number  of  red  cells  per  c.mm.  of  blood.  Changes 
in  the  leucocytes  are  not  essentially  related  to  anasmia,  though  their  behaviour  affords 
means  of  diagnosing  some  forms  of  anaemia  from  others.  Various  terms  have  been  used 
to  denote  different  ways  in  which  the  blood  may  depart  from  the  normal,  and  these  may 
be  defined  shortly,  though  they  are  seldom  important  in  practice. 

Oligocythcemia  or  hypocythcemia  both  signify  a  diminution  of  the  number  of  red  cells 
below  the  normal  5,000,000  per  c.mm.  of  blood  in  a  man,  4,500,000  in  a  woman.  Oligcemia 
means  a  diminished  total  amount  of  blood  in  the  body  ;  hydrcemia,  an  increased  percentage 
of  water  in  the  blood*;  polyplasmia,  an  increase  in  the  volume  of  the  plasma  of  the  blood 
such  as  occurs  in  chlorosis  ;  oligochromcBmia,  a  diminution  in  tlie  amount  of  haemoglobin 
per  c.mm.  of  blood. 

For  purposes  of  comparison  of  one  case  with  another,  one  speaks  of  the  red  cells  and 
of  the  haemoglobin  as  being  normally  100  per  cent  in  health.  An  anaemia  may  be  such 
that  the  haemoglobin  is  greatly  diminished  without  so  great  a  diminution  in  the  red 
corpuscles  ;  it  is  also  possible  for  the  haemoglobin  and  the  red  cells  each  to  be  diminished 
in  equal  proportions  ;  and  thirdly,  it  is  possible  for  both  the  haemoglobin  and  the  red 
corpuscles  to  be  diminished,  but  for  the  haemoglobin  to  be  relatively  less  so  than  are  the 
red  cells.  The  red  corpuscles  contain  relatively  less  haemoglobin  than  they  ought  to  in  the 
first  variety  of  anaemia,  which  is  probably  the  commonest  of  all ;  in  the  second  group, 
although  there  is  anaemia,  each  red  corpuscle  contains  its  full  quantity  of  hsemoglobin  ; 
whilst  in  the  third  group,  although  there  is  anaemia,  each  corpuscle  contains  more  haemo- 
globin than  it  normally  should.  As  a  means  of  expressing  these  facts  shortly,  one  speaks 
of  the  colour  index :  this  is  the  ratio  of  the  haemoglobin  to  the  red  corpuscles.     If  the  red 
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Fig.  2. — A  Good  Method  op  making  a  TtLooD-nuc.  A  drop 
of  blood  is  received  at  one  end  of  a  microswope  slide  :  a  second 
slide  is  laid  transversely  across  the  first,  as  shown  ;  the  blood  being 
in  the  acute  angle  behind  it,  the  transverse  slide  is  carried  steadily 
forward  over  the  surface  of  the  first,  draicinj  the  blood  after  it  in  an 
even  film. 


corpuscles  and  haBmoglobin  are  each  100  per  cent  of  normal,  the  colour  index  is  }  gg,  or  1. 
If  the  hsemoglobin  were  diminished  to  40  per  cent  of  normal,  whilst  the  red  cells  were  only 
diminished  to  80  per  cent  of  normal,  the  colour  index  would  be  ^g,  or  0*5 — ^the  chlorotic 
iypf,  in  which  the  index  is  less  than  1.  If  the  haemoglobin  and  the  red  cells  were  both 
diminished  to  50  per  cent  of  normal,  there  would  be  anaemia  with  a  normal  colour  index  of 
j;j,  or  1.  If  the  haemoglobin  were  diminished  to  30  per  cent  of  normal,  whilst  the  red 
cells  were  diminished  to  20  per  cent  of  normal,  the  colour  index  would  be  :]g,  or  1*5 — 
that  is  to  say,  greater  than  1,  a  condition  which  is  spoken  of  as  the  pernicious  type  of 
colour  index,  because  it  is  seen  best  in  pernicious  anaemia. 

Pallor  may  or  may  not  indicate 
anaemia.  Many  persons  look  almost 
white,  and  yet  their  blood  is  not  in 
an  abnormal  condition.  Pallor  is  nor- 
mal in  night-workers  and  in  those  who 
work  underground.  Even  in  some 
daylight  workers  the  distribution  of 
the  cutaneous  capillaries  seems  to  be 
such  that  the  superficial  skin  has  little, 
if  any,  of  the  normal  colour  of  blood, 
and  yet  the  individuals  are  not  anaemic 
in  the  sense  of  having  any  diminution 
of  the  haemoglobin  or  the  red  cells. 
The  error  of  mistaking  mere  pallor  for 
anaemia  is  avoided  by  means  of  a 
blood-count,  which  in  all  cases  should 

include  estimation  of  the  percentage  of  haemoglobin,  and  of  the  total  number  of  red  cells 
per  c.mm. ;  and  in  most  cases  determination  of  the  number  of  leucocytes  per  cmm.,  a 
differential  leucocyte  count  and  an  examination  of  the  characters  of  the  red  corpuscles  in 
stained  blood  films  also. 

Corpuscles  are  best  counted  by  means  of  the  Thoma-Zeiss  or  Thoma-Leitz  hacmocytometer  ; 
haemoglobin  is  measured  most  accurately  by  the  Haldane-Gowers  haemoglobinometer ;  and  blood 
films  are  best  fixed  and  stained  simultaneously  by  means  of  Jenner's  stain,  or,  when  hcematozoa 
are  to  be  looked  for,  by  Leishman^s  stain.  Full  directions  as  to  the  use  of  these  instruments  and 
stains  are  generally  issued  with  them,  or  one  of  the  many  small  handbooks  on  laboratory  methods 
may  be  referred  to. 

Having  proved  that  the  patient  is  suffering  from  real  anaemia,  that  is  to  say  from 
diminution  in  the  percentage  of  haemoglobin,  and  probably  from  a  diminution  in  the  red 
cells  sdso,  the  next  step  in  the  diagnosis  is  to  determine  what  is  its  nature.  Attempts  are 
sometimes  made  to  fit  all  cases  of  anaemia  into  one  or  other  of  two  main  groups,  labelled 
primary  and  secondary  respectively  ;  but  this  is  not  really  very  helpful  clinically.  In 
many  cases  the  nature  of  the  anaemia  is  obvious  at  once — it  may  be  secondary  to  post- 
partum haemorrhage  or  other  blood  loss,  or  the  later  stages  of  phthisis,  syphilis,  cancer, 
or  malarial  cachexia,  and  so  on.  Sometimes,  however,  even  though  anaemia  is  really  due 
to  a  cause  which  in  some  patients  is  obvious,  it  is  not  obvious  in  the  patient  with  whom  one 
happens  to  be  dealing,  and  then  the  diagnosis  has  to  be  arrived  at  by  a  process  of  exclusion. 
One  need  but  mention  as  examples,  perhaps,  the  difficulties  that  arise  sometimes  in 
diagnosing  between  f ungating  endocarditis,  gastric  carcinoma,  and  pernicious  anaemia  ; 
or  between  anaemia  due  to  blood-loss  and  blood-loss  due  to  anaemia.  In  arriving  at  the 
diagnosis  it  is  important  first  to  exclude  those  conditions  in  which  the  blood  picture  is 
itself  positive.  A  division  of  all  cases  of  anaemia  into  {A)  Ancemias  with  a  positive  blood 
picture  ;  and  (B)  Ancemias  with  an  indeterminate  or  negative  blood  picture,  is  probably  more 
helpful  clinically  than  any  other  classification.  The  only  anaemias  in  which  the  blood 
picture  can  be  described  as  itself  positive — that  is  to  say  in  which  the  diagnosis  is  indicated 
directly  by  the  results  of  blood  examination — ^are  (a)  pernicious  anaemia,  (b)  spleno- 
meduilary  leukaemia,  (c)  lymphatic  leukaemia,  {d)  mixed  varieties  of  leuksemia,  (e)  parasitic 
anxmia  associated  with  eosinophilia,  and  (/)  parasitic  anaemia  associated  with  parasites 
in  the  blood. 

BhMKl  Changes  common  to  all  Severe  Anaemias. — In  any  severe  anaemia  there  arc 
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certain  blood  changes  \Vhich  are  almost  always  to  be  found,  which  are  not  characteristic 
of  any  one  variety  of  ansemia,  but  which,  seeing  that  pernicious  anaemia  in  its  later  stages 
is  probably  the  profoundest  of  all  the  anaemias,  are  perhaps  better  seen  in  it  than  in  any 
other  disease.     These  are  : — 

(a).  A  very  great  diminution  in  the  number  of  red  corpuscles,  down  even  to  so  low  a 
figure  as  600,000  per  c.mm. 

(6).  Great  variation  in  the  shapes  of  the  red  cells — ^poikilocytosis  ;  poikilocytcs 
{Plate  Ily  Fig.  E)  always  retain  a  smooth,  curved  outline,  but  instead  of  being  flat  circular 
discs,  like  normal  corpuscles,  they  may  be  oval  or  pear-  or  hour-glass-shaped,  and  so  on. 
It  is  important  not  to  mistake  crenated  corpuscles  (Plate  II,  Fig.  D),  or  red  cells  that  have 
become  polygonal  by  reason  of  mutual  moulding  when  fixed  in  too  close  apposition  witli 
one  another  {Plate  II,  Fig.  C),  for  poikilocytcs. 

{c).  Alterations  in  the  sizes  of  the  corpuscles.  In  normal  blood  the  red  cells  are  almost 
all  of  the  same  diameter,  about  Ifx  ;  in  any  severe  anaemia  they  may  vary  considerably  in 
size,  many  being  much  smaller  than  normal — microcytes  {Plate  II,  Fig.  B) ;  some  larger 
than  normal — macroqfles  or  megalocytes  {Plate  II,  Fig.  B). 

{d).  The  presence  of  nucleated  red  corpuscles.  Normally  none  are  present  in  the  blood 
even  in  infancy  ;  in  any  severe  anaemia  they  may  appear  in  varying  numbers,  and  according 
to  their  sizes  they  are  termed  microhlasts,  nomwbkists,  megahblasts,  or  gigantoblasts  {Plate  II, 
Fig.  F) — the  latter  containing  more  than  one  nucleus,  the  others  only  one.  It  has  some- 
times been  stated  that  the  greater  the  number  of  nucleated  corpuscles  the  less  favourable 
the  prognosis,  but  this  is  not  necessarily  the  case,  except  in  so  far  that  it  is  unusual  for 
nucleated  forms  to  appear  until  a  severe  stage  of  the  anaemia  is  reached. 

None  of  the  above  changes,  one  must  repeat,  are  diagnostic  of  any  particular  variety 
of  severe  anasmia,  though  they  are  perhaps  most  marked  in  the  later  stages  of  pernicious 
anaemia. 

Normal  Varieties  of  Wliite  Corpuscles. — It  often  happens  that  variations  in  the 
relative  proportions  of  the  different  leucocytes  in  the  blood  afford  means  of  differential 
diagnosis.  Before  changes  from  the  normal  can  be  understood,  it  is  necessary  to  say  a 
word  or  two  about  the  normal  varieties  of  white  cells  ;  these  number  anything  from  5,000 
to  10,000  per  c.mm.,  the  total  changing  considerably  at  different  times  of  the  day.  When 
films  are  made  it  is  found  that  four  easily  distinguishable  varieties  are  to  be  seen.  These 
have  received  different  names  at  the  hands  of  different  observers,  but  they  are  so  distinct 
that  names  hardly  matter,  and  they  might  be  termed  quite  well  types  A,  B,  C,  and  D 
respectively.  If,  however,  one  has  to  choose  between  the  different  names  that  have  been 
given  to  them,  the  following  may  perhaps  be  selected  as  the  most  frequently  employed  : — 
(1)  Small  lymphocytes ;  (2)  Large  lymphocytes ;  (3)  Polymorphonuclear  cells ;  (4)  Coarsely 
granular  eosinophile  corpuscles. 

1.  The  small  lymphocytes  {Plate  II,  Fig.  H)  stain  blue  with  Jenner's  stain,  both  as  to 
nucleus  and  protoplasm.  The  nucleus  is  round,  and  the  protoplasm  is  relatively  small  in 
amount  and  free  from  granules. 

2.  The  large  lymphocytes,  or  hyaline  corpuscles  {Plate  II,  Fig.  J),  stain  blue,  both  as 
to  nucleus  and  protoplasm.  The  nucleus  is  more  or  less  kidney-shaped,  and  the  proto- 
plasm relatively  large  in  amount  and  free  from  granules. 

3.  The  polymorphonuclear  cells  {Plate  II,  Fig.  K)  stain  blue  as  to  the  multilobed 
nucleus,  red  as  to  the  relatively  abundant  protoplasm,  which  under  the  high  power  is 
seen  to  be  speckled  with  very  fine  red  granules. 

4.  The  coarsely  granular  eosinophile  corpuscles  {Plate  II,  Fig.  L)  stain  blue  as  to  the 
multilobed  nuclei,  red  as  to  the  protoplasm,  the  amount  of  which  is  approximately  the 
same  as  in  the  polymorphonuclear  cells,  but  differs  from  the  latter  in  that  it  is  studded 
with  very  striking  large  eosinophile  granules. 

The  only  difficulty  that  arises  in  making  a  differential  leucocyte  count  in  normal  blood 
is  that  whereas  the  small  lymphocytes  usually  become  fixed  in  such  a  way  as  to  cover 
relatively  small  areas,  so  that  the  cells  seem  to  consist  mainly  of  nucleus,  at  other  times 
they  spread  out  flatter  over  larger  areas,  and  then  the  rounded  nucleus  seems  to  be 
surrounded  by  much  protoplasm  (Plate  II,  Fig,  I).  A  small  lymphoc>i:e  flattened  out  in 
this  way  is  apt  to  be  called  either  a  large  lymphocj^e  by  those  who  do  not  insist  upon  the 
reniform  nucleus  of  the  latter,  or  a  transitional  lymphocyte  by  others.    There  is  no  deduction 
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RED      AND       WHITE       BL  O  O  D- C  O  R  P  U  S  C  L  E  S 
As  seen  under  the  j^th-inch  oil-immersion  lens. 
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A,  Normal  reil  corpasolea  ;  B.  Mf"f^iilot\vtes  and  micnx'ytes ;  C.  Normal  rod  oorim'^clor*  imule  niiLiilur  by  imporfcct 
fnuioii  ;  D,  Crcnatod  re^l  iX)rpus<'lps  ;  E,  I'oikilocytos  ;  F,  S'ucleafcd  iv-i  forpu^cN-s  ;  (I)  NoriiK»hl;i>ts.  (l')  .MolmIoI dusts  ; 
(^Mii/iintobla-fs  :  G,  l'>*"«"tate  basophilia  and  polychronia<ia  ;  H,  ^mall  lyniphoryro  :  |,  liidr-terininatc'  lympluxyte  ; 
J.  I^flv  hyaline  Iympho<-yte ;  K,  rolymorplioiiucloar  corpuscle;  L,  C'oarsoly  ^rraiiular  eosinophile  corpuscle;'  M, 
Mydor-yt*!  ;    n,  Kocsinojihile  myelocyte  :    o,  Kasophik;  cori>uscle. 
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of  particular  clinical  value  to  be  obtained  by  distinguishing  these  cells  from  small  lympho- 
cytes; it  is  better  that  they  should  be  grouped  with  the  small  lymphocytes  for  clinical 
purposes  at  any  rate,  only  undoubted  large  hyaline  cells  with  reniform  nuclei  being 
included  in  the  group  of  large  lymphocytes  or  hyaline  corpuscles. 

The  relative  proportions  of  these  cells  differ  according  as  the  individual  is  a  child 
or  a  grown-up  person ;  for  an  adult  one  may  say  that,  roughly  speaking,  out  of 
100  leucocytes 

About  25  will  be  small  lymphocytes 

8  will  be  large  hyaline  lymphocytes 
C5  will  be  polv^morphonuclear  cells,  and 
2  will  be  coarsely  granular  cosinophile  corpuscles 

100 

In  children  the  tendency  is  for  the  small  lymphocytes  to  be  relatively  more  numerous 
in  health,  and  still  more  so  in  any  illness — up  to  40  per  cent  or  even  more — whilst  the  poly- 
morphonuclear cells  are  correspondingly  diminished. 

Some  obser\'ers  prefer  to  represent  the  different  varieties  of  white  corpuscles  not  as 
percentages  but  as  total  numbers  per  c.mm.  of  blood. 

Abnormal  Varieties  of  Wliite  Corpuscles. — Whereas  the  above  are  the  only  kinds 
of  white  cells  in  healthy  blood,  in  certain  diseases  the  following  abnormal  forms  are  met 
with : — 

Myelocytes. — ^These  are  large  corpuscles  {Plate  11^  Fig.  3f ),  comparable  in  size  to  the 
polymorphonuclear  cells,  but  differing  from  the  latter  in  having  either  a  perfectly  round, 
an  oval,  or  possibly  a  slightly  kidney -shaped  nucleus,  rather  than  a  multilobed  one.  There 
are  all  gradations  of  them,  and  at  the  two  extremes  it  is  difficult  to  differentiate  some  from 
large  lymphocytes  and  others  from  polymorphonuclear  cells.  They  are  to  be  distinguished 
from  the  latter  by  the  roundness  of  the  nucleus,  and  from  large  lymphocytes  by  the 
granularity  of  the  protoplasm.  The  granules  in  question  are  sometimes  stained  brightly 
with  eosin — eosinophile  myeloq/tes  {Plate  11,  Fig.  iV),  distinguishable  at  once  from  the 
ordinary  eosinophile  corpuscles  by  their  nuclei  being  nearly  spherical ;  more  often,  how- 
ever, the  granules  stain  blue,  or  some  colour  between  blue  and  red — ordinary  or  neutrophile 
myelocytes.  No  useful  clinical  information  can,  so  far  as  is  at  present  known,  be  obtained 
by  laying  stress  upon  these  differences  in  the  staining  reactions  of  different  myelocytes, 
so  that  they  are  usually  counted  together  simply  as  myelocytes.  There  is  only  one  condition 
in  which  they  are  very  numerous,  and  that  is  spleno-medullary  leukaemia  ;  but  they  may 
occur  in  small  numbers  in  various  other  affections  also,  particularly  in  lymphadenoma, 
Hodgkin*s  disease,  pernicious  anaemia,  and  aplastic  anaemia. 

Basophile  Corpuscles  {Plate  II,  Fig.  O). — ^These  are  much  smaller  than  myelocytes, 
their  siase  being  comparable  to  that  of  small  lymphocytes ;  they  differ  from  the  latter  in 
that  the  protoplasm,  instead  of  being  homogeneous,  contains  from  2  or  3  to  perhaps  20  or 
more  very  large  granules  which  stain  deep  blue  with  Jenner's  stain.  They  are  unmistake- 
able.  No  definite  clinical  deductions  can  be  drawn  from  their  presence  beyond  the  fact  that, 
if  there  are  more  than  1  or  2  per  1,000,  the  blood  is  abnormal.  They  may  be  present  in 
many  different  varieties  of  amemia,  but  they  are  not  characteristic  of  any  ;  they  seldom 
amount  to  more  than  2  or  3  per  cent,  and  often  to  no  more  than  0*5  per  cent,  even 
in  disease. 

Punctate  Basophilia. — ^There  are  certain  conditions,  particularly  pernicious  anaemia  in 
its  later  stages,  leukaemia,  and  lead  poisoning,  in  which  the  red  cells,  instead  of  staining 
uniformly  pink  with  the  eosin  of  Jenner's  stain,  present  large  numbers  of  small  blue  specks 
or  granules  in  their  protoplasm  {Plate  II,  Fig.  G),  a  condition  known  as  punctate  basophilia. 
In  a  case  of  doubt,  when  pernicious  anaemia  has  been  excluded  by  there  being  a  low  colour 
index,  and  when  leukaemia  is  contra-indicated  by  the  fact  that  there  is  a  normal  leucocyte 
count,  the  presence  of  extensive  punctate  basophilia  is  said  sometimes  to  afford  con- 
firmative evidence  of  plumbism. 

We  may  now  pass  on  to  consider  the  commoner  variefies  of  anaemia,  dealing  first  with 
anxmias  with  positive  blood  pictures. 
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(^).— ANiEMIAS    WITH    POSITIVE    BLOOD    PICTURES. 

Pernicious  Anaemia  is  a  disease  of  insidious  onset  in  adults,  the  main  symptoms  bein^ 
progressive  loss  of  muscle-power  and  increasing  pallor,  with  loss  of  weight,  but  with 
relatively  less  loss  of  body  volume.  Various  other  symptoms  may  be  associated  with 
these,  or  no  others  may  be  present.  The  diagnosis  is  seldom  made  until  a  relatively  late 
stage  of  the  malady  has  been  reached,  by  which  time  there  is  a  great  diminution  in  the 
haemoglobin,  down  perhaps  to  80  per  cent  of  normal  or  less,  and  a  still  greater  diminution 
of  the  red  cells,  down  perhaps  to  25  per  cent,  20  per  cent,  or  even  10  per  cent  of  normal  ; 
consequently  the  colour  index  is  high,  and  this  is  the  pathognomonic  sign  of  the  disease. 
There  is  no  leucocytosis,  but  rather  leucopenia  (p.  331):  the  differential  leucocyte  count 
shows  a  relative  increase  in  the  small  lymphocytes,  a  corresponding  diminution  in  the  poly- 
morphonuclear cells,  normal  numbers  of  eosinophile  corpuscles  and  large  lymphocytes, 
occasional  basophile  corpuscles,  and  one  or  two  myelocytes.  Blood  films  also  show  all  the 
changes  described  above  (p.  22)  as  common  to  any  severe  anaemia,  but  with  particularly 
large  relative  numbers  of  megalocytes.  When  these  blood  changes  are  all  present  there 
can  be  no  doubt  about  the  diagnosis,  and  we  need  not  enter  here  into  all  the  other  symptoms 
that  may  be  presented  by  the  patient.  It  is  important  to  remember,  however,  that  there 
is  one  group  of  the  cases  in  which  nerve  symptoms  predominate  before  the  ansemia  is 
pronounced.  The  diagnosis  of  pernicious  anaemia  cannot  be  made  without  a  blood-count, 
and  it  can  be  made  absolutely  with  one  ;  one  word  of  warning  is  required,  and  that  is  that 
the  colour  index  is  not  continuously  high  in  every  case  of  pernicious  anaemia,  so  that  perhaps 
several  blood-counts  may  be  required  at  intervals.  It  should  also  be  noted  that  the  power 
of  temporary  recuperation  is  considerable,  and  when  the  patient's  condition  improves  the 
blood  may  return  partly  or  wholly  to  normal ;  during  such  remission  the  colour  index, 
instead  of  remaining  greater  than  1,  becomes  1  or  less  than  1. 

There  are  certain  cases  of  very  severe  ansemia  which  some  would  include  under  the 
heading  of  pernicious  anaemia,  although  the  colour  index  is  persistently  less  than  1.  It  is 
more  useful,  however,  from  a  clinical  point  of  view  to  leave  these  cases  imlabelled,  or  at 
any  rate  not  to  call  them  pernicious  anaemia,  which  has  so  characteristic  a  blood  picture. 
One  variety  has  recently  become  separated  from  the  rest  under  the  title  of  aplastic  anwrniuy 
the  chief  characters  of  which  are  a  profound,  progressive,  and  ultimately  fatal  anaemia 
for  which  no  cause  can  be  found,  which  seems  in  many  respects  to  simulate  pernicious 
anaemia,  but  which  is  persistently  associated  with  a  low  instead  of  a  high  colour  index. 
It  is,  moreover,  unaccompanied  by  a  positive  Prussian  blue  reaction  in  the  liver — Perl's 
test  with  potassium  ferrocyanide  and  hydrochloric  acid — post  mortem  ;  this,  when  positive, 
is  strongly  confirmatory  of  pernicious  anaemia,  for  very  few  other  conditions  give  it,  and 
they  are  rare — sprue,  for  example,  is  one  such,  and  bronzed  diabetes  another. 

Spleno-meduUary  Leukaemia. — In  the  earlier  stages  of  this  disease  there  is  no  anaemia 
at  all,  though  later  diminution  both  in  the  haemoglobin  and  in  the  red  cells  may  be  profound. 
The  essential  point  in  the  diagnosis  is  the  occurrence  of  a  very  great  increase  of  the  total 
number  of  leucocytes,  not  at  all  uncommonly  up  to  such  a  figure  as  200,000,  and  sometimes 
up  to  600,000  or  even  1,000,000  per  cmm.  There  is  only  one  other  condition  which  can 
produce  so  extreme  an  increase  in  the  total  number  of  leucocytes,  and  that  is  lymphatic 
leukcemia.  The  two  are  immediately  distinguishable  from  one  another  by  the  differentia] 
leucocyte  count,  the  characteristic  point  about  which,  in  spleno-medullary  leukaemia,  is 
the  large  number  of  myelocytes  present.  These  may  amount  to  £0,  to  even  50  per  cent, 
or  more,  of  all  the  leucocytes  present,  with  the  consequence  that  there  is  a  relative  but 
not  an  absolute  diminution  in  the  other  varieties  of  white  cells.  Occasional  basophile  cells 
are  seen  ;  but  whatever  may  be  the  proportion  of  these  or  other  leucocytes,  the  main 
point  in  the  diagnosis  is  the  large  relative  number  of  myelocytes  in  association  with  an 
enormous  increase  in  the  total  leucocyte  count.  When  anaemia  ultimately  ensues  it  is  of 
the  chlorotic  type;  that  is  to  say,  the  haemoglobin  falls  before,  and  to  a  greater  extent 
than,  the  red  cells.  The  disease  generally  lasts  from  one  to  three  years  before  ending  fatally, 
and  in  the  later  stages  all  the  blood -changes  characteristic  of  severe  anaemia  may  be  found. 
Clinically,  the  other  main  feature  of  the  complaint  is  the  enormous  enlargement  of  the  spleen, 
which  here  reaches  dimensions  bigger  than  in  any  other  disease,  the  viscus  often  extending 
right  across  the  middle  line  to  the  right  iliac  fossa  or  down  into  the  pelvis.     It  is  note- 
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PERNICIOUS      AN>EMIA 


Part  of  a  blood  film  from  a  case  'of  severe  peniicioos  aniemia,  showing;  poikilooytes,  microcytes,  me^locytes, 
nacleated  red  cells,  and  punctate  basophilia. 
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worthy  that  in  patients  treated  with  the  ar-rays  the  spleen  very  often  becomes  greatly 
reduced  in  size,  and  the  blood  picture  may  return  nearly  to  normal,  though  it  seldom  if 
ever  happens,  even  when  the  number  of  leucocytes  per  c.mm.  has  reached  the  normal, 
that  there  is  an  absence  of  myelocytes  in  the  differential  leucocyte  count.  Notwithstanding 
this  apparent  improvement  in  the  blood  and  in  the  spleen,  the  length  of  time  the  patient 
survives  does  not  seem  to  be  increased.  The  splenic  enlargement  is  not  associated  with 
enlargement  of  the  lymphatic  glands. 

Lymphatic  Leukaemia. — ^There  is  no  age  at  which  any  form  of  leukaemia  may  not 
occur ;  but  upon  the  whole  the  spleno-medullary  form  affects  adults  rather  than  children, 
whereas  the  lymphatic  affects  children 
rather  than  adults.  Its  course  is  usually 
rapid  and  invariably  fatal,  death  resulting, 
as  a  rule,  within  three  or  four  months 
from  the  first  definite  symptoms.  Anaemia 
is  much  more  rapid  in  its  development  in 
the  h-mphatic  than  in  the  spleno-medull- 
ar}'  form.  The  first  symptoms  may  be 
either  ansemia,  or  lymphatic  glandular 
enlargement  in  the  neck,  axillte,  and 
groins,  or  the  occurrence  of  purpura,  epis- 
taxis  or  other  forms  of  haemorrhage,  or  in 
certain  cases  a  complete  change  in  the 
child's  temperament  in  the  direction  par- 
ticularly of  excessive  irritability  of  temper, 
with  loss  of  appetite  and  obvious  and  pro- 
gressive illness.  There  are  cases  in  which 
no  glands  are  enlarged,  the  diagnosis  not 
being  at  all  obvious  without  a  blood-count. 
More  often  there  is  general  enlargement  of 
the  lymphatic  glands,  visceral  and  peri- 
pheral, sometinnes  associated  with  similar 
iiHTease  in  the  size  of  other  glands,  par- 

tieularlv     th<»     wilivArv     anH     lA/*hrvmal ^^-  ^-^^   ^^^^   of    chronic,    enlargement    of    the    salivary 

i?:     , .  ^  Sanvarj      ana     lacnrymai ^nd    lachrymal   viands    (MIcuUcz's  syndrome)   in    a    case  of 

HlCulicz's    syndrome — ^and    the    spleen    is         lymphatic  leukrcmia.     {Kindly  lent  by  I)r,  Frederick  Taylor.) 

nearly   always    palpable    and    sometimes 

large,  though  seldom  so  big  as  it  is  in  spleno-medullary  leukaemia.  Serous  inflammations 
are  common,  and  there  is  apt  to  be  pyrexia,  as  in  other  severe  anaemias,  especially  in 
spleno-medullary  leukaemia  {Fig.  4),  Hodgkin's  disease  (Fig.  247,  p.  570),  and  pernicious 
anemia  (Fig.  246,  p.  569).  The  diagnosis  is  afforded  at  once  by  the  blood-count  in  the 
majority  of  cases.     There  is  a  varying  degree  of  increase  in  the  leucocytes,  sometimes 


^'9'  *• — ^Temperature  chart  (mornine  and  cvenin??)  in  a  case  of  spleno-medullary  leukaemia  in  a  woman,  a^e  11, 
who  improved  very  markedly  under  x-ray  treatment  while  "in  hospital. 

reaching  no  higher  than  20,000  or  30,000,  more  often  80,000  to  100,000,  and  sometimes, 
but  more  rarely,  to  much  higher  figures,  such  as  200,000,  600,000,  800,000,  or  even 
1.500.000  per  c.mm.  Whatever  the  total  leucocytes  count,  however,  the  striking  feature 
IS  the  enormous  relative  increase  in  the  small  lymphocytes  in  the  differential  leucocyte 
count.     Out  of  every    hundred    leucocytes  it  is  not  uncommon  to  find  that  90,  or  even 


Digitized  by 


Google 


26  ANEMIA 

95  or  98  are  lymphocytes  ;  so  that  there  is  an  enormous  relative  and  sometimes  absolute 
reduction  in  the  other  white  corpuscles.  Amongst  them  will  be  found  an  occasional 
myelocyte  and  one  or  two  basophiie  corpuscles.  The  red  cells  and  the  haemoglobin 
become  diminished  progressively,  and  the  former  may  exhibit  all  the  other  changes 
described  above  (p.  22)  as  characteristic  of  any  very  severe  anaemia.  Whereas  in  most 
cases  the  colour  index  becomes  less  than  1  as  the  disease  progresses,  in  a  few  instances, 
especially  some  time  before  the  end,  the  colour  index  has  been  found  to  be  greater  than  1, 
as  it  is  in  pernicious  anaemia.  There  is  no  likelihood  of  mistaking  one  condition  for  the 
other  on  account  of  the  changes  in  the  white  cells. 

Some  authorities  describe  two  types  of  lymphatic  leukaemia  according  as  the  lympho- 
cytes seen  in  the  films  are  of  relatively  large  or  small  size  ;  as  has  been  explained  above, 
however,  there  is  always  difficulty  in  deciding  whether  differences  in  apparent  size  of  the 
lymphocytes  constitute  differences  in  kind,  and  there  is  no  vei^  great  clinical  purpose 
served  in  drawing  the  distinction  here,  unless  perhaps  that  upon  the  whole  the  larger  the 
lymphocytes  present  the  greater  the  number  of  months  the  patient  is  likely  to  survive. 

The  chief  difficulties  that  arise  in  the  diagnosis  occur  in  two  ways  :  first,  there  are  a 
few  instances  in  which  lymphatic  leukaemia  has  run  its  course  without  any  actual  increase 
in  the  number  of  leucocytes  per  c.mm.  of  blood,  the  diagnosis  being  afforded  only  by  the 
enormous  relative  increase  in  the  small  lymphocytes  ;  and  secondly,  children  normally 
have  a  relatively  high  leucocyte  count,  from  which  it  happens  that  lymphatic  leukaemia 
may  sometimes  be  suspected  in  them  when  it  is  not  really  present.  Suppose,  for  instance, 
a  child  suffers  from  an  obscure  illness  associated  with  anaemia  of  the  chlorotic  type  with 
an  increase  in  the  leucocytes  up  to  25,000  per  c.  mm.  and  a  relative  increase  of  the  small 
lymphocytes  up  to  55  per  cent,  would  one  be  justified  in  diagnosing  lymphatic  leukaemia  ? 
One  might  be  if  there  was  general  enlargement  of  the  lymphatic  glands  and  enlargement  of 
the  spleen ;  but  otherwise  both  the  leucocytosis  and  the  relative  increase  in  the  lympho- 
cytes might  be  due  to  some  other  complaint,  and  the  only  means  of  arriving  at  the  diagnosis 
might  be  by  awaiting  developments.  It  is  not  safe  to  insist  upon  a  diagnosis  of  lymphatic 
leukaemia  unless  there  is  either  a  very  large  increase  in  the  total  number  of  leucocytes,  or 
a  relative  increase  in  the  small  lymphocytes  up  to  90  per  cent  or  over,  or  both  these  changes 
at  the  same  time 

Mixed  Forms  of  Leuksmia. — ^Although  the  majority  of  cases  of  leukaemia  belong 
either  to  the  spleno-medullary  or  the  lymphatic  form,  there  are  cases  in  which  the  symptoms 
and  the  blood  changes  partake  of  the  characters  of  both.  Either  the  splenic  or  the 
lymphatic  glandular  enlargement,  or  both,  may  be  marked  ;  there  may  be  no  anaemia 
until  the  disease  has  passed  its  earlier  stages,  when  the  red  cells  and  haemoglobin  pass 
through  the  chlorotic  type  of  changes  until  they  reach  those  severe  alterations  characteristic 
of  all  anaemias  in  their  last  stages  ;  the  white  corpuscles  show  more  or  less  increase  in 
their  total  numbers,  and  the  differential  leucocyte  count  shows  not  only  considerable 
numbers  of  myelocytes,  such  perhaps  as  20  per  cent  or  more,  but  also  a  great  relative 
increase  in  the  lymphocytes  up  to,  it  may  be,  60  per  cent  or  over.  The  occurrence  of  these 
cases  of  '  mixed  '  leukaemia  would  seem  to  indicate  that  there  is  really  no  absolute  difference 
in  kin'i^,  but  rather  only  a  difference  in  type,  between  the  lymphatic  and  the  spleno-medullary 
forms  already  described. 

Parasitic  Anaemia  associated  witli  Eosinopliliia. — Many  varieties  of  the  parasites 
that  affect  man  produce  hardly  any  blood  changes  at  all — Trichocephalus  dispar,  Oxyuris 
vermicularis,  Ascaris  lumbricoides.  Other  parasites,  however,  produce  very  marked  changes 
in  the  blood,  and  one  may  mention  in  particular  Bothriocephalus  latus,  Ankylostomum 
duodenalCy  Trichina  spiralis,  Bilharzia  luematohia,  Filaria  sanguinis  hominis,  and  not  a  few 
cases  of  hydatid  disease.  The  anaemia  which  results  may  be  very  profound,  and  the  blood 
may  exhibit  all  the  changes  described  above  as  common  to  the  severest  anaemias.  The 
colour  index  is  usually  low,  but  sometimes  it  is  greater  than  1,  simulating  pernicious  anaemia  ; 
but  whatever  the  total  leucocytes,  the  differential  count  very  commonly  presents  a  con- 
siderable increase  in  the  coarsely  eosinophile  corpuscles,  and  this  Eosinophilia  (p.  219),  in 
association  with  severe  ansemia,  is  suggestive  of  the  presence  of  some  toxic  parasite.  It 
does  not  indicate  which  parasite  is  present,  however,  this  being  determined  by  careful 
examination  of  the  faeces,  urine,  and  so  forth  (see  Parasites,  Intestinal,  p.   519). 

Parasitic  Anaemia  associated  witli  Parasites  in   tlie   Blood. — ^The  four  best  known 
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PLATE     IV 


SPLENO-MEDULLARY       LEUKAEMIA 


Pan  of  a  blood  film  from  a  case  of  spleno^medollaiy  leukaomia,  showing  five  neatrophile  myelocytes,  one  eosinophile 
myelocyte,  three  basophile  cells,  and  one  blnucleated  red  cell  in  addition  to  normal  corpuscles. 
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diseases  in  which  human  beings  have  parasites  in  the  blood  are  :  malaria,  filariasis,  trypano- 
somiasis, and  relapsing  fever.  In  all  these  there  may  be  much  destruction  of  red  cells  with 
consequent  anaemia  of  the  chlorotic  type.    In  most  cases  the  history,  particularly  of  residence 


pij^  5.— Four-hourly  temperature  chart  hi  a  case  of  severe  rela;)si:isr  fever. 

n  some  tropical  country  where  the  disease  in  question  is  likely  to  occur,  will  suggest  the 

diagnosis,  and  the  examination  of  the  blood,  either  fresh  or  in  films,  will  be  confirmative. 

Relapgjng  fever  used  to  be  prevalent  in'  Great  Britain,  and  it  still  occurs  in  epidemic 

crm  in  times  of  famine  in  association  with  uncleanness.     It  is  commoner  abroad.     It  is 
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due  to  infection  by  the  spirochaete  of  Obermeier  {Plate  XXVIII,  Fig  /,  p.  614)  introduced 
into  the  body  by  the  bites  of  bugs.  It  is  a  long  spiral  organism,  40  fc  long  and  1  /z  broad, 
actively  motile  in  fresh  blood,  but  best  seen  in  films  stained  with  Leishman*s  stain.  They 
first  appear  a  day  or  two  before  the  paroxysms  of  fever  (Fig,  5),  and  may  reach  large  num  - 
bcrs  In  the  intervals  they  are  not  to  be  found.  The  course  of  the  disease  usually  suggests 
the  diagnosis,  outbursts  of  pyrexia  associated  with  extreme  prostration  and  severe  illness, 
lasting  about  a  week  or  rather  less,  alternating  with  intermissions  of  about  the  same 
length.  There  may  be  an  indefinite  number  of  relapses  before  the  patient  either  dies  or 
recovers. 

Filariasis  may  be  latent  for  a  long  time  before  it  produces  symptoms.  Its  best  known 
effects  are  elephantiasis  of  the  legs  or  genital  organs,  with  or  without  chyluria.  It 
occurs  in  many  parts  of  the  tropics,  particularly  in  some  of  the  Pacific  Islands,  such 
as  Fiji;  and  in  certain  parts  of  China.  The  elephantiasis  and  chyluria  are  due  to 
mechanical  obstruction  to  the  pelvic  lymphatics  by  the  mature  worms.  The  blood  exhibits 
more  or  less  anaemia  of  the  chlorotic  type,  with  a  varying  degree  of  eosinophilia,  whilst  at 
certain  times  of  the  day  or  night  the  peripheral  blood  also  contains  the  long  but  narrow 
filarial  embryos  (Plate  X XVIII ,  Fig.  F,  p.  614).  There  are  probably  different  varieties  of 
the  organism,  but  they  cannot  be  distinguished  easily  by  the  appearance  of  these  embryos 
alone.  Without  laying  stress  upon  generic  differences,  it  is  important  that  in  most  cases 
they  are  to  be  found  in  the  peripheral  blood  only  at  night  (Filaria  bancrofti  noctuma)  ; 
during  the  day  they  seem  to  retreat  into  the  deep  vessels  ;  there  are  other  cases,  however, 
in  which  embryos,  very  similar  in  appearance,  occur  in  the  peripheral  blood  in  the  daytime 
and  not  at  night  (Filaria  diuma) ;  whilst  in  Filaria  perstans  they  are  present  in  the  blood 
both  day  and  night.  Roughly  speaking,  one  may  say  that  each  embryo  when  stretched  out 
is  200  ^  long  and  4  to  5  /i  wide,  and  they  stain  by  Leishman's  method.  They  may  be  found 
in  the  blood  of  patients  who  have  returned  to  England  after  contracting  the  disease  abroad. 

Trypanosomiasis — the  cause  of  sleeping  sickness,  Trypanosomes  of  many  different 
kinds  are  known  to  affect  various  animals,  birds  and  fish,  but  the  only  one  which  is  important 
in  man  is  the  Trypanosoma  gambiense  (Plate  XXVIII,  Fig,  G,  p.  614).  It  is  to  be  found  in 
blood  films  stained  by  Leishman's  method  months  or  years  before  it  finds  its  way  into  the 
cerebrospinal  fluid  to  produce  sleeping  sickness.     It  has  a  large  and  definite  nucleus  about 
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Fij.  6. — Case  of  simple  tertian  malaria,  showing  the  attacks  occurring  every  third  tlav. 
(C/uirt  mpplied  by  the  f^ndon  Scftool  of  Tropical  Medicine.) 

its  middle,  surrounded  by  protoplasm  which  becomes  prolonged  into  a  relatively  long  un  • 
dulating  membrane  terminating  in  a  flagellum.  It  is  an  extra-corpuscular  organism  readily 
distinguishable  when  seen  in  its  mature  stage.  It  occurs  particularly  in  people  who  have 
been  resident  in  Uganda  or  other  district  in  which  Glossina  palpalis,  the  fly  which  spreads 
the  disease,  abounds.  The  diagnosis  is  much  less  easy  when  the  blood  contains  only 
immature  forms.  It  is  sometimes  easier  to  find  the  embryos  in  fluid  obtained  by  puncturing 
the  enlarged  inguinal  or  other  lymphatic  glands  often  present  in  these  patients.      It  is 
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LYMPHATIC       LEUK>tMIA 


l';irT  of  a  blood  film  from  a  case  of  lymphatic  leulcsBmia,  showing  a  large  increase  la  the  small  lymphocytes. 


1XI>EX   OP   DIAGNOSIS — To  foce  p.   28 


Digitized  by 


Google 


Digitized  by 


Google 


AN^^MIA  29 

worthy  of  note  that  one  variety  of  severe  ansemia  occurring  in  Assam,  associated  with 
pjTcxia  and  enlargement  of  the  spleen,  and  formerly  thought  to  be  a  variety  of  malaria,  is 
due  to  a  variety  of  trypanosomiasis  in  which  only  immature  forms  of  the  parasite  (Leishman- 
Donovan  bodies)  have  been  found  (Plate  XX 1^ III,  Fig,  //,  p.  614) ;  and  here  not  in  the 
general  blood  stream,  but  in  the  fluid  obtained  by  splenic  puncture.  The  disease  is 
termed  Kala-azar. 

Malaria  is  not  essentially  associated  with  ansemia  ;  but  in  patients  who  have  had 
recurrent  attacks  blood  destruction  by  the  parasites  leads  to  considerable  reduction  both 
in  the  red  cells  and  in  the  haemoglobin,  the  colour  index  generally  being  of  the  chlorotic 
type.  The  changes  in  the  white  corpuscles  are  described  on  p.  361.  The  diagnosis  can 
often  be  surmised  when  a  patient  who  is,*^or  has  been,  resident  in  a  malarial  district  suffers 
from  periodic  rigors  with  pyTexia.     Theoretically  there  are  two  main  types  of  the  disease, 


Fig.  7. — Case  of  quartan  malarial  fever,  the  attacks  recurring  everj-  fourth  day. 
{Chart  supplied  by  the  London  School  of  Tropical  Medicine.) 

—the  tertian,  in  which  the  paroxysms  Jcome  on  every  alternate  day  with  complete  freedom 
every  intermediate  day  (Fig.  6) ;  and  the  quartan,  in  which  there  are  two-day  intervals,  so 
that  the  paroxysms  occur  every  fourth  day  (Fig,  7),  What  happens  in  a  malarial  district, 
however,  is  that  after  a  patient  has  been  infected  by  one  set  of  mosquito  bites  with  a 
tertian  or  quartan  ague,  he  becomes  infected  subsequently  upon  different  days  by  other 
mosquitoes  with  otlier  tertian  or  quartan  parasites,  so  that  there  is  a  mingling  together 
of  the  effects  of  different  sets  of  hsematozoa.  For  instance,  if  a  patient  had  become 
infected  by  two  tertian  parasites,  the  one  producing  rigors  upon  Monday,  Wednesday, 
Friday,  and  Sunday,  and  the  other  attacks  upon  Tuesday,  Thursday,  Saturday,  and 
Monday,  this  patient  would  have  a  paroxysm  every  day,  the  type  being  then  spoken  of  as 
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quotidian  {Fig  8).  If  he  were  infected  by  two  quartan  parasites,  the  one  producing  attaoks 
upon  Monday,  Thursday,  and  Sunday,  and  the  other  upon  Tuesday,  Friday,  and  Monday, 
the  occurrence  of  the  paroxysms  becomes  less  regular,  for  the  patient  would  have  a  rigor 
upon  Monday,  another  on  Tuesday,  none  on  Wednesday,  a  rigor  upon  Thursday  and  Friciay, 
but  none  on  Saturday,  and  so  on.  Each  infection  by  a  fresh  brood  of  malarial  parasites 
complicates  the  clinical  picture,  until  finally  in  those  who  have  been  long  in  malarial  districts 
the  attacks  of  pyrexia  may  be  quite  irregular  or  even  almost  continuous.  Each  paroxysm 
has  three  characteristic  stages,  any  one  of  which  may  last  from  half  an  hour  to  two  or  three 


Fig.  8. — Case  of  malariu  to  Ulustrate  quotidian  fever  due  to  double  tertian  infection. 
(Chart  supplied  by  the  London  School  of  Tropical  Medicine.) 

hours,  or  even  more.  During  the  first  or  cold  stage,  the  patient  shivers  with  a  severe  ri^or, 
feels  cold,  looks  blue  and  pinched,  but  nevertheless  has  a  rise  of  temperature  to  102°  F.  or 
103°  F.  The  teeth  chatter  and  the  patient  wraps  himself  up  to  try  and  keep  warm.  This 
is  followed  by  the  hot  stage,  which  begins  with  flushing  of  the  face,  severe  headache,  pains  in 
the  back,  further  rise  of  the  temperature  to  104°  F.  to  106°  F.,  and  a  sensation  of  such  heat 
that  the  patient  throws  off  the  clothes  and  calls  for  cooling  drinks.    This  ends  in  the  third 


Fig.  9. — CJise  of  malarial  fever  illustrating  severe  tertian  attacks  alternating  with  mild  tertian  attacks  due  to 
double  ^infection.    (Chart  supplied  by  the  London  School  of  Tropical  Medicine.) 

or  sweating  stage,  during  which  the  skin,  previously  drj%  breaks  out  into  perspiration  so  severe 
that  all  the  bedclothes  may  be  wringing  wet.  The  temperature  now  falls,  and  the  patient, 
more  or  less  exhausted,  sleeps,  and  on  waking  feels  comparatively  well  except  for  a  sense  of 
weakness  ;  he  may  be  able  to  do  his  ordinarj^  work  until  the  next  paroxysm  comes  on.  Only 
in  a  few  cases  do  much  severer  symptoms  supervene  if  proper  treatment  be  adopted.  In 
the  absence  of  treatment,  however,  malaria  may  lead  to  hyperpyrexia  (107°  F.-112°  F.); 
to  coma ;   or  to  a  condition  of  algidity  and  collapse  ;   any  one  of  which  may  end  in  death. 
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The  diagnosis  may  be  confirmed  to  some  extent  by  finding  that  the  pyrexial  outbursts 
diminish  or  cease  altogether  under  the  administration  of  quinine,  but  the  only  real  proof 
of  the  nature  of  the  complaint  is  the  discovery  in  the  blood  of  the  malarial  parasites 
(Plate  XXI  III,  Figs.  A,  B,  C,  A  and  E,  p.  614).  It  is  important  to  note  that  the 
administration  of  quinine  renders  it  difficult  or  impossible  to  find  these  in  blood  films,  and 


Fi{f.  10. — Ca.se  of  maLarial  fever  becoming  complex  from  multiple  malnriul  infection. 
{C/i€Wt  supplied  hy  the  London  School  of  Tropical  Medicine.) 

then  the  behaviour  of  the  leucocytes  (p.  361)  may  be  very  helpful.  Albuminuria  is 
common,  and  the  urine  generally  contains  urobilin  during  active  malaria,  ceasing  to  do  so 
when  the  latter  becomes  latent ;  microscopically,  golden  brown  pigment  granules  are  often 
to  be  found  in  the  centrifugalized  deposit ;  these  and  the  urobilin  together  may  point  to 
the  diagnosis  when  no  parasites  can  be  found  in  the  blood.     For  a  detailed  account  of  all 


Fig.  11. — Chart  to  illustrate  irrejfular  pyrexia  in  clironic  malaria. 
{Chart  supplied  bjf  the  London  ^School  of  Tropical  Medicine.) 

tbe  stages  and  appearances  of  various  malarial  parasites,  text -books  of  tropical  medicine 
should  be  consulted.  There  are  two  main  types  to  be  seen  in  films  stained  by  Leishman's 
method— the  ring-form  and  the  crescent- form.  The  latter  are  perhaps  the  rarer,  though  the 
^verer  types  of  malaria,  particularly  the  sestivo-autumnal  form  met  with  on  the  West  Coasit 
of  Africa,  are  generally  due  to  it ;  the  crescent ic  parasites  cannot  be  mistaken  for  anj'thing 
eke.    The  ordinary  tertian  and  quartan  agues  are  due  to  the  ring  form  of  parasites,  which, 
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though  the  two  types  are  distinct  from  one  another,  are  sufficiently  similar  not  to  be 
distinguishable  in  fUms  except  by  experts.  If  blood  is  examined  at  the  beginning  of  the 
rigor  the  stage  most  commonly  seen  is  that  of  Plate  XXVIII ,  Fig.  B,  p.  614.  The  two 
chief  points  of  morphological  distinction  between  tertian  and  quartan  parasites  are,  first, 
that  the  pigment  granules  are  much  blacker  and  fewer  in  niunber  with  the  quartan  than 
the  tertian,  and  secondly,  that  in  the  rosette  stage  the  quartan  segments  are  fewer  than 
the  tertian.  One  remarkable  feature  about  malaria  is  that  it  may  remain  latent  for  many 
years,  and  yet  recur  in  those  who  have  long  since  returned  to  Great  Britain  from  the  tropics. 
What  has  happened  to  the  parasites  in  the  interval  is  not  known,  but  their  re-appearance 
is  brought  about  by  such  conditions  as  general  depression  of  health  from  overwork  or 
worry,  or  as  the  result  of  some  intercurrent  malady. 

(B).— ANiCMIAS   WITH   AN   INDETERMINATE   OR   NEGATIVE    BLOOD  PICTURE. 

The  diagnosis  of  the  fact  of  anaemia  is  made  by  means  of  a  blood-count,  but  in  the 
great  majority  of  cases  the  cause  of  the  anaemia  itself  is  not  indicated  by  the  blood  condition. 
The  differential  diagnosis  has  to  be  made  on  other  grounds.  One  may  subdivide  Group  B 
into  four  sub-groups,  namely,  (1)  Those  cases  in  which  the  anaemia  is  slight  and  in  itself 
not  a  very  prominent  symptom  ;  e.g.,  in  an  indoor  worker  or  a  convalescent :  (2)  Those 
cases  in  which,  though  the  anaemia  may  be  severe,  the  routine  examination  of  the  patient 
discovers  some  more  or  less  obvious  and  not  absolutely  uncommon  cause  for  it ;  e.g., 
chronic  tubal  nephritis  :  (3)  Those  cases  in  which,  though  the  anaemia  may  be  severe,  no 
obvious  lesion  can  be  discovered,  but  in  which  there  is  nothing  about  the  case  to  suggest 
that  the  condition  is  a  rare  or  unusual  one  ;  e.g.,  chlorosis  :  (4)  Those  cases  in  which  the 
anaemia  may  be  more  or  less  severe,  in  which  there  may  or  may  not  be  obvious  lesions  to 
account  for  it,  but  in  which  the  circumstances  of  the  case  suggest  that  the  disease  is  unusual 
or  rare  ;   e.g.,  chloroma. 

Cases  in  which  the  Ansmia  is  slight  and  in  itself  not  a  very  prominent 
symptom. — It  is  clear  that  before  any  anaemia  that  is  not  due  to  acute  blood  loss  from 
internal  or  external  haemorrhage  reaches  a  severe  stage,  it  must  pass  through  a  phase  in 
which  it  may  be  regarded  as  slight  or  mild.  This  group  therefore  really  includes  all  the 
other  groups  at  some  stage  of  their  development,  and  the  diagnostician  will  often  label  a 
case  to  start  with  comparatively  mild  or  unimportant,  when  the  course  of  events  ultimately 
shows  that  this  was  wrong.  For  instance,  a  case  of  p>emicious  anaemia  may  exhibit  what 
seems  to  be  unimportant  symptoms  for  months  or  years  before  the  anaemia  reaches  so 
definite  and  severe  a  stage  as  to  be  diagnosed  correctly.  The  group  now  imder  discussion 
is  meant  to  include  only  such  slight  degrees  of  anaemia  as  are  themselves  not  important  in 
the  matter  of  diagnosis  ;  for  instance,  in  people  who  live  too  much  indoors,  in  those  who 
are  convalescent  from  some  illness,  in  those  who  suffer  from  chronic  indigestion,  constipa- 
tion, obesity,  some  forms  of  chronic  intoxication  by  microbial  products,  due  to  such  things 
as  infective  synovitis  or  arthritis,  pyorrhoea  alveolaris  and  oral  sepsis,  uterine  or  ovarian 
disease,  the  earlier  stages  of  phthisis,  empyema,  latent  or  deep-seated  caseous  glands  or 
tuberculous  affection  of  joints,  vertebrae,  or  peritoneum  in  children,  the  milder  cases  of 
plumbism,  and  so  on ;  in  all  these  cases  there  may  be  a  sufficient  degree  of  anaemia  to  attract 
some  attention,  but  the  diagnosis  will  rest  upon  other  symptoms  and  signs  than  those 
connected  with  the  blood,  and  in  most  cases  the  anaemia  will  not  be  extreme. 

Cases  in  which,  though  the  Ansmia  may  be  severe,  a  routine  examination  of 
the  patient  discovers  some  more  or  less  obvious  and  not  absolutely  uncommon 
cause  of  it. 

Hcemorrhage. — Some  of  the  most  striking  cases  of  anaemia  in  this  group  are  those  in 
which  there  has  been  recurrent  or  severe  loss  of  blood.  When  the  latter  has  been  lost 
by  epistaxis,  haemoptysis,  haematemesis,  haematuria,  menorrhagia,  metrorrhagia,  metrostaxis, 
purpura,  or  by  the  escape  of  blood  per  rectum,  the  nature  of  the  anaemia  will  generally  be 
obvious,  and  the  differential  diagnosis  will  depend  upon  the  cause  of  the  particular  haemor- 
rhage in  question  (see  Epistaxis,  etc.).  One  should  insist  upon  a  complete  blood-count  in 
all  these  cases,  however,  in  order  to  exclude  pernicious  anaemia,  leukaemia,  and  the  other 
conditions  in  which  the  blood-picture  is  positive,  lest  the  bleeding  be  due  to  the  blood  state 
and  not  the  blood  state  to  the  bleeding.    The  possibility  of  melaena  should  also  be  borne  in 
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MALARI A 


Part  of  a  blood  film  from  a  case  of  malaria,  showing  three  malarial  parasite:;  of  the  ring  type. 
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mind,  for  without  examination  of  the  fajces  the  extreme  pallor  resulting  from  loss  of  blood 
from  such  a  lesion  as  a  duodenal  ulcer  may  not  be  diagnosed  correctly.  Hcemophilia  should 
not  be  forgotten  ;  the  way  the  patient  bleeds  excessively  from  slight  scratches  or  cuts  will 
generally  point  to  the  diagnosis,  especiaUy  if  there  is  a  family  history  of  a  similar  condition, 
males  being  affected  more  than  females.  The  blood-picture  in  haemophilia  is  entirely 
negative,  the  anaemia  that  results  from  the  bleeding  being  of  the  chlorotic  type.  It  is 
sometimes  stated  that  the  result  of  blood-loss  is  to  produce  an  anaemia  in  which  the  red 
corpuscles  and  the  haemoglobin  are  equally  reduced,  so  that  the  colour  index  remains  more 
or  less  normal.  This  may  be  true  of  an  acute  bleeding  such  as  venesection  or  post-partum 
hsemorrhage,  but  the  effect  of  recurrent  blood-loss  is  to  produce  the  chlorotic  type  of  anaemia, 
in  which  the  red  corpuscles  are  less  diminished  than  is  the  haemoglobin. 

Cachexia, — A  similar  blood  picture,  namely  an  anaemia  of  the  chlorotic  type  more  or 
less  severe,  but  without  anything  which  may  be  called  pathognomonic,  either  as  to  the 
red  cells  or  the  leucocytes,  is  to  be  found  in  almost  all  forms  of  cachexia,  whether  due  to 
syphilis,  tuberculous  or  malignant  disease,  malaria,  beri-beri  and  other  tropical  illnesses, 
oesophageal  stenosis,  or  starvation.  A  careful  physical  examination  of  the  patient  and 
enquiry  into  his  symptoms  may  point  to  the  correct  diagnosis  ;  but  it  is  to  be  borne  in 
mind  how  difficult  it  sometimes  is  to  detect  phthisis,  or  some  cases  of  carcinoma  or  sarcoma, 
even  when  far  advanced.  Sputum  analysis  should  not  be  omitted  ;  rectal  examination 
should  not  be  forgotten  ;  the  j?-rays  may  serve  to  detect  lesions  within  the  thorax,  and 
Wassermann's  serum  reaction  may  be  employed  when  syphilis  is  suspected.  It  is  remarkable 
how  little  aniemia  may  result  from  some  varieties  of  cancer,  particularly  carcinoma  of  the 
breast ;  whilst  other  varieties,  especially  carcinoma  of  the  stomach,  produce  progressive 
anaemia  comparatively  early.  It  is  noteworthy  that,  whereas  in  former  times  the  absence 
of  free  hydrochloric  acid  from  the  gastric  juice  at  the  proper  interval  after  a  test  meal  was 
regarded  as  good  evidence  in  favour  of  a  carcinoma  ventriculi,  it  has  now  been  established 
fimily  that  the  hydrochloric  acid  may  be  very  deficient  or  entirely  absent  in  a  great  many 
other  conditions  also  ;  it  is  absent  in  almost  all  cases  of  advanced  carcinoma,  whether  of 
the  stomach  or  not ;  and  in  many  chronic  maladies  associated  with  ill-health  all  the 
secretions  of  the  body  suffer,  and  amongst  them  the  hydrochloric  acid  of  the  gastric  juice. 
It  follows,  therefore,  that  it  is  only  when  the  diagnosis  has  been  narrowed  down  to  there 
being  some  lesion  of  the  stomach,  that  the  discovery  that  the  hydrochloric  acid  is  very 
deficient  or  absent  affords  evidence  that  the  lesion  is  a  carcinoma. 

Parasitic  affections  sometimes  escape  recognition,  even  when  they  have  led  to  sufficient 
ansemia  to  attract  attention  (see  Parasites,  Intestinal,  p.  519).  The  two  varieties  most 
apt  to  be  associated  with  anaemia  are  Ankylostomum  duodenale  and  Bothriocephalus  lotus. 
Bilharzia  hcematobia  may  also  lead  to  severe  ansemia,  but  generally  does  so  on  account 
of  the  H.«maturia  (p.  282)  that  it  produces.  Eosinophilia  (p.  218)  may  suggest  a 
parasitic  infection. 

Certain  drugs  are  apt  to  produce  anaemia  of  the  simple  chlorotic  type  if  their  administra- 
tion is  continued  over  a  long  period  ;  particularly  mercury,  arsenic,  lead  and  salicylates. 
Acute  mercurialism  is  commonly  associated  with  stomatitis  and  salivation,  but  in  chronic 
cases,  in  addition  to  anaemia,  there  is  apt  to  be  a  motor  type  of  peripheral  neuritis  affecting 
the  limbs  and  associated  with  a  remarkable  tremor  (p.  726),  particularly  of  the  hands.  The 
diagnosis  is  generally  arrived  at  from  the  fact  that  the  patient  has  been  receiving  mercury 
medicinally,  or  is  employed  in  some  work  in  which  mercury  is  used,  for  instance,  the  making 
of  themiometers  or  mirrors,  or  the  curing  of  rabbit  skins  for  the  manufacture  of  hats. 
Arsenical  poisoning  seldom  gives  rise  to  anaemia  as  its  sole  symptom  ;  but  it  is  noteworthy 
that  although  liquor  arsenicalis  is  an  admirable  remedy  for  the  relief  of  pernicious  anaemia, 
arsenic  itself  is  also  a  cause  of  anaemia  amongst  those  who  work  in  it.  As  a  rule,  in  addition 
to  amemia  there  is  marked  pigmentation  of  the  skin  {Plate  VII),  and  Addison's  disease 
may  be  simulated.  In  the  latter,  however,  the  pigmentation  occurs  on  the  mucous 
membranes,  particularly  of  the  lips  and  cheeks,  as  well  as  upon  the  skin,  and  this — 
though  in  very  exceptional  cases  a  similar  pigmentation  within  the  mouth  has  been 
observed  in  pernicious  anaemia  (see  Plate  XXII.  p.  528),  and  perhaps  after  taking  arsenic 
for  long  periods — is  always  very  suggestive  of  Addison's  disease,  and  the  diagnosis  may 
be  confirmed  by  finding  a  slight  degree  of  eosinophilia,  a  remarkably  low  blood-pressure, 
down  even  to  80  mm.  Ilg  or  less,  attacks  of  vomiting,  syncope,  and  remarkable  asthenia. 
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If  there  is  active  tuberculosis  of  the  suprarenal  capsules,  Calmette's  or  von  Pirquet's 
reactions  with  tuberculin  {Plate  XXXVII,  p.  770),  may  be  positive,  but  these  two  tests 
are  now  less  relied  on  than  formerly.  In  arsenical  cases  there  may  also  be  evidence  of 
peripheral  neuritis  and  of  hyperkeratosis  of  the  soles  and  palms.  Analysis  of  the  hair 
will  discover  an  abnormally  high  percentage  of  arsenic.  The  chlorotic  type  of  ansemia  in 
lead  poisoning  may  be  extreme,  but  the  diagnosis  will  depend  upon  other  symptoms,  of  which 
any  or  all  of  the  following  may  occur  : — a  blue  line  upon  the  gums  ;  constipation  ;  nausea  ; 
vomiting  ;  epigastric  pains  ;  abdominal  colic  ;  a  tendency  to  repeated  abortion  in  women  ; 
peripheral  neuritis,  particularly  of  the  wrist -drop  type  ;  various  cerebral  symptoms  of  any 
degree,  from  mere  headache  or  insomnia  to  epileptic  convulsions  or  acute  mania,  or  other 
serious  mental  signs  summarised  by  the  term  saturnine  encephalopathy  ;  impairment  of 
sight ;  optic  neuritis  ;  pphthaimoplegia,  chiefly  affecting  the  sixth  cranial  nerve  ;  a 
tendency  to  gout,  albuminuria  and  granular  kidney,  and  the  secondary  effects  of  the  latter. 
The  absence  of  a  blue  line  on  the  gums  does  not  exclude  lead  poisoning  in  those  whose  teeth 
are  clean  ;  nor  does  its  presence  prove  lead  poisoning,  for  most  workers  in  lead  exhibit  a 
blue  line  whether  they  have  other  symptoms  or  not.  In  cases  of  doubt,  it  may  be  necessary 
to  collect  an  abundance  of  urine,  evaporate  it,  and  apply  the  ordinary  tests  for  inorganic 
lead.  The  occupation  of  the  patient  will  often  suggest  the  diagnosis.  Salioflates  are  said 
to  produce  ansemia  if  their  administration  is  continued  for  a  long  period  ;  but  it  is  also 
possible  that  the  ansemia  may  be  due  to  the  condition  for  which  the  salicylates  are  being 
given,  namely  acute  rheumatism.    The  diagnosis  is  generally  obvious. 

In  addition  to  the  ansemia  that  may  result  from  acute  rheumatism  itself,  there  is  apt 
to  be  pronounced  ansemia  in  some  forms  of  valvular  heart  disease,  pa  ticularly  affections 
of  the  aortic  valves,  whether  rheumatic  or  syphilitic.  Mitral  disease,  particularly  mitral 
stenosis,  is  more  likely  to  cause  polycythaemia  (p.  5Ji3),  unless  there  is  /ungating  or  infective 
endocarditis.  The  occurrence  of  a  progressive  anaemia  in  chronic  heart  cases  always  arouses 
suspicion  of  the  latter  ;  most  cases  of  fungating  endocarditis  present  symptoms  of  failing 
compensation  which  are  often  very  difficult  to  distinguish  from  those  due  to  the  mechanical 
effects  of  chronic  valvular  disease,  so  that  it  is  often  difficult  to  distinguish  a  heart  case 
without  fungating  endocarditis  from  one  in  which  fungating  endocarditis  has  suf>ervened. 
In  addition  to  amemia  the  following  points  woi^d  be  in  favour  of  the  latter  :  sudden  and 
radical  changes  in  the  character  of  the  heart  bruits,  for  instance  from  musical  to  blowing, 
and  vice  versa  ;  enlargement  of  the  spleen  ;  the  occurrence  of  haemorrhages,  particularly 
subcutaneous  or  retinal ;  optic  neuritis  ;  pyrexia  (Fig,  243,  p.  566),  whatever  its  t>T>e, 
provided  it  cannot  be  explained  by  any  intercurrent  affection  such  as  tonsillitis  or  pleurisy 
— though  the  absence  of  pyrexia  does  not  exclude  the  disease  ;  rigors,  though  these  are 
often  absent ;  and  symptoms  of  infarction  or  embolism  in  the  spleen,  kidney,  brain, 
intestine,  retinal  or  peripheral  vessels  resulting  in  convulsions  or  paralysis  ;  cessation  of 
pulse  in  one  or  other  of  the  accessible  arteries  such  as  the  radial,  posterior  tibial  or 
dorsalis  pedis  ;  acute  gangrene  of  some  part  whose  circulation  has  thus  been  cut  off 
suddenly — a  toe,  or  the  tip  of  the  nose  for  example  ;  the  development  of  a  spontaneous 
peripheral  aneurysm  ;  sudden  hsematuria  ;  sudden  acute  pain  over  the  spleen,  associated 
perhaps  with  a  peritonitic  rub.  It  is  noteworthy  that  there  is  but  little  leucocytosis 
in  infective  endocarditis.  Cultivations  from  the  blood  obtained  by  aseptic  venesection 
may  serve  to  clinch  the  diagnosis,  and  also  to  indicate  what  serum  or  vaccine  treatment 
should  be  employed  ;  though  it  is  remarkable  how  often  blood  cultures  are  negative  in 
these  cases,  even  when  the  blood  is  obtained  during  a  period  of  high  pyrexia. 

It  is  in  some  cases  easy,  but  in  others  relatively  difficult,  to  be  sure  of  the  diagnosis 
of  subacute  nephritis.  Anaemia  is  a  prominent  symptom  in  the  chronic  nephritis  of  young 
people,  though  the  reverse  is  generally  the  case  in  the  red  granular  kidney  of  later  life  :  for 
the  differential  diagnosis,  see  Albuminuria  (p.  9).  The  old  aphorism  of  '*  the  large 
white  person  with  the  large  white  kidney  "  may  sometimes  suggest  the  malady. 

Many  subacute  or  chronic  maladies  associated  with  continued  absorption  of  microbial 
toxins  have  ansemia  as  a  prominent  symptom.  One  may  mention,  for  instance,  chronic  colitis^ 
whether  muco-membranous,  '  simple '  ulcerative,  or  tropical  dysenteric  (see  Diarrhcea. 
p.  172) ;  deep-seated  suppuration  acts  in  the  same  way,  and  one  is  familiar  with  the 
pallor  of  patients  suffering  from  empyema  ;  the  development  of  this  anaemia  after  the 
crisis  of  lobar  pneumonia,  or  in  connection  with  broncho-pneumonia,  in  children,    not 
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infrequently  suggests  that  an  empyema  has  developed  ;  the  diagnosis  may  be  confirmed 
by  the  physical  signs,  but  it  will  be  clinched  by  finding  pus  when  the  chest  is  needled. 
Lcucoeytosis  or  a  relative  increase  in  the  polymorphonuclear  cells  does  not  help  in 
detennining  the  presence  of  empyema  so  much  as  in  other  cases  of  suppuration,  because 
empyema  is  nearly  always  secondary  to  lobar  or  lobular  pneumonia,  and  in  each  of  these 
there  is  also  a  polymorphonuclear  leucocytosis.  Other  examples  of  chronic  sepsis  which 
may  produce  severe  amemia  are  chronic  appendicular  abscess ;  pyosalpinx ;  hepatic 
abscess ;  the  breaking  down  of  ovarian  or  uterine  tumours ;  chronic  endometritis ; 
pyorrhoea  alveolaris  ;  infection  of  sinuses  connected  with  bones  or  joints,  particularly 
unclean  tuberculous  hip  or  knee  joints  ;  psoas  abscess  ;  suppurative  periostitis  or  osteo- 
myelitis, with  necrosis  of  bone  ;  secondary  coccal  infections  in  phthisis  with  cavitation, 
or  in  bronchiectasis.  Chronic  sepsis  may  produce  lardaceous  disease,  which  itself  is  also 
a  cause  of  profound  anaemia,  with  a  peculiar  pale  yellowish  or  transparent  appearance  of 
the  skin,  though  its  diagnosis  is  exceedingly  difficult  in  any  but  advanced  cases.  It  is 
guessed  at,  as  a  rule,  on  account  of  there  being  a  chronic  purulent  discharge  from  lung, 
joint  or  limb,  or  else  severe  tertiary  syphilis.  There  may  be  enlargement  of  the  liver  and 
spleen,  albuminuria,  and  a  tendency  to  diarrhoea  ;  but  even  when  all  these  symptoms  are 
present,  it  not  infrequently  happens  that  the  post-mortem  examination  shows  that  there 
was  no  lardaceous  disease  at  all. 

Rheumatoid  arthritis  is  an  indefinite  group  of  joint  diseases  which  differ  essentially  from 
osteo-arthritis  (p.  843),  in  that  with  the  former  there  are  more  or  less  severe  constitutional 
symptoms,  including  slight  pyrexia,  loss  of  appetite  and  weight,  pigmentation  of  the  skin, 
and  anaemia.  The  nearest  lymphatic  glands,  e.g.,  the  epitrochlear  when  the  hands  are 
affected,  are  often  enlarged  and  tender.  The  diagnosis  seldom  depends  upon  the  anaemia, 
however.  Probably  there  are  many  varieties  of  rheumatoid  arthritis  which  will  some  day 
be  classified  upon  a  bacteriological  basis  into  those  due  to  gonococci,  streptococci,  staphy- 
lococci, pneumococci.  Bacillus  coli  communis^  Spirochceta  pallida,  and  so  on.  There  are 
two  tj-pes  that  are  particularly  prone  to  ansemia,  and  these  are,  first,  the  form  in  which 
there  is  marked  spindle-shaped  enlargement  of  all  the  first  interphalangeal  joints  in  adults, 
whatever  other  joints  may  be  affected  at  the  same  time  (p.  342) ;  and  secondly,  a  general 
destructive  affection  of  the  joints  in  children,  associated  with  emaciation,  anaemia,  enlarge- 
ment of  the  spleen  and  of  the  lymphatic  glands,  and  known  as  StiWs  disease  (Fig.  169, 
p.  377).    (See  Joints,  Affections  of,  p.  337.) 


Fiy.  12. — ^Temperature  chart  (morninj;  and  eveninsr)  from  a  case  of  c'rrhosls  of  the  liver,  showing  the 
tendency  to  slight  pyrexia,  especially  in  the  evenmtr. 

Cirrhosis  of  the  liver  sooner  or  later  leads  to  anaemia  of  the  chlorotic  type,  although  in 
the  earlier  stages  the  alcoholic  patient  may  have  a  rubicund  complexion  ;  by  the  time 
the  anaemia  is  pronounced  there  will  almost  certainly  have  been  other  symptoms  of  the 
complaint,  particularly  H^matemesis  (p.  265),  Jaundice  (p.  324),  or  Ascites  (p.  -^'3). 
Patients  with  cirrhosis  of  the  liver  often  have  some  evening  pyrexia  (Fig.  12),  and  they 
tend  to  undue  pigmentation  of  the  skin. 

Hyperlactation  is  a  prominent  cause  of  anaemia  and  general  ill-health,  especially  in 
women  in  towns.  The  cause  for  prolongation  of  the  period  of  lactation  is  often  an  idea 
that  pregnancy  will  not  recur  whilst  the  last  infant  is  being  suckled.  The  diagnosis  is 
generally  obvious  if  its  possibility  is  borne  in  mind. 
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Gastric  ulcer,  or  rather  the  symptoms  which  are  often  stated  to  be  those  of  gastric 
ulcer,  is  frequently  associated  with  anaemia  ;  the  latter  in  a  few  cases  is  the  result  of  direct 
loss  of  blood  by  HjEMatemesis  (p.  268),  or,  in  the  case  of  duodenal  ulcer,  Mel^ena  (p.  75) 
A  duodenal  ulcer  may  sometimes  simulate  gastric  ulcer,  but  more  often  it  produces  symptoms 
which  are  apt  to  be  mistaken  for  gall-stones,  the  pain  being  referred  to  a  spot  about  an  inch 
below  the  tip  of  the  ninth  right  rib.  As  a  rule  the  pain  in  cases  of  duodenal  ulcer  bears  a 
definite  relationship  to  food,  being  greatest  when  the  patient  is  beginning  to  be  hungr>% 
and  relieved  by  the  taking  of  food.  Gastric  ulcer,  on  the  other  hand,  is  much  more  difficult 
to  diagnose,  for  even  when  the  patients  have  suffered  from  epigastric  pain  coming  on 
immediately  after  food,  from  vomiting  which  relieves  the  pain,  and  from  one  or  more  attacks 
of  hasmatemesis,  it  is  possible  for  the  latter  to  be  due  to  generalized  oozing  from  the  gastric 
mucosa — "  gastrostaxis  " — ^rather  than  a  definite  measurable  ulcer.  When  there  has  been 
no  hsematemesis  the  diagnosis  is  still  more  difficult,  though  it  is  noteworthy  that  in  nearly 
half  the  cases  in  which  the  presence  of  an  ulcer  has  been  proved  by  operation  there  has  been 
no  history  of  haematemesis.  It  was  formerly  stated  that  gastric  ulcers  are  common  in  the 
female  sex  between  the  ages  of  fifteen  and  thirty,  especiaUy  in  the  unmarried  and  the 
amemic  ;  notably  amongst  the  servant  class  ;  operative  demonstrations  of  gastric  ulcers, 
however,  seem  to  show  that  they  are  really  commoner  in  later  life,  and  affect  men  as  often 
as  women,  so  that  there  is  a  very  decided  possibility  that  the  gastric  symptoms  of  anaemic 
women  are  not  in  fact  due  to  ulcer.  One  meets  with  patients  who  have  pain  the  moment 
they  take  food,  in  whom  vomiting  after  meals  is  persistent,  in  whom  the  diagnosis  of  gastric 
ulcer  would  certainly  have  been  made  in  former  years,  but  in  whom  that  diagnosis  is  made 
now  only  with  considerable  caution.  It  has  become  increasingly  recognized  that  the 
vomiting  and  the  gastric  signs  are  often  due  to  the  anaemia  itself,  and  result  from  anaemic 
dilatation  of  the  heart.  In  diagnosing  between  this  condition  and  that  of  true  gastric 
ulcer,  one  of  the  best  plans  is  to  put  the  patient  to  bed,  and  when  she  has  been  recumbent 
for  twenty-four  or  thirty-six  hours,  to  see  what  is  the  effect  of  giving  her  full  diet.  Full 
diet  will  be  borne  quite  well  in  cases  of  severe  anaemia  associated  with  gastric  symptoms 
without  ulcer  so  long  as  the  patient  remains  in  bed  ;  but  if  she  gets  up  and  returns  to  work 
before  the  anaE^mia  is  cured  the  gastric  symptoms  come  on  again  directly.  The  vomiting 
and  the  epigastric  pain  seem  to  be  related  not  so  much  to  food  as  to  work  in  these  cases. 
When  there  is  an  ulcer,  however,  an  attempt  to  adopt  full  meat  and  vegetable  diet  on  the 
second  day  of  resting  in  bed  nearly  always  fails  if  there  have  been  severe  symptoms  up  to 
that  time. 

Conditions  in  whidi,  tliough  the  Ansmia  may  be  severe,  no  obvious  Lesion  can 
be  discovered,  wliilst  at  tlie  same  time  there  is  notliing  to  suggest  that  the  case  Is 
a  rare  or  unusual  one. 

Chlorosis  is  almost  the  only  malady  which  comes  under  this  heading,  if  one  includes  the 
milder  anaemias  of  girls  and  young  women  as  well  as  the  severe  cases  of  yellow-green  sickness 
to  which  the  term  should  strictly  speaking  be  limited.  The  cases  of  anaemic  vomiting  just 
discussed  might  also  come  under  the  same  heading.  Chlorosis  and  simple  chlorotic  anaemia^ 
without  obvious  organic  lesions,  are  affections  of  the  female  sex — absent  before  puberty 
and  common  immediately  after,  seldom  lasting  after  thirty  years  of  age,  and  generally  not 
so  long  ;  cured  as  a  rule  by  marriage  ;  never  fatal  even  when  severe  ;  an  affection  of  all 
classes,  but  mostly  of  indoor  workers  such  as  servant  girls,  and  not  often  affecting  those 
who  are  employed  in  outdoor  pursuits.  The  diagnosis  is  generally  easy.  The  patients  are 
comparatively  well  covered  though  they  often  eat  very  little.  Emaciation  is  rare  in 
chlorosis,  and  this  is  probably  due  to  the  fact  that  the  blood  is  less  deficient  in  quantity 
than  diluted  by  excess  of  water.  The  leucocytes  are  normal  both  in  total  number  and  in 
differential  count.  The  red  corpuscles  are  often  much  less  diminished  than  might  be 
expected  from  the  appearance  of  the  patient,  the  chief  feature  of  the  complaint  being  the 
great  reduction  in  the  haemoglobin,  so  that  the  colour  index  may  fall  to  0-5,  0*4,  or  even 
less.  As  the  condition  improves  the  red  cells  return  to  normal  fairly  quickly,  and  the 
haemoglobin  rises  steadily  but  less  rapidly.  The  way  in  which  the  patients  react  to  treat- 
ment by  rest  in  bed,  by  the  giving  of  iron,  by  keeping  the  bowels  open,  and  by  living  in  a 
sunny  atmosphere,  is  remarkable,  and  helps  to  clinch  the  diagnosis  in  any  case  of  doubt. 
It  has  been  mentioned  above  tliat  there  are  many  blood  changes  which  are  common  to 
severe  anaemias  ;   it  should  be  noted  tliat  even  when  the  haemoglobin  has  faUen  to  30  per 
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cent  of  normal  in  a  severe  case  of  chlorosis,  the  changes  in  the  blood-cells  enumerated  on 
page  22  seldom  appear.  Chlorosis,  more  often  than  any  other  form  of  anaemia,  leads  to 
hsmic  cardiac  bruits,  particularly  a  blowing  systolic  bruit  in  the  pulmonary  area  and  a 
bruit  de  diable  in  the  neck.  The  patients  are  often  constipated,  are  apt  to  suffer  from 
menstrual  irregularity,  particularly  amenorrhoea,  which  may  last  for  months,  and  a  tendency 
to  (Edema  of  the  feet.  The  viscera  are  generally  normal.  Chlorosis,  unlike  many  other 
forms  of  severe  anaemia,  seldom  produces  albuminuria. 

Cases  in  whicb  the  Ansmia  may  be  more  or  less  severe,  in  which  there  may 
or  may  not  be  obvious  lesions  to  account  for  it,  but  in  which  the  circumstances  of 
the  case  surest  that  the  disease  is  unusual  or  rare. 

Hodgkiris  disease  is  often  spoken  of  as  though  it  were  an  affection  in  which  the  blood- 
eount  indicates  the  diagnosis.     This  is  not  the  case,  however,  the   blood   changes  being 
merely  negative,  though  a  blood-count  is  essential  in  order  to  exclude  leuka?mia  by  finding 
that  there  is  no  leueocytosis.     At  first  there  is  no  anaemia  ;  later  there  is  progressive  anaemia 
of  the  chlorotic  t>T>e,  with  finally  all  the  changes  in  the  red  cells  common  to  the  severe 
ansmias  (p.  'i*i).     There   is  no  leueocytosis,   or  none  of 
moment.    The  differential  leucocyte  count  may  be  normal : 
nH>re  often,  however,  there  is  some  relative  increase  in  the 
K-mphocytes  with    proportionate   relative    diminution    in 
the  polymorphonuclear  cells,  and  when  a  large  number  of 
white  corpuscles  are  examined  occasional  myelocytes  and 
one  or  two  basophile  corpuscles  will   be   detected.     The 
diagnosis  is  made  from  the  enlargement  of  the  Lymphatic 
Glands  (p.  377)  and  of  the  Spleen  (p.  635). 

Splenic  ancemia  is  a  malady  in  which  there  is  con- 
siderable enlargement  of  the  spleen,  progressive  anaemia 
of  the  simple  chlorotic  type,  and  no  other  ver>'  obvious 
evidence  as  to  what  is  wrong  with  the  patient.  It  is 
probable  that  more  than  one  condition  is  at  present 
labelled  splenic  anaemia ;  a  considerable  number  of  the 
cases  turn  out  ultimately  to  be  cirrhosis  of  the  liver 
(p.  t33),  in  which  enlargement  of  the  spleen  happens  to 
have  been  the  first  symptom  to  attract  attention,  very 
likely  years  before  the  other  effects  of  cirrhosis  manifested 
themselves.  WTien  splenic  anaemia  is  the  original  diagnosis 
in  a  ca.se  which  ultimately  proves  to  be  cirrhosis  of  the 
liver,  the  condition  is  often  spoken  of  as  Banifs  disease. 

Aplastic  ancemia  has  been  mentioned  above  (p.  24),  Fi^.  is.— pseudo-ieukromia   infuutum 

and  there  are  a  considerable  number  of  obscure  cases  of  SariSt'S'lheSf  '^'''  ^'^"^  ''"' 
severe  anaemia  to  which  up   to  the  present   no  definite 

labels  can  be  attached.  Some  of  these  simulate  pernicious  anaemia,  but  all  differ  from 
the  latter  in  having  a  colour  index  persistently  less  than  1.  One  can  only  refer  to  them 
as  severe  and  even  fatal  un-named  anaemias. 

Pseudo'leukcemia  infantum  is  a  condition  in  which  enormous  enlargement  of  the  spleen 
takes  place  in  a  young  child  or  infant  {Fig,  13),  associated  as  a  rule  with  more  or  less  ascites 
and  enlargement  of  the  abdomen.  So  great  is  the  splenic  enlargement  sometimes  that  the 
condition  at  first  suggests  leukaemia  ;  but  when  a  blood-count  is  made,  although  the  red 
ceUs  may  be  very  much  diminished  and  exhibit  all  the  changes  characteristic  of  severe 
anaemia,  there  is  no  extreme  leueocytosis,  so  that  the  condition  cannot  be  classified  as  a 
leukaemia,  and  hence  is  termed  *  pseudo -leukaemia  infantum  ; '  it  has  also  been  called  '  von 
Jaksch's  disease.^  It  generally  begins  at  an  age  of  less  than  two  years.  The  liver  is  enlarged, 
but  less  so  than  the  spleen.  There  may  be  severe  haemorrhage  from  the  mucous  membranes, 
and  there  is  often  periodic  pyrexia.  The  disease  may  be  mistaken  for  rickets  or  for  con- 
genital syphilis  ;  indeed  some  authorities  think  that  it  is  really  due  to  one  or  other  or  both 
of  these  causes  in  an  exaggerated  degree.  Whether  this  is  so  or  not,  the  prognosis  is  fair 
e\-en  when  the  anaemia  has  reached  a  severe  degree.  The  ascites  may  disappear,  the  huge 
spleen  may  become  restored  to  its  normal  dimensions,  and  the  patient  recover  completely 
in  the  course  of  months. 
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Myxcedema  is  a  condition  which  may  be  mistaken  for  simple  an£emia,  and  consequently 
it  is  apt  to  be  overlooked,  particularly  at  that  stage  which  merits  the  term  '  hypothyroidism  ' 
rather  than  myxcedema.  It  is  an  affection  of  women  rather  than  of  men  ;  it  comes  on 
very  slowly,  and  sometimes  it  can  be  diagnosed  only  by  watching  the  beneficial  effects  of 
thyroid   treatment.     There   is  generally   excess  of  gelatinous  subcutaneous  tissue,   which 


Fip.H.    The  same  patient  as /"Z^.  15,  ftV/.  15.— Myxcedema  :    the   character- 

previous   to   the  development  of  myx-  istic  facies.  iUu!*iratiiig  the  broadening  of 

u'dema.  '  the  features  and  the  malar  tlush.    (Com- 

pare Fig.  II.) 

gives  the  patient  a  puffy  or  cedematous  appearance,  especially  in  the  face  {Fig.  15),  hands 
(Fig.  16),  and  lower  limbs,  so  that  not  a  few  cases  are  mistaken  for  nephritis.  The  urine 
is  copious  and  of  low  specific  gravity,  but  usually  does  not  contain  albumin  ;  though  in 
some  cases  there  is  sufficient  albuminuria  to  make  the  case  still  more  like  one  of  Bright's 
disease.     The  apparent  oedema  does  not  pit  on  pressure,  or  pits  far  less  easily  than  it  would 

if  it  were  ordinary  oedema  ;  the 
skin  becomes  thickened,  and  the 
hair  decreases  in  quantity  and 
becomes  brittle.  Physical  move- 
ments arc  lethargic,  and  the  in- 
tellect dull,  so  that  there  is  slow- 
ness of  action  both  of  body  and 
of  mind,  symptoms  that  disappear 
in  a  remarkable  way  under  thyroid 
treatment.  In  some  cases  the 
mental  symptoms  predominate  to 
such  a  degree  that  some  form  of 
delusional  insanity  or  dementia 
may  be  diagnosed,  or  even  a 
cerebral  tumour.  The  chlorotic 
type  of  anaemia  which  accom- 
panies niyxopdema  may  be  masked 
by  a  local  flush  over  the  malar 
bones,  not  unlike  that  of  mitral 
stenosis. 

Fuf.    16.— Hands  of   a  patient  sufTerinjj  from  myx«rdema,  illustrating  the  ScUTVy  is  a  rare  discaSC  whicll 

swelling  of  the  K)ft  parts,  the  broadening  of  tlie  finger.-:,  and  their  con.*je(iuent  i__  ]    ._     -i  ^ ^,_  .     ^«^if^.,« j 

stumpy  or  podgy  appearance.  may    lead    tO     the    mOSt    profoUUd 

anaemia,  though  it  seldom  does  so 
without  also  producing  extensive  hiemorrhage  into  the  skin,  beneath  the  periosteum  of 
the  tibiae  or  other  bones,  from  mucous  membranes,  and  especially  from  the  spongy  and 
foetid  gums.  It  is  not  common  now-a-days,  except  in  a  mild  form  in  children, — scurvy- 
rickets  or  Barlozv\s  disease — in  which  tenderness  of  the  bones  associated  with  anaemia, 
often  mistaken  for  rickets,  is  the  main  symptom.     The  tenderness  in  question  is  due  to 
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local  sub-periosteal  haemorrhage,  and  the  way  in  whieh  the  complaint  rapidly  gets  better 
under  suitable  treatment  with  fresh  vegetable  diet  helps  in  clinching  the  diagnosis.  The 
severer  forms  of  scurvy  are  due  to  prolonged  deprivation  of  fresh  food,  such  as  is  rare  in 
niodem  practice,  though  it  used  to  be  common  on  board  ships. 

Chlaroma  is  a  very  rare  afTection,  related  to  lymphatic  leukaemia  on  the  one  hand  and 
to  lymphosarcoma  on  the  other.  It  is  associated  with  the  formation  of  multiple  tumours, 
especially  in  connection  with  bones,  and  a  progressive  and  severe  ansemia  of  indeterminate 
t)!)^  The  condition  is  fatal,  and  the  diagnosis  is  at  once  suggested  by  the  green  colour  of 
the  neoplastic  deposits.  '  Herbert  French. 

AN.£STHESIA. — (See  Sensation,  Abnormalities  of,  p.  604.) 

ANALGESIA. — (See  Sensation,  Abnormalities  of,  p.  604.) 

ANASARCA.— (See  (Edema,  p.  411.) 

ANKLE-CLONUS  is  best  elicited  when,  the  patient  lying  on  his  back,  with  his  knees 
slightly  flexed,  the  observer  quickly,  but  not  violently,  dorsiflexes  the  foot,  the  hand  being 
applied  along  its  outer  border  in  such  a  way  as  to  keep  it  well  outwardly  rotated.  The 
result,  when  ankle-clonus  is  present,  is  a  series  of  rhythmical  jerks  at  the  ankle-joint,  at  the 
rate  of  about  7  per  second — the  contractions  continuing  an  long  as  the  pressure  is  maintained. 
The  last  proviso  is  important,  because  it  often  happens  that  a  few  ankle-jerks  are  obtained, 
%-ar\-ing  in  number  from  two  or  three  to  as  many  as  twenty  or  thirty,  but  gradually  tailing 
off  and  ceasing,  although  the  pressure  on  the  sole  is  maintained.  This  is  sometimes  spoken 
of  as  a  '•  tendency  to  ankle-clonus,"  but  for  clinical  purposes  it  is  not  ankle-clonus  at  all, 
and  indicates  nothing  more  than  hypersensitiveness  of  the  nervous  system,  and  not  organic 
disease.  Ankle-clonus,  on  the  other  hand,  denotes  changes  in  the  corresponding  crossed 
pvTamidal  tract,  and  it  is  to  be  expected  in  association  with  increased  knee-jerk  and  extensor 
plantar  reflex.  Its  chief  value  lies  in  determining  between  functional  and  organic  exaggera- 
tions of  the  knee-jerk  ;  the  latter  may  be  very  brisk  as  the  result  of  pure  nervousness,  but 
if  it  is  associated  with  either  an  extensor  plantar  reflex  or  ankle-clonus,  or  both,  the  exaggera- 
tion is  due  to  organic  disease  of  the  upper  neuron,  hemiplegic  or  paraplegic  as  the  case 
may  be.  Whereas,  however,  the  presence  of  maintained  ankle-clonus  is  conclusive  proof 
of  an  upper  neuron  affection,  the  absence  of  such  clonus  does  not  exclude  such  lesion  ; 
ankle-elonus  is  not  met  with  until  there  is  a  relatively  large  amount  of  lateral  column  change  ; 
it  comes  later,  as  a  rule,  than  the  extensor  plantar  reflexes.  Herbert  French. 

ANOSMIA. — (See  Smell,  Abnormalities  of,  p.  611.) 

ANURIA — or  suppression  of  urine — must  be  distinguished  from  retention  of  urine, 
in  which  urine  is  secreted  from  the  kidneys,  but  is  retained  in  the  bladder  from  some 
lesion  causing  obstruction  to  the  urethra,  such  as  urethral  stricture  or  prostatic  obstruction 
in  the  male,  or  pressure  or  drag  upon  the  urethra  by  a  large  pelvic  tumour  or  a  rctroverted 
^vid  uterus  in  the  female.  Retention  of  urine  may  also  occur  without  urethral  obstruc- 
tion in  various  forms  of  disease  of  the  spinal  nervous  system  affecting  the  lumbar  centres. 
In  retention  of  urine  there  is  pain  above  the  pubes,  constant  and  urgent  desire  to  pass 
urine,  and  the  distended  bladder  forms  a  tense,  oval,  dull  tumour  above  the  pubes  in  the 
middle  line.  In  many  cases  a  previous  history  of  obstruction  to  the  urinar>^  flow  will  be 
obtained,  whilst  in  others  the  involuntary  dribbling  of  urine  from  the  urethra  from  an 
over-distended  bladder  at  once  distinguishes  the  case  from  one  of  anuria. 

CAUSES    OF    ANURIA. 

A. — Obstructive  : — 
Calculus  in  kidney  or  ureter 
Vesical  carcinoma  involving  the  ureteric  orifices 
Uterine  carcinoma 
Large  pelvic  or  abdominal  tumours. 

B. — Son-obstructive  : — 
Toxic,  haematogenous  or  ascending. 
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In   renal   disease,    nephritis,    lardaeeous   disease,    tuberculosis,    polycystic    disease, 
suppurative  pyelonephritis 

Reflex,  after  operations  or  trauma,  or  the  sudden  emptying  of  an  over-distended 
bladder. 

In    poisoning    from    mercury,    lead,    phosphorus,    oxalic    acid,    cantharides,     or 
turpentine. 

In  severe  collapse. 

Hysteria. 
Anuria  may  occur  and  be  complete  without  any  other  symptom,  and  it  is  remarkable 
that  in  the  obstructive  forms,  especially  with  calculus,  anuria  may  be  complete  for  several 
days  without  any  other  symptom — latent  uraemia.     In  the  non-obstructive  forms,  anuria 
may  be  accompanied  from  the  onset  by  the  various  symptoms  of  uraemia,  such  as  vomiting, 
convulsive  muscular  twitchings,  dyspnoea,  and  headache.     In  the  obstructive  form  there 
may  be  total  absence  of  any  urine  secreted,  or  a  small  quantity  may  be  passed  of  low  specific 
gravity,  and  containing  very  little  urea  or  solids.    Albumin  is  absent  unless  there  be  haema- 
turia  or  cystitis,  when  pus  may  be  present  also.    The  patient  may  complain  of  aching  in  one 
or  both  lumbar  regions,  but,  with  the  exception  that  no  urine  is  passed,  seems  to  be  in 
ordinary  health.    The  appetite  is  good  and  the  mental  state  clear ;    but  after  a  variable 
period,  from  seven  to  ten  days,  the  patient  becomes  drowsy,  the  tongue  dry,  temperature 
subnormal,  appetite  deficient,  and  pupils  small.    There  may  be  muscular  twitching  ;    the 
drowsiness  gradually  becomes  deeper,  without  any  true  uraemic  convulsions,  and  death  may 
be  postponed  for  as  long  as  twenty  days  from  the  onset  of  the  anuria.    This  sequence  is  very 
different  from  that  seen  when  anuria  occurs  from  non-obstructive  causes,  when  there  is 
frequently  marked  disturbance  of  the  nervous  system  ;  headache  and  giddiness  are  followed 
rapidly  by  convulsions,  delirium,  and  dyspnoea,  with  vomiting  and  small  pupils,  the  patient 
rapidly  becoming  comatose  and  dying  in  a  few  days. 

^.—OBSTRUCTIVE    ANURIA. 

Calculous  Disease  is  the  most  frequent  cause  of  obstructive  anuria.  It  may  occur 
at  any  age,  but  is  commonest  in  men  of  about  forty.  Suppression  of  urine  may  arise  from 
the  impaction  of  a  small  calculus  in  the  ureter  of  a  kidney  which  is  practically  normal,  or 
may  be  due  to  the  total  destruction  of  the  renal  secreting  substance,  which  has  progressed 
gradually  and  without  marked  symptoms.  Between  these  two  extremes  there  may  be 
many  stages,  and  the  two  conditions,  namely,  ureteric  impaction  and  renal  destruction, 
may  exist  at  the  same  time.  Clinically,  it  is  rare  for  calculous  anuria  to  arise  from  simul- 
taneous blockage  of  both  ureters  by  calculi  ;  it  is  less  uncommon  to  find  that  one  kidney 
has  been  destroyed  by  previous  disease,  the  ureter  of  the  remaining  organ  then  becoming 
obstructed  by  a  stone.  Exceptionally,  the  blockage  of  one  ureter  may  cause  reflex  suppres- 
sion of  urine  in  the  other  kidney,  especially  if  the  function  of  the  latter  is  impaired  already 
by  disease  ;  but  in  these  cases  the  anuria  is  usually  temporary.  Calculous  anuria  may  occur 
suddenly,  and  in  patients  who  are  apparently  in  good  health,  for  it  is  no  uncommon  thing 
for  a  patient  to  go  on  in  good  health  when  he  possesses  only  one  functionally  active  kidney, 
the  other  having  been  destroyed  by  slow  disease,  or  being  absent ;  or  there  may  be  a  history 
of  previous  lumbar  pain,  haematuria,  pyuria,  or  the  passage  of  calculi.  At  the  onset  of 
anuria  there  is  usually  pain  in  the  lumbar  region  along  the  course  of  the  ureter  of  the  side 
most  recently  affected  ;  it  commonly  lasts  a  day  or  so  and  then  subsides,  or  it  may  last 
throughout  the  period  of  anuria.  In  addition,  there  is  frequently  a  constant  desire  to  mic- 
turate, although  no  urine  is  passed,  or  if  the  anuria  is  intermittent,  urine  of  pale  colour  and 
low  specific  gravity,  sometimes  blood-stained,  may  be  passed.  If  the  anuria  remains 
complete,  no  other  symptoms  may  occur  for  several  days,  a  feature  which  is  common  to  the 
obstructive  forms  of  anuria,  but  is  in  marked  contrast  to  the  non-obstructive  variety.  After 
a  period  of  anuria  lasting  from  seven  to  ten  days,  the  patient  becomes  drowsy,  the  tongue 
is  dry,  there  is  disinclination  for  food,  and  the  general  symptoms  of  uraemia  may  come  on  ; 
but  in  many  cases  the  patient  may  die  before  any  symptoms  of  uraemia  occur.  Thus,  it  is 
usual  to  speak  of  a  tolerant  and  a  urctniic  period  in  obstructive  anuria.  The  tolerant  stage 
of  obstructive  anuria  may  be  even  further  prolonged  if  the  functional  kidney  be  already 
hydronephrotic  from  previous  intermittent  obstruction,  even  to  twenty  days.    The  sudden 
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obstruction  to  the  urinary  flow  in  a  comparatively  normal  kidney  caiises  complete  suppres- 
sion, whilst  a  partial  or  intermittent  obstruction  causes  dilatation  of  the  kidney.  If  such  a 
kidney  be  the  functionating  organ,  and  become  completely  obstructed,  the  dilatation  will 
increase ;  and  a  lumbar  tumour  may  be  palpable.  If  there  is  pain  on  pressure  over  the 
kidney,  or  along  the  course  of  the  ureter,  the  diagnosis  is  strengthened,  or  it  may  be  decided 
to  settle  the  diagnosis  by  immediate  operation.  In  some  cases  in  which  one  kidney  has 
been  destroyed  gradually  without  pain,  and  anuria  occurs,  there  may  be  great  difficulty  in 
determining  which  of  the  two  kidneys  is  the  functional  organ  which  has  recently  become 
obstructed  ;  in  these  cases  it  is  a  good  rule  to  operate  upon  the  side  on  which  the  pain  has 
occurred  most  recently.  If  the  patient  is  not  too  stout,  palpation  may  detect  a  distinct  area 
of  pain  over  a  calculus  impacted  in  the  course  of  the  ureter  ;  or  on  careful  rectal  or  vaginal 
examination  a  calculus  impacted  in  the  vesical  end  of  the  ureter  may  be  felt.  If  the  case  is 
seen  eariy,  evidence  of  ureteric  calculus  may  be  obtained  by  the  cystoscope,  when  the  ureteric 
orifice  of  the  obstructed  side  may  be  seen  to  be  congested  or  ecchymosed ;  or  a  ureteric 
bougie  impermeable  to  the  Rontgen  rays  may  be  passed  into  the  ureter  and  a  skiagram 
obtained,  though  it  is  only  exceptionally  that  this  can  be  carried  out.  Operation  upon  the 
side  of  the  recent  pain  may  be  urged  strongly,  when  the  kidney  can  be  opened  and  drained, 
and  opportunity  taken  to  explore  as  much  of  the  ureter  as  can  be  felt  by  the  parietal  incision 
and  by  catheterization  from  above. 

Anuria  from  Vesical  Carcinoma  implies  that  either  both  ureteric  orifices  are 
involved  in  the  disease,  or  that  the  ureteric  orifice  of  the  only  functional  kidney  is  implicated. 
The  condition  is  unconmion  as  a  pure  obstructive  anuria,  for  in  most  cases  the  kidneys  are 
already  the  seat  of  changes  due  in  part  to  the  back  pressure  and  in  part  to  sepsis,  so  that 
when  anuria  terminates  a  case  of  vesical  carcinoma,  it  is  more  often  due  to  renal  disease 
than  to  ureteric  obstruction.  If  the  bladder  has  remained  uninfected  by  septic  organisms, 
the  gradually  increasing  ureteric  obstruction  may  first  cause  hydronephrosis,  so  that  when 
the  obstruction  becomes  complete  the  renal  distention  may  increase  quickly,  and  the  sym- 
ptoms of  unemia  be  delayed.  In  cases  arising  from  vesical  carcinoma,  it  is  very  rare  for  the 
anuria  to  occur  before  symptoms  of  vesical  growth  are  apparent,  such  as  haematuria,  pyuria, 
increased  frequency  and  pain  on  micturition;  but  in  the  infiltrating  type  of  carcinoma, 
hsematuria  and  frequency  of  micturition  may  be  absent  for  a  long  time.  In  all  cases,  careful 
vaginal  or  rectal  examination  will  detect  infiltration  and  thickening  of  the  base  of  the  bladder, 
and  the  growth  can  be  seen  through  the  cystoscope  (Plate  XVI,  Fig,  F,  p.  284). 

Uterine  Carcinoma. — ^Anuria  is  frequent  in  the  terminal  stage  of  uterine  carcinoma, 
when  the  growth  has  extended  into  the  cellular  tissues  of  the  broad  ligament  and  involved 
the  terminal  portions  of  the  ureters,  or  when  the  orifices  of  the  latter  are  implicated  in  the 
direct  infiltration  of  the  growth  into  the  bladder  base.  In  the  majority  of  cases  dying  from 
uterine  cancer  in  the  inoperable  wards  of  the  London  Cancer  Hospital,  the  kidneys  are 
found  to  be  hydronephrotic,  the  renal  pelvis  dilated,  or  the  renal  secreting  tissue  sclerosed, 
apart  from  the  frequent  infection  with  septic  micro-organisms.  In  all  cases  the  growth 
has  reached  an  advanced  stage,  and  the  disease  has  been  apparent,  but  it  has  been  recorded 
that  anuria  has  occurred  before  the  patient  has  complained  of  any  symptom  pointing  to  the 
uterine  condition.  These  cases  might  simulate  other  forms  of  obstructive  anuria,  but  the 
diagnosis  would  be  apparent  upon  vaginal  examination. 

Pelvic  or  AlMiominal  Tumours,  such  as  uterine  fibromyomata  or  ovarian  carcinom- 
ata,  may  cause  anuria  from  direct  pressure  on  the  ureters,  especially  if  a  part  of  the  tumour 
is  impacted  in  the  pelvic  cavity.  The  cause  of  the  anuria  will  be  apparent  on  examination 
of  the  abdomen  and  of  the  pelvic  organs. 

B.— NON-OBSTRUCTIVE   ANURIA. 

Marked  diminution  in  the  amount  of  urine  or  complete  anuria  may  occur  without 
obstructive  lesion  of  the  urinary  apparatus,  due  in  many  instances  to  disease  of  the  renal 
secreting  tissues.  In  many  of  these  cases  the  symptoms  differ  remarkably  from  those 
seen  in  obstructive  anuria,  in  that  the  anuria  is  accompanied  by  symptoms  of  unemia  in  a 
short  time,  and  not  after  an  interval  of  days  as  in  the  obstructive  cases.  Anuria  may  occur 
under  certain  toxic  conditions,  as  in  acute  fevers,  or  in  acute  poisoning  by  mercury,  lead, 
phosphorus,  or  turpentine  ;  the  history  and  accompanying  symptoms  of  such  cases  are 
usually  sufficient  to  point  to  the  nature  of  the  urinary  suppression. 
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Anuria  in  Renal  Disease. — In  acute  nephritis,  anuria  may  occur  early  or  after  tlie 
disease  is  well  established,  and  is  usually  accompanied  by  marked  disturbance  of  the  nervous 
system.  The  sudden  onset  of  the  disease  after  exposure  to  cold,  or  in  the  course  of  an  acute 
specific  fever  such  as  scarlet  fever,  enteric,  or  pneumonia,  or  in  hematogenous  renal  infec- 
tions, associated  with  pallor,  backache,  puffiness  of  the  face  and  ankles,  and  slight  pyrexia, 
together  with  the  small  amount  of  urine  passed  before  the  suppression  becomes  complete, 
are  points  all  suggesting  acute  nephritis.  If  the  urine  has  been  tested  before  the  onset  of 
anuria,  it  is  often  of  reddish-brown  colour  from  the  presence  of  blood,  and  contains  abundant 
albumin,  together  with  renal,  epithelial,  and  blood  casts.  In  chronic  nephritis^  anuria  may 
occur  as  a  late  symptom  in  the  disease,  and  is  occasionally  preceded  by  a  period  in  which 
polyuria  is  marked.  Anuria  in  chronic  nephritis  is  accompanied  by  prominent  symptoms 
of  uraemia,  such  as  headache,  giddiness,  convulsions,  stertor,  and  coma,  and  unless  the  fio'w 
of  urine  is  re-established  quickly,  death  ensues.  The  previous  history  of  the  case,  hi^h 
arterial  tension,  cardiac  hypertrophy,  retinal  changes,  and  signs  of  back-pressure,  with  or 
without  ascites  and  anasarca,  will  point  to  the  nature  of  the  anuria.  In  other  diseases  of 
the  kidney,  such  as  lardaceous  disease,  suppurative  pyelonephritis,  or  bilateral  tuberculosis^ 
anuria  may  be  preceded  by  general  failing  health,  with  loss  of  appetite,  subnormal  tem- 
perature, a  dry  brown  tongue,  headache,  increasing  pulse-rate,  hiccough,  and  attacks  of 
dyspnoea  ;  frequently  there  may  be  polyuria  before  suppression  occurs.  In  these  cases  the 
anuria  is  terminal,  the  condition  of  the  kidneys  having  been  known  previously.  With  the 
occurrence  of  anuria  there  may  be  great  restlessness,  with  muscular  twitching,  loss  of 
sphincteric  control,  convulsions,  and  a  gradual  lapse  into  coma. 

Polycystic  disease  of  the  kidneys  frequently  terminates  in  anuria  and  uraemia,  but  the 
diagnosis  of  the  disease  has  probably  been  arrived  at  previously.  The  symptoms  resemble 
in  a  great  measure  those  of  chronic  nephritis,  with  the  exception  that  ascites  and  oedema  of 
the  extremities  are  uncommon.  Headache,  flatulence,  and  digestive  troubles,  sickness,  and 
general  lassitude  are  symptoms  of  renal  inefficiency,  whilst  arteriosclerosis,  a  bilateral  renal 
tumour,  and  a  low-specific-gravity  urine  in  increased  quantity,  would  suggest  polycystic 
disease.     Haematuria  is  the  first  symptom  in  not  a  few  of  these  cases. 

Anuria  following  Operations  or  Trauma. — ^Anuria  may  occur  in  patients  who  have 
undergone  an  operation  and  who  are  the  subjects  of  renal  disease,  or  may  occur  occasionally 
even  when  no  renal  disease  is  present.  Any  extensive  operation  which  involves  a  good 
deal  of  shock  in  a  patient  with  renal  disease,  or  in  whom  the  kidneys  have  been  subjected 
to  back-pressure,  as  in  uterine  myomata,  may  succumb  to  anuria  unless  appropriate  measures 
are  undertaken ;  even  an  apparently  trivial  operation  on  the  urinary  organs  may  cause  acute 
suppression  of  urine.  This  must  be  differentiated  carefully  from  the  retention  of  urine  in 
the  bladder  often  seen  after  operations  such  as  for  haemorrhoids  or  for  hernia.  Acute 
suppression  of  urine  may  follow  operations  upon  the  lower  urinary  tracts,  such  as  the  passage 
of  instruments,  or  the  performance  of  internal  urethrotomy.  Anuria  is  particularly  liable 
to  occur  when  a  catheter  is  passed  to  relieve  an  over-distended  bladder  in  a  case  of  prostatic 
enlargement  or  urethral  stricture,  the  kidneys  being  already  distended  from  back-pressure 
or  infected  with  septic  processes,  and  it  must  be  laid  down  as  a  golden  rule,  that  if  a  catheter 
is  passed  in  these  cases,  the  urine  must  be  withdrawn  very  gradually.  Anuria  following 
operations  upon  the  lower  urinary  tract  is  diagnosed  by  the  direct  relationship  between  the 
operation  and  the  onset  of  symptoms  ;  by  the  rigors,  pyrexia,  and  the  profound  prostration, 
rapidly  followed  by  convulsive  movements  and  coma. 

Anuria  may  also  occur  in  the  severe  collapse  following  an  injury,  in  the  late  stages  of 
cholera  or  yellow  fever,  and  occasionally  as  a  manifestation  of  hysteria.  It  may  be  simulated 
by  a  malingerer,  R.  H,  Jocelyn  Sxvan. 

APHASIA. — (See  Speech,  Abnor.malities  of,  p.  624.) 

APHONIA. — (See  Speech,  Abnormalities  of,  p.  628.) 

APPETITE,  ABNORMAL.— Appetite  may  be:  (1)  Increased;  (2)  Diminished; 
(3)  Perverted. 

Increase  of  Appetite  sometimes  occurs  in  cases  of  hyperchlorhydria.  The  general 
condition  is  then  well  maintained,  there  is  usually  pain  or  discomfort  in  the  later  period  of 
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digestion,  relieved  (temporarily)  by  the  taking  of  more  food.  A  test  meal  shows  excess  of 
hydTochloric  acid. 

In  diabetes^  especially  in  its  earlier  stages,  there  is  often  an  abnormal  craving  for  food  ; 
but  in  spite  of  large  meals  the  patient  wastes.  Examination  of  the  urine  will  establish 
the  diagnosis. 

Intestinal  parasites  (round- worms  and  tape-worms)  are  believed  to  be  a  cause  of  excessive 
appetite  in  some  cases.  This  is  doubtful ;  but  in  any  case  the  point  can  always  be  cleared 
up  by  giving  an  anthelmintic. 

In  some  cases  of  hysteria  an  excessive  appetite  is  present  (bulimia).  The  patient  is 
usually  a  young  woman,  and  other  stigmata  of  hysteria  are  present. 

Diminutioii  of  A|>petite  occurs  in  many  forms  of  dyspepsia,  especially  when  associated 
with  a  lessened  gastric  secretion.  Thus  it  is  almost  constantly  present  in  gastritis,  except, 
perhaps,  in  the  acid  form.  If  renal  disease,  advanced  mitral  disease,  or  cirrhosis  of  the 
liver  be  present,  secondary  gastritis  may  be  diagnosed.  If  there  be  a  history  of  the  abuse 
of  alcohol  or  tobacco,  or  of  indiscretions  in  diet,  or  if  there  be  a  marked  defect  of  the  chewing 
apparatus,  there  is  probably  primary  gastritis.  The  tongue  will  probably  be  furred,  and 
a  test  meal  shows  diminished  acidity  and  probably  an  excess  of  mucus,  but  the  examination 
of  the  stomach  is  otherwise  negative.     (See  also  Indigestion,  p.  317.) 

Loss  of  appetite  is  also  an  early  symptom  in  cases  of  gastric  carcinoma^  and  should 
lead,  especially  in  elderly  subjects,  to  careful  examination  for  other  signs  of  that  disease. 
There  is  frequently  a  special  distaste  for  meat  in  such  cases.  (See  Indigestion,  p.  316.) 
In  children  a  profound  anorexia  is  sometimes  an  early  symptom  of  tuberculosis. 

In  hysterical  young  women  complete  disinclination  for  food  (anorexia  nervosa)  is  some- 
times met  with.  The  diagnosis  is  based  upon  the  absence  of  other  causes  of  the  symptom, 
the  presence  of  other  signs  of  hysteria,  and  the  history  of  mental  or  emotional  shock.  The 
loss  of  appetite  in  such  cases  may  amount  to  a  complete  refusal  of  all  food,  and  the  patient 
may  emaciate  to  a  dangerous  degree.  Obstinate  constipation  is  usually  present  as  well. 
Allied  to  these  cases  is  the  loss  of  appetite  which  occurs  in  melancholic  forms  of  insanity. 
In  sueJi  a  case  delusions  may  be  present. 

Perverted  Appetite  may  occur  in  the  course  of  pregnancy,  and  is  of  no  special  signifi- 
cance. It  is  met  with,  too,  in  nervous,  anaemic  children,  in  whom  it  often  takes  the  form  of 
dirt-eating  (pica).  Here,  also,  it  is  not  a  sign  of  any  diagnostic  value.  Perverted  appetite 
is  also  a  common  occurrence  in  insanity  ;  but  other  evidence  of  mental  disturbance  is  always 
present  as  well.  Hobert  Hutchison, 

ASCITES,  or  the  accumulation  of  serous  fluid  in  the  peritoneal  cavity,  is  not  a  disease 
in  itself,  for  it  may  be  produced  by  a  great  variety  of  conditions.  It  is  easy  to  determine 
its  precise  cause  in  some  cases  ;  in  others  it  may  be  almost  impossible  to  say  during  life 
what  is  the  primary  condition.  One  may  discuss  (1)  Its  physical  signs ;  (2)  Hoiv  to 
distinguish  it  from  other  conditions  which  may  simulate  it;  (3)  ^  classified  list  of  its 
causes ;  (4)  The  chief  points  which  will  help  in  arriving  at  a  correct  differential  diagnosis  in 
a  particular  case. 

1.  PHYSICAL  SIGNS. — Inspection. — ^The  abdomen  is  distended  uniformly,  the  degree 
\'ar\iiig  with  the  amount  of  fluid.  If  the  quantity  is  large,  and  its  accumulation  has 
been  rapid,  the  abdomen  is  more  or  less  globular,  the  umbilical  region  being  the  most 
prominent.  The  skin  is  tense  and  shiny,  and  there  may  be  lineae  albicantes.  If  the  quantity 
of  fluid  is  large  but  its  accumulation  has  been  gradual,  bulging  of  the  flanks  is  more  marked ; 
tht  lower  ribs  may  be  pushed  outwards,  and  the  epigastric  angle  widened.  If  the  quantity 
of  fluid  is  small,  only  a  slight  bulging  of  the  flanks  may  be  noticed.  The  appearance  of  the 
abdomen  depends  a  good  deal  on  the  position  of  the  patient.  If  lying  on  one  side,  the  most 
dependent  part  is  the  most  prominent,  owing  to  the  fluid  gravitating  to  that  side  of  the 
abdomen.  If  the  patient  stands  or  sits  upright,  the  hypogastric  and  iliac  regions  will  be 
niost  bulged.  The  umbilicus  becomes  stretched  transversely  and  flush  with  the  surface, 
or  even  protruded  ;  it  retains  its  position  in  the  median  abdominal  line,  and  remains  nearer 
to  the  pubes  than  to  the  ensiform  cartilage.  In  tuberculous  peritonitis  the  skin  in  its 
immediate  neighbourhood  may  be  reddened  and  oedematous,  or  there  may  be  a  fjccal 
fistula  here.  In  cirrhosis  of  the  liver  the  veins  around  the  umbilicus  are  said  to  be  dilated, 
but  the  so-called  *•  caput  medusae  '  is  rare.    The  superficial  veins  all  over  the  abdomen  and 
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lower  part  of  the  chest  may  be  dilated,  the  blood  flowing  in  an  upward  direction,  this  reversal 
of  the  stream  occurring  mainly  when  the  inferior  vena  cava  is  obstructed,  either  by  the 
tension  of  the  ascites  or  by  something  related  to  its  cause.  (See  Veins,  Varicose  Abdom- 
inal, p.  748.)  The  abdominal  respiratory  movements  may  be  absent  or  much  diminished. 
The  cardiac  impulse  may  be  displaced  upwards  and  outwards.  The  legs,  thighs,  and 
scrotum  may  be  oedematous,  and  so  may  the  loins. 

Palpatioii. — ^The  abdomen  may  be  anything  between  quite  flaccid  and  very  tense. 
A  fluid  thrill  may  be  obtained  by  placing  the  hand  flat  against  one  flank  and  gently  flicking 
the  other  with  the  Angers  of  the  other  hand  ;  the  pK)ssibility  of  a  thrill  being  transmitted  in 
the  abdominal  wall  should  be  eliminated  by  getting  the  patient  or  an  assistant  to  place  the 
side  of  his  hand  on  the  front  of  the  abdomen,  so  as  to  stop  the  mural  thrill  at  the  point 
of  contact  with  the  abdominal  wall.  If  the  above  precaution  is  taken  and  a  thrill  is 
obtainable,  it  denotes  the  presence  of  fluid. 

If  the  liver  or  spleen  has  enlarged  it  sinks  backwards,  so  that  between  these  organs 
and  the  abdominal  wall  a  layer  of  fluid  is  present ;  if  the  hand  placed  on  the  abdomen,  in 
the  right  or  left  hypochondriac  region  as  the  case  may  be,  is  suddenly  depressed,  this  fluid 
is  displaced,  and  the  surface  of  the  enlarged  organ  can  then  be  felt.  This  phenomenon  of 
'  dipping  '  is  almost  pathognomonic  of  ascites. 

Percussion. — When  the  patient  lies  flat  on  his  back  the  fluid  gravitates  to  the  posterior 
part  of  the  abdomen,  and  the  air-containing  viscera  float  to  the  anterior  part,  so  that  the 
percussion  note  is  resonant  in  front  and  dull  in  the  flanks.  As  the  fluid  increases  in  quantity, 
the  line  of  dullness  creeps  forward  from  the  flanks  and  upwards  from  the  pubes,  and  keeps 
a  concave  upper  border  ;  in  extreme  cases  the  abdomen  may  be  dull  all  over,  particularly  in 
children. 

One  of  the  most  prominent  physical  signs  of  ascites  is  the  effect  produced  on  the  per- 
cussion note  by  a  change  in  the  posture  of  the  patient.  If,  after  examining  him  lying  on 
the  back  and  finding  dullness  in  the  flanks  and  resonance  in  the  front,  he  be  turned  on  one 
side,  the  uppermost  flank  becomes  resonant  and  the  line  of  dullness  on  the  other  side  rises 
nearer  to  the  median  abdominal  line,  owing  to  the  fluid  gravitating  to  the  most  dependent 
part.  If  only  a  very  small  quantity  of  fluid  is  present,  the  abdomen  may  be  resonant  all 
over  when  the  patient  lies  on  his  back  ;  but  if  he  is  percussed  in  the  knee-elbow  position, 
the  umbilical  region  may  be  found  to  be  dull. 

In  some  cases,  especially  of  tuberculous  peritonitis,  shortening  of  the  mesentery  is  apt 
to  be  associated  with  the  ascites  ;  the  intestines  cannot  then  rise,  and  the  result  is  dullness 
all  over  the  abdomen,  or  in  very  exceptional  cases  dullness  in  front  with  resonance  in  the 
flanks.  Chronic  peritonitis  may  cause  the  fluid  to  be  loculated,  through  matting  together 
of  the  intestines.  The  abdominal  distention  may  then  not  be  uniform,  and  change  of 
posture  may  not  alter  the  character  of  the  percussion  note. 

Mensuration. — ^The  abdomen  should  be  measured,  flxed  points  being  taken  in  front 
and  behind,  e.g.,  the  umbilicus  in  front  and  the  tip  of  the  third  lumbar  spine  behind.  This 
is  important  in  order  to  watch  the  effect  of  treatment.  The  distance  of  the  umbilicus  from 
the  ensiform  cartilage,  pubes,  and  anterior  superior  iliac  spines  should  also  be  noted.  In 
ascites,  the  navel  is  nearly  always  nearer  the  pubes  than  the  ensiform  cartilage,  and  equi- 
distant from  the  two  anterior  superior  iliac  spines  when  the  patient  lies  flat  on  his  back. 

It  is  always  important  to  examine  the  abdomen  carefully  after  paracentesis  ;  the 
cause  of  the  ascites  can  often  be  discovered  in  this  way,  in  the  shape  of  tumours,  or  enlarge- 
ments of  organs,  which  were  previously  obscured  by  the  tenseness  of  the  abdominal  wall. 

2.  DIAGNOSIS. — Ascites  has  to  be  distinguished  from  other  conditions  which  may 
give  rise  to  general  abdominal  distention,  especially  from  ; — Tympanites ;  Ovarian  and 
parovarian  q/sts ;  Gravid  uterus  with  hydrops  amnii ;  Distended  bladder ;  Distention 
associated   with   obesity  ;    Phantom    tumour  ;    Large  abdominal  cysts  and  solid  tumours. 

Tympanites  is  distinguished  from  ascites  by  the  following  signs  : — ^The  outline  of 
distended  coils  of  intestine  may  be  visible,  and  peristaltic  movements  may  be  noticed. 
There  is  no  fluid  thrill  if  precautions  are  taken  to  prevent  a  thrill  being  transmitted  by  the 
abdominal  wall.    The  abdomen  is  resonant  all  over,  both  in  front  and  in  the  flanks. 

Ovarian  Cyst. — ^There  may  be  a  histor\'  of  the  enlargement  of  the  abdomen  having 
been  noticed  at  an  early  date  to  be  more  on  one  side  than  the  other,  and  to  have  arisen  from 
the  pelvis.    The  umbilicus  may  be  nearer  to  tlie  ensiform  cartilage  than  the  pubes,  and 
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nearer  to  one  anterior  superior  iliac  spine  than  the  other.     A  fluid  thrill  may  not  be  obtained 
tar  back  in  the  flanks,  but  only  in  front  of  the  mid-axillary  lines.     There  is  usually  dullness 
in  front,  with  resonance  in  the  flanks.     The  outline  of  the  cyst  may  possibly  be  noticed 
during  the  respiratory  movements.     On  measuring  the  abdomen  the  greatest  circumference 
is  usually  below  the  umbilicus  ;    whereas  in  ascites  it  is  generally  at  the  umbilicus.     A 
vaginal  examination  may  reveal  that  the  uterus  is  drawn  upwards  and  that  its  mobility  is 
impaired ;   whereas  in  ascites  it  is  low  down  and  movable.     If  paracentesis  has  been  per- 
formed, the  nature  of  the  ovarian  fluid  is  characteristic,  being  usually  thick,  tenacious, 
viscid,  and  of  a  brownish  or  greenish  colour  ;  whereas  ascitic  fluid  is  yellowish,  limpid,  and 
clear-    Much  difficulty  arises  when  ovarian  cyst  and  ascites  are  both  present,  owing  to 
infection  of  the  peritoneum  by  secondary  deposits  from  the  ovary.     Even  without  this, 
however,  it  is  by  no  means  always  easy  to  distinguish  between  ovarian  cyst  and  ascites 
when  the  abdominal  distention  has  become  extreme. 

Gravid  Uterus  with  Hydrops  Amnil. — In  this  condition  it  may  be  possible  to 
make  out  the  outline  of  the  enlarged  uterus  ;  the  tumour  may  vary  in  consistency  as  the 
uterine  wall  contracts  and  relaxes  ;  on  vaginal  examination  the  cervix  is  soft  and  patulous 
and  the  uterus  enlarged.  There  will  be  other"  signs  of  pregnancy,  the  characteristic  condition 
of  the  breasts,  foetal  movements  and  heart  sounds,  and  the  history  of  amenorrhoea.  There 
will  be  dullness  in  the  front  of  the  abdomen,  resonance  in  the  flanks. 

Distended  Bladder. — This  may  reach  well  above  the  umbilicus,  most  frequently  in 
women  as  the  result  of  a  retroverted  gravid  uterus,  or  in  men  over  sixty  from  enlarge- 
ment of  the  prostate.  The  most  important  sjnnptoms  are  :  incontinence  of  urine  from 
over-distent  ion  and  overflow,  and  abdominal  distention.  There  is  generally  a  globular 
mass  to  be  palpated  in  the  middle  line  above  the  pubes  and  reaching  up  to  the  umbilicus 
or  higher  ;  it  is  dull  to  percussion  in  front,  with  resonance  in  the  flanks.  The  passage  of 
a  catheter  should  clear  up  all  doubt. 

General  Obesity  may  cause  much  abdominal  distention.  The  mesentery,  omentum, 
and  abdominal  wall  may  be  so  loaded  with  fat  that  it  is  difficult  to  make  a  satisfactory 
examination,  and  it  may  be  almost  impossible  to  determine  with  certainty  the  presence  of 
even  a  moderate  amount  of  fluid. 

Pliantom  Tumour. — ^The  abdomen  may  occasionally  be  so  distended  in  women,  espe- 
cially at  the  time  of  the  climacteric,  that  ascites,  ovarian  tumour,  or  pregnancy  may  be 
simulated  when  there  is  merely  a  phantom  tumour.  If  an  anaesthetic  is  administered  it 
often  disappears,  the  rigid  abdominal  wall  becomes  flaccid,  and  it  can  be  determined 
whether  fluid  in  the  peritoneal  cavity  or  any  abdominal  tumour  is  present  or  not. 

Large  Abdominal  Cysts  may  occasionally  simulate  ascites,  e.g.,  hydronephrosis,  pan- 
creatic cyst,  and  hydatid  cyst ;  they  do  not,  however,  cause  uniform  distention  of  the 
abdomen  as  a  rule.  They  are  most  likely  to  be  mistaken  for  simple  chronic  peritonitis  in 
which  local  collections  of  fluid  have  arisen  from  matting  together  of  the  intestines.  Hydro- 
nephrosis may  be  distinguished  by  its  position  and  by  the  fact  that  it  may  vary  in  size,  a 
decrease  being  associated  with  an  increase  in  the  amount  of  urine  passed.  Pancreatic  cyst 
may  be  differentiated  by  its  ])osition  in  the  upper  part  of  the  abdomen  and  by  its  more  or 
less  circular  outline.  If  paracentesis  abdominis  has  been  performed,  the  character  of  the 
fluid  and  its  ferments  would  point  to  the  nature  of  the  disease. 

3.  CAUSES. — Having  made  up  one's  mind  that  the  general  abdominal  distention  is 
due  to  fluid  in  the  peritoneal  cavity,  one  must  next  differentiate  the  cause  of  the  ascites. 
The  following  is  a  classifled  Hst : — '■ 
i.  Diseases  of  the  Peritoneum : — 
Xon-suppurative  acute  peritonitis 
'  Simple  '  chronic  peritonitis 
Tuberculous  peritonitis 

Malignant  peritonitis,  generally  secondary  to  a  primary  growth  elsewhere 
Hydatid  cysts  in  the  peritoneal  cavity, 
ii.  Obstruction  to  the  main  Portal  Vein  by  : — 
Non-suppurative  thrombosis 
Enlarged  portal  lymphatic  glands  : — 


Malignant 
Lymphadenomatous 


Tuberculous 
Lymphatic  leuka^mic 
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Tumours  of  adjacent  organs,  such  as  : — 

Liver  Duodenum 

Pancreas  Colon 

Kidney  Suprarenal  capsule 

Stomach 
Rarities  such  as  aneurysm  of  the  hepatic  artery 

iii.  Diseases  of  the  Liver: — 

Cirrhosis 

Perihepatitis,  really  part  of  chronic  simple  peritonitis 

Carcinoma  \     Doubtful  causes  if  the  lesions  are  confined  to  the  liver  ;    i.e.. 

Sarcoma  I         if  there  is  ascites,  it  is  probably  not  due  to  the  carcinoma, 

Sj'philis  [        etc.,  in  the  liver,  but  to  simultaneous  affection  either  of 

Hydatid  disease      )         the  peritoneum  or  of  the  portal  lymphatic  glands 

iv.  01>strucUoii  of  tlie  Inferior  Vena  Cava  atN>ve  the  Hepatic  Veins  by : — 

Thrombosis  Mediastinal  growth 

Chronic  mediastinitis 
V.  Chronic  Failure  of  the  right  Heart  ('  iradiward  pressure  *)  the  result  of : — 


Valvular  disease  : — 

Mitral  stenosis 

Mitral  regurgitation 

Aortic  stenosis  or  regurgitation  with 

secondary  mitral  regurgitation  : — 

Rheumatic  or  syphilitic 

Congenital  pulmonary  stenosis  (rarely) 
Chronic  myocardial  affections  : — 

Fatty  degeneration  |  Fibroid  heart 

Fatty  infiltration      |  Primary  alcoho- 


Generally    as- 
sociated 


Adherent  pericardium 

Chronic  lung  affections,  especially  : 

Emphysema  ) 

Recurrent  bron- 
chitis 

Fibroid  lung 
Chronic  high  blood  pressure  :— 

Red  granular  contracted  kidneys 

Pale  granular  contracted  kidneys 

Arteriosclerosis 


Fatty  superposition  \      lie  heart 
vi.  Bright*s  Disease.     In  Bright's  disease  ascites  may  be  caused  in  at  least  four  different 
ways, — namely,  as  the  result  of  : — 

Part  of  a  general  dropsy  I       Secondary  to  hypertrophy  and  dilatation 

Acute  peritonitis  I  of   the    heart,    followed   by   failure    of 

Chronic  peritonitis  !  compensation 

vii.  Severe  Anaemias,  in  which  the  ascites  is  usually  the  result  of  acute,  subacute,  or 
chronic  intercurrent  peritonitis,  as  in  : — 


Splenomedullary  leukaemia 
Lymphatic  leukaemia 
Hodgkin's  disease 
Pseudo-leukjemia  infantum 


Splenic  ansemia 
Pernicious  anaemia 
Aplastic  ansemia 
Malaria 


4.  DIFFERENTIAL  DIAGNOSIS. — If  ascites  is  the  only  fluid  accumulation  present  in 
the  patient ;  if,  although  there  is  also  swelling  and  oedema  of  the  legs,  the  ascites  is  known 
to  have  appeared  first ;  or  if  the  ascites  is  out  of  proportion  to  dropsy  elsewhere  :  it  is 
most  probably  due  either  to  some  form  of  peritonitis,  to  portal  obstruction  from  thrombosis 
of  or  pressure  on  the  portal  vein,  or  to  cirrhosis  of  the  liver. 

If  it  is  associated  with  general  anasarca,  that  is  to  say,  with  oedema  of  the  legs,  body, 
and  face,  perhaps  even  of  the  scalp,  and  possibly  with  other  serous  effusions,  the  probable 
cause  is  acute,  or  acute  on  chronic,  Bright's  disease. 

If  swelling  and  oedema  of  the  legs  were  noticed  first  and  the  ascites  followed,  heart 
failure  from  one  of  the  causes  in  Group  V,  or  obstruction  of  the  inferior  vena  cava  above  the 
hepatic  veins,  would  be  the  most  likely  cause  ;  it  is  important  to  remember,  however,  that 
in  the  slighter  cases,  or  in  those  of  long  standing,  the  patient  is  often  uncertain  which  swelled 
first,  his  legs  or  his  abdomen,  and  his  statements  on  the  point  may  be  misleading. 

If  jaundice  is  associated  with  the  ascites,  it  points  to  some  form  of  portal  obstruction 
as  the  cause,  either  cirrhosis  of  the  liver,  or,  if  the  jaundice  is  intense,  to  some  actual  pressure 
on  the  portal  vein  and  common  bile-ducts,  generally  due  to  malignant  disease. 

If  enlargement  of  the  liver  is  associated  with  the  ascites  this  may  be  due  to  carcinoma, 
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sarcoma,  cirrhosis,  perihepatitis,  syphilis  of  the  liver,  or  to  nutmeg  change  the  result  of 
backward  pressure  from  chronic  heart  or  lung  disease. 

If  the  ascites  is  associated  with  multiple  abdominal  tumours  it  suggests  tuberculous 
or  malignant  peritonitis,  or  in  rarer  cases  hydatid  disease. 
i.  Diseases  of   the  Peritmieaiii. 

Acute  Nonsuppurative  Peritonitis  is  an  acute  inflammation  of  the  peritoneum  analogous 
to  acute  *  simple '  pleurisy  with  serous  effusion.  One  seldom  speaks  of  ascites,  however, 
in  connection  with  acute  infective  peritonitis  such  as  would  lead  to  pus  formation  if  laparo- 
tomy were  not  resorted  to  ;  and  it  is  difficult  to  draw  a  decided  line  between  acute  peritonitis 
in  which  the  fluid  should  be  called  ascites,  and  other  conditions  of  acute  generalized 
peritonitis  to  which  the  term  would  not  be  applied.  There  are,  however,  cases  in  which 
acute  serous  effusion  due  to  non-suppurative  p>eritonitis  occurs  in  acute  and  chronic  Bright's 
disease ;  or  acute  tuberculous  peritonitis  almost  simulating  general  suppurative  peritonitis ; 
whilst  pneumococcal  and  gonococcal  peritonitis  may  be  acute  in  onset,  and  yet  take  the 
form  of  an  ascitic  effusion,  recovery  occurring  without  the  necessity  for  laparotomy.  It  is 
probably  a  question  of  the  dose  of  the  micro-organism  that  affects  the  peritoneum,  and  it  is 
by  no  means  impossible  that,  whereas  the  perforation  of  a  gastric  ulcer,  duodenal  ulcer, 
dysenteric,  typhoid,  or  tuberculous  ulcer  of  the  intestines,  or  leakage  from  a  pyosalpinx,  an 
appendicular  abscess,  stercoral  ulcer  of  the  colon,  or  a  perirectal  or  prostatic  abscess, 
generally  gives  rise  to  acute  general  peritonitis  which  would  prove  suppurative  if  it  were 
not  operated  on,  the  same  conditions  may  in  some  cases  lead  to  a  slighter  affection  with 
a  severe  but  non-suppurative  ascitic  effusion  ending  in  spontaneous  recovery.  Whether 
laparotomy  is  indicated  or  not  in  any  given  instance  must  depend  upon  the  individual 
circumstances  of  the  case  ;  but  it  is  much  safer  for  the  patient  to  be  operated  upon  for 
acute  non-suppurative  peritonitis  of  the  type  of  which  we  are  now  speaking  than  for 
general  suppurative  peritonitis  to  escap>e  operation. 

Simple  Chronic  Peritonitis  is  a  chronic  inflammation  that  is  not  tuberculous  or  malig- 
nant. It  may  follow  simple  acute  peritonitis,  but  its  two  commonest  causes  are  :  a  former 
tuberculous  p>eritonitis  from  which  the  tubercles  have  disappeared  ;  and  the  chronic  inflam- 
mation which  results  from  repeated  paracentesis  abdominis  for  any  other  variety  of  ascites. 
The  latter  is  important ;  it  sometimes  happens,  in  a  heart  case  for  instance,  that  both  oedema 
of  the  legs  and  ascites  have  been  prominent  symptoms,  paracentesis  abdominis  being  indi- 
cated on  account  of  the  cardiac  distress  ;  the  tapping  of  the  abdomen  may  have  had  to  be 
repeated  several  times,  and  yet  ultimately  the  cardiac  compensation  has  been  restored, 
the  patient's  general  condition  becoming  quite  good  and  the  oedema  of  the  legs  disappearing  ; 
yet  in  spite  of  this  general  improvement,  ascites  may  still  persist  and  require  further  tapping 
at  intervals.  In  such  a  case,  whereas  at  first  the  ascites  was  due  to  backward  pressure 
from  the  failing  heart,  it  ultimately  becomes  due  to  chronic  peritonitis,  the  result  of  the 
rq)eated  tappings.  It  is  usually  associated  with  perihepatitis,  which  indeed  is  only  one 
of  the  local  manifestations  of  chronic  peritonitis.  Even  when  all  inflammation  has  ceased, 
the  great  thickening  of  the  peritoneum  over  the  diaphragm,  liver,  and  spleen  may  have 
blocked  up  those  pores  through  which  the  peritoneal  secretions  naturally  drain  away,  so 
that  the  fluid  keeps  on  re-accumulating,  and  necessitates  repeated  tapping,  which  in  some 
cases  has  been  performed  over  three  hundred  times.  The  peritoneum  becomes  thickened 
generally,  and  the  intestines  bound  down  and  matted  together.  There  may  be  local  or 
general  abdominal  distention,  depending  on  whether  loculi  are  formed  or  not  by  the  adhe- 
sions. On  account  of  the  shortening  of  the  mesentery  and  matting  together  of  the  intestines 
there  may  be  dullness  all  over  the  abdomen,  so  that  this  form  of  ascites  is  particularly  liable 
to  be  mistaken  for  ovarian  cyst  or  tumour.  Albuminuria  is  frequent  on  account  of  interfer- 
ence with  the  renal  circulation,  and  there  may  even  be  a  few  tube  casts  ;  there  may  or  may 
not  be  actual  renal  disease,  but  this  should  not  be  diagnosed  from  the  albuminuria  unless 
there  is  also  high  blood-pressure,  retinitis,  or  other  confirmatory  sign.  Abdominal  pain  is 
generally  slight,  and  although  there  may  be  vomiting  or  constipation,  there  is  usually  neither. 
Tuberculous  Peritonitis, — ^This  is  the  most  conmion  cause  of  ascites  in  children.  There 
are  several  varieties,  of  which  the  following  may  be  distinguished  : — 

1.  The  acute  ascitic  form,  which  may  simulate  acute  general  peritonitis  due  to  perfora- 
tion of  a  viscus  (see  above). 

2.  The  peritoneum  may  be  studded  all  over  with  miliary  tubercles  without  any  caseous 
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masses.  The  physical  signs  are  those  of  ascites  without  any  abdominal  tumour,  and  it  is 
not  diflRcult  to  mistake  it  when  it  occurs  in  an  adult  for  cirrhosis  of  the  liver  or  for  malignant 
peritonitis,  especially  that  form  which  is  secondary  to  ovarian  tumour.  In  a  child,  the 
occurrence  of  ascites  without  oedema  of  the  legs  at  once  suggests  tuberculous  peritonitis  ; 
in  an  older  person  tuberculous  peritonitis  is  much  less  common. 

3.  The  omentum  may  be  contracted  and  thickened  from  infiltration  with  caseous  or 
fibro-caseous  material,  and  a  hard  abdominal  tumour  simulating  an  enlarged  liver  may  be 
felt.  It  may  be  distinguished,  however,  by  the  resonant  percussion  note  between  it  and  the 
costal  margin,  and  the  liver  edge  may  be  palpable  above  and  distinct  from  the  omental 
mass  which  simulates  it.  Ascites  in  cases  of  this  kind  is  generally  less  in  amount  than 
in  the  miliary  tuberculous  form. 

4.  The  intestines  may  be  matted  together  and  the  adhesions  thickened  and  infiltrated 
with  tuberculous  deposits,  so  that  the  peritoneal  cavity  may  be  divided  into  several  loculi 
of  fluid,  the  abdominal  distention  being  not  uniform,  and  paracentesis  only  removing  part 
of  the  ascites. 

5.  The  mesentery  may  be  thickened  and  contracted,  and  the  intestines  bound  doMm 
to  the  posterior  parts  of  the  abdominal  cavity,  so  that  if  there  is  ascites  there  will  either  be 
dullness  all  over  the  abdomen,  or  dullness  in  front  with  resonance  in  the  flanks,  suggest in<j 
ovarian  cyst  rather  than  tuberculous  peritonitis.  After  paracentesis,  a  more  or  less  defined 
irregular  deeply  situated  tumour  may  often  be  felt. 

6.  When  the  caseation  affects  the  mesenteric  glands  in  particular,  multiple  irregular 
tumours  are  felt,  sometimes  but  not  always  associated  with  ascites. 

7.  Occasionally  local  thickenings  in  the  abdominal  wall  are  to  be  felt  as  the  result  of 
subperitoneal  inflammatory  deposits,  a  condition  which  may  often  be  mistaken  for  rigid 
contraction  of  the  recti  muscles  or  for  disease  of  the  parietes  rather  than  of  the  peritoneunn  ; 
if,  however,  there  is  ascites  at  the  same  time,  tuberculous  peritonitis  would  be  very- 
probable,  particularly  in  a  child. 

It  will  naturally  depend  upon  the  acuteness  of  the  tuberculous  process  whether  there 
will  be  pyrexia  or  not,  and  whether  there  will  be  abdominal  pain  and  tenderness.  In  the 
caseous  varieties,  whether  of  the  glands,  omentum,  mesentery,  or  abdominal  wall,  pain  and 
tenderness  are  the  rule,  and  the  temperature  generally  rises  to  101°  F.  to  104°  F.  each 
evening.  It  is  not  at  all  uncommon  in  such  cases  for  redness  and  oedema  to  develop  round 
the  umbilicus,  and  for  a  purulent  discharge  to  occur  from  the  latter,  or  for  a  faecal  fistula  to 
develop.  The  commonest  cause  for  spontaneous  faecal  fistula  of  the  umbilicus  is  tuberculous 
peritonitis.  When  the  active  tuberculous  process  has  become  quiescent  there  may  still 
be  ascites,  though  the  temperature  is  subnormal.  When  paracentesis  is  performed,  it  is 
advisable  to  inject  some  of  the  fluid  into  a  guinea-pig,  to  see  if  the  latter  develops  general 
tuberculosis.  The  nature  of  the  case  may  sometimes  be  suggested  by  the  presence  of  tuber- 
culous lesions  elsewhere  in  the  patient's  body  ;  for  instance,  in  the  spine,  kidney,  a  joint 
such  as  the  hip  or  knee,  glands  in  the  neck,  or  lupus,  though  very  often  tuberculous  peritonitis 
is  the  only  objective  lesion. 

Ascitic  Fluids. — It  has  been  stated  that  chemical  analyses  of  ascitic  fluid  often  afford  material 
assistance  in  arriving  at  a  diagnosis  of  its  cause  ;  but  in  practice  only  the  broadest  conclusions  can 
be  drawn.  The  higher  the  specific  gravity,  the  larger  the  percentage  of  albumin,  and  the  greater 
the  tendency  to  spontaneous  coagulation,  the  more  definitely  can  one  conclude  that  the  condition 
is  an  inflammatory  exudate— e.g.,  specific  gravity  1,025,  twenty  parts  per  thousand  of  albumin, 
with  a  spontaneous  coagulation.  The  lower  the  specific  gravity,  the  smaller  the  percentage  of 
albumin,  and  the  more  definite  the  absence  of  spontaneous  coagulation,  the  more  likely  is  the  condi- 
tion to  be  a  non-inflanunatory  transudate — e.g.,  specific  gravity  1,005,  five  parts  per  thousand  of 
albumin,  and  no  coagulation.  There  are,  however,  many  intermediate  cases  in  which  chemical 
investigation  of  the  fluid  leaves  one  in  doubt  as  to  whether  the  condition  is  inflammatory  or  not. 

It  has  also  been  stated  that  differential  analyses  of  the  proteids  are  helpful,  notably  as  to 
whether  there  is  more  globulin  or  more  albumin  present ;   but  it  is  doubtful  whether  this  really  is  so. 

Microscopical  examinations  are  more  valuable  than  chemical  ;  the  centrifugalized  deposit 
should  be  examined  under  the  high  power  ;  it  may  exhibit  many  leucocytes  in  inflammatory  con- 
ditions, polymorphonuclear  cells  predominating  in  acute  conditions,  small  lymphocytes  in  subacute 
or  chronic  affections  such  as  tuberculous  peritonitis  ;  p)eritoneal  cells  in  cases  of  inflammation  ; 
and  occasionally  the  diagnosis  is  clinched  by  finding  actual  fragments  of  new  growth  or  hydatid 
booklets  (Fig.  18).  The  deposits  may  also  be  stained  for  bacteria,  and  sometimes  tubercle  bacilli, 
streptococci,  staphylococci,  gonococci,  or  pneumococci  may  be  found.  When  investigating  ascitic 
fluid  bacteriological ly,  however,  it  is  probably  better  to  resort  to  cultural  or  inoculation  methods 
than  to  rely  solely  upon  films  prepared  from  the  deposit. 
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Caticerotis  Peritonitis  usually  occurs  in  patients  over  forty,  and  the  growth  is  practically 
always  secondary-.     Primary  carcinoma  of  the  peritoneum  is  very  rare,  and  it  is  usually 
colloid  and  not  associated  with  ascites.     In  secondary  cases  the  omentum  may  be  thickened 
and  infiltrated,  the  umbilicus  fixed,  the  urachus  palpably  infiltrated,  and  nodules  and  masses 
may  develop  all  over  the  peritoneum.     Rapid  emaciation  and  cachexia  are  the  rule.     A 
large  quantity  of  fiuid  may  be  present,  and  if  it  is  blood-stained  at  the  first  tapping  this 
is  very    suggestive    of    malignant    disease. 
Ascites  may  be  the  first  and  only  evidence 
of  growth,  and  it  may  be  mistaken  for  that 
of  tuberculous  peritonitis  or  cirrhosis  of  the 
liver,  especially  when  the  abdominal  disten- 
tion is  so  marked  that  no  nodules  can  be 
felt.    Evidence  of  a  primary  growth  should 
always  be  looked  for  with  care,  especially 
in  connection  with  the  stomach,  pancreas, 
colon,  rectum,  or  ovaries.     Rectal  examina- 
tion should  never  be  omitted,  and  if  need 
be  the   sigmoidoscope    may    be    used.     It 
should  not  be  forgotten  that  useful  indica- 
tion of  intra-abdominal  malignant  disease 
is  sometimes   afforded   by   enlargement   of 
the   left   supraclavicular  lymphatic  glands 
bv  secondar\-  deposits  (Fi^.  17). 

•        ,«  \  '  ^  m  J  /Enlarged 

There    is    one    variety    of    secondary  I  gi*n.j« 

malignant  peritonitis  which  merits   special  |  ^'indnr"y 

mention — namely,  that  which  may  result 
from  a  proliferating  papillomatous  ovarian 
cyst.  The  malignancy  of  the  latter  is 
sometimes  relative,  so  that  although  there 
may  be  thousands  of  papilloma  deposits  on 
the  peritoneum,  causing  ascites  that   may 

need    tapping    scores    of   times    at    short    in-  Fig.  17.— ICnlarsement  of  the  left  supraclavicular  glands 

terx-als,  there  may  be  no  other  secondary  i^o^?on^^'*""*'"'^  "'''"'"""''  ^'^'^  (carcinoma  of  u.e 
deposits  anywhere.     The  diagnosis  may  be 

made  as  the  result  of  careful  vaginal  examination,  or  by  finding  fragments  of  the  malig- 
nant papillomata  in  the  ascitic  fluid,  or  perhaps  the  case  may  be  regarded  as  chronic 
'  simple '  peritonitis  until  the  abdomen  is  opened. 

Hydatid  Cysts  in  the  peritoneal  cavity  may  be  primary,  but  more  often  they  are 
secondary  to  hydatid  disease  of  the  liver.     The  malady  is  rare  in  this  country,  though 
commoner  in  Australasia  and  elsewhere.     The  patient  is  generally  an  adult  and  the  diagnosis 
is  often  obvious,  though  sometimes  it  may  be  very  obscure.     There 
^^^   ^  may  be  a  large  globular  tumour  in  the  liver,   rarely  giving   the 

^         typical  hydatid  thrill ;   there  may  be  Eosinophilia  (p.  219),  and 
^       R        ^  ^^  investigation  of  the  blood  serum  in  special  laboratories  may 

y  show  the  specific  hydatid  serum  reaction.     In  some  cases  in  which 

<^  ^  (^       there  are  hydatid  cysts  associated  with  ascites   it  is  possible  to 

4>  /^     i         make  the  diagnosis  by  rectal  examination  ;    one  has  felt  globular 

^      v^     gp     (jf         bodies  about  the  size  of  grapes  in  front  of  the  anterior  rectal  wall, 
and  when  these  have  been  pressed  upon  to  investigate  them  more 
bookicw.  fully,  they  have   slipped  away  from   under  one  s   finger  through 

being  pushed  up  into  the  ascitic  fluid  ;  after  waiting  a  moment  the 
finger  has  felt  them  come  back  into  Douglas's  pouch.  Similar  mobility  of  spherical  masses 
in  the  ascitic  fluid  may  be  noted  elsewhere — for  instance,  in  an  iliac  fossa.  Tlie  ultimate 
diagnosis  depends  upon  the  detection  of  booklets  (Fig.  18)  in  the  fluid  obtained  by  para- 
centesis or  by  laparotomy.  It  is  important  to  bear  in  mind,  however,  that  the  absence 
of  booklets  does  not  exclude  hydatid  disease,  the  cysts  sometimes  being  sterile,  and  in  that 
not  producing  booklets. 

Chylous  Ascites  is  not  in  itself  a  specific  malady,  for  there  is  more  than  one  condition  in 
D  4 
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which  the  ascitic  fluid  may  api>ear  like  milk.  This  may  result  from  obstruction  to  the 
main  abdominal  lymphatics,  particularly  the  receptaculum  chyli  and  thoracic  duct  ;  or 
from  their  rupture  after  injury  to  the  abdomen  ;  more  often  the  condition  is  associated  in 
this  country,  in  some  way  which  is  not  fully  understood,  with  the  peritonitis  of  clironic 
BrighVs  Disease,  or  of  leukcemia.  The  best  known  tropical  cause  for  chylous  ascites  is 
Filaria  sanguinis  hominis  with  elephantiasis.  In  rare  cases  the  secondary  deposits  of 
malignant  disease  may  be  such  as  to  obstruct  the  thoracic  duct,  and  so  produce  the 
chylous  condition  of  the  ascitic  fluid.     Chyluria  may  or  may  not  occur  at  the  same  time. 

There  are  two  types  of  chylous  ascites,  one  in  which  actual  chyle  accumulates  in 
the  peritoneal  cavity  as  the  result  of  direct  leakage  from  the  thoracic  duct  or  receptaculum — 
true  chylous  ascites  ;  the  other  in  which  the  condition  is  in  the  main  one  of  ascites,  but  the 
fluid  becomes  milky-looking  from  little-imderstood  chemical  changes  taking  place  in  it, 
particularly  in  the  proteids.  This  is  tern:ed  chyliform  ascites,  or  pseudochylous  ascites. 
There  is  much  more  real  fat  in  the  former  condition  than  in  the  latter  ;  but  chyliform  ascites 
is  commoner  than  true  chylous  ascites.  The  diagnosis  between  the  two  is  afforded  by 
chemical  and  microscopical  analyses  of  the  fluid  obtained  by  tapping,  the  chief  points  of 
distinction  being  as  follows  : — 


Chylous  Ascites, 

1.  The  fluid  tends  to  accumulate  very 
rapidly,  and  in  consequence  large  volumes  are 
removed  at  paracentesis. 

2.  Generally  yellowish-white  in  colour  and 
less  perfectly  emulsified. 

3.  Degree  of  opalescence  more  or  less  con- 
stant at  successive  tappings. 

4.  Possesses  an  odour  corresponding  to  the 
odour  of  the  food  ingested. 

5.  Microscopically  the  fluid  contains  fine  fat 
globules,  but  very  few  cellular  elements. 


6.  Generally  shows  a  distinct  creamy  layer 
on  standing. 

7.  Specific  gravity  generally  exceeds  1012. 

8.  Depression  of  freezing  point  about  0*51°  C. 
and  approximating  that  for  chyle. 

9.  Total  solids  vary  considerably,  but  usually 
exceed  4  per  cent. 

10.  The  total  protein  content  generally  ex- 
ceeds 3  grams  per  cent,  and  of  this  the  serum- 
albumin  is  the  largest  fraction,  globulin  occurring 
only  in  traces. 

11.  Mucinoid  substances  absent. 

12.  The  fat  content  is  generally  high,  varying 
from  0-4  to  4  per  cent.  The  fat  corresponds 
in  all  its  properties  to  the  fat  contained  in  food. 

13.  Of  the  lipins  cholesterol  is  invariably 
found,  and  lecithin  only  occurs  in  traces. 

14.  No  evidence  of  the  presence  of  a  li pin- 
globulin  combination. 


15.  The  salts  and  the  organic  substances 
present  approximate  to  the  values  found  for 
chyle  obtained  from  the  thoracic  duct. 


Chyliform  Ascites, 

1.  Collects  more  slowly,  the  volume  of  the 
fluid  varying  with  the  exciting  pathological 
condition. 

2.  In  colour  a  pure  milky-white  solution  in 
the  form  of  an  almost  perfect  emulsion. 

3.  The  opalescence  generally  increases  or 
diminishes  at  successive  tappings. 

4.  Odourless. 

5.  Microscopically  the  quantity  of  free  fat 
is  variable  ;  often  numerous  fine,  highly  refrae- 
tile  granules  are  present,  and  these  do  not  give 
the  reactions  for  fat.  Cellular  elements  may 
be  numerous  and  often  contain  fat ;  sometimes 
very  scanty. 

6.  A  cream  may  or  may  not  form,  but  does 
not  affect  the  opalescence ;  a  sediment  fre- 
quently settles  out. 

7.  Specific  gravity  less  than  1012. 

8.  Depression  of  freezing  point  ranges  from 
0*56°  to  0*61°,  and  thus  corresponds  to  the 
figures  for  blood  serum. 

9.  Total  solids  rarely  exceed  2  per  cent. 

10.  The  protein  constituents  vary  between 
1  and  3  grams  per  cent,  and  of  these  the 
serum-globulin  occurs  in  appreciable  quantities. 

11.  Mucinoid  substances  present. 

12.  The  fat  content  is  generally  low,  and  it 
may  be  present  in  traces  only  ;  in  its  melting  and 
chemical  composition  it  proves  to  be  patho- 
logical fat. 

13.  The  most  characteristic  lipin  is  lecithin, 
though  cholesterol  is  occasionally  present. 

14.  The  lecithin  is  mainly  combined  with  the 
globulin,  and  when  present  is  the  cause  of  the 
opalescence  of  the  fluid.  Such  fluids  resist 
putrefaction. 

15.  The  salts  and  organic  materials  correspond 
closely  to  those  of  lymph  and  serous  fluids. 


ii.  Obstruction  to  the  Main  Portal  Vein. — ^This  is  most  commonly  due  to  enlargement 
c/  the  portal  lymphatic  glands  by  secondary  deposits  of  malignant  disease  ;  it  is  common  for 
the  main  bile-ducts  to  be  obstructed  at  the  same  time,  so  that  an  increasing  depth  of  jaundice 
accompanies  the  ascites.  When  there  are  masses  of  secondary  growth  in  the  liver  associated 
with  jaundice,  or  ascites,  or  both,  it  is  seldom  that  the  hepatic  masses  are  themselves  respon- 
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sible  for  the  symptoms,  these  being  more  often  due  to  the 
lymphatic  glands.  The  diagnosis  is  made  on  discovering  a  prim^tt^^BBSCtll^fi^^^^ften  a 
carcinoma  than  a  sarcoma.  It  is  much  rarer  for  the  lymphatic  glandular  enlargement  to  be 
lymphadenonnatous,  tuberculous,  or  due  to  lymphatic  leuksemia.  If  ascites  were  a  promi- 
nent symptom  in  any  of  these  conditions,  it  would  be  regarded  as  consequent  on  affection 
of  the  peritoneum  rather  than  on  obstruction  to  the  portal  vein,  unless  there  were  deepen- 
ing jaundice  at  the  same  time.  In  the  latter  case  malignant  disease  would  be  simulated. 
General  enlargement  of  the  lymphatic  glands  in  the  axillae,  groins,  and  neck,  with  or  without 
endence  of  enlargement  of  those  in  the  thorax  or  abdomen,  together  with  enlargement  of 
the  spleen,  would  suggest  either  lymphadenoma  or  lymphatic  leuksemia  ;  the  absence  of 
positive  blood  changes  would  render  the  former  more  likely,  for  in  lymphatic  leuksemia  there 
is  more  or  less  considerable  leucocytosls  with  a  great  relative  increase  in  the  smsdl  lympho- 
cytes  up  to  90  per  cent  or  more  (p.  '-^5).  Only  in  very  rare  cases  do  tuberculous  portal 
glands  cause  ascites,  and  when  they  do  the  diagnosis  must  be  one  of  guess-work  only,  unless 
in  association  with  definite  tuberculous  peritonitis  there  were  jaundice  suggesting  obstruction 
to  the  common  bile-duct  and  to  the  portal  vein  at  the  same  time. 

Thrombosis  of  the  ported  vein  may  be  suppurative,  in  which  case  there  is  no  ascites,  but 
a  pvTexial  condition  with  rigors  and  possibly  jaundice,  diagnosed  as  a  rule  only  when  there 
has  been  some  definite  inflammatory  focus  in  the  portal  area,  such  as  appendicitis,  which 
might  lead  to  infection  of  the  portal  vein.  Primary  thrombosis  of  the  portal  vein  is  rare, 
and  its  diagnosis  can  seldom  be  more  than  guessed  at.  It  leads  to  marked  ascites,  possibly 
with  simultaneous  increase  in  any  tendency  there  may  be  to  piles,  and  without  evidence  of 
tuberculous  or  malignant  disease  of  the  peritoneum  or  cirrhosis  of  the  liver.  It  is  by  a 
process  of  exclusion  that  the  diagnosis  of  portal  vein  thrombosis  might  be  arrived  at, 
especially  if  the  ascitic  fluid  withdrawn  by  paracentesis,  when  examined  chemically,  were 
found  to  contain  a  relatively  very  high  proportion  of  coagulable  proteids  without  any  par- 
ticular tendency  to  spontaneous  coagulation,  and  without  those  polymorphonuclear  cells 
or  Ij-mphocytes  that  would  be  found  if  the  high  percentage  of  proteid  were  due  to  the 
ascites  being  inflammatory. 

Tumours  of  adjacent  organs  seldom  obstruct  the  portal  vein  enough  to  cause  ascites 
without  presenting  other  symptoms  which  suggest  the  diagnosis.  Sometimes,  however, 
unl^s  the  tumour  can  be  felt,  great  difficulty  may  be  experienced  in  determining  the  nature 
of  the  case.  Carcinoma  of  the  pancreas  may  be  accompanied  by  glycosuria  and  the  pstssage 
of  fatty  stools,  together  with  deepening  jaundice,  progressive  enlargement  of  the  gall-bladder, 
and  a  positive  Cammidge's  Pancreatic  Reaction  (p.  100).  On  account  of  the  relation  of 
the  tumour  to  the  aorta,  marked  transmitted  pulsation  may  be  felt  in  it,  and  by  inflating 
the  stomach  it  may  be  demonstrated  that  the  tumour  lies  posterior  to  the  latter.  Renal 
tumours  may  be  difficult  to  distinguish  from  enlargement  of  the  liver  when  they  are  big  ; 
but  they  are  generally  associated  with  Albuminuria  (p.  4),  Hematuria  (p.  275),  or 
Pyueu  (p.  5T4).  Carcinoma  of  the  stomach,  duodenum,  colon,  or  suprarenal  capsule 
would  be  suggested  by  the  position  of  the  mass,  or  by  the  gastric  or  intestinal  symptoms  ; 
if  there  were  ascites  accompanying  them,  it  would  generally  be  due  not  to  the  primary 
tumour,  but  to  secondary  deposits  either  in  the  peritoneum  or  in  the  portal  lymphatic  glands. 
Aneurysm  of  the  hepatic  artery  is  a  pathological  curiosity,  though  in  recorded  cases  it 
has  produced  ascites  and  jaundice.  The  commonest  cause  of  aneurysm  of  the  hepatic  artery 
is  fungating  endocarditis  with  embolism. 

ill.  Diseases  of  the  Liver. — Cirrhosis  of  the  Liver. — When  ascites  is  due  to  this  the 
diagnosis  is  sometimes  easy  on  account  of  the  history  of  chronic  alcoholism,  and  possibly 
of  former  haematemesis,  melsena,  or  jaundice.  There  may  also  be  acne  rosacea  and 
telangiectases  on  the  cheeks,  or  even  a  bottle-nose,  a  furred  and  tremulous  tongue,  a 
history  of  morning  sickness,  cramps  in  the  legs  at  night,  nausea,  loss  of  appetite  especially 
for  breakfast,  epistaxis,  perhaps  the  presence  of  distended  veins  round  the  umbilicus, 
hemorrhoids,  enlargement  of  the  liver,  the  surface  of  which  is  hard  and  rough  and  the  edge 
irregular  and  perhaps  beaded,  enlargement  of  the  spleen,  icteric  tinge  of  the  conjunctivae, 
and  a  peculiarly  sallow,  slightly  pigmented  facies,  which  is  almost  characteristic  in  the  later 
stages  of  the  malady.  Cirrhosis  is  a  slowly  progressive  disease  sometimes  extending  over 
twenty  years  or  more,  producing  a  large,  smooth,  unilobular  cirrhotic  liver  with  jaundice 
and  a  tendency  to  haematemesis  in  its  earlier  stages  ;   but  later  a  small  liver  in  which,  in 
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addition  to  the  unilobular  fibrous  tissue,  there  has  developed  a  much  coarser  multilobul&r 
meshwork  which,  by  progressive  contraction,  has  led  to  the  previously  large,  smooth  organ 
becoming  smaller,  rougher,  and  harder,  until  it  may  sometimes  be  so  small  as  to  be  no  longer 
palpable.  Only  in  the  very  last  stage  does  it  produce  ascites.  People  have  been  known  to 
be  total  abstainers  for  as  long  as  eighteen  years  or  more  after  the  first  symptoms  of  cirrhosis 
have  developed,  and  yet  to  die  with  a  granular,  contracted,  '  hob-nail '  liver  and  ascites. 

Perihepatitis, — A  case  of  cirrhosis  of  the  liver  seldom  survives  long  after  it  has  first 
become  necessary  to  tap  the  abdomen,  and  when  paracentesis  abdominis  has  to  be  performed 
more  than  once  or  twice  in  a  case  supposed  to  be  cirrhosis,  this  pjoints  to  the  diagnosis  bemjj 
wrong,  the  case  being  one,  not  of  cirrhosis,  but  of  perihepatitis.  This  is  not  always  so,  how- 
ever, for  it  happens  sometimes  that  even  when  the  ascites  was  originally  due  to  cirrhosis, 
the  repeated  tapping  produces  perihepatitis,  the  greatly  thickened  capsule  of  the  liver 
being  the  result  of  multiple  tappings  for  what  was  at  first  cirrhotic  ascites.  It  is  exceedingly 
difficult  to  be  certain  of  the  diagnosis  of  simple  perihepatitis  ;  the  condition  is  really  only  part 
of  a  chronic  peritonitis.  The  capsule  of  the  liver  becomes  much  thickened,  and  it  contracts 
and  distorts  the  organ,  and  rounds  the  edge,  or  else  turns  it  up  or  under,  in  a  way  which  is 
characteristic.  It  is  only  if  this  curled-under  or  tumed-up  edge  can  be  detected  that  the 
diagnosis  of  perihepatitis  can  be  made  with  certainty.  Syphilis  is  possibly  the  cause  of  the 
malady  in  some  cases. 

Ascites  associated  with  carcinoma  or  sarcoma  of  the  liver  is  usually  accompanied  by 
intense  jaundice,  and  there  is  always  doubt  as  to  whether  these  symptoms  are  not  due 
rather  to  coincident  affection  of  the  portal  lymphatic  glands  than  to  the  deposits  in  the  liver 
itself.  The  latter  becomes  much  enlarged,  very  hard,  the  edge  often  coming  well  below  the 
umbilicus.  Probably  the  largest  livers  that  occur  are  due  to  secondary  carcinoma  or  sar- 
coma. They  may  reach  a  weight  of  22  lb.  or  more.  Besides  being  very  hard,  the  liver  may 
be  tender,  and  umbilicated  nodules  may  be  felt  on  its  surface.  Primary  growth  of  the  liver 
is  exceedingly  rare,  and  though  it  leads  to  progressive  and  deepening  jaundice,  it  does  not 
often  produce  ascites.  Secondary  growth  is  so  much  more  common,  that  it  is  important  to 
look  for  the  primary  growth  elsewhere  with  great  care  before  primary  growth  in  the  liver  is 
diagnosed.  Retinal  and  rectal  examination  should  not  be  omitted  ;  and  Cammidge's  pan- 
creatic reaction  (p.  100)  should  be  tested,  in  case  the  primary  growth  be  in  the  pancreas. 

Syphilis  may  produce  local  peritonitis  over  a  gumma ;  it  may  also  lead  to  general 
chronic  peritonitis  and  thus  to  ascites.  The  diagnosis  is  made  upon  the  histor5%  upon  the 
signs  of  syphilis  elsewhere,  and  upon  Wassermann's  serum  reaction. 

Hydatid  disease  of  the  liver  seldom  of  itself  causes  ascites,  though  it  may  be  associated 
with  coincident  affection  of  the  peritoneum  with  ascites  (p.  49). 

We  may  now  pass  on  to  consider  those  cases  in  which,  if  the  history  is  correct,  there  has 
been  swelling  of  the  legs  before,  or  at  any  rate  not  later  than,  swelling  of  the  abdomen  ;  and 
if  one  follows  the  classification  as  given  on  pages  45  and  46,  one  comes  next  to  : — 

iv.  Obstructton  of  the  Inferior  Vena  Cava  above  the  Hepatic  Veins. — ^This  is  rare, 
and  will  seldom  be  diagnosed  unless  there  is  either  (1)  clear  evidence  of  extension  of  throm- 
bosis to  the  inferior  vena  cava  from  a  previous  thrombus  in  one  leg,  associated  with  exten- 
sion of  oedema  up  the  back,  followed  by  albuminuria  and  perhaps  haematuria  when  the 
renal  veins  are  involved,  and  then  by  ascites,  together  with  varicose  distention  of  the 
abdominal  veins  and  reversal  of  the  blood-stream  in  them  r  or  (2)  a  history  or  the  physical 
signs  of  chronic  mediastinitis,  which  generally  results  from  recurrent  attacks  of  pleurisy 
and  pericarditis,  especially  rheumatic,  or  of  intrathoracic  new  growth,  which  is  distinguished 
from  chronic  mediastinitis  by  the  shorter  history  and  by  the  a;-ray  appearances.  (Fig.  45?, 
p.  105.)     (See  Veins,  Varicose  Thoracic,  p.  750;  and  Veins,  Varicose  Abdominal,  p.  748.) 

V.  Chronic  Failure  of  the  Right  Side  of  the  Heart  (Bacltward  Pressure). — Ascites 
as  the  result  of  backward  pressure  in  chronic  heart  and  lung  disease  is  nearly  always  preceded 
by  swelling  and  oedema  of  the  legs.  Careful  examination  of  the  heart  and  lungs,  a  history 
of  acute  rheumatism,  or  of  recurrent  winter  cough,  or  an  abundant  and  offensive  periodic 
expectoration,  may  suggest  valvular  disease  of  the  heart,  chronic  bronchitis  and  emphysema, 
or  fibroid  lung  with  or  without  bronchiectasis,  to  account  for  the  ascites.  Nutmeg  liver 
also  results  in  these  cases,  the  enlargement  varying  with  the  degree  of  heart  failure,  the 
surface  of  the  organ  being  smooth,  sometimes  pulsating  synchronously  with  the  heart. 
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THE       FACIES       IN       MITRAL      STENOSIS 


Showing  the  typical   malar   flush   and  deep-red   lips,  with   yellowish   j)allor    of   the   fon'he:ul, 
nose,   and  ciraim-oral  rej.'ion. 


IXDEX  OP  DUG.vosiS-  To  face  p.  52 


Digitized  by 


Google 


Digitized  by 


Google 


ASCITES  5a 

tender,  with  a  well-defined  edge  which  may  reach  below  the  level  of  the  umbilicus  in  the 
right  nipple  line.  The  urine  is  apt  to  contain  albumin,  and  when  the  heart  failure  has 
reached  an  advanced  degree  it  may  be  exceedingly  difficult  to  say  whether  it  is  due  to  primary 
valvular  disease,  primary  lung  disease,  primary  kidney  disease,  primary  arterial  disease, 
oi  to  primary  affection  of  the  muscle  of  the  heart.  The  importance  of  casts  in  the  urine 
in  the  differential  diagnosis  has  been  referred  to  under  Albuminuria  (p.  6),  where  the 
significance  of  the  blood-pressure,  of  retinal  changes,  and  so  forth,  are  also  discussed. 

The  valvular  heart  lesion  most  apt  to  be  mis-diagnosed  in  connection  with  ascites  is 
mitred  stenosis ;  for  by  the  time  the  heart  failure  has  reached  a  sufficient  degree  to  cause 
ascites,  characteristic  bruits,  especially  the  presystolic,  become  no  longer  audible  in  many 
cases.  The  heart  beats  very  rapidly  and  irregularly,  no  bruits  may  be  audible  at  all.  Mitral 
stenosis  may  still  be  suggested  by  the  characteristic  facies  (Plale  VI a),  with  its  yellowish 
pallor  of  the  forehead,  and  around  the  nose  and  mouth,  with  bright  or  dark  red  coloration 
of  the  lips  and  over  the  malar  bones  and  upper  portions  of  the  cheeks  ;  or  by  the  history  of 
acute  rheumatism  or  chorea,  though  absence  of  such  a  history  by  no  means  excludes  valvular 
heart  disease.  It  may,  however,  be  impossible  to  say  whether  there  is  mitral  stenosis  or 
not  until  the  patient  has  been  kept  in  bed,  given  digitalis,  and  watched  for  a  week  or  more, 
until  there  is  some  degree  of  recovery  of  the  cardiac  compensation  ;  by  which  time  the 
characteristic  bruits  of  mitral  stenosis  very  often  return  with  the  increasing  force  of  the 
hearths  beat. 

Some  of  the  hardest  of  heart-failure  cases  to  diagnose  with  certainty  are  those  due  to 
chronic  affections  of  the  myocardium  or  to  adherent  pericardium.  In  each  case  the  diagnosis 
is  arrived  at  mainly  by  a  process  of  exclusion.  Chronic  myocardial  degeneration  seldom 
occurs  in  young  people,  or  at  any  rate  it  is  much  commoner  in  middle  life  and  later.  The 
s\'mptoms  are  those  which  are  common  in  all  varieties  of  chronic  heart  failure  (p.  418),  what- 
ever the  cause  of  the  latter.  There  may  or  may  not  be  the  systolic  bruit  of  mitral  regurgita- 
tion, or  an  aortic  systolic  bruit  due  to  atheroma  of  the  aortic  valves,  but  upon  the  whole 
the  physical  signs  do  not  suggest  valvular  disease  ;  the  urinary  changes  and  the  absence  of 
casts  do  not  suggest  nephritis  or  granular  kidney ;  the  blood-pressure  may  not  suggest 
arteriosclerosis  ;  the  lung  signs  do  not  suggest  bronchitis  and  emphysema,  or  fibroid  lung  : 
so  that  some  myocardial  affection  is  all  that  is  left  to  diagnose.  If  there  is  a  history  of  the 
drinking  of  much  alcohol,  particularly  beer,  primary  alcoholic  heart  may  be  suspected,  though 
this  is  less  common  in  England  than  in  Germany.  Fatty  superposition  would  be  suggested 
if  there  were  general  obesity  with  shortness  of  breath  on  ordinary  exertion ;  whilst  overload- 
ing of  the  surface  of  the  heart  seldom  occurs  without  some  fatty  infiltration  at  the  same  time. 
Fatty  degeneration  is  more  likely  after  a  long  febrile  illness,  or  dironic  poisoning  by  phos- 
phorus, arsem'c,  or  lead,  or  by  the  hypothetical  toxins  of  severe  aiuemias,  such  as  pernicious 
or  aplastic  anaemia.  Fibroid  heart  is  very  difficult  to  distinguish  from  fatty  heart,  but  it  is 
the  more  likely  in  a  syphilitic  patient,  particularly  if  the  patient  is  not  obese  and  if  there 
is  syphilitic  aortic  regurgitation  or  angina  pectoris. 

Adherent  pericardium  is  not  in  itself  an  explicit  term,  for  there  are  three  different  condi- 
tions which  come  under  the  one  heading  ;  there  may  be  (1)  Adhesions  between  the  parietal 
and  visceral  layers  of  the  pericardium  ;  (2)  Adhesions  between  the  parietal  pericardium 
and  the  structures  around  it,  particularly  the  pleurae,  diaphragm,  and  chest  wall ;  or  (3) 
Adhesions  both  of  the  parietal  to  the  visceral  layer  of  pericardium  and  of  the  parietal  layer 
to  the  structures  outside  it — ^really  a  form  of  chronic  mediastinitis.  It  is  clear  that  the 
physical  signs  wUl  differ  according  to  which  of  these  three  things  has  happened.  That 
which  ought  to  be  implied  strictly  by  the  term  adherent  pericardium  is  adhesion  of  the 
parietal  to  the  visceral  layer,  without  any  other  adhesions  whatever,  and  of  this  condition 
there  are  no  positive  physical  signs  at  all,  nor  need  there  be  any  symptoms.  The  diagnosis 
is  generally  made  by  guess-work,  the  patient  being  known  to  have  had  pericarditis,  or  being 
suspected  of  having  had  it  because  of  having  suffered  from  acute  rheumatism  with  severe 
complications,  and  the  heart  now  being  found  much  larger  than  it  ought  to  be  in  proportion 
to  the  apparent  valvular  disease  as  indicated  by  the  bruits.  It  is  common,  however,  for  the 
parietal  and  visceral  layers  of  pericardium  to  be  universally  adherent  without  the  heart 
being  big,  and  without  there  being  any  ill  effects  at  all,  the  condition  being  met  with  post 
mortem  in  patients  who  die  of  something  quite  different.  It  is  only  when  the  parietal  layer 
has  become  adherent  to  the  visceral  layer  when  the  heart  was  already  dilated  at  the  time  of 
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the  pericarditis  that  symptoms  subsequently  accrue,  the  result  rather  of  the  inability  of  the 
already  big  heart  to  maintain  sufficient  hypertrophy  than  of  any  intrinsic  interference 
with  its  action  by  the  adherent  pericardium  itself.  It  quite  often  happens,  indeed,  that 
when  there  has  been  rheumatic  myocardial  affection  without  pericarditis,  the  big  heart  that 
results  is  out  of  all  proportion  to  the  valvular  disease,  and  yet  in  the  post-mortem  room  no 
abnormality  of  the  pericardium  is  found. 

The  following  points  in  connection  with  heart  disease  in  children  are  as  true  as  most 
aphorisms  :  mitral  stenosis  is  almost  unknown  before  puberty,  whatever  the  bruits  that 
suggest  it ;  heart  disease  never  proves  fatal  before  puberty  unless  as  the  result  either  of  the 
severity  of  the  acute  inflammation  of  valves,  muscle,  or  pericardium,  or  else  from  adherent 
pericardium.  Fatal  mechanical  failure  of  the  heart  before  puberty  in  a  patient  who  presents 
no  symptoms  of  rheumatic  reinfection  points  to  adherent  pericardium. 

Adhesions  between  the  parietal  pericardium  and  the  structures  outside  it,  without  any 
adhesion  between  the  parietal  and  visceral  layers  within  the  pericardium,  are  exceedingly 
common,  generally  resulting  from  former  pleurisy.  The  former  inflammation  must  have 
extended  outside  both  the  pericardium  and  the  pleurae,  so  that  it  was  really  a  mediastinitis  ; 
but  clinically  the  condition  is  seldom  spoken  of  as  mediastinitis,  because  it  is  of  ver>^  little 
importance,  and  in  itself  produces  no  symptoms  ;  the  physical  sign  which  might  suggest  it 
is  deficiency  in  the  movement  of  the  position  of  the  cardiac  impulse  to  the  left  or  to  the  right 
as  the  patient  rolls  from  one  side  to  the  other. 

The  third  variety  of  adherent  pericardium,  namely  that  in  which  there  are  adhesions 
between  the  parietal  and  visceral  layers  and  between  the  parietal  layer  and  the  chest  wall, 
pleurae,  and  other  structures  outside  it,  is  really  a  combined  condition  of  adherent  pericar- 
dium and  mediastinal  adhesions  which,  when  an  extreme  degree  is  reached,  becomes  what 
is  known  as  chronic  mediastinitis.  Here  again,  it  is  possible  for  neither  symptoms  nor 
physical  signs  to  present  themselves,  the  condition  being  found  unexpectedly  in  the  post- 
mortem room.  It  is  this  condition  which  is  generally  diagnosed  under  the  name  of  adherent 
pericardium.  There  will  be  a  history  of  former  pericarditis,  pleurisy,  or  both,  probably 
rheumatic.  The  heart  will  be  large  out  of  all  proportion  to  any  valvular  disease  that  is 
present,  without  there  being  other  obvious  cause  for  its  hypertrophy  and  dilatation,  such  as 
nephritis,  arteriosclerosis,  hard  work,  alcoholism,  fatty  or  fibroid  heart,  or  chronic  lung 
disease.  If  the  parietal  pericardium  is  adherent  both  to  the  pleurae  and  to  the  diaphragm — 
particularly  the  latter — there  will  very  likely  be  retraction  of  the  lower  left  ribs  posteriorly, 
synchronous  with  the  heart-beat ;  it  is  this  physical  sign — systolic  retraction  of  the  lower 
left  ribs — ^which  is  generally  regarded  as  pathognomonic  of  adherent  pericardium  ;  it  is 
really  evidence,  of  course,  of  adhesions  outside  rather  than  within  the  pericardium.  The 
sign  needs  to  be  looked  for  with  some  care  ;  the  observer  watching  the  posterior  profile 
of  the  left  chest  from  the  patient's  left  side,  small  movements  obviously  due  to  cardiac  and 
not  respiratory  action  are  to  be  seen  in  the  ninth  or  tenth  intercostal  space  in  the  line  of 
the  angle  of  the  scapula,  or  just  outside  this ;  irregularity  in  the  heart's  action  often  render- 
ing these  visible  only  now  and  then — perhaps  only  when  a  strong  heart-beat  happ)ens  to 
coincide  with  the  most  favourable  phase  of  respiration.  The  sign,  however,  is  far  from 
uncommon.  Another  physical  sign  which  is  regarded  by  some  as  indicative  of  general 
pericardial  adhesions,  is  an  ingoing  impulse  in  the  third  or  fourth  intercostal  space  half-way 
between  the  left  nipple  and  the  left  border  of  the  sternum,  synchronous  with  an  outgoing 
impulse  nearer  the  apex,  giving  an  oscillating  or  see-saw  appearance  to  the  precordial 
region — some  of  the  intercostal  spaces  moving  inwards  at  the  same  time  as  others  move 
out  with  the  heart-beat.  As  a  matter  of  fact,  the  probable  explanation  of  the  ingoing 
movement  nearer  the  sternum  when  the  part  of  the  heart  which  is  nearer  the  apex  causes 
the  ordinary  outgoing  impulse,  is  the  visible  withdrawal  of  the  hypertrophied  right  ventricle 
as  it  contracts.  This  see-saw  appearance  in  the  precordial  region  is  indicative  therefore 
of  great  hypertrophy  of  the  right  ventricle  ;  it  does  not  indicate  what  is  the  cause  of  this 
hypertrophy,  though  amongst  its  causes  would  be  adherent  pericardium.  A  sim  lar 
appearance  is  often  seen  in  cases  of  extreme  mitral  stenosis  of  long  standing,  even  when 
there  is  no  adherent  pericardium. 

Bright's  Disease  may  produce  ascites  in  more  ways  than  one  ;  the  effusion  may,  for 
instance,  simply  be  part  of  a  general  anasarca,  the  accumulation  of  the  ascitic  fluid  in  the 
peritoneal  cavity  corresponding  precisely  with  its  accumulation  in  the  subcutaneous  tissues  ; 
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or  the  Bright^s  disease  may  lead  to  acute  or  chronic  peritonitis  of  the  types  described  above  ; 
or,  especially  in  chronic  cases  associated  with  pale  or  red  granular  contracted  kidneys,  there 
may  be  failure  of  the  dilated  and  hypertrophied  heart,  with  ascites,  which  may  be  very 
difficult  to  distinguish  from  that  of  primary  heart  disease  ;  especially  as  the  greater  part  of 
the  associated  albuminuria  is  now  the  result  of  the  heart  failure  rather  than  of  the  renal 
sclerosis ;  and  casts  may  seem  unduly  few  in  proportion  to  the  albumin.  If  the  blood- 
pressure  is  very  high  the  diagnosis  is  more  likely  to  be  arteriosclerosis  or  granular  kidney 
than  primary  heart-failure,  though,  curiously  enough,  the  blood-pressure  is  generally  above 
normal  in  heart-failure  from  any  cause,  even  when  the  pulse  is  as  irregular  and  feeble  as  it 
often  is  in  the  late  stages  of  mitral  stenosis.  This  terminal  rise  of  blood-pressure  in  heart 
cases  probably  results  from  the  partial  asphyxia. 

Severe  Aiuemias  often  cause  ascites,  but  they  do  not  give  rise  to  much  difficulty  in 
diagnosis,  because  the  sub-acute  or  chronic  peritonitis  which  is  the  cause  of  the  ascitic 
exudate  in  these  cases  arises,  as  a  rule,  comparatively  late  in  the  disease,  after  the  diagnosis 
has  been  made  on  other  grounds,  by  blood-counts  and  otherwise.  (See  ANiSMiA,  p.  20  ; 
Spleen-,  Enlargement  of,  p.  628  ;  Lymphatic  Gland  Enlargement,  p.  376.)  One  need 
not  do  more  here  than  refer  to  the  huge  enlargement  of  the  spleen  without  lymphatic  glan- 
dular enlargement,  and  the  great  leucocytosis  with  a  large  portion  of  myelocytes,  in  spleno- 
medullary  leukcemia ;  the  considerable  leucocytosis,  the  enlargement  of  the  lymphatic 
glands  and  probably  of  the  spleen,  and  the  great  relative  increase  of  the  small  lymphocytes, 
in  hpnphaiic  letUccemia  ;  the  enlargement  of  the  lymphatic  glands  and  of  the  spleen,  and  the 
absence  of  any  positive  blood  changes,  beyond  ansemia  of  the  chlorotic  type  without  leuco- 
cytosis, in  Hodgkih's  disease ;  the  enlargement  of  the  spleen,  the  absence  of  lymphatic 
glandular  enlargement,  and  the  occurrence  of  a  progressive  and  ultimately  severe  anaemia, 
of  the  simple  chlorotic  type  without  leucocytosis,  but  with  an  occasional  myelocyte  and 
basophile  corpuscle,  in  splenic  ancemia  (which  often,  as  the  course  of  the  disease  goes  on, 
turns  out  to  be  cirrhosis  of  the  liver) ;  the  profound  ansemia  and  the  high  colour-index 
without  leucocytosis,  in  pernicious  anaemia  ;  the  severe  ansemia  suggestive  of  pernicious 
anaemia,  but  with  a  persistently  low  colour-index,  in  aplastic  ancemia ;  and  the  splenic 
enlargement  with  profound  chlorotic  ansemia  without  leucocytosis,  in  pseudo-letUccemia 
infantum,  Herbert  French. 

ATAXY  is  the  term  used  to  describe  voluntary  movements  which  are  imperfectly 
controlled  or  co-ordinated.  It  is  displayed  in  its  simplest  form  by  infants  under  the  age 
of  one  year.  In  pathological  states,  it  is  often  a  symptom  of  great  diagnostic  importance ; 
but  before  its  value  as  a  localizing  sign  of  disease  can  be  utilized,  it  is  necessary  to 
appreciate  broadly  the  physiological  mechanism  by  which  co-ordination  is  brought  about, 
and  the  possible  situations  where  a  lesion  is  able  to  disturb  the  smooth  working  of  that 
mechanism.  For  the  proper  co-ordination  of  voluntary  movement,  impulses  from  the 
muscles,  tendons,  joints,  and  skin  of  the  part  which  is  moved  must  reach  the  brain.  These 
impulses  are  of  two  kinds  : — 

1.  Sensory  afferent  impulses  which  are  carried  to  the  cerebrum  by  way  of  the  peripheral  nerves, 
the  posterior  columns  of  the  cord,  the  fillet,  and  finally  from  the  basal  ganglia  to  the  cortex  in  the 
neighbourhood  of  the  motor  area.  These  impulses  cross  from  one  side  of  the  body  to  the  opposite 
hemisphere,  the  crossing  taking  place  in  the  medulla. 

2.  Non-sensory  afferent  impulses,  so-called  because  they  never  reach  consciousness,  pass 
from  the  peripheral  structures  concerned  in  movement,  by  way  of  the  peripheral  nerves  and  the 
ascending  cerebellar  tracts  of  the  cord,  to  the  cerebellum,  and  principally  to  the  cerebellar  lobe  of 
the  same  side  of  the  body.  In  some  manner  which  is  not  perfectly  understood,  but  in  which  preser- 
vation of  muscular  tone  is  probably  concerned,  the  co-operation  of  the  cerebellum  is  required  if 
movements  initiated  in  the  motor  area  of  the  cerebrum  are  to  be  carried  out  in  a  co-ordinate  manner. 

Xot  only  must  these  two  sets  of  impulses  reach  the  brain,  but  the  parts  of  the  brain, 
cerebral  and  cerebellar,  which  form  their  destination,  must  also  be  intact  if  voluntary 
movement  is  to  be  carried  out  with  accuracy  and  co-ordination. 

From  the  clinical  point  of  view  it  is  necessary  to  ascertain  in  the  first  place  whether  a 
patient  is  ataxic,  and  in  the  second  whether  the  ataxy  can  be  attributed  to  the  loss  of  the 
sensory  or  non-sensory  afferent  impulses.  In  some  cases  the  ataxy  is  obvious  ;  in  others 
it  can  be  detected  only  by  the  careful  application  of  certain  tests.  For  instance,  a  patient 
may  walk  into  a  well-lighted  room  with  perfect  ease  and  without  anything  remarkable 
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in  his  gait,  but  if  he  is  asked  to  walk  along  a  line,  placing  one  foot  exactly  in  front  of  anotlier, 
he  may  at  once  display  his  lack  of  co-ordination.  Such  ataxy  is  just  as  important  froiri  a 
diagnostic  standpoint  as  the  imperfect  attempts  of  an  advanced  tabetic  patient  to  i^alk 
even  when  supported  by  companions  on  either  side.  It  is  the  quality  and  not  the  quantity 
of  a  defect  which  gives  the  needed  information. 

The  co-ordination  of  movements  performed  by  the  upper  extremities  must  also  l>e 
investigated  with  the  same  care.  The  patient  may  handle  his  stick  in  quite  a  natural 
manner,  but  if  asked  to  unbutton  and  button  his  coat,  to  touch  the  tip  of  his  nose  with  tJie 
tip  of  his  finger,  to  write,  etc.,  he  may  fail  to  convince  the  observer  that  his  control  of  fine 
movements  is  up  to  the  normal  standard. 

Having  ascertained  the  existence  of  ataxy,  the  next  step  is  to  decide  whether  it  is 
dependent  on  the  loss  of  sensory  or  non-sensory  afferent  impulses,  or  on  the  imperfect 
function  of  the  cerebrum  or  cerebellum.  If  the  ataxy  is  due  to  loss  of  sensory  impulses, 
it  will  be  increased  by  the  loss  of  visual  impulses  brought  about  by  closing  the  eyes.  It 
will  also  be  possible  to  demonstrate  the  loss  of  sensory  impulses  by  asking  the  patient  to 
describe  the  position  of  a  limb  with  his  eyes  closed  after  it  has  been  moved  by  the  observer. 
When  these  two  tests  are  positive,  it  may  safely  be  assumed  that  the  lesion  affects  the  first 
set  of  impulses  or  their  cerebral  destination. 

If,  on  the  other  hand,  the  ataxy  is  uninfluenced  by  closing  the  eyes  and  the  patient 
is  perfectly  accurate  in  describing  the  position  of  his  limbs,  it  is  probable  that  the  cerebellar 
tracts  are  at  fault,  or  the  cerebellum  itself. 

For  further  localization  of  the  lesion  in  any  particular  case  it  will  be  necessary  to  take 
into  account  concomitant  phenomena. 

Interference  with  the  passage  of  impulses  necessary  for  proper  co-ordination  may  be 
provoked  by  lesions  in  (1)  The  peripheral  nerves  ;  (2)  The  spinal  cord  ;  (3)  The  brain'SUm  ; 
(4)  The  cerebrum  ;  and  (5)  The  cerebellum.  Let  us  now  consider  the  effect  of  lesions  in  these 
different  regions,  and  the  diagnostic  evidence  as  to  their  localization  afforded  by  ataxy. 

1.  Peripheral  Nerves. — ^A  severe  lesion  of  a  peripheral  nerve  must  lead  to  ataxy  of 
movements  performed  by  the  muscles  to  which  it  is  distributed  ;  a  severe  lesion  will  also 
paralyze  the  muscles,  however,  and  thus  prevent  any  ataxy  being  demonstrated.  Less 
severe  lesions,  such  as  occur  in  slight  cases  of  peripheral  neuritis,  allow  of  some  voluntary 
movement,  so  that  ataxy  becomes  demonstrable.  Thus  a  case  of  peripheral  neuritis  of 
alcoholic  or  diphtheritic  origin  may  show  impaired  strength,  together  with  ataxy  in  all 
four  limbs.  The  diagnosis  of  a  peripheral  nerve  affection  in  such  a  case  will  depend  on 
the  following  points:  In  the  first  place,  the  symptoms  will  be  found  to  be  symmetrical, 
and  in  the  affected  limbs  the  impairment  of  strength  will  be  most  marked  in  the  extensors 
of  the  wrists  and  ankles.  Secondly,  slight  anaesthesia  to  cotton-wool  may  be  detected 
over  the  glove  and  stocking  areas.  With  regard  to  pain  (p.  COO),  there  may  be  blunted 
cutaneous  sensibility  to  the  prick  of  a  pin  over  the  same  area,  but  almost  constantly,  deep 
pressure  on  the  affected  muscles  will  establish  the  fact  that  these  tissues  are  abnormally 
sensitive.  This  is  a  most  important  point  in  diagnosis,  because  it  strikes  an  essential 
distinction  between  cases  of  ataxic  peripheral  neuritis,  sometimes  described  as  pseudo- 
tabes, and  cases  of  true  spinal  tabes,  in  which  it  is  an  almost  invariable  rule  to  find 
diminution  or  loss  of  painful  sensibility  on  squeezing  the  muscles.  In  the  third  place,  the 
tendon  reflexes  will  be  markedly  diminished  or  completely  absent,  while  the  plantar  reflexes 
will  probably  be  unobtainable.  Finally,  the  use  of  electrical  currents  upon  the  muscles 
will  show  that  the  response  to  faradic  currents  is  materially  lessened  or  abolished,  and  that 
the  contraction  excited  by  the  make  and  break  of  the  galvanic  current  may  be  of  the  slow, 
worm-like  type  so  characteristic  of  the  reaction  of  degeneration  (p.  582). 

The  ataxy  of  peripherkl  neuritis  has  in  itself  no  reliable  characteristic  to  distinguish 
it  from  ataxy  due  to  spinal  disease.  That  it  is  due  to  a  lesion  of  the  peripheral  nerves  is 
concluded  not  from  the  nature  of  the  ataxy,  but  from  the  presence  of  other  symptoms 
also  referable  to  interference  with  the  functions  of  the  nerves.  The  gait  is  unsteady,  and 
the  patient  keeps  his  legs  apart  in  order  to  lessen  the  tendency  to  lose  his  balance.  The 
clumsiness  of  the  upper  extremities  may  be  demonstrated  by  his  inability  to  bring  the 
first  finger  of  one  hand  accurately  into  apposition  with  that  of  the  other,  or  to  touch  the 
tip  of  his  nose  with  either.  Both  the  unsteadiness  of  gait  and  the  awkwardness  of  the 
fingers  are  exaggerated  if  he  attempts  to  walk,  or  carry  out  movements  with  his  hands 
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vhen  his  eyes  are  closed.  A  tendency  to  high-steppage  will  be  noticeable  in  walking  if, 
in  addition  to  the  ataxy,  there  is  well-marked  paresis  of  the  dorsiflexors  of  the  ankles.  In 
such  a  case  the  patient  is  obliged  to  lift  the  feet  to  an  unusual  height  in  order  to  clear  the 
ground. 

2.  Signal  Cord. — The  ataxy  due  to  disease  of  the  spinal  cord  is  seen  best  in  tabes 
dorsalis,  in  which  malady  degeneration  of  the  posterior  column  ascending  tracts  occurs 
early,  and  in  which,  consequently,  the  patient  does  not  receive  the  normal  impulses  from 
the  muscles,  tendons,  and  joints  so  necessary  for  the  preservation  of  his  sense  of  position 
and  movement.  Contrary  to  popular  ideas,  gross  ataxy  is  met  with  only  in  a  small  pro- 
portion of  the  cases  of  this  disease,  and  it  is  often  necessary  to  apply  delicate  tests  to 
demonstrate  its  presence.  The  patient's  gait  may  not  be  remarkable  in  good  daylight, 
but  he  may  complain  of  its  uncertainty  in  the  dark,  or  he  may  be  obviously  ataxic  with  his 
eyes  closed.  Another  patient  may  have  noticed  nothing  amiss  with  his  walking  in  the 
ordinary  way,  but  if  he  is  asked  to  follow  a  line  on  the  floor,  placing  one  foot  exactly  in 
front  of  the  other,  his  impaired  power  of  balance  will  become  apparent,  especially  if  he  is 
directed  to  accomplish  this  test  with  his  head  raised  and  his  eyes  fixed  on  something  in 
front  of  him  instead  of  upon  his  feet. 

In  cases  of  moderate  ataxy  the  gait  and  stance  of  the  patient  are  remarkable  for  the 
wide  base  he  assumes,  and  his  tendency  to  guide  his  feet  by  means  of  his  vision.  Romberg's 
sign  can  be  obtained  easily.  This  sign  is  not  diagnostic  of  tabes,  as  is  so  often  assumed, 
but  is  merely  used  for  the  purpose  of  ascertaining  whether  the  removal  of  visual  impulses 
will  convert  a  condition  of  stability  into  one  of  instability.  Many  if  asked  to  describe 
Romberg's  sign,  reply,  "  You  direct  the  patient  to  put  his  feet  together  and  close  his  eyes  ; 
if  he  sways  or  falls,  the  sign  is  present."  This  is  obviously  incorrect,  because  the  patient 
may  sway  even  before  his  eyes  are  closed.  In  order  to  test  a  patient  for  this  sign,  he  must 
be  directed  to  stand  with  his  feet  as  near  together  as  he  is  able  to  do  with  steadiness,  and, 
having  established  his  stability  in  that  position  with  open  eyes,  he  must  be  told  to  close 
the  latter.  If  he  sways  or  tends  to  fall,  it  is  clear  that  he  had  been  depending  on  his  visual 
impulses,  and  that,  without  their  aid,  the  impulses  derived  from  his  legs  and  trunk  were 
insufficient  for  the  preservation  of  his  equilibrium.  We  have  in  this  test,  therefore,  a 
valuable  method  of  ascertaining  whether  the  function  of  the  posterior  columns  is  being 
carried  out  normally. 

To  judge  from  the  descriptions  given  in  some  text-books,  the  typical  gait  of  tabes  is 
one  in  which  the  legs  are  thrown  into  the  air  and  the  feet  brought  to  the  ground  with  a 
more  or  le^  noisy  stamp.  As  a  matter  of  fact,  this  type  of  gait  is  seen  only  in  a  small 
proportion  of  cases,  and  is  rarely  observed  except  when  the  patient  is  depending  for  support 
either  on  a  couple  of  sticks  or  on  one  or  two  attendants.  In  other  words,  he  has  become 
so  ataxic  that  he  cannot  walk  unsupported,  and,  being  supported,  he  no  longer  attempts 
to  control  the  exuberance  of  his  leg  movements  by  means  of  his  sight. 

Tabetic  ataxia  in  its  moderate  and  extreme  d^prees  can  be  demonstrated  when  the 
patient  is  at  rest  in  bed,  by  asking  him  to  carry  out  accurate  movements  with  his  hands 
and  feet,  with  and  without  the  aid  of  his  vision.  In  slighter  degrees  the  fact  that  the  ataxia 
is  dependent  on  interference  with  his  sense  of  position  and  movement  may  be  proved  by 
asking  him  to  describe  the  position  of  a  finger  or  toe  which  the  observer  moves  in  different 
directions.  Sometimes  it  is  as  well  in  testing  this  sense  in  one  limb  to  ask  the  patient  to 
place  the  corresponding  limb  in  the  same  position,  when  the  error  will  be  made  more  obvious. 
The  diagnosis  of  tabes  cannot  be  made  from  the  character  of  the  ataxy  alone,  since  in 
other  diseases,  such  as  Friedreich's  ataxy,  disseminated  sclerosis,  or  combined  degeneration 
of  the  cord,  there  is  or  may  be  sclerosis  of  the  posterior  columns  resulting  in  similar 
inco-ordination.  It  is  important,  therefore,  to  remember  that  in  tabes  the  posterior  roots 
are  affected  also,  and  that  there  is  very  often  some  interference  with  other  afferent  impulses, 
especially  those  which  convey  sensations  of  pain  from  the  muscles  and  skin,  and  those 
which  are  concerned  with  the  deep  reflexes  and  the  maintenance  of  muscular  tone.  Thus, 
in  this  disease  one  of  the  earliest  symptoms  is  relative  analgesia  to  pin-pricks  and  to  deep 
pressure  on  the  muscles  in  the  lower  extremities  ;  at  the  same  time  it  must  not  be  forgotten 
that  the  tabetic  phenomena  may  be  limited  to  the  upper  extremities  (cervical  tabes). 

In  FHedreich's  ataxy,  disseminated  sclerosis,  and  other  spinal  disease,  as  well  as  in  some 
cases  of  tabes,  the  ataxy  due  to  the  lesion  of  the  posterior  columns  may  be  complicated 
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and  intensified  by  the  fact  that  there  is  also  interference  in  the  path  of  the  non-sensory 
afferent  impulses,  which  pass  from  the  extremities  to  the  cerebellum  vid  the  ascending 
cerebellar  tracts  in  the  spinal  cord.  If  this  fonn  of  ataxy  is  present,  the  help  whieli  the 
patient  derives  from  vision  for  the  purpose  of  controlling  his  inco -ordinate  movements  is 
largely  discounted,  and  he  may  be  as  ataxic  with  open  as  with  closed  eyes. 

In  some  lesions,  such  as  those  resulting  from  syringomyelia  or  new  growths^  only  one 
side  of  the  cord  may  be  aifected,  and  a  Brown-Sequard  form  of  paralysis  be  exhibited  (p.  497). 
If  the  paralysis  is  not  complete,  some  ataxy  may  be  observed  in  the  paretic  limb. 

3.  The  Brain-stem. — Lesions  of  the  medulla,  pons,  or  crura  may  produce  ataxy  if 
they  interfere  with  the  passage  of  either  sensory  afferent  impulses  to  the  cerebrum  or  non- 
sensory  afferent  impulses  to  the  cerebellum.  The  cerebellar  impulses  can  be  interfered 
with  only  at  the  medullary  level  ;  that  is  to  say,  before  they  have  passed  into  the  cerebellum 
vid  the  inferior  peduncle.  A  good  example  of  hemiataxia  of  this  origin  is  afforded  by  any 
case  of  thrombosis  of  one  posterior  inferior  cereheUar  artery.  This  uncommon  condition 
affects  the  structures  on  one  side  of  the  medulla,  and  is  characterized  by  hemiataxia  of  the 
homolateral  limbs,  together  with  loss  of  sensibility  to  pain,  heat,  and  cold,  on  the  contra- 
lateral side.  The  ataxy  is  of  the  cerebellar  type  ;  that  is  to  say,  it  is  not  associated  with 
loss  of  sense  of  position  and  movement  in  the  affected  limbs,  and  is  little  influenced  by 
closure  of  the  eyes.  Above  the  medulla,  lesions  which  are  capable  of  producing  ataxy  by 
interfering  with  the  sensory  impulses  from  the  muscles,  joints,  and  tendons,  usually  cause 
paralysis  of  the  same  parts,  so  that  the  co-ordination  is  more  latent  than  real,  and  therefore 
of  little  diagnostic  importance. 

4.  The  Cerebrum. — From  the  basal  ganglia  to  the  cortex,  the  path  of  the  aife:ent 
impulses  necessary  for  co-ordinate  movements  lies  near  to  that  of  the  efferent  impulses 
from  the  motor  area,  and  it  is  only  rarely  that  lesions  affect  the  sensory  fibres  and  leave 
the  motor  intact.  Every  now  and  then,  however,  a  patient  complaining  of  loss  of  use  of  t  he 
limbs  on  one  side,  is  found  on  examination  to  be  suffering  from  impaired  sense  of  position 
and  movement  in  those  limbs  rather  than  from  paralysis.  His  co-ordination  may  be  fairly 
good  so  long  as  he  can  utilize  his  vision,  but  with  closed  eyes  he  hits  no  notion  of  the  position 
of  his  arm  or  leg,  and  no  knowledge  of  the  nature  of  objects  placed  in  his  hand  (astereognosis). 
This  may  even  be  the  case  when  other  sensory  stimuli,  such  as  those  of  touch,  pain,  and 
heat,  are  appreciated  perfectly.  A  similar  condition  may  be  observed  diu*ing  recovery 
from  a  slight  hemiplegic  '  stroke,'  the  patient  displaying  a  degree  of  clumsiness  and 
awkwardness  with  his  fingers  quite  out  of  proportion  to  his  loss  of  voluntary  power.  A 
process  of  re-education  for  finer  movements,  similar  to  the  education  of  early  life,  is  necessary 
before  he  is  able  to  overcome  this  form  of  ataxy. 

Ataxic  movements  are  not  uncommon  in  the  subjects  of  infantile  hemiplegia.  The 
hand  on  the  affected  side  may  be  permanently  clumsy  and  incapable  of  carrying  out  the 
delicate  manipulations  necessary  for  writing,  sewing,  etc.  In  other  cases  all  voluntary 
efforts  are  interfered  with  by  the  constant  presence  of  involuntary  movements  of  an 
athetotic,  choreiform,  or  tremulous  character,  sufficient  to  prevent  their  attaining  any 
dexterity. 

Whatever  the  nature  of  the  lesion,  cerebral  ataxy  is  generally  characterized  by  its 
hemiplegic  distribution,  and  by  its  increase  when  the  eyes  are  closed  ;  generally  the  loss 
of  impulses  subserving  the  sense  of  position  and  movement,  and  often  of  other  sensory 
impulses,  can  be  demonstrated  by  suitable  tests. 

5.  The  Cerebellum. — Cerebellar  ataxy  may  be  unilateral,  as  in  some  cases  of  tumour 
of  one  lateral  lobe,  or  bilateral,  as  in  the  acute  cerebellar  ataxia  of  children  due  to  encephalitis. 
In  unilateral  cases  the  ataxy  is  most  marked  on  the  same  side  as  the  lesion,  and  is  associated 
with  hypotonia  and  some  paresis  of  the  affected  limbs.  On  the  other  hand,  it  is  important 
to  note  that  the  reflexes  on  the  affected  side  are  normal,  that  the  ataxy  is  not  accompanied 
by  any  loss  of  sense  of  position  and  movement,  and  that  closure  of  the  eyes  does  not 
materially  increase  the  patient's  disability.  The  ataxy  often  differs  from  that  due  to 
disease  of  the  posterior  spinal  column  in  that  it  is  complicated  by  vertigo.  This  may  take 
the  form  of  a  sensation  of  rotation  on  the  part  of  the  patient,  or  of  rotation  of  surrounding 
objects,  sometimes  of  both.  The  vertigo  and  the  ataxy  are  generally  much  less  noticeable 
in  the  recumbent  position.  The  cerebellar  gait  resembles  that  of  a  drunken  man  ;  the 
patient  reels  from  side  to  side,  with  a  general  tendency  to  deviate  or  fall  to  the  side  of  the 
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lesion  if  only  one  lobe  is  affected.  He  is  unable  to  balance  himself  properly  on  the  homo- 
lateral foot,  and  his  manual  dexterity  is  impaired,  so  that  he  may  be  unable  to  feed  or 
clothe  himself.  The  ataxia  is  not  always  limited  to  the  trunk  and  limbs,  but  may  affect 
the  tongue,  lips,  palate,  and  vocal  cords,  so  that  their  movements  may  be  controlled 
imperfectly,  and  a  characteristic  '  cerebellar  articulation '  attracts  attention.  Finally,  a 
lesion  of  the  cerebellum  sufficient  to  cause  ataxy  nearly  always  causes  nystagmus  also, 
which,  in  disease  of  one  lobe,  is  more  marked  during  deviation  of  the  eyes  to  that  side. 

6.  Hysterical  Ataxy. — ^Ataxy  is  sometimes  hysterical,  and  may  then  be  the  only 
disorder  of  function  exhibited  by  the  patient,  or  may  be  associated  with  hysterical  hemi- 
plegia, paraplegia,  hemiansesthesia,  etc.  The  diagnosis  depends  partly  upon  the  absen?e 
of  signs  of  organic  disease,  partly  on  the  presence  of  other  hysterical  stigmata,  and  partly 
on  its  character.  For  example,  we  may  cite  the  case  of  a  boy  who,  when  lying  in  bed,  was 
able  to  feed  himself  and  to  carry  out  all  movements  of  his  upper  and  lower  limbs  with 
perfect  accuracy,  but  who,  when  placed  on  his  feet  and  told  to  walk,  displayed  the  wildest 
inco-ordination  and  loss  of  equilibrium.  It  was  noticeable,  however,  that  he  always  reached 
some  chair  or  bed  on  which  to  collapse  finally,  even  when  placed  in  the  middle  of  the  room 
at  some  distance  from  any  support.  It  would,  of  course,  be  unjustifiable  to  apply  this 
last  test  before  the  observer  was  satisfied  from  careful  examination  that  there  were  no 
signs  of  organic  disease.  E,  Farquhar  Buzzard. 

ATHETOSIS.— (See  Contractions,  p.  131.) 

ATROPHY,    MUSCULAR. — ^Muscular  atrophy   is   often   merely  part   of  a  general 
Kasting  of  the  whole  body,  due  either  to  chronic  lesions  such  as  carcinoma,  sarcoma,  tuber- 
culosis, syphilis,  malaria,  ulcerative  colitis,  marasmus,  starvation,  hepatic  abscess,  cirrhosis 
of  the  liver,  diabetes,  anorexia  nervosa,  or  to  acuter  maladies,  such  as  diarrhoea  and  vomit- 
ing, ptomaine  poisoning,  typhoid  fever,  dysentery,  cholera,  and  so  forth.    The  history, 
and  the  other  symptoms   in  the  case,  will 
usually  serve  to  indicate  these.     If  any  doubt 
remains  as  to  whether  the  atrophy  is  neuro- 
trophic or  not,   the  electrical  reactions  will 
be   tested  ;     there    will    be   no   reaction    of 
degeneration   (R.D.)   when    the    atrophy    is 
merely  part  of  a  general  wasting,  whereas  if 
— as  might  be  the  case  in  a  diabetic  patient, 
for  instance — ^there  is  peripheral  neuritis  in 
addition,  this  will  be  indicated  by  a  partial 
or  complete  R.D.     (See  Reaction  of  De- 
generation, p.  582.) 

In  the  next  place,  the  atrophy  may  be 
the  result  of  disuae.  Organic  disease  of  the 
nervous  system  may  or  may  not  be  present 
at  the  same  time  ;  the  patient  may  be  bed- 
ridden from  locomotor  ataxy,  for  example, 
or  from  general  paralysis  of  the  insane  ;  and 
the  muscles  of  the  limbs  may  consequently 
become  so  thin  that  peripheral  neuritis  or 
degeneration  of  the  anterior  cornual  cells 
inay  be  simulated,  and  a  determination  of 
the  absence  of  R.D.  may  be  the  only  means 
of  excluding  these.  It  is  important  to  re- 
member that  in  the  primary  muscular  dys- 
trophies, whether  of  the  pseudo-hypertrophic, 

the  juvenile,  the  infantile,  the  facio-scapulo-  Fig.  lo.— Atrophv  of  the  muscles  of  the  left  shoui.ior 

humeral    or    Landouzy - Dejerine    or    other         my2SS!-i^^n[^e^^^^ 
f>7)es,  there  is  no  reaction  of  degeneration, 

iht  electrical  responses  and  the  superficial  and  deep  reflexes  remaining  normal  in  type, 
though  they  diminish  in  degree  as  the  amount  of  muscle  grows  less  and  less,  until  finally 
there  is   no    muscle  to  respond  at  all.     The  primary  muscular  dystrophies  (p.  511^)  are 
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comparatively  easy  to  diagnose,  however,  on  account  of  their  insidious  onset  in  children, 
their  slow  but  progressive  downhill  course,  their  occurrence  in  different  members  of  the 
same  family,  the  absence  of  sensory  disorder,  and  the  absence  of  R.D.  They  are  distin- 
guished from  the  infantile  paralysis  which  results  from  acute  anterior  poliomyelitis  (Fig.  19) 
by  the  latter  having  a  sudden  onset,  R.D.  at  its  height,  whilst  the  resultant  wasting  does 
not  advance  progressively,  but  after  recovering  to  a  certain  degree,  tends  to  remain 
stationary.  i        •  < 

Peripheral  neuritis  is  distinguished  from  primary  muscular  dystrophy  by  the  history 
and  course,  and  by  the  presence  of  R.D.  at  some  period  of  the  malady.  Two  other  affections 
that  may  be  confused  with  a  primary  muscular  dystrophy — particularly  as  they  also  are 


Fig.  20. — ^Tooths  peroneal  type  of  iieuro-irascular  Fig.  21. — Tooth's  peroneal  type  of   neuro-musciilar 

dystrophy — early  ;  the  patient  is  the  younsrer  brotlier  dystrophy  :  the  patient  is  sister  to   the  boy    in   Fig. 

of  the  girl  in  Fif/.  21.     Note  the  plantar-Ilex  ion   of  20  ;   her  malady  is   in  a  much  more  advanced  stai^e 

the    big   toes   and   tlie    dropping   of   the    feet ;   the  than   is  his.  wasting   having  extended  to  the  calves, 

calves  are  not  yet  wasted.  thiijlis,  hands,  and  forearms. 

hereditary,  begin  insidiously  at  an  early  age,  and  slowly  advance — are  Friedreich's  ataxy, 
and  Tooth's  peroneal  ti^pe  of  progressive  muscular  atrophy.  Each  of  these  may  cause  talipes, 
moreover,  and  therefore  simulate  infantile  paralysis,  except  that  in  the  latter  the  talipes  is 
generally  one-sided,  whereas  in  the  other  two  it  is  bilateral.  In  Friedreich's  ataxy  (see 
p.  512)  there  is  no  real  wasting,  but  rather  a  lack  of  development.  Tooth's  peroneal  type 
of  progressive  muscular  atrophy  is  apt  to  come  on  after  some  febrile  malady  such  as  measles 
or  whooping-cough,  the  first  thing  noted  being  inability  to  dorsiflex  the  big  toe,  which 
hangs  down  m  a  way  that  is  the  exact  converse  of  its  erect  position  in  Friedreich's  ataxy 
(Fig.  2D)  ;  the  paresis  takes  months  or  years  to  spread  to  the  rest  of  the  legs,  and  finally 
to  the  hands  (Fig,  21),  the  slowness  of  the  progress  and  the  absence  of  sensory  symptoms 
showing  that  it  is  not  peripheral  neuritis,  whilst  the  R.D.  in  the  affected  muscles  excludes 
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a  primary  muscular  dystrophy.  The  lesion  is  in  the  anterior  comual  cells  and  starts  in 
the  lumbar  enlargement.  The  knee-jerks  are  retained  until  the  quadriceps  of  the  thigh 
is  involved. 

Local  muscular  atrophy  may  be  due  to  disease  of  the  parts  beneath,  as  in  the  case  of 
the  pectoralis  major,  the  supraspinatus,  the  deltoid,  the  infraspinatus,  and  other  shoulder 
muscles  when  the  underlying  lung  is  the  site  of  active  phthisis.  Similar  local  atrophy 
results  very  quickly  from  acute  and  subacute  affections  of  joints,  especially  in  the  muscles 
whose  origin  is  above  the  affected  joint.  The  gluteal  atrophy  associated  with  tuberculous 
hip-joint  is  well  known ;  similarly,  knee-joint  disease  leads  to  thigh  atrophy,  elbow  disease 
to  atrophy  of  the  muscles  of  the  upper  arm,  and  so  on.  The  same  applies  to  the  effects 
of  fractures,  new  growths,  sprains,  and  splints  ;  the  atrophy  is  sometimes  so  rapid  that 
some  think  it  cannot  be  due  simply  to  disuse,  but  must  have  a  neuropathic  factor  also. 
The  affected  muscles  present  no  R.D.,  however.  One  particular  form  of  paralysis 
associated  with  the  use  of  splints  merits  special  mention,  namely,  Volkmann's  paralysis 
of  the  forearm.     (See  Paralysis  of  the  Upper  Extremity,  p.  £03.) 

Hemiatrophy  of  the  face  or  trunk  is  generally  congenital,  and  the  diagnosis  is  not 
difficult  (see  p.  494). 

If  it  can  be  decided  definitely  that  there  is  some  nervous  cause  for  muscular  atrophy, 
the  best  proof  of  which  is  the  detection  of  partial  or  complete  R.D.,  the  diagnosis  lies 
between  one  or  other  of  the  following  conditions  : — 


1.  Causes  in  the  Spinal  Cord. — 


Progressive  muscular  atrophy 
Amyotrophic    lateral   sclerosis 


A    few    cases    of    transverse 

myelitis 
Syringomyelia 


2.  Canses  in  the  Peripheral  Nerves. 

Tumours  of  the  cauda  equina    \    New  growth 
Pelvic  tumours   involving  the 

himbo-sacral  plexus 
Sciatica 
Anenrvsm 


Accessory  cervical  rib,  etc., 
pressing  on  the  brachial 
plexus 


Tooth's  peroneal  type  of  pro- 
gressive muscular  atn>phy 
Acute  anterior  poliomyelitis 


Gummata,  etc.,  involving  the 
cranial  or  other  nerves 

Injury  to  peripheral  nerves, 
including  the  effects  of  callus 
after  fractures 


Peripheral  neuritis,  of  which  the  following  are  some  of  the  causes  : — 


Certain     inorganic     chemical 
substances,  notably 
Lead 
Arsenic 
Mercury 

Certain  organic  chemical  com- 
pounds, notably 
Alcohol 
Ether 

Carbon  bisulphide 
Naphtha 


Certain  severe  anaemias  : 

Pernicious  anaemia 

Spleno-medullary   leukaemia 

Lymphatic  leukaemia 

Hodgkin's  disease 

Splenic  anaemia 
Certain    microbial     or    allied 
toxins  : 

Diphtheria 

Leprosy 

Malaria 

Chronic  pyaemia 

Infective  endocarditis 


Beri-beri 
Syphilis 
Typhoid  fever 
Influenza 
Oral  sepsis 
Certain  constitutional  diseases 
sometimes    attributed    to 
endogenous  poisons  : 
Gout 

Diabetes  mellitus 
Pregnancy 

Other  causes  as  yet  undeter- 
mined. 


In  arriving  at  a  diagnosis  in  a  particular  case,  it  is  important  not  to  use  the  term 
'  neuritis '  until  all  the  other  possible  lesions  have  been  excluded.  Tooth's  peroneal  type 
of  progressive  muscular  atrophy  and  acute  anterior  poliomyelitis  have  already  been 
discussed.  The  latter  is  sometimes  regarded  as  essentially  a  disease  of  early  life,  but  it  is 
important  to  remember  that  it  is  by  no  means  impossible  for  it  to  affect  an  adult,  in  whom 
the  symptoms  and  results  may  be  precisely  similar  to  what  they  would  be  in  a  child. 

Progressive  muscular  atrophy  is  a  disease  of  adults.  It  shows  no  particular  tendency  to 
occur  in  several  members  of  the  same  family.  It  begins  insidiously,  and  advances  slowly 
for  months  and  years,  affecting  first  the  small  muscles  of  the  hands,  causing  atrophy  with 
RD.  in  the  interossei  and  in  the  muscles  of  the  thenar  and  hypothenar  eminences  ;  the 
peculiar  deformity  described  as  '  main-en-griffe  '  results  (p.  103).  In  the  course  of  months 
the  paresis  spreads  from  the  hands  to  the  forearm,  and  later  to  the  upper  arm.  Disease 
of  the  peripheral  nerves,  such  as  the  ulnar,  is  excluded  by  the  fact  that  the  paralyzed 
muscles  are  not  all  supplied  from  the  same  nerve  trunk — the  thenar  muscles  supplied  by 
the  median  being  affected  equally  with  the  hypothenar  supplied  by  the  ulnar.  All  the 
muscles  below  the  wrist  are  involved  more  or  less  together,  then  all  the  muscles  below  the 
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elbow,  and  so  on  ;  this  paralysis  of  associated  groups  of  muscles  as  distinct  from  muscles 
supplied  by  the  same  nerve,  at  once  suggests  a  progressive  degeneration  of  the  antericr 
comual  cells  of  the  cervical  enlargement  of  the  cord.  Disease  of  the  brachial  plexus 
would  be  excluded  first  by  the  fact  that  the  lesion  is  bilateral  and  symmetrical,  and 
secondly  by  the  absence  of  pain  or  other  sensory  disturbance.  The  pathology  of  the  disease 
is  analogous  to  the  nuclear  cell-degeneration  in  the  medulla  oblongata  that  leads  to  bulbar 
(labio-glosso-pharyngo-larjmgeal)  paralysis ;  and  indeed,  progressive  muscular  atrophy 
may  either  follow  or  be  followed  by  bulbar  paralysis. 

If,  at  the  same  time  that  there  are  the  signs  of  progressive  muscular  atrophy  in  the 
hands,  there  is  also  spastic  paresis  of  the  legs,  with  no  wasting,  but  increased  knee-jerks, 
ankle  clonus,  and  extensor  plantar  reflexes,  the  onset  having  been  quite  gradual,  without 
sensory  disorder,  and  without  bladder  or  rectal  trouble  unless  the  disease  has  reached  quite 
a  late  stage,  the  condition  is  amyotrophic  lateral  sclerosis. 

It  is  important  that  the  cfiaracter  of  the  onset  and  the  absence  of  sensory  symptoms 
be  insisted  on,  in  order  to  exclude  syringomyelia  and  anomalous  cases  of  transverse  myelitis. 
Syringomyelia  is  rare,  but  it  has  one  very  characteristic  feature,  namely,  the  preservation 
of  ordinary  cutaneous  sensibility  with  the  loss  of  power  of  distinguishing  heat  from  cold, 
or  pain  from  touch,  in  some  part  of  the  Umbs  or  trunk.  There  need  be  no  other  symptom 
than  this  dissociation  of  sensations,  or  skin  lesions  in  the  parsesthetic  parts  may  be  a 
prominent  feature — MorvarCs  disease ;  if  the  enlargement  in  and  around  the  central  canal 
of  the  cord  displaces  and  destroys  the  anterior  comual  cells  in  the  lower  part  of  the  cervical 
enlargement,  progressive  muscular  atrophy  is  simulated  ;  if  at  the  same  time  the  bulging 
of  the  central  canal  and  the  changes  around  it  cause  compression  of  the  crossed  pyramidal 
tracts,  there  will  be  all  the  motor  symptoms  and  signs  of  amyotrophic  lateral  sclerosis,  the 
diagnosis  being  only  possible  when  the  sensory  symptoms  are  typical. 

It  is  generally  stated  that  transverse  myelitis  causes  spastic  paraplegia  without  muscular 
wasting  or  R  J>.  This  is  in  the  main  true,  because  the  few  anterior  comual  cells  destroyed 
by  the  transverse  softening  of  the  cord  in  the  commonest  site,  namely,  the  dorsal  region, 
correspond  to  an  intercostal  or  abdominal  segment,  the  wasting  of  which  is  difficult  to 
detect.  If,  however,  the  transverse  myelitis  occurs  so  high  up  as  to  involve  the  lower  part 
of  the  cervical  enlargement — ^to  involve  the  cord  yet  higher  up  is  incompatible  with  Ufe, 
because  both  the  intcrcostals  and  the  phrenic  nerves  would  be  paralyzed — a  certain  number 
of  the  anterior  comual  cells  sending  motor  nerves  to  the  hands  and  arms  would  be  destroyed, 
the  result  being  a  main-en-griffe  like  that  of  progressive  muscular  atrophy  ;  and  the 
simultaneous  interference  with  the  crossed  pyramidal  tracts  would  produce  a  picture 
identical  at  first  sight  with  amyotrophic  lateral  sclerosis.  Not  only,  however,  would  there 
very  likely  be  impairment  of  all  forms  of  sensation  as  well  as  paresis,  in  a  case  of  transverse 
myelitis,  but  instead  of  the  onset  being  gradual  and  the  progress  a  steady  advance  downhill, 
as  in  progressive  muscular  atrophy  or  amyotrophic  lateral  sclerosis,  the  onset  would  have 
been  comparatively  rapid,  followed  by  a  cessation  or  even  by  an  improvement  if  the  patient 
lived.  Similarly,  if  transverse  myelitis  occurs  so  low  down  as  to  involve  the  lumbar  enlarge- 
ment of  the  cord,  it  would  cause,  not  spastic  paraplegia  with  increased  knee-jerk,  ankle 
clonus,  extensor  plantar  reflex,  no  wasting  and  no  R.D. ;  but  absence  of  knee-jerk,  no 
ankle  clonus,  no  extensor  plantar  reflex,  marked  muscular  atrophy  of  the  legs,  with  R.D., 
paraesthesia,  bladder  and  rectal  trouble.  The  involvement  of  the  sphincters  in  such  a 
case  would  be  of  considerable  aid  in  excluding  peripheral  neuritis  ;  whilst  Tooth's  peroneal 
type  of  progressive  muscular  atrophy  and  acute  anterior  poliomyelitis  would  be  excluded 
not  only  by  the  paraesthesia,  but  also  by  the  history  of  the  mode  of  onset  and  the  course 
of  the  malady. 

A  tumour  involving  the  cauda  equina  is  rare,  but  it  is  not  altogether  difficult  to  diagnose. 
It  may  be  more  difficult  to  determine  the  nature  of  the  mass — ^gumma,  glioma,  primary 
sarcoma,  secondary  sarcoma  or  carcinoma — than  its  site.  The  onset  of  symptoms  is 
generally  gradual,  and  one  leg  is  affected  either  earlier  than,  or  more  than,  the  other. 
Weakness  in  the  leg,  together  with  severe  pains  both  in  it  and  in  the  lower  part  of  the 
lumbar  region  of  the  spinal  column,  will  be  followed  by  muscular  atrophy  and  R.D. 
Sciatica  may  at  first  suggest  itself,  until  it  is  found  that  neither  the  pains  nor  the  paresis 
correspond  to  one  single  nerve  ;  and  when  the  disease  progresses  and  the  other  leg  is 
affected,  anaesthesia  supervenes  upon  the  paralysis.     The  site  of  the  pain  over  the  region  of 
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the  Cauda  equina  is  an  important  point  in  the  diagnosis,  whilst  rectal  and  possibly  vaginal 
examinations  are  essential  for  the  exclusion  of  a  pelvic  mass — such  as  carcinoma  of  the 
rectum,  uterus,  or  ovary,  a  fibromyoma,  a  cyst,  a  sarcomatous,  gummatous,  tuberculous, 
or  inflammatory  mass,  or  even  a  displacement  of  the  womb — which,  by  interfering  with 
the  nerves  at  the  back  of  the  pelvis  might  produce  very  similar  symptoms.  Sacro- 
iliac joint  disease  can  generally  be  excluded  by  the  fact  that  the  pains  are  not  definitely 
referred  to  the  joint,  whilst  any  wasting  that  might  be  associated  with  disease  of  that 
joint  would  not  be  accompanied  by  R.D. 

Sciatica  (p.  438)  does  not  always  give  rise  to  wasting  of  the  corresponding  muscles  ; 
but  sometimes  it  does,  and  occasionally  it  may  do  so  bilaterally,  with  R.D.  The  localiza- 
tion of  the  pain,  tenderness,  and  atrophy  to  the  parts  supplied  by  the  great  sciatic  nerve, 
without  affection  of  other  nerves  and  muscles  in  the  leg  or  calf,  would  point  to  sciatica, 
especially  if  the  lesion  were  unilateral,  and  if  the  patient,  though  unable  to  flex  his  thigh 
to  a  right  angle  with  his  abdomen  at  the  same  time  that  he  keeps  his  knee  extended,  can 
extend  his  leg  backwards  at  the  hip-joint  in  a  way  that  would  be  impossible  if  he  had  a 
psoas  abscess  ;  and  if  he  is  able  to  bear  firm  backward  pressure  on  the  knee  when  the  leg 
of  the  affected  side  is  flexed  and  outwardly  rotated  in  such  a  way  that  the  foot  lies  across 
the  opposite  knee — ^a  test  which  will  exclude  hip-joint  disease. 

When  the  lesion  is  a  thoracic  aneurysm  or  neoplasm,  or  an  accessory  cervical  rib  pressing 
on  or  involving  the  brachial  plexus,  the  wasting  is  almost  certain  to  affect  one  arm  only, 
or  one  arm  much  more  than  the  other,  and  the  diagnosis  will  be  made  by  physical  examina- 
tion of  the  thorax,  assisted  by  the  ar-rays. 

The  only  cranial  nerve  paralyses  that  are  likely  to  be  associated  with  marked  atrophy 
of  muscles,  are  those  of  the  seventh  with  facial  atrophy  (p.  493),  and  of  the  twelfth  with 
atrophy  of  the  tongue. 

Injuries  to  peripheral  nerves,  or  inclusion  of  the  latter  in  callus,  will  generally  be 
diagnosed  by  the  history,  and  by  the  fact  that  in  distribution  the  muscular  atrophy  and 
RJ).  correspond  accurately  with  one  or  more  of  the  peripheral  nerves  that  may  have  been 
divided  or  otherwise  injured. 

If  all  the  conditions  described  above  can  be  excluded,  it  is  probable  that  the  cause 
of  the  muscular  atrophy  is  some  variety  of  peripheral  neuritis.  To  merit  this  diagnosis, 
the  affected  muscles  should  be  multiple  and  symmetrical ;  partial  or  complete  R.D.  should 
be  obtained  ;  there  may  or  may  not  be  sensory  changes  ;  the  reflexes,  both  superficial  and 
deep,  are  for  a  short  time  exaggerated,  and  then  become  deficient  or  disappear  altogether 
for  the  time  being.  Wasting  may  be  extreme,  but  the  tendency  is  for  felow  recovery  to 
ensue,  improvement  beginning  to  set  in  some  three  or  four  months  after  the  neuritis  ceases. 
Sometimes  the  nature  of  the  case  is  obvious,  but  it  is  often  easier  to  diagnose  peripheral 
neuritis  than  to  discover  its  exact  cause.  The  different  conditions  that  may  produce  it 
are  enumerated  above.  In  diagnosing  between  them  the  history  is  very  important.  For 
instance,  if  the  patient  has  never  been  abroad  leprosy  and  beri-beri  are  unlikely,  whereas  if 
he  has  been  abroad  amongst  lepers,  and  if  he  has  areas  of  anaesthesia  without  much 
paresis,  with  or  without  the  characteristic  nodules  and  bosses  of  subcutaneous  infiltration 
{Fig.  173,  p.  401),  followed  by  ulceration  and  necrosis,  the  diagnosis  of  leprosy  will  at 
once  suggest  itself.  The  chief  diflicultics  will  perhaps  be  to  exclude  syringomyelia  on  the 
one  hand  and  tertiary  s^'philis  on  the  other.  The  good  effects  of  treatment  by  potassium 
iodide  and  mercury  may  assist  in  detecting  syphilis,  and  Wassermann's  reaction  may  be 
positive ;  in  syringomyelia  there  is  little  or  no  loss  of  cutaneous  sensibility  like  there  is  in 
leprosy,  though  there  is  loss  of  power  to  distinguish  heat  from  cold,  and  pain  from  touch. 
The  ultimate  test  of  leprosy  would  be  to  excise  a  small  portion  of  the  affected  tissue  and 
to  examine  it  for  the  acid-fast  leprosy  bacilli. 

Beri-beri  is  sometimes  seen  in  this  country,  generally  in  patients  who  have  come  into 
port  in  a  ship  from  the  East ;  several  of  the  crew  have  generally  been  affected  at  the  same 
time,  some  may  have  died  ;  the  peripheral  neuritis  and  muscular  wasting  will  often  be 
associated  with  oedema,  and  there  is  often  a  history  that  the  dietary-  has  consisted  of 
decorticated  rice. 

The  presence  or  absence  of  glycosuria  will  serve  to  diagnose  or  exclude  diabetic 
neuritis.  Loss  of  knee-jerk  in  diabetes  mellitus  is  comparatively  common,  but  extensive 
peripheral  neuritis  is  much  rarer.      It  is  associated  with  pain  and  paraesthesia  as  well 
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as  paresis  and  muscular  atrophy,  and  it  affects  the  limbs,  especially  the  legs,  rather  thaji 
the  trunk. 

Gout  as  a  cause  of  peripheral  neuritis  is  always  open  to  doubt,  for  often  the  neuritis 
of  a  gouty  subject  is  really  due  to  the  indulgences  that  brought  on  the  gout.  Difficulty 
may  also  arise  in  attributing  a  neuritis  to  pregnancy  even  when  the  patient  is,  or  has  been 
recently,  pregnant. 

In  the  case  of  blood  diseases  it  is  imporiant  to  bear  in  mind  that  these  are  usually  treated 
with  arsenic,  so  that  the  peripheral  neuritis  may  be  due  to  the  treatment  rather  than  the 
disease.  This  will  be  rendered  the  more  probable  if  there  are  or  have  been  other  symptoms 
of  subacute  or  chronic  arsenical  poisoning,  such  as  coryza,  nausea,  vomiting,  abdominal 
colic,  diarrhoea,  headache,  pigmentation  of  the  skin  not  unlike  that  of  Addison's  disease, 
hyperkeratosis  of  the  palms  and  soles,  or  herpetiform  eruptions.  With  arsenical  neuritis  the 
limbs  are  involved  most,  particularly  the  legs,  and  there  are  pains  and  panesthesia  as  well 
as  paresis.  The  blood  diseases  may  themselves  cause  peripheral  neuritis,  however,  just  as 
severe  anaemias,  such  as  pernicious  anaemia,  may  cause  degeneration  in  other  parts  of  the 
nervous  system  also,  notably  in  the  long  tracts  in  the  spinal  cord,  with  consequent  sensorj-, 
ataxic,  or  paretic  symptoms,  varying  with  the  parts  involved.  If  the  peripheral  neuritis 
occurs  early  in  the  blood  disease,  the  latter  may  not  come  to  mind  as  a  possibility. 
A  blood-count  is  essential  (p.  24).  Oligocythaemia  with  high  colour  index,  no  leuco- 
cytosis,  a  relative  lymphocytosis,  and  the  presence  in  blood  films  of  a  preponderance  of 
megalocytes,  are  changes  characteristic  of  pernicious  ancemia,  in  addition  to  which  the 
primrose-yellow  skin  may  be  typical.  Great  increase  in  the  total  number  of  leucocytes  up 
to  anything  from  50,000  to  1,000,000  per  cnrni.  would  suggest  leucocythcemia  :  if  this  were 
the  spleno-medullary  form,  myelocytes  would  probably  be  30  per  cent  or  more  of  all  the 
white  cells  seen  in  films,  whilst  in  the  lymphatic  form  the  lymphocytes  would  similarly 
amount  to  90  per  cent ;  in  both  forms,  particularly  the  spleno-medullary,  the  spleen  and 
liver  would  be  big,  whilst  in  the  lymphatic  type  there  would  probably  be  general  enlarge- 
ment of  the  lymphatic  glands. 

Hodgkin's  disease  or  lymphadenoma  suggests  itself  when  the  spleen  and  many  of  the 
lymphatic  glands  are  enlarged,  without  any  characteristic  blood  changes — at  most  a  simple 
ansemia  without  leucocytosis,  with  relative  lymphocytosis,  and  an  occasional  myelocyte, 
basophile  corpuscle,  and  nucleated  red  cell  in  films.  Splenic  anoemiu  is  a  doubtful  entity, 
the  name  being  appUed  when  there  is  simple  ansemia  with  apparently  idiopathic  enlarge- 
ment of  the  spleen.  Many  such  patients  ultimately  turn  out  to  have  cirrhosis  of  the  liver 
— ^Banti's  disease.    Peripheral  neuritis  in  such  a  case  may  well  be  alcoholic. 

Malaria  will  be  diagnosed  by  the  history,  and  by  the  discovery  of  the  hsematozoa  in 
the  blood  (p.  20).  The  difficulty  may  be  to  exclude  alcohol  as  a  cause  for  the  neuritis  in 
a  patient  who  has  also  suffered  from  severe  malaria. 

Infective  endocarditis  is  sometimes  so  chronic  and  insidious  that  it  escapes  detection. 
Points  to  lay  stress  on  are  summarized  on  p.  34. 

It  may  not  be  easy  to  convince  oneself  that  some  other  cause  of  chronic  pycpmia,  whether 
uterine,  pelvic,  pulmonary,  oral,  or  otherwise,  is  the  cause  of  peripheral  neuritis  in  a  given 
case.    The  same  applies  to  syphilis,  especially  if  the  patient  is  also  addicted  to  alcohol. 

Influenza  is  not  to  be  diagnosed  as  the  cause  until  every  other  possible  explanation  has 
been  exhausted  ;  it  is  too  easy  to  attribute  things  to  influenza.  Peripheral  neuritis  from 
typhoid  fever  generally  arises  as  a  direct  sequel  of  a  typical  attack  confirmed  by  Widal's  test, 
so  that  the  diagnosis  is  not  difficult  as  a  rule.  It  has  the  same  type,  sensory  and  motor,  as 
arsenical  neuritis. 

Diphtheria  is  one  of  the  most  important  of  all  the  causes,  ana  it  the  dipntnena  iiself 
has  been  slight,  it  may  have  been  overlooked  entirely,  especially  as  the  neiu"itis  develops 
two  or  three  weeks  or  longer  after  the  sore  throat.  It  is  important,  therefore,  to  lose  no 
time  in  taking  cultivations  from  the  throat  in  all  doubtful  cases  of  peripheral  neiu-itis  ;  it 
may  still  be  possible  to  find  the  causal  organisms  in  swabbings.  The  nature  of  the  case 
may  be  suggested  at  once,  however,  if  there  has  been  a  nasal  alteration  in  the  voice  (p.  589), 
or  if  there  is  an  inability  to  swallow  liquids  owing  to  their  regurgitation  through  the  nose — 
evidence  of  paralysis  of  the  palate  that  is  almost  characteristic  of  diphtheria  ;  the  pupil 
reflexes  are  also  apt  to  be  affected,  and  the  patient  may  be  thought  to  have  an  error  of 
refraction    because    paresis    of    the    ciliary    muscle    renders    accommodation    difficult    or 
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impossible  for  the  time  being.  The  symptoms  may  stop  at  the  palate  and  eye  ;  but  in 
bad  cases — ^perhaps  as  the  result  of  a  toxin  different  from  that  which  directly  affects  the 
palate — paralysis  and  extreme  atrophy  of  the  limbs,  without  much  sensory  disorder,  follow. 
The  vagus  nerves  may  be  involved,  causing  tachycardia,  and  perhaps  death  ;  equally 
serious  may  be  the  involvement  of  the  phrenic  nerves,  with  weakness  or  paralysis  of  the 
diaphragm. 

In  regard  to  the  various  chemical  substances  that  may  produce  peripheral  neuritis, 
inquiries  into  the  patient's  occupation  may  assist  the  diagnosis.  Workers  amongst  india- 
rubber  come  in  contact  with  carbon  bisulphide  fumes,  this  compound  being  used  to  dissolve 
the  rubber.  Saphiha  is  used  extensively  in  some  trades.  The  use  of  a  chemical  may  not 
always  be  obvious  until  careful  inquiries  are  made — for  instance,  one  may  not  at  first  see 
what  a  person  who  prepares  rabbit  skins  for  conversion  into  hats  has  to  do  with  mercury, 
until  it  is  learned  that  mercurials  are  used  to  preserve  the  pelts.  Mercurial  neuritis  is 
characterized  by  a  remarkable  tremor  of  the  hands  and  arms,  in  addition  to  the  muscular 
atrophy  in  the  arms  and  legs  ;  there  are  not  many  sensory  symptoms  as  a  rule.  Lead 
neuritis  is  easily  diagnosed  when  it  causes  the  characteristic  wrist -drop,  though  a  similar 


Fig.  22. — Wrist-drop  after  diphtheria,  similar  to  that  of  plumbism. 

paralysis  of  the  hand  may  be  due  to  other  forms  of  peripheral  neuritis  such  as  diphtheritic 
(Fi^.  22),  or  to   the    result  of  compression   of   the    musculospiral   nerve    by  callus   or 
crutch-head,  or  by  sleeping  with  both  arms  across  the  arms  of  a  chair — '  Saturday  night 
paJsy  * ;  in  plumbic  wrist-drop  all  the  muscles  supplied  by  the  musculospiral  nerve  beyond 
the  triceps  become  paralyzed,  except  the  supinator  longus  and  the  extensor  ossis  metacarpi 
poUieis,  and  there  is  no  sensory  disorder  ;   the  escape  of  the  supinator  longus  distinguishes 
wrist-drop  due  to  plumbism  from  that  due  to  compression  of  the  musculospiral  nerv^e  ;  the 
diagnosis  is  confirmed  by  finding  a  blue  line  upon  the  gums  and  the  other  signs  of  lead 
poisoning  described  on  p.  34.    The  difficulty  arises  in  less  typical  cases  in  which  the  lead 
causes  generalized  peripheral  neuritis  in  both  legs  and  arms,  perhaps  without  any  other 
symptoms,  without  even  a  blue  line  upon  the  gums  if  the  teeth  are  kept  clean.     The  source 
of  the  lead  may  be  very  far  from  obvious — it  may  be  some  obscure  thing,  such  as  a  hair- 
wash,  or  the  result  of  water  contamination  due  to  electrolysis  in  water-pipes,  the  result  of 
leakage  in  an  electric  main.     In  case  of  doubt  it  may  even  be  worth  while  to  analyze  the 
fxces  or  evaporate  down  a  large  bulk  of  urine  and  apply  the  ammonium  sulphide  test  for 
lead  to  the  residue  :    a  drop  or  two  of  the  latter,  allowed  to  fall  into  a  tall  glass  full  of 
ammonium  sulphide,  will  cause  a  white  trail  to  develop  in  the  fluid  as  the  drop  descends. 
Arsenical  neuritis  has  been  mentioned  above  (p.  64) ;   it  may  arise  in  patients  who  are 
D  5 


Digitized  by 


Google 


66  ATROPHY,    MUSCULAR 

taking  arsenic  in  medicinal  doses,  for  instance  for  chorea  or  pernicious  anaemia,  or  the 
poison  may  be  taken  unawares,  as  in  the  Manchester  epidemic,  in  which  fatal  results  folloiwed 
contamination  of  beer  with  arsenic.  It  has  even  been  held  that  alcohol  itself  is  no  cause  of 
peripheral  neuritis,  and  that  those  patients  who  have  developed  it  as  the  result  of  long- 
continued  drinking  to  excess — ^possibly  without  a  single  actual  intoxication  in  the  popular 
sense — owe  the  nerve  trouble  and  generalized  muscular  atrophy,  not  to  the  chemical  siil>- 
stance  C^H^O,  but  to  other  bodies  associated  with  it.  Clinically,  however,  it  is  sufficient 
if  the  diagnosis  of  the  cause  of  peripheral  neuritis  can  be  narrowed  down  to  alcohol  in  some 
form  or  other,  and  for  this  to  be  possible  an  accurate  history  is  essential.  The  greatest 
difficulty  arises  in  the  case  of  secret  drinkers,  especially  women  who  may  appear  to  be  al>ove 
suspicion.  The  neuritis  is  ushered  in  with  pains  and  cramps  in  the  limbs,  followed  by 
wasting  which  may  reach  an  extreme  degree  ;  the  trunk  and  limbs  sometimes  look  like 
those  of  a  person  who  has  been  starved  to  death  ;  if  arsenic  is  suspected,  a  portion  of  Hair 
should  be  sent  for  chemical  analysis  ;  the  hair  of  a  person  taking  arsenic  stores  the  latter 
in  proportions  sufficient  to  allow  of  its  detection. 

It  only  remains  to  add  that  there  will  always  be  some  cases  in  which  the  cause  of  the 
peripheral  neuritis  fails  to  be  found.  Herbert  French. 

ATROPHY,  OPTIC. — (See  Ophthalmoscopic  Appearances,  Notes  on,  p.  41 C.) 

ATROPHY,  TESTICULAR.— When  one  testis  is  smaller  than  the  other,  it  is  first 
necessary  to  determine  which  is  the  abnormal  one  ;  for  when  one  is  slightly  enlarged,  it  nnay 
be  regarded  erroneously  as  normal  and  the  other  as  too  small.  Some  inequality  may  be 
physiological,  as  is  the  case  with  paired  organs  generally.  Physiological  atrophy  of  the 
testes  is  apt  to  occur  in  advanced  life  ;  it  may  begin  as  early  as  fifty,  though  many  old 
men  have  testicles  of  normal  size. 

A  testis  in  an  abnormal  position,  in  the  inguinal  canal  or  elsewhere,  is  subject  not  only 
to  such  causes  of  atrophy  as  may  affect  one  normally  situated,  but  may  also  be  inhibited  in 
growth  from  compression  by  surrounding  parts. 

The  causes  of  atrophy  of  a  normally  situated  testis  may  be  grouped  under  three  main 
headings,  as  follows  : — 

1.  Interference  with  the  Blood  Supply: — 

Compression  of  the  spermatic  cord,  as  by  an 
inguinal  hernia,  a  spermatocele,  or  an  ill- 
fitting  truss. 


Compression  of  the  testicle  by  affections  of 
the  tunica  vaginalis,  such  as  hydrocele  or 
haematocele. 


Venous  stasis,  the  result  of  varicocele. 

As  a  sequel  of  operation  in  the  region  of  tlie 
spermatic  cord,  such  as  those  for  the  cure 
of  varicocele,  spermatocele,  or  hernia. 

Elephantiasis. 


2.  Atrophy,  after  Orchitis  or  Epididymitis,  due  to  such  causes  as — 

Gout 


Gonorrhoea 

Tubercle 

Injury 


Mumps 
.Y-rays 
Typhoid  fever 


Syphilis 
Influenza  (?) 


3.  Neurotrophic  Causes,  especially  after  injury  to  the  brain  or  spine. 

It  has  been  stated  that  the  atrophy  may  result  from  iodide  of  potassium  ;  this  is 
difficult  to  prove,  for  it  seldom  happens  that  this  drug  is  given  unless  there  is  already  some 
other  possible  cause,  particularly  syphilis  or  orchitis. 

,  ^'    In  the  differential  diagnosis  between  the  above  causes  the  history  is  in  most  instances 
very  important. 

The  cause  in  any  of  the  cases  in  Group  1  will  generally  be  obvious.  It  is  only  necessarj- 
to  bear  in  mind  that  an  operation  for  varicocele,  for  instance,  may  have  been  performed 
successfully,  and  the  patient  may  thereafter  contract  an  orchitis  followed  by  testicular 
atrophy  for  which  the  operation  may  be  blamed  unjustly. 

As  regards  Group  2,  it  is  very  doubtful  whether  influenza  ever  really  produced  either 
orchitis  or  testicular  atrophy.  There  may  be  a  definite  history  of  gonorrhoea,  followed  by 
orchitis,  which  preceded  the  atrophy,  and  then  diagnosis  is  easy.  It  is  to  be  remembered, 
however,  that  by  no  means  every  orchitis  is  gonococcal.  If  mumps,  typhoid  fever,  gout, 
and  injury  are  borne  in  mind,  these  causes  of  orchitis  and  testicular  atrophy  will  be 
recognized  more  often  than  they  are.     Mumps  is  particularly  apt  to  be  overlooked  ;  orchitis 
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may  be  the  sole  evidence  of  this  complaint.  If  the  patient  is  seen  when  the  orchitis 
is  active,  bacteriological  examination  of  any  urethral  discharge  is  essential  to  the  dia- 
gnosis, which  depends  on  whether  gonococci  are  detected  or  not.  If  gonorrhoea  can  be 
excluded,  then  the  diagnosis  of  the  nature  of  the  orchitis  is  arrived  at  by  considering 
the  evidence  as  to  gout,  mumps,  and  so  on. 

It  is  sometimes  stated  that  orchitis  may  result  from  strain,  atrophy  resulting  in  due 
course.  There  are  a  few  cases  in  which,  apparently  as  the  result  of  great  bodily  exertion, 
especially  the  lifting  of  heavy  loads,  inflammation  of  the  testicle  follows  ;  but*  it  is  difficult 
to  say  that  in  these  cases  the  strain  alone  produced  the  symptoms  ;  there  is  the  possibility 
that  there  may  have  been  residual  gonorrhoea  in  the  prostate  or  posterior  urethra,  the 
action  of  the  strain  being  merely  to  light  up  the  latent  inflammation.  It  is  possible  that 
sometimes  the  latent  infection  is  not  gonococcal,  but  due  to  other  organisms,  such  as  staphy- 
lococci or  streptococci,  whilst  recent  observers  record  the  bacillus  coli  conmiunis  as  the 
causal  organism  in  some  cases  of  '  spontaneous  '  orchitis. 

There  remain  a  number  of  cases,  however,  in  which  there  is  no  clear  history  of  orchitis, 
the  latter  having  been  relatively  slight.  Testicular  atrophy  will  then  seem  to  have  arisen 
idiopathically,  and  it  is  important  to  remember  how  often  it  is  the  result  of  former  injury, 
such  as  a  kick  at  football,  a  blow  from  a  cricket  ball,  contusion  from  falling  astraddle  on  a 
fence  or  bicycle,  and  so  on.  The  injury  may  date  back  to  boyhood,  many  years  before 
testicular  atrophy  is  noticed,  and  it  will  often  be  difficult  to  prove  that  the  latter  was  really 
due  to  the  former. 

Apart  from  obvious  tuberculous  epididymo-orchitis,  transient  enlargement  of  a  testis 
is  to  be  observed,  if  looked  for,  in  tuberculous  subjects  ;  whether  this  can  be  regarded  as  a 
definite  tuberculous  orchitis  or  not,  it  sometimes  results  in  atrophy. 

The  ar-rays  are  a  ]K>ssible  cause  of  testicular  atrophy,  and  all  users  of  a?-rays  should  be 
careful  to  have  a  suitable  lead  shield.  That  sterility  can  result  from  repeated  applications 
of  these  rays  is  well  known. 

As  regards  Group  8,  the  history  as  a  rule  gives  the  diagnosis.  Remarkable  instances 
have  been  recorded  in  which,  within  a  few  months  of  injury  to  the  brain  or  spinal  cord, 
particularly  after  injury  to  the  lumbar  vertebrae,  or  the  occipital  region  of  the  skull,  the 
glandular  elements  of  the  testicle  have  disappeared.  A  case  of  Kocher's  exemplifies 
this:  A  man,  age  41,  the  father  of  four  children,  fell  on  his  head  from  a  considerable 
hei^t.  At  first  he  did  not  appear  to  be  greatly  damaged,  but  presently  twitchings 
occurred,  and  the  patient  became  unable  to  work.  From  this  time  on  his  sexual  powers 
diminished  greatly,  and  his  beard  and  pubic  hair  fell  out.  Eighteen  months  later  this  hair 
was  gone  completely,  and  about  five  years  after  the  accident  the  left  testicle  was  the  size 
of  a  hazel  nut,  the  right  the  size  of  a  bean.  Herbert  French. 

AURA  is  the  term  applied  to  the  immediate  prelude  of  an  epileptic  seizure.  It  is 
recognized  in  some  form  or  another  in  about  30  or  40  per  cent  of  epfleptics,  and  with  rare 
exceptions  always  takes  the  same  shape  with  every  attack  in  each  individual.  An  aura 
may  be  motor,  sensory,  psychical,  visceral,  or  related  to  some  special  sense.  A  motor  aura 
may  be  represented  by  an  involuntary  movement  of  a  limb  or  a  part  of  a  limb  ;  in  other 
cases  it  takes  the  form  of  a  general  movement  such  as  running.  A  sensory  aura  is  common, 
and  is  described  as  a  pain,  a  numbness,  or  a  tingling  in  some  part  of  the  patient's  body.  A 
psychical  aura  is  often  expressed  as  a  vague  apprehension,  or  an  indescribable  feeling,  or  a 
sense  of  unreality.  A  visceral  aura  is  frequent,  usually  as  an  '  epigastric  sensation '  or 
queer  feeling  starting  in  the  region  of  the  stomach  and  rising  to  the  throat,  or  less  often  as 
a  peremptory  desire  to  go  to  stool.  An  aura  of  special  sense  may  be  olfactory,  visual, 
auditory,  or  gustatory  ;  a  pleasant  or  unpleasant  odour  or  flavour  may  be  perceived  by  the 
patient,  or  some  alteration  in  vision  may  warn  him  of  the  onset  of  a  seizure,  or  he  may 
hear  voices  or  some  particular  kind  of  sound. 

The  aura  of  epilepsy  is,  in  relation  to  diagnosis,  important  from  at  least  two  points 
of  view.  In  the  first  place,  it  often  affords  a  clue  to  the  particular  locality  in  the  brain 
from  which  the  '  fit '  or  *  storm '  originates  and  spreads.  This  may  not  be  of  much 
value  in  the  case  of  idiopathic  epilepsy,  because  there  is  no  method  at  present  known  to 
us  by  which  the  seat  of  the  disease  can  be  treated  successfully.  In  the  case  of  Jacksonian 
epilepsy,  on  the  other  hand,  the  knowledge  of  the  locality  in  which  a  fit  is  generated  some- 
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times,  although  unfortunately  not  often,  allows  of  benefit  being  obtained  from  surgica.1 
assistance.  For  instance,  an  aura  may  be  the  first  s>'mptom  of  the  presence  of  an  intra- 
cranial growth,  A  tumour  of  the  uncinate  region  of  the  temporo-sphenoidal  lobe  may  b^ 
revealed  by  the  presence  of  signs  of  increased  intracranial  pressure  and  the  repeated 
occurrence  of  an  olfactory  aura,  followed  by  a  vague,  dreamy  state  of  consciousness.  A. 
lesion  of  one  occipital  lobe  may  be  suspected  from  the  occurrence  of  epileptiform  fits 
immediately  preceded  by  an  aura  in  which  there  is  loss  of  sight  in  the  opposite  visual  field  . 
An  aura  of  pain  starting  in  the  left  foot,  spreading  up  the  left  side  of  the  body,  and 
terminating  in  a  generalized  convulsion,  suggests  a  lesion  in  the  post-Rolandic  region  of  the 
right  parietal  lobe.  Such  instances  of  the  importance  of  an  aura  as  a  localizing  sign  in 
diagnosis  might  easily  be  multiplied,  but  a  general  knowledge  of  the  functional  anatomy  of 
the  brain  will  sufiice  to  supply  other  examples  of  a  similar  kind  to  the  reader's  mind. 

In  the  second  place,  the  importance  of  recognizing  a  subjective  sensation  as  an  aura, 
and  so  recognizing  the  existence  of  epilepsy  in  its  simplest  and  sometimes  earliest  form, 
can  hardly  be  over-estimated  from  the  point  of  view  of  treatment.  When  a  patient  describes 
himself  as  being  liable  to  subjective  sensations  occurring  at  intervals,  and  for  which  he 
cannot  account,  careful  inquiry  should  be  made  as  to  their  nature.  The  chief  characteristics 
of  an  aura  are :  (1)  Its  spontaneous  development  without  cause,  generally  during  good 
health  ;  (2)  The  suddenness  of  its  onset ;  and  (3)  The  identity  of  each  sensation  with  the 
last.  It  should  be  understood  clearly  that  an  aura  may  occur  alone,  or  may  be  followed 
by  momentary  loss  of  consciousness  (petit  mal),  or  by  loss  of  consciousness  with  convulsions 
(grand  mal).  In  some  cases  an  aura  may  be  repeated  with  frequency  for  many  months 
before  a  typical  epileptic  seizure  supervenes,  and  if  recognized  as  such  during  this  st^^e, 
it  is  reasonable  to  expect  that  treatment  will  have  more  chance  of  success  than  at  a  later 
period,  when  the  '  habit '  of  convulsions  has  been  established  firmly. 

Finally,  it  should  be  emphasized  that  in  cases  of  epilepsy  the  recurrence  of  an  aura, 
even  without  further  manifestations  of  the  disease,  is  evidence  that  the  morbid  tendency  is 
not  controlled  completely,  and  that  discontinuance  of  treatment  will  lead  to  the  reappearance 
of  more  serious  attacks.  e.  Farquhar  Buzzard, 

BABINSKTS  SIGN  consists  in  a  modification  of  the  plantar  reflex.  In  testing  the 
latter  the  patient  should  be  lying  upon  his  back,  with  his  legs  \exy  slightly  flexed  and  each 
foot  everted  so  that  its  outer  border  lies  comfortably  in  contact  with  the  bed  or  couch  ; 
the  sole  should  be  warm  and  dry  ;  the  ankle  should  be  gently  but  firmly  grasped  by  one  of 
the  observer's  hands,  to  prevent  the  undue  dorsiflexion  of  the  whole  foot  which  often  makes 
it  difficult  to  decide  which  way  the  toes  themselves  move,  whilst  the  outer  side  of  the  sole  is 
firmly  and  steadily  stroked  from  the  heel  forwards  with  some  such  instrument  as  the  butt 
end  of  a  pencil.  In  healthy  adults  the  big  toe  and  the  other  toes  will  become  plantar-flexed  ; 
when  the  great  toe  becomes  dorsiflexed  instead,  it  presents  the  extensor  plantar  reflex,  or 
Babinski's  sign.  Whichever  way  the  other  toes  move,  it  is  with  the  direction  of  movement 
of  the  big  toe  alone  that  Babinski's  sign  is  concerned.  It  is  noteworthy  that  if  Babinski's 
sign  is  present,  the  fact  is  usually  ascertained  with  ease  ;  when  there  is  any  doubt  as  to 
which  way  the  great  toe  moves,  the  plantar  reflex  is  seldom  really  extensor. 

The  great  value  of  the  sign  is  in  distinguishing  between  functional  and  organic  affections 
of  the  nervous  system.  If  the  patient  is  a  fully  conscious  adult  with  paresis  of  one 
or  both  legs,  the  existence  of  an  extensor  plantar  reflex  is  proof  that  the  lesion  is  organic. 
The  converse  is  not  true;  for  with  locomotor  ataxy,  and  with  lower  neuron  affections 
such  as  infantile  paralysis,  Tooth's  peroneal  type  of  progressive  muscular  atrophy,  peripheral 
neuritis,  Landry's  acute  ascending  paralysis,  and  primary  muscular  dystrophies,  the  plantar 
reflex  is  flexor  if  it  is  obtainable  at  all. 

Babinski's  sign  is  seen  best  when  there  is  a  lesion  in  the  crossed  pyramidal  tract.  Thus 
it  is  present  in  cases  in  which  tumour,  abscess,  haemorrhage,  thrombosis,  or  embolism  has 
caused  hemiparesis  or  hemiplegia  by  affecting  either  the  pyramidal  cells  themselves  in 
the  motor  cortex  or  the  pyramidal  fibres  in  the  internal  capsule  ;  in  cases  of  cerebellar 
tumour,  owing  to  the  fact  that  this,  by  compressing  the  medulla,  nearly  always  causes 
lateral  sclerosis  of  the  cord  as  well ;  and  in  cases  of  disseminated  sclerosis,  transverse  myelitis, 
either  primary  or  due  to  compression,  ataxic  paraplegia,  Friedreich's  ataxy,  amyotrophic 
lateral  sclerosis,  primary  lateral  sclerosis,  some  cases  of  syringomyelia,  and  in  those  cases 
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of  irregular  sclerosis  of  the  cord  that  may  be  associated  with  severe  oligocythaemias  such  as 
pernicious  ana^^mia.  The  differential  diagnosis  of  these  conditions  will  be  found  under 
HEMIPLEGIA  (p.  302)  and  Paraplegia  (p.  510)  and  elsewhere.  Babinski's  sign  is  not  found 
in  those  eases  of  hysteria  that  sometimes  simulate  one  or  other  of  the  above  conditions  ; 
provided  always  that  the  p>atient  is  a  conscious  adult.  This  proviso  is  important,  because 
the  plantar  reflex  may  be  extensor  without  there  being  any  decided  changes  in  the  cord 
or  brain  in  infants  and  quite  young  children ;  also  in  a  considerable  proportion  of  older 
children  suffering  from  chorea  ;  and  also  sometimes  in  adults  during  deep  sleep,  or  under 
conditions  of  unnatural  unconsciousness  such  as  that  due  to  a  general  anaesthetic,  or  acute 
alcoholic  intoxication,  or  such  affections  as  epilepsy,  uraemia,  concussion,  saturnine  encephalo- 
pathy, and  in  some  other  forms  of  coma.  These  exceptions,  however,  scarcely  detract 
from  the  great  value  the  sign  has  as  a  means  of  distinguishing  between  organic  and  functional 
paralysis  of  the  legs  of  the  upper  neuron  type.  Herbert  French, 

BACILLURIA.— (See  Bacteriuria,  infra,) 

BACTERIURIA  (see  PlaU  XXVI II,  p.  614)  is  a  comprehensive  term  employed  to 

indicate  that  the  urine  when  freshly  voided  contains  micro-organisms.     Bacilluria  is  a  term 

of  similar  import,  but  is  restricted  to  those  cases  in  which  rod-shaped  bacteria  are  present. 

The  vaginal  segment  of  the  female  urethra  and  the  anterior  portion  of  the  male  urethra  are 

nomially  inhabited  by  certain  non-pathogenic  bacteria  (chiefly  cocci,  such  as  Streptococcus 

(www.  Staphylococcus  alhus,  also  varieties  of  Bacillus  xerosis,  etc.),  which  are,  of  course, 

present  in  urine  obtained  under  ordinary  conditions,  and  so  constitute  what  may  be  termed 

physiological  bacteriuria.     Bacteriuria  as  a  pathological  condition  due  to  some  lesion  of 

the  minary  system  posterior  to  the  urethra  can  only  be  recognized  with  certainty  by  the 

examination  in  the  laboratory  of  a  catheter  specimen  of  the  urine  collected  with  the  most 

scrupulous  attention  to  asepsis  ;   for,  on  the  one  hand,  a  perfectly  clear  acid  urine  may  be 

heavily  loaded  with  bacteria,  and,  on  the  other,  a  urine  may  owe  its  turbidity  either  to 

purely  physico-chemical  causes,  or  to  the  growth  in  it  of  bacteria  which  have  gained  access 

after  its  exit  from  the  urethra.    Moreover,  although  the  identity  of  the  infecting  organism 

may  be  suspected  from  general  clinical  considerations,  cultivation  experiments  are  essential 

in  order  to  settle  the  matter  beyond  doubt. 

Bacteriuria  may  be  persistent  and  may  indicate  either  general  or  local  infection.  It  is 
a  rare  symptom  of  general  infection,  save  one  of  such  intensity  that  an  acute  nephritis, 
associated  with  a  definite  haematuria,  has  supervened.  Usually  its  appearance  indicates 
a  local  infection  of  the  urinary  tract ;  it  then  occurs  with  greatest  frequency  in  young 
children  and  pregnant  women,  when  the  micro-organism  concerned  is  usually  B,  coli,  and 
the  site  of  the  infection  the  pelvis  of  the  right  kidney.  It  is,  however,  met  with  at  all  ages 
and  in  both  sexes,  and  many  different  bacteria  have  been  recorded  as  the  causative  factors, 
and  whilst  the  infection  is  commonly  due  to  some  particular  micro-organism,  the  possibility 
of  multiple  infection  must  not  be  forgotten — the  most  usual  being  a  double  infection  due 
to  B.  colt  communis  and  Streptococcus  pyogenes  longus. 

When  intermittent,  bacteriuria  may  indicate  a  general  infection,  or  a  local  infection 
of  some  area  distant  from  the  urinary  tract,  as,  for  example,  a  tonsillitis  or  a  dental  abscess, 
and  often  in  an  obscure  case  of  pyrexia  a  bacteriological  examination  of  the  urine  will  well 
repay  the  trouble  involved.  Intermittent  bacteriuria,  particularly  of  the  staphylococcic 
type,  is  often  associated  with  kidney  calculus,  and  it  is  also  not  uncommon  in  cases  of 
rheumatoid  arthritis. 

Bacteriuria  may  be  a  symptom  in  : — 

A.  General  Infections,  with  or  without  associated  nephritis,  due  to : — 


Streptococcus  pyogenes  longus   '    Staphylococcus    pyogenes   au- 
Pneumococcus  *  I        reus 

Gonococcus  I    B.  typhosus 

B  Local  Infections: — 

Nephritis,  pyelonephritis,  or  ureteritis  due  to  : — 


B.  coli  communis 
B.  paratypliosus 
Micrococcus  melitensis 


B.coli 

B.  tuberculosis 

B.  pyoeyaneus 


B.   pneiimoniiB    (Friedliinder's   |   Staphylococcus    pyogenes 

bacillus)  I       aureus 

Streptococcus  pyogenes  longus   i   Pncumococcus 
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Cystitis  due  to  : — 
B.  coli  I    B.  typhosus  '   Staphylococcus   pyogenes    au- 

B.  tuberculosis  '    Streptococcus  pyogenes  longus   '       reus 

Prostatitis  due  to  : — 
B.  coli  I    Staphylococcus   pyogenes   au-   i  Streptococcus  pyogenes  longus 

Gonococcus  I        reus  I 

Urethritis  due  to  : — 
Gonococcus  i    Pneumococcus  i   Micrococcus  catarrhal  is 

Staphylococcus  aureus  or  albus   |    Streptococcus  pyogenes  longus   ; 

In  the  above  table  the  various  micro-organisms  are,  speaking  generally,  arranged  in 
the  order  of  their  frequency. 

Finally,  a  slight  and  transitory  bacteriuria  due  to  B.  coli  communis,  and  one  usually 
passing  off  without  any  treatment,  can  frequently  be  observed  following  operative  measures 
upon  the  rectum  or  anus,  or  the  organs  of  generation. 

In  general  infections  the  urine  is  either  normal  in  appearance,  or  by  reason  of  its  admix- 
ture with  blood  may  present  any  tint  from  *  smoky  '  to  bright  red.  The  reaction  is  usually 
acid ;  often  a  degree  of  acidity  is  recorded  which  if  present  in  an  artificial  culture  medium 
would  inhibit  the  growth  of  the  infecting  micro-organism.  Albumin  is  present,  varying  in 
amount  from  a  trace  to  7,  8,  or  more  parts  per  thousand,  and  microscopical  examination 
of  the  eentrifugalized  deposit  shows  blood-cells,  renal  tube-casts,  and  renal  epithelium,  ui 
addition  to  the  infecting  bacterium.  The  clinical  symptoms  presented  by  the  patient  are 
those  of  the  general  systemic  infection. 

In  local  infections  of  the  genito-urinary  tract  where  infection  is  due  to  one  species  of 
micro-organism  only,  the  urine  presents  a  somewhat  similar  appearance  ;  blood,  however, 
may  be  entirely  absent,  while  pus  when  measured  by  the  centrifuge  may  vary  in  volume 
from  a  trace  to  10  or  20  per  cent  of  the  total  bulk  of  urine.  In  the  early  stages  of  a  local 
infection,  however,  microscopical  examination  of  the  deposit  may  merely  show  the  presence 
of  leucocytes  slightly  in  excess  of  normal,  so  that  without  the  use  of  the  microscope  the  fact 
of  pyuria  may  easOy  be  missed  altogether. 

Occasionally,  and  particularly  in  adult  cases,  it  may  be  noted  that  the  urine  passed 
during  the  day  is  neutral  or  faintly  alkaline — the  change  in  reaction  then  being  due  to 
physiological  causes.  In  those  eases  where  the  urine  is  strongly  alkaline  the  alkalinity  is 
due  to  ammonia  resulting  from  the  decomposition  of  urea,  not  by  the  pathogenic  infecting 
organism  but  by  non-pathogenic  saprophytes  which  have  gained  access  to  the  urine,  either 
after  it  has  been  voided  or  whilst  still  intra  Desicam.  In  the  latter  instance  the  contamina- 
tion may  have  taken  place  as  a  result  of  careless  instrumentation,'  or  (as  in  the  female)  by 
continuity  of  surface,  but  it  also  frequently  occurs  owing  to  the  passage  of  micro-organisms 
through  the  inflamed  bladder  wall  from  the  lumen  of  the  adjacent  large  intestine. 

The  clinical  symptoms  associated  with  bacteriuria  due  to  local  infection  vary  enor- 
mously with  different  patients.  Frequency  of  micturition,  scalding,  dull  aching  pains  in 
one  or  both  loins,  with  tenderness  on  deep  pressure  over  the  kidney  or  ureters,  pains  in  the 
perineum  and  hypogastrium  (according  to  the  situation  of  the  primary  infection),  severe 
rigors,  pyrexia  {Fig,  193,  p.  456),  anorexia,  nausea,  and  vomiting  are  amongst  those 
commonly  observed.  It  is  important  to  remember  its  relatively  common  occurrence  in 
children,  in  whom  there  may  be  hardly  any  symptoms  at  all,  or  perhaps  general  delicacy 
or  ill-health,  or  gastro- intestinal  disturbance,  without  any  special  urinary  symptoms 
attracting  notice.  The  urine  generally  contains  only  a  trace  of  albumin,  and  no  obvious 
pus  ;  the  diagnosis  then  depends  upon  bacteriological  investigation  of  a  catheter  specimen, 
the  need  for  which  will  be  suggested  by  the  discovery  of  a  decided  excess  of  leucocytes  in 
the  eentrifugalized  deposit  from  the  specimen  first  collected  during  the  routine  examination 
of  the  patient.  Jno.  Eyre. 

BALDNESS. — Alopecia,  or  baldness,  may  vary  in  degree  from  slight  thinning  to 
complete  loss  of  the  hair.  There  are  three  main  varieties  of  simple  baldness  or  alopecia, 
namely:  (1)  Congenital,  (2)  Senile,  and  (3)  Premature. 

Congenital  Alopecia  is  seldom  complete,  and  the  hair  may  be  lanugo-like.  In  the 
latter  case  the  diagnosis  is  certain,  as  it  also  is  when  the  baldness  is  accompanied  by 
developmental  defects  in  the  skin  or  its  appendages.     When  there  is  complete  absence  of 
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the  hair,  not  only  of  the  head  but  also  of  the  eyelids,  face,  trunk,  armpits,  and  pubic  regions, 
the  diagnosis  is  obvious. 

Senile  Alopecia  needs  no  description. 

Premature  Alopecia  may  be  (a)  idiopathic  or  (b)  symptomatic.  The  former,  much  less 
frequent  than  the  latter,  and  due  to  no  recognizable  cause  except  heredity,  usually  begins 
between  the  ages  of  twenty  and  thirty-five  ;  in  many  cases  at  the  vertex,  like  senile  baldness, 
but  often  at  the  temple,  when  it  extends  backwards  elliptically.  Symptomatic  premature 
baldness  may  be  either  temporary  or  permanent,  gradual  or  rapid,  and  is  dependent  upon  a 
preat  variety  of  local  or  constitutional  causes,  including  seborrhcea  of  the  scalp,  psoriasis, 
chronic  eczema,  erysipelas,  ringworm,  foams,  lupus,  erythemcUosus,  syphilis ;  it  is  also  a  sequela 
of  fevers  or  other  acute  systemic  diseases,  and  sometimes  of  a  severe  shock  to  the  nervous 
system  such  as  may  result  from  a  sudden  and  unexpected  bereavement  or  the  like.  When 
it  occurs  as  a  sequel  to  fevers,  in  syphilis,  ringworm  (except  after  severe  kerion),  erysipelas, 
and  eczema,  the  loss  of  hair  is  usually  but  temporary  ;  in  seborrhoea,  favus,  lupus  erythema- 
tosus, morphcea,  and  folliculitis  deccdvans,  it  is  generally  permanent ;  it  is  always  so  when 
the  hair-follicles  have  been  destroyed. 

The  most  important  form  of  symptomatic  baldness  is  that  which  is  associated  with 
seborrhea,  whether  of  the  oily  or  of  the  dry  kind.  Seborrhoeic  alopecia  has  the  same 
distribution  as  idiopathic  baldness.  Another  form  of  symptomatic  baldness  is  the  condition 
known  as  alopecia  areata,  in  which  the  hair  falls  out  in  more  or  less  circular  smooth  white 
patches,  generally  of  irregular  distribution.  Usually  the  patches  continue  to  spread  for  a 
time,  and  may  run  into  others,  denuded  areas  of  irregular  outline  thus  being  formed,  with 
a  surface  white  and  smooth  as  a  billiard  ball.  The  hairs  at  the  edges  of  the  patches  are 
looser  than  the  others,  and  among  them  may  be  seen  short  stumps  that  have  atrophied 
close  to  the  root,  so  that  they  resemble  a  note  of  exclamation  (!).  In  rare  cases  the  hair 
falls  out  not  in  patches  but  more  generally  and  very  rapidly  ;  and  soon  the  whole  scalp 
may  be  bared,  and  even  the  hair  of  the  whole  body  may  be  lost,  and  with  it  the  nails  of 
the  fingers  and  toes.  The  affection  with  which  alopecia  areata  is  most  easily  confounded 
is  ringscorm  of  the  trichophytic  variety  :  the  differential  diagnosis  between  the  two  affections 
will  be  found  under  Fungous  Affections  of  the  Skin  (p.  246).  Alopecia  areata  may 
also  be  confused  with  another  form  of  symptomatic  baldness,  namely,  alopecia  cicairisata, 
the  pseudo-pelnde  of  Brocq,  in  which  depressed  islands  of  baldness,  round  or  of  irregular 
^pe,  occur  on  the  scalp,  the  patches  usually  spreading  and  coalescing  into  large,  smooth, 
shiny  areas ;  these  are  cicatricial ;  there  is  destruction  of  the  follicles  so  that  the  hair  is 
never  restored  ;  there  are  normal-looking  hairs  on  the  bald  areas,  and  the  no te-of -exclama- 
tion stumps  of  alopecia  areata  are  absent.  The  bald  patches  sometimes  met  with  in 
secondary  syphilis  may  be  distinguished  from  those  of  alopecia  areata  by  the  co-existence 
of  other  syphilitic  symptoms,  by  the  positive  Wassermann's  serum  reaction,  and  by  the 
effects  of  specific  treatment.  The  bald  areas  of  lupus  erythematosus  are  in  greater  or  less 
degree  cicatricial,  there  is  destruction  of  the  follicles,  and  a  border  which  is  slightly  or 
distinctly  inflamed.  Folliculitis  decalvans  is  cicatricial  also,  and  at  the  edge  of  the  bare 
patches  a  small  red  papule  or  patch  of  erythema  can  be  seen  surrounding  each  follicle. 

Malcolm  Morris. 

BEARING-DOWN  PAIN.— {See  Pain,  Bearing-down,  p.  426.) 

BLACK  SPECKS  BEFORE  THE  EYES  are  of  two  types  :  (1)  Moving,  (2)  Fixed, 

Hoviiig  Black  Specks  are  practically  always  due  to  muscce  volitantes.  The  aqueous 
and  \itreous  humours  are  not  absolutely  homogeneous  ;  in  both  there  are  minute  particles 
in  most  persons,  and  these  throw  shadows  upon  the  retina  which  are  referred  by  the  patient 
to  points  in  the  visual  field  outside  him.  They  seem  to  be  in  front  of  his  eyes,  interfering 
with  what  he  wishes  to  look  at ;  yet  when  he  tries  to  locate  them  definitely  by  looking 
directly  at  them,  they  immediately  float  away,  as  it  were,  from  his  direct  field  of  vision 
to  a  peripheral  part.  He  can  never  focus  them,  and  yet  he  may  be  conscious  of  seeing  them 
all  the  time.  Only  few  persons  in  perfect  health  are  troubled  in  this  way,  for  although 
the  musoe  volitantes  may  be  present  all  the  time,  the  mind  neglects  them  and  fails  to 
notice  them.  When  the  eye  is  tired  by  close  work,  however,  or  the  patient  is  suffering 
from  brain-fag,  worry,  insomnia,  biliousness  or  other  similar  condition,  they  may  attract 
his  notice  very  much  and  make  him  fear  that  he  is  developing  some  serious  lesion  such 
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as  a  cataract.  Microscopists  often  find  them  a  great  nuisance.  After  a  rest  or  a  holiday 
they  will  cease  to  obtrude  themselves  upon  the  patient's  notice,  but  he  will  notice  them 
again  when  he  gets  overworked  or  run  down.  In  a  similar  way  muscfc  volitantes  may  be 
troublesome  in  those  who  are  suffering  ill  health  due  to  almost  any  organic  cause,  especially 
if  it  is  associated  with  Anaemia  (p.  20).  The  way  in  which  the  specks  float  away  when  an 
attempt  is  made  to  focus  them  is  characteristic. 

Fixed  Black  Spedis. — ^When,  on  the  other  hand,  the  patient  notices  a  black  spot  or 
spots  in  his  field  of  vision,  always  present  and  always  in  exactly  the  same  relationship 
to  the  point  upon  which  he  is  focussing  his  eye — not  floating  away  into  different  parts  of 
the  field  of  vision  like  muscse  volitantes — a  careful  examination  of  the  eye  with  the  ophthal- 
moscope, assisted  perhaps  by  the  perimeter  to  map  out  the  abnormal  blind  spot  "with 
accuracy,  will  generally  reveal  some  organic  lesion  in  the  eye  to  account  for  them.      An 
opacity  in  the  cornea  from  old  keratitis,  or  synechise  from  adhesions  due  to  old  iritis^  or 
a  cataract,  may  be  seen,  or  tiny  white  patches  at  the  macula  indicative  of  incipient  albumin- 
uric retinitis  of  grave  omen  ;    or  a  small  detachment  of  the  retina  ;   or  a  melanotic  sarcannj 
of  the  eyeball ;  or  early  optic  neuritis ;  or  a  thrombosed  retinal  vein ;  or  an  embolized  branch 
of  a  retinal  artery  ;  or  a  hcemorrhage  into  the  vitreous  ;  or  a  scotoma  from  localized  optic 
atrophy,  such  as  is  met  with  sometimes  in  cases  of  disseminated  sclerosis.     Special  ophthal- 
mic exp>erience  will  be  needed  to  diagnose  between  these  different  conditions,  although 
the  ophthalmoscopic  appearances  (p.  415)  of  some  of  them  are  pathognomonic. 

Herbert  French. 

BLEEDING  GUMS. — ^A  spongy,  bleeding  condition  of  the  gums,  attaining  such  a 
degree  that  the  teeth  become  covered  by  the  exuberant  blood-oozing  tissues,  was  a 
prominent  feature  of  scurvy,  a  serious  and  often  fatal  disease  which  used  to  be  common 
on.  sailing  ships  when  fresh  food  was  necessarily  absent  from  the  diet  for  weeks  or  even 
months  at  a  time.  It  is  now  rare  in  its  full  development,  but  is  still  found  in  a  mild  form 
amongst  children — infantile  scurvy,  or  Barlow's  disease — ^as  the  result  of  long-continued 
feeding  with  tinned  milk  without  fresh  food.  Its  chief  features  are  ansemia  and  tenderness 
of  the  long  bones  due  to  haemorrhages  under  the  periosteum  ;  in  severer  cases,  besides 
sponginess  and  bleeding  of  the  gum  with  more  or  less  general  stomatitis,  there  may  be 
purpura  and  other  haemorrhages.  The  diagnosis  is  suggested  by  the  diet  history,  and 
confirmed  by  the  benefit  that  follows  the  addition  of  fresh  milk  and,  in  older  children, 
fresh  vegetables.  A  similar  condition  may  arise  in  adults  whose  circumstances  compel  them 
to  live  on  tinned  foods.  There  are,  however,  many  other  causes  of  bleeding  of  the  gums 
besides  scurvy.  The  differential  diagnosis  is  generally  easy,  but  sometimes  very  difficult. 
The  first  point  to  determine  is  whether  the  gum  condition  is  due  to  local  changes  only,  or 
whether  it  is  part  of  a  more  general  condition. 

(A).  Bleeding  Gums  due  to  General  Conditions  or  preceded  by  Lesions  else- 
where than  in  the  Mouth: — 


Scurvy  | 

Splenomedullary  leuksemia         i 
Lymphatic  leuksemia  I 

Hodgkin^s  disease  | 

Pernicious  anaemia  ' 

Aplastic  anaemia  | 

Splenic  anaemia  | 

Haemophilia  I 

(B),  Bleeding  Gums  due 

Injury,  e.g.,  by  tooth  brush 

Dental  caries 

Tartar 

PyorrJicea  alveolaris 

Alveolar  abscess 

Papilloma 

Epulis 

Mveloid  sarcoma 


Purpura  (see  Purpura,  p.  .552) 

Syphilis 

Mereurialism 

Iodide  poisoning 

Phosphorus  poisoning 

Arsenic  poisoning 

Lead  poisoning 

to  purely  Local  Conditions  :- 

Epithelioma 

Actinomycosis  , 

Acute  or  chronic  stomatitis 
not  obviously  due  to  any  of 
the  causes  already  men- 
tioned, e.g.  : 

Aphthous  stomatitis 
Ulcerative  stomatitis 


Febrile  or  asthenic  states 
accompanied  by  sordes,  e.g., 
pneumonia,  typhoid  fever, 
the  later  stages  of  malignant 
cachexia,  general  paralysis, 
acute  yellow  atrophy  of  the 
liver,  and  so  forth 

Dyspepsia 


Ganirrcnous         stomatitis 
(cancrum    oris,     phage- 
daina  oris,   noma  oris) 
Tuberculous   gingivitis 
Erythema  bullosum,  dermatitis 
herpetiformis,      pemphigus, 
alTecting  the  mouth  as  well 
as  the  epidermis 


A,  Bleeding  Gums  due  to  General  Conditions. — Many  of  the  above  conditions  are 
discussed  under  other  and  more  prominent  symptoms,  so  that  here  we  need  refer  to  them 
but  briefly  (see  Spi^en,  Enlargement  of,  p.  628 ;  Anemia,  p.  20  ;  Purpura,  p.  552 ;  etc.). 
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A  blood-count  is  required  to  diagnose  or  exclude  leukcemia  or  pernicious  ancBmia.  The 
family  histor\^  may  suggest  hcemophilin.  Splenic  ancemia,  Hodgkin's  disease,  and  aplastic 
awrmia  attract  attention  more  on  account  of  the  enlargement  of  the  spleen  (p.  628), 
or  of  the  lymphatic  glands  (p.  376),  or  of  the  anaemia  (p.  20),  than  because  of  spongy 
gums.     Purpura  (p.  552)  is  itself  a  symptom  and  not  a  disease. 

Syphilis,    particularly  in  its  secondary  stage,    may  produce  stomatitis,   pharyngitis, 
laryngitis,   and   gingivitis,  with  bleeding,   even  when   no   mercurial  treatment  has  been 
adopted  ;    the   secondary  roseola  may  still  be  present,   or  the  history  may  be  obvious. 
Diflieidty  arises  mainly  in  women  and  children,  and  when  the  chancre  has  been  extragenital 
[Fig,  .23).     Wassermann's    serum 
test  may  be  tried,  or  the  Spiro- 
chata     pallida     {Plate    XX  VII  I, 
Fi^,  J,  p.  614)  looked  for  in  scrap- 
ings from  the  mucous  lesions. 

Mercury  is  very  liable  to 
cause  profuse  salivation  and  acute 
stomatitis,  with  distressing  and 
painful  swelling  of  lips,  gums, 
tongue,   and   cheeks ;    swallowing 

may  become  impossible,  the  glairy  Z'^.  23.-i>rimar>-  HvphUitic  sore  on  the  lower  Up. 

saliva  hangs  in  strings  from  the 

protruding  tongue  and  bulging  lips,  the  mucosa  bleeds  on  the  slightest  touch,  and  the 
patient  is  the  picture  of  abject  misery.  Some  persons  are  far  more  intolerant  of  mercury 
than  others,  but  its  worst  effects  have  occurred  when  the  remedy  has  been  employed  when 
the  teeth  are  carious,  or  the  mouth  unclean,  and  when  there  is  albuminuria  (syphilitic 
nephritis).  The  diagnosis  depends  upon  a  knowledge  of  the  drugs  that  are  being  given 
or,  in  occupation  cases,  of  the  chemicals  that  the  patient  has  been  working  with. 

Iodides  may  cause  profuse  coryza,  due  to  conjunctival,  nasal,  and  oral  catarrh,  but 
the  amount  of  bleeding  that  accompanies  it  is  slight.  The  nature  of  the  drugs  being  taken 
will  suggest  the  diagnosis,  or  if  there  is  doubt  as  to  the  drugs,  the  urine  may  be  tested  for 
iodides. 

Phosphorus  used  to  produce  very  severe  stomatitis,  going  on  to  necrosis  of  the  jaw — 
'  phossy  jaw ' — not  infrequently  ending  in  death  as  the  result  of  fatty  degeneration  of 
the  liver  and  heart ;  this  is  uncommon  since  restrictions  have  been  laid  upon  the  use  of 
cnide  yellow  phosphorus  in  the  manufacture  of  matches.  The  occupation  generally  serves 
to  suggest  the  diagnosis. 

Arsenic  and  lead  are  both  rare  causes  of  bleeding  gums  ;  occupation,  or  medical 
prescription,  or  habits  as  regards  drinking,  may  suggest  the  diagnosis,  and  there  may  be 
other  signs  of  the  poisoning,  particularly  pigmentation  of  the  skin,  vomiting,  diarrhoea, 
hyperkeratosis  of  the  soles  and  palms,  and  generalized  peripheral  neuritis  in  the  case  of 
arsenic ;  and  the  symptoms  given  elsewhere  (p.  34)  in  the  case  of  lead.  Arsenic  may  be 
found  in  excess  in  the  hair,  or  lead  may  be  detected  in  the  faeces  or  in  the  residue  from  a 
bulk  of  urine. 

Febrile  and  asthenic  states  only  cause  sordes  and  bleeding  gums  when  the  patient  has 
already  been  ill  some  while,  or  when  the  nursing  has  been  remiss  ;  the  diagnosis  will  depend 
on  s\'mptoms  other  than  those  connected  with  the  gums. 

B.  Bleeding  Gums  due  to  Local  Conditions. — When  care  has  been  taken  to  exclude 
general  causes  of  bleeding  of  the  gums,  differentiation  between  the  various  local  causes  is 
not  difficult.  Some  patients  are  alarmed  by  the  symptom,  when  its  cause  is  nothing  more 
than  the  use  of  a  new  tooth-brush  whose  bristles  have  slightly  lacerated  gums  that  are 
accustomed  to  an  older  and  softer  brush.  The  history  will  indicate  other  forms  of  local 
injur}'— an  ill-fitting  tooth-plate,  perhaps.     Haemoptysis  may  be  simulated. 

Dental  caries  may  be  obvious,  or  it  may  be  hidden  away  between  adjacent  teeth  and 
yet  be  irritating  the  gum  enough  to  cause  it  to  bleed  with  undue  readiness  when  the  teeth 
are  brushed.  Tartar  is  obvious  on  inspection.  Pyorrhoea  alveolaris,  also  known  as 
fuppuTotiDe  gingivitis  or  Rigg^s  disease,  is  the  result  of  septic  infection  extending  down  into 
the  sockets,  loosening  the  teeth,  causing  the  gum  margins  to  recede  by  erosion,  and  leading 
to  a  purulent  discharge  from  between  the  gums  and  the  teeth.     This  condition  may  be 
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present  even  when  the  external  aspect  of  the  teeth  seems  perfect ;  a  very  fine  probe  may 
sometimes  be  passed  painlessly  down  into  the  tooth-socket  between  adjacent  teeth  where 
the  suppurative  process  has  been  progressing  unsuspected,  and  out  of  the  reach  of  the 
tooth-brush.  The  gums  bleed  on  the  slightest  touch  in  severe  cases,  the  breath  is  foul,  a.nd 
the  constant  swallowing  of  pyogenic  organisms  and  their  products  leads  to  dyspepsia, 
anaemia,  chronic  ill  health,  listlessness,  functional  nerve  disorders,  and  sometimes  more 
acute  symptoms  of  general  pyaemia,  especially  multiple  infective  synovitis  and  arthritis. 
Neurasthenia  and  depression  ultimately  ensue  in  many  cases,  and  sometimes  very  sev^ere 
and  even  fatal  anaemia  or  purpura. 

The  diagnosis  of  alveolar  abscess  is  generally  obvious,  though  infection  of  a  benign  or 
malignant  new  growth  may  simulate  it  for  a  time.  Microscope  examination  of  the  excised 
tumour  is  the  only  certain  way  of  diagnosing  the  nature  of  an  odontoma,  papilloma,  simple 
epulis,  myeloid  sarcomatous  epulis,  or  epithelioma  of  the  gum. 

Actinomycosis  is  rare  in  man  ;  but  the  jaw,  gum,  or  cheek  are  parts  least  uncommonly 
affected.  The  chronic  nature  of  that  which  partakes  of  the  characters  partly  of  a  neoplasm 
and  partly  of  an  abscess,  in  a  person  who  has  had  occasion  to  put  straws,  cotton,  or  other 
vegetable  products  into  his  mouth,  may  suggest  the  diagnosis,  which  will  be  confirmed  by 
the  finding  of  the  ray  fungi  in  the  purulent  discharge,  or  in  sections  from  parts  excised. 

Minute  grey  or  yellowish  specks  in  the  pus  are 
said  to  be  characteristic,  but  they  are  not  always 
seen,  and  it  is  by  microscopical  examination  that 
the  diagnosis  is  made  with  certain tv  (see  Plate 
XXV III,  Fig.  S,  p.  014). 

Stomatitis  in  its  various  degrees  may  have  a 
general  cause,  such  as  mercurialism  (see  above)  ; 
or  it  may  be  due  to  purely  local  infection  with 
micro-organisms.  It  might  perhaps  be  classified 
bacteriologically — the  variety  spoken  of  as  thrush 
being  due  to  the  oidium  albicans,  for  instance. 
Clinically,  however,  it  is  more  often  classified  by 
its  degree — into  acute  catarrhal,  ulcerativ^e,  and 
gangrenous.  All  these  affect  the  mucosa  of 
cheeks,  lips,  tongue,  and  palate,  in  addition  to 
the  gums,  and  any  of  the  inflamed  parts  bleed 
readily.  The  first  degree  is  characterized  by  red- 
ness, swelling,  tenderness,  and  pain,  with  inability 
to  move  the  tongue  about  in  order  to  eat  and 
swallow,  swelling  and  protrusion  of  the  lips,  foul- 
ness of  the  breath,  and  very  often  salivation. 
There  may  or  may  not  be  localized  greyish  or 
Fig.  21.— cancrum  oris.  white  aphthous  patches  ;   these  are  commoner  in 

children.  When  ulcers  occur,  these  are  generally 
multiple  and  shallow,  very  painful,  with  more  or  less  glazing  of  the  ulcerated  surface, 
and  acute  hyperacmia  of  the  margins.  The  gangrenous  form  is  better  known  as  cancrum 
oris  (Fig.  24),  fortunately  rare,  though  sometimes  seen  in  ill-cared-for  children  who  have 
contracted  measles  or  some  other  acute  debilitating  fever.  The  cheek  is  affected  first,  a 
dusky-red  or  black  spot  appearing  within  and  without,  spreading  rapidly  and  leading  to 
sloughing  and  perforation  of  the  cheek,  gangrene  of  the  gums  and  jaw,  falling  out  of  the 
teeth,  a  very  foul  nauseating  odour  of  the  breath,  and  death  from  utter  exhaustion.  The 
diagnosis  is  generally  obvious. 

Tuberculous  gingivitis  is  rare,  but  when  it  does  occur  it  is  very  severe.  The  nature 
of  the  bleeding  gums  will  be  suggested  by  the  co-existence  of  phthisis,  and  tubercle  bacilli 
may  abound  in  smears  from  the  gum. 

Erythema  bullosum,  dermatitis  herpetiformis,  and  pemphigus — particularly  the  first — may 
affect  mucous  membranes  as  well  as  the  skin,  especially  the  mouth,  colon,  and  vagina. 
The  result  as  regards  the  mouth  is  very  distressing  ;  the  crusts  and  resultant  inflammation 
of  lips,  gums,  tongue,  cheeks,  palate,  fauces,  and  pharynx,  may  make  it  impossible  for  food 
to  be  taken  orally,  and  the  patient  loses  weight  rapidly  and  becomes  very  ill.     The  mucous 
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membrane  everjn«rhere  bleeds  on  the  slightest  touch,  and  the  condition  is  pitiable.  There 
is  generally  pyrexia.  The  diagnosis  is,  as  a  rule,  easy,  for  the  mucous  membranes  are 
seldom  attacked  unless  the  skin  is  affected  also  (see  Buli^s,  p.  86,  and  EosiNOPniLiA, 
p.  218).  Herbert  French, 

BLEEDING  NOSE.— (See  Epistaxis,  p.  220.) 

BLEEDING,  UTERINE.— (See  Menorrhagia,  p.  385  ;  Metrorrhagia,  p.  390  ;  and 
Metrostaxis,  p.  332.) 

BLINDNESS.— (See  Vision,  Defects  of,  p.  757.) 

BUSTERS.— (See  Bullae,  p.  90.) 

BLOOD,  COUGHING  UP  OF.— (See  H.emoptysis,  p.  285.) 

BLOOD  IN  THE  URINE.— (Sec  Hematuria,  p.  275.) 

BLOOD  PER  ANUM. — Blood  may  be  passed  per  anum  whenever  bleeding  takes 
place  from  any  part  of  the  alimentar>'^  canal.  If  it  comes  from  a  point  high  up,  as  from 
the  stomach  or  duodenum,  it  is  usually  altered  in  appearance,  so  that  black,  tarry  stools 
are  passed  (melaena) ;  if  it  comes  from  the  colon  or  from  the  lower  end  of  the  ileum,  it  is 
passed  as  red  blood,  easily  recognizable  as  such.  If  the  quantity  is  very  large  it  may  be 
bright  red  even  in  the  case  of  lesions  high  up  ;  the  colour  depends  on  the  rapidity  of  passage 
through  the  bowel  and  the  consequent  extent  to  which  the  digestive  juices  have  acted 
upon  it. 

Recognition  of  the  actual  presence  of  blood,  pure  or  mixed  with  the  motions,  is  not 
often  difficult,  except  when  the  quantity  is  small.  The  typical  tarry  stools  of  haemorrhage 
high  up  in  the  alimentary  tract  are  unlike  anything  else.  The  black  colour  is  much  more 
pronounced  than  the  pigmentation  of  the  stools  caused  by  iron  or  bismuth  sulphide,  which 
produce  rather  a  slaty  or  dirty  greyish-black  tint ;  while  the  viscid  consistency  of  the 
hemorrhagic  stool  is  also  characteristic.  Administration  of  charcoal  by  the  mouth  may 
produce  deep  black  stools,  and  eating  bilberries  is  also  said  to  do  so.  In  case  of  doubt, 
the  chemical  and  spectroscopical  tests  for  blood  may  be  applied  ;  for  which  purpose  it  is 
best  to  acidulate  the  faeces  strongly  with  acetic  acid  and  to  extract  the  acid  mixture  with 
ether;  a  clear  solution  of  blood-pigment  is  thus  obtained,  suitable  for  the  spectroscope 
or  for  the  guaiacum  test.  In  some  cases  blood  corpuscles  may  be  recognizable  under  the 
microscope  if  a  portion  of  the  faeces  is  rubbed  up  with  physiological  saline  solution.  Grains 
of  charcoal  will  be  distinguishable  under  the  microscope  if  this  substance  has  been  taken. 

The  conditions  associated  with  the  passage  of  blood  per  anum  may  be  divided  con- 
veniently for  diagnostic  purpose  into  :  (1)  Those  in  which  large  quantities  of  altered  blood 
are  passed  (true  melaena) ;  (2)  Those  in  which  large  quantities  of  red  or  unaltered  blood  are 
voided ;  (3)  Those  in  which  small  amounts  of  such  blood  are  seen  ;  and  (4)  Cases  of  so-called 
occult  luemorrhage,  only  recognizable  by  chemical  or  other  special  tests.  The  conditions 
classed  under  headings  (2)  and  (8)  necessarily  overlap,  inasmuch  as  the  exact  quantity  of 
blood  discharged  is  very  variable  ;  the  former  comprise,  roughly  speaking,  affections  of 
the  bowel ;   the  latter,  lesions  about  the  rectum  and  anus. 

Large  quantities  of  altered  blood  may  escape  in  cases  of  ulceration  of  the  stomach 
or  duodenum.  It  is  usually  mixed  with  acid  gastric  juice,  and  thus  blackened.  Such  cases 
are  generally  associated  with  pain  after  meals,  vomiting,  hacmatemesis,  and  increased  acidity 
of  the  gastric  juice.  Tenderness  will  be  elicited  on  pressure  over  the  epigastrium,  most 
often  at  a  point  rather  to  the  right  of  the  middle  line  and  about  four  inches  below  the 
xiphisternal  junction  in  the  pyloric  region.  Distinction  between  lesions  of  the  stomach 
and  of  the  duodenum  is  difficult ;  but  in  gastric  ulceration  the  pain  usually  arises  within 
an  hour  after  meals,  and  is  relieved  by  vomiting  ;  in  duodenal  ulcer,  it  often  reaches  its 
acme  about  three  or  four  hours  after  a  meal,  and  it  may  at  first  be  relieved  by  taking  food 
('hunger  pain  ').  In  gastric  ulcer,  the  greater  part  of  the  blood  which  escapes  is  likely 
to  be  vomited  ;  in  duodenal,  most  of  it  to  be  passed  per  anum.  Duodenal  ulceration  is 
most  common  in  men.  The  symptoms  of  gastric  ulcer  are  much  more  common  in  women  ; 
but  it  has  been  shown  that  in  many  such  instances  no  actual  ulcer  can  be  found,  the  blood 
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escaping  apparently  by  a  process  of  oozing  through  the  mucous  membrane — ^a  condition 
referred  to  as  gastrostaxis.  Evidence  obtained  from  post-mortem  findings  shows  the  twx> 
sexes  to  be  about  equally  liable  to  this  affection. 

Large  quantities  of  unaltered  or  but  slightly  altered  blood  may  be  passed  in  cases  of 
ulceration  of  the  small  intestine,  as  in  enteric  fever,  tuberculosis,  or  the  peculiar  lesions 
associated  with  chronic  interstitial  nephritis.  The  phenomena  of  enteric  fever  need  not 
be  detailed  at  length — initial  headache,  epistaxis,  and  fever ;  fullness  of  the  abdomen  and 
possibly  diarrhoea,  rose  spots,  enlargement  of  the  spleen,  mental  dullness  or  delirium  : 
leucopenia,  and  Widal's  agglutinative  reaction  in  the  blood.  Tuberculous  ulceration  of 
the  intestine  seldom,  if  ever,  occurs  apart  from  tuberculosis  of  the  lungs,  and  it  is  a  rare 
cause  of  profuse  intestinal  haemorrhage.  It  is  associated  with  pain  and  tenderness  in  the 
abdomen,  and  with  emaciation  and  signs  of  pulmonary  disease.  Tubercle  bacilli  may  be 
found  on  examination  of  the  faeces. 

Chronic  BrighVs  disease  may  be  associated  with  haemorrhage  from  the  bowel  as  from 
other  parts  of  the  body.  The  absence  of  other  causes,  such  as  ulceration  ;  the  existence  of 
high  blood-pressure  and  enlargement  of  the  left  ventricle,  the  cardiac  impulse  being  dis- 
placed outwards  and  downwards  ;  and  the  constant  or  occasional  appearance  of  albumin 
and  renal  tube  casts  in  the  urine,  with  weakness,  anaemia,  and  perhaps  epistaxis,  will  i>oint 
to  this  cause. 

Bleeding  into  the  pancreas  and  embolism  or  thrombosis  of  one  of  the  mesenteric  vessels 
may  both  lead  to  moderate  haemorrhage  from  the  bowel.  In  both  alike  there  will  be 
symptoms  of  sudden  abdominal  pain  and  constipation  with  collapse,  closely  reseniblin;^ 
the  phenomena  of  intestinal  obstruction.  A  certain  diagnosis  can  hardly  be  made  without 
laparotomy.  Patients  who  suffer  from  pancreatic  apoplexy  are  usually  fat.  Blocking* 
of  a  mesenteric  vessel  by  embolism  is  most  likely  to  occur  in  sufferers  from  some  form  of 
cardiac  disease,  especially  malignant  or  ulcerative  endocarditis  (p.  34). 

In  the  peculiar  condition  known  as  Henoch's  purpura  (p.  556)  there  occur  attacks  of 
colic,  constipation  and  vomiting,  with  passage  of  blood  per  anum.  The  symptoms  may 
closely  simulate  intestinal  obstruction  or  intussusception,  and  may  be  indistinguishable  from 
mesenteric  embolism.  A  diagnosis  may  sometimes  be  made  when  other  phenomena  of 
bleeding  are  present,  such  as  haematemesis,  haematuria,  petechiae  in  the  skin,  or  epistaxis, 
or  by  concomitant  affections  of  joints  (haemorrhagic  arthritis) :  the  patient  is  generally 
young  ;  a  history  of  previous  attacks  may  also  be  obtained. 

A  good  deal  of  blood  may  be  passed  per  anum  in  some  cases  of  general  hcemorrhagic 
conditions,  such  as  profound  anaemia,  leukaemia,  and  purpura  haemorrhagica.  The  general 
appearance  of  the  patient,  and  examination  of  the  blood  (p.  24)  will  suffice  to  distinguish 
the  two  former ;  and  in  the  last  there  will  probably  be  visible  haemorrhages  in  the  skin 
and  bleeding  from  other  mucous  surfaces. 

The  possibility  of  the  rupture  of  an  aneurysm  into  the  stomach  or  bowel  may  be  men- 
tioned for  the  sake  of  completeness  ;  a  diagnosis  can  only  be  made  by  recognition  of  the 
pulsating  aneurysmal  swelling,  and  the  condition  will  probably  be  rapidly  fatal. 

In  infants,  considerable  quantities  of  blood  may  be  passed  per  anum  owing  to  septic 
infection  of  the  umbilical  cord,  the  haemorrhage  arising  either  from  an  actual  ulcer  of  the 
stomach  or  duodenum,  or  from  a  purpuric  condition  caused  by  bacterial  toxaemia  ;  in  a 
few  such  cases  running  a  rapidly  fatal  course  the  passage  of  dark  or  bright  blood  per  rectum 
in  increasing  quantities  is  almost  the  only  symptom,  and  the  cause  of  the  bleeding  is  not 
clear  even  when  searched  for  at  autopsy  ;  the  fatal  symptom  may  develop  within  a  day 
or  two  of  birth  (Melaena  neonatorum). 

Hiemorrhage  of  moderate  degree  is  usually  associated  with  disease  of  the  large 
intestine,  though  occasionally  profuse  bleeding  may  occur  in  such  affections.  The  blood 
is  bright  in  colour  and  generally  mixed  with  mucus.  In  tropical  dysentery  there  is  severe 
tenesmus  and  great  frequency  of  defaecation,  only  blood-stained  mucus  in  small  quantities 
being  passed  when  the  disease  is  well  established.  In  ulcerative  colitis,  which  appears  to 
be  a  bacillary  dysentery  of  temperate  climates,  there  are  the  same  diarrhoea,  frequency 
of  defaecation,  and  wasting  as  characterize  the  tropical  malady,  but  tenesmus  is  less  marked 
and  the  stools  are  usually  more  faecal.  Some  cases  of  ulcerative  colitis  closely  simulate 
enteric  fever  ;  they  may  be  distinguished  by  the  absence  of  Widal's  reaction,  and  by  recog- 
nition of  the  ulcers  in  the  lower  part  of  the  large  bowel  by  means  of  the  sigmoidoscope. 
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Examination  of  the  stools  in  cases  of  tropical  dysentery  may  reveal  the  presence  of 
the  Amoeba  histolytica  {Fig,  25).  This  large  organism  measures  some  30  to  40  /i  in  diameter, 
and  is  distinguished  from  the  harmless  Amoeba  coli  by  its  well-developed  clear  outer  layer 
of  ectoplasm,  by  its  small  and  eccentrically  placed  nucleus,  and  by  the  presence  of  ingested 
blood-corpuscles  within  its  substance. 

In  the  search  for  amoeba:  a  flake  of  mucus  should  be  spread  out  as  thinly  as  possible 
on  a  slide,  and  if  the  organisms  are  very  scanty,  the  addition  of  a  drop  of  1  p>er  cent  watery 
methylene  blue  is  of  assistance,  as  it  stains  the  pus  and  epithelial  cells  at  once,  whilst  for 
a  time  the  amceba:  resist  taking  up  the  stain  and  also  retain  their  activity  :  they  thus  stand 
out  clearly  amid  their  blue  surroundings  as  light  refractile  motile  bodies.  In  such  a  pre- 
paration examined  directly  after  it  is  made,  it  is  possible  to  detect  them  with  a  ver>'  low 
power,  such  as  a  Zeiss  A  or  a  half-inch  lens,  a  higher  power  being  turned  on  to  verify  the 
find.  With  some  practice  they  may  also  be  seen  in  unstained  mucus  with  the  low  power 
as  small  glistening  particles,  the  condenser  being  fully  lowered  for  this  method  of  examina- 
tion, and  any  likely  object  being  scrutinized  further  by  a  ^  inch  lens.  Full  doses  of 
ipecacuanha  or  emetine  should  not  be  given  before  the  stools  are  examined  microscopically, 
or  a  negative  result  is  likely  to  be  obtained  in  amoebic  cases,  just  as  in  malaria  after  quinine 
has  been  taken.     The  stools  should 

always    be    examined    as    fresh    as  n 

possible,  preferably  within   an   hour     -^  '\  x^.^V^',.7>^  ^ 

of  being  passed.     In  cool  climates  the        ^^^^'^^Vi^*-:/^  .   V^^^ 

specimen  may  be  kept  at  blood-heat  W"  -  ^  "^T^v  /  O^ 


for  a  short  time  and  the  slide  warmed.  ©-"'^'  '^  -  0 

The  organisms  should  always  be  seen  ^ 

in  active   motion   before   a  positive 

diagnosis  is  made,  for  there  are  often  )  OU 
larjre  mucoid  cells  present,  especiaUy 
in  baeillary    dysentery,   which    may 
easily  be  mistaken  by  the  inexperi- 
enced for  inactive  amoebae.                       ^ 

In  baeillary  dysentery  the  patho- 
genic oiganisnis  belong  to  a  group  of 
closely  allied  bacteria  classed  under 
the  title  B.    dysenterioe.     They    are 

short,    rod  -  shaped     bacteria,     with  '^  ^  4/ 

rounded  ends    somewhat  resembling  ^.^  ,,_^^^^  ^^^,^  ,„^^^,^.^^  ^^^^^^  j..^,^,^^^^  ^,^  ,„^^  ^,,^ 

B,  typhosus,    but    non-motile.      These  motile  form  ;  (6')  Amoeba  coli,  encj-sted  (after  Casajjraiidi  aud  Karbajfallo/ 

K««:ii:    _^         J-  1    i_         .  (N)  Nucleus;    rN')  Nuclei  after  division ;  (C)  Blood comuacles.    (IJiun 

baciih  grow   on  ordmary  laboratory       pucrr.) 

media,  do  not  coagulate  milk,  and  do 

not  form  indol.     They  are  not   stained  by  Gram's  method.     The  exact  bacteriology  of 

ulcerative  colitis  is  undetermined,  but   organisms   resembling  B.  dysenterice  have  been 

isolated  by  some  observers. 

Malignant  disease  of  the  intestine  may  give  rise  to  some  degree  of  haemorrhage.  In  a 
tj^pical  case  of  cancer  of  the  large  bowel,  an  elderly  person  has  suffered  from  gradually 
increasing  weakness,  wasting,  and  constipation.  Attacks  of  colicky  pain  may  supervene, 
and  some  enlargement  of  the  abdomen  may  be  noticed.  Blood  may  be  present  in  the 
motions  from  time  to  time,  but  is  not  often  a  marked  feature.  Examination  of  the 
abdomen  may  reveal  vermicular  movements  of  the  hypertrophied  bowel,  which  tend  to 
pass  in  a  definite  direction  along  the  course  of  the  colon,  and  to  cease  at  a  particular  point. 
Here  a  definite  tumour  may  be  palpable  ;  but  as  the  flexures  of  the  colon  are  favourite 
seats  for  neoplasms,  it  often  happens  that  the  growth  is  situated  deeply  in  the  pelvis  or 
beneath  the  lower  ribs,  and  cannot  be  felt.  There  is  little  or  no  fever  unless  there  are 
extensive  secondary  deposits,  especially  in  the  liver,  which  may  become  greatly  enlarged. 
Acute  intestinal  obstruction  may  finally  occur.  The  diagnosis  is  often  assisted  either  by 
the  sigmoidoscope  or  by  the  use  of  a;-rays  after  a  bismuth  meal  (p.  125). 

As  contrasted  with  the  above,  non-malignant  ulceration  of  the  colon  is  likely  to  have 
a  more  marked  onset,  with  pain,  frequency  of  defaecation,  and  loose  motions.  The  stools 
often  contain  considerable  quantities  of  blood  mixed  with  mucus.     The  body  temperature 
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is  raised,  often  to  a  high  degree  (103°  F.),  pain  is  more  constant,  and  tenderness  may  be 
elicited  all  along  the  course  of  the  large  intestine.  Often  the  ulceration  extends  into  the 
sigmoid  flexure  of  the  colon,  and  may  be  visible  on  examination  with  the  sigmoidoscope. 

In  intussusception^  blood  and  mucus  are  passed  without  faecal  matter  accompanying 
them.  The  condition  is  commonest  in  infants  and  young  children.  There  are  usually 
symptoms  of  severe  illness,  with  screaming,  drawing  up  of  the  legs,  frequent  pulse,  and 
some  collapse  ;  rarely  the  condition  may  be  encountered  with  but  few  grave  si^^ns.  A 
rectal  examination  is  essential,  as  in  many  cases  the  intussusceptum  may  be  felt  with  the 
finger  ;  a  careful  palpation  of  the  abdomen  will  usually  reveal  an  elongated  tumour,  which 
may  sometimes  be  felt  to  harden  and  relax  again  with  the  peristalsis  of  the  gut. 

In  infants,  simple  colitis  may  give  rise  to  the  appearance  of  blood  and  mucus  in  the 
motions,  but  there  is  generally  some  faecal  material  passed  at  the  same  time,  which  is  not 
the  case  in  intussusception  after  the  contents  of  the  colon  below  the  intussusception  have 
been  evacuated.     In  simple  colitis  the  motions  are  frequent  and  loose,  and  they  may  contain 
mucus.     In  milder  cases  they  may  be  green  and  slimy,  but  in  the  more  severe  they  are 
brownish  and  very  offensive,  and  in  the  worst  cases  consist  of  little  more  than  a  dirty  serous 
discharge.    The  child's  temperature  will  probably  be  raised  ;    the  pulse  is  frequent,   and 
there  may  be  vomiting.     A  collapsed  condition  may  occur  at  a  late  period  of  this  malady — 
rarely,  in  acute  choleraic  cases,  it  may  ensue  within  the  first  twenty-four  hours.   In  intussus- 
ception, on  the  other  hand,  collapse  usually  occurs  quickly  ;    and  there  is  absolute  con- 
stipation, with  passage  only  of  a  small  amount  of  blood-stained  mucus.     The  only  cases 
which  can  give  rise  to  a  difficulty  of  diagnosis  are  the  rare  instances  in  which  intussusception 
is  present  without  severe  symptoms  ;    and  here  rectal-  and  abdominal  examination  will 
probably  reveal  the  true  condition  of  affairs.     By  means  of  rectal  examination  in  an  infant 
a  considerable  area  of  the  abdomen  can  be  investigated,  especially  if  an  anaesthetic    be 
administered.     In  all  cases  of  doubt  in  intestinal  affections  accompanied  by  bleeding  this 
procedure  is  urgently  demanded. 

The  intense  diarrhoea  accompanying  arsenical  poisoning  may  be  accompanied  by  the 
passage  of  traces  of  blood  and  mucus.  The  condition  will  be  distinguished  by  its  rapid 
onset,  some  half-hour  or  so  after  a  meal,  by  the  epigastric  pain,  tenderness,  and  vomiting, 
followed  by  collapse,  with  rapid  irregular  pulse,  and  clammy  skin.  A  chemical  examination 
of  the  vomited  matters  should  be  made  in  suspected  cases,  by  Reinsch's  or  Marsh's  test. 

Traces  of  blood  smeared  over  the  motions  are  suggestive  of  piles,  which  may  be  seen 
on  inspection  if  external,  and  felt  by  the  examining  finger  if  internal  to  the  sphincter. 
Occasionally  a  sharp  attack  of  bleeding  may  occur  from  this  cause  if  a  varix  be  ruptured. 
The  condition  is  usually  accompanied  by  a  sense  of  fullness,  weight,  and  even  pain  in  the 
rectum,  and  the  patient  may  be  conscious  of  *'  something  coining  down  "  and  having  to 
be  replaced  after  defaecation. 

Some  amount  of  blood  may  arise  from  an  anal  fistula,  which  may  also  lead  to  a  dis- 
charge of  mucus  and  of  pus.  Inspection  and  digital  examination  will  discover  this 
affection,  the  external  opening  of  the  fistula  being  close  to  the  margin  of  the  anus,  the 
internal  often  just  above  the  border  of  the  sphincter. 

Cancer  of  the  rectum  does  not  usually  give  rise  to  much  haemorrhage,  but  traces  of  blood 
may  be  passed  from  time  to  time,  and  sometimes  a  sanious  discharge  occurs.  The  main 
symptoms  are  usually  wasting  and  cachexia  ;  gradually  increasing  difficulty  in  defaecation  ; 
and  rarely,  alteration  in  the  size  and  shape  of  the  faecal  masses,  which  may  be  thin  or  ribbon- 
like. Sometimes  alternating  periods  of  diarrhoea  and  constipation  occur  ;  or  there  may 
be  morning  diarrhoea,  the  matter  passed  being  thin  fluid.  Pain  in  the  sacral  region  generally 
occurs  at  some  period  of  the  disease,  and  it  may  radiate  down  the  thighs.  The  growth  may 
be  seen  by  means  of  the  speculum  or  sigmoidoscope,  and  also  felt  by  the  examining  finger. 

Rectal  polypi  are  common  in  children,  and  may  rarely  be  encountered  in  adults.  They 
give  rise  to  frequent  bleeding,  which  may  occasionally  be  considerable  in  amount.  The 
patient  may  be  conscious  of  something  present  in  the  rectum  giving  rise  to  a  sensation 
of  fullness  and  frequent  desire  to  defaecate.  Digital  examination  will  reveal  the  existence 
of  a  pedunculated  tumour,  or  rarely  of  multiple  tumours.  Occasionally  a  polypus  may 
protrude  at  the  anus  after  defaecation,  and  must  be  distinguished  from  prolapse  of  mucous 
membrane  by  examination  with  the  finger. 

Another  condition  affecting  the  rectum  which  may  be  signalized  by  free  bleeding  is 
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Fig.  26. — BWutrtia  Jurmatobia,  witli   rnl  coriaistUs 

from  centrifutraliM-cl  urine.     (Hitjh  potrer). 
(From  a  specimen  kiiuily  supplier  1  hv 

Captain  Hallowcti,  K.A.M.C  ) 


that  of  papilloma  or  villous  tumour.    The  symptoms  will  closely  resemble  those  of  rectal 
polypi,  but  the  blood  is  likely  to  appear  in  large  quantities.     Digital  examination  may 
discover  a  soft,  velvety  patch  on  the  rectal  wall,  and  the  examining  finger  will  be  with- 
drawn covered  with  blood.     The  growth  may  be  seen  by  means  of  a  speculum  as  a  soft, 
vascular  mass,  bleeding  on  the  slightest  touch.     The  condition  is  uncommon.     It  is  likely 
to  occur  at  an  earlier  age  than  cancer,  but  the 
latter  is  not  unknown  in  persons  under  twenty. 
Simple  prolapse  of  the  anal  mucosa  will  lead 
to  slight  haemorrhage.     The  condition  is   often 
seen  in  children,  and  may  be  recognized  on  in- 
spection of  the  anus,  when  a  red  globular  swell- 
ing of  everted    mucous    membrane    is    visible. 
Adults  will  be  conscious  of  having  to  push  the 
part  back  after  passing  a  motion.     Such  prolapse 
often  accompanies  piles. 

Ulceration  of  the  rectum,  of  venereal  origin, 
occurs  chiefly  in  women.  Bleeding  is  not  usually 
a  ver>'  marked  feature,  but  attacks  of  haemor- 
rhage may  take  place.  The  condition  is  recogniz- 
able by  digital  examination,  and  by  inspection 
through  a  rectal  speculum  or  the  sigmoidoscope. 
The  ulceration  usually  extends  right  down  to 
the  anus,  whereas  there  is  nearly  always  an 
inten'al  of  normal  mucosa  between  the  anus 
and  an  ulcerating  cancer  of  the  rectum. 

The  parasite  called  Bilharzia  ha^matobia  may  occur  in  the  rectum,  though  less 
frequently  here  than  in  the  bladder.  Its  presence  gives  rise  to  the  passage  of  mucus 
and  blood  per  anum.  There  may  be  discomfort  in  the  rectum  and  frequency  of  defaeca- 
tion.    Infection  is  contracted  abroad,  especially  in  Egypt — a  fact  which  may  lead  to  a 

suspicion  of  the  presence  of  the  affection  in  patients 
who  have  resided  out  of  England.  Diagnosis  can 
only  be  made  by  finding  the  ova  of  the  parasite  in 
the  fajces.  Their  well-known  shape — oval  with  a 
pointed  spike  at  one  end  (Fig.  26),  or  rarely  at  the  side 
— renders  them  unmistakeablc  under  the  microscope. 
In  children  the  presence  of  thread-worms  (Oxy- 
uris  vermicularis)  in  the  rectum  may  lead  to  the 
discharge  of  small  amounts  of  mucus  coloured  by  a 
trace  of  blood.  The  worms  will  be  seen  readily  on 
inspection  of  the  child's  motions.  They  are  white, 
about  as  thick  as  coarse  thread,  and  ^  to  f  in.  long. 
In  some  cases  the  actual  cause  of  even  much 
blood  being  passed  per  anum  remains  undiagnosable, 
and  occasionally  the  cause  seems  to  be  *  vicarious 
menstruation,'  notwithstanding  the  doubts  held  by 
many  as  to  the  possibility  of  the  latter.  The  follow- 
ing is  a  very  suggestive  case  from  the  practice  of 
Dr.  Reuell  Atkinson  :  "  A  girl,  age  13 J,  very  tall  for 
her  age,  menstruated  regularly  for  more  than  a  year. 
I  was  sent  for  because  she  was  passing  blood  per 
anum  ;  that  was  on  April  9.  The  blood  was  quite 
there  was  no  other  symptom  except  a  little  nausea 
and  vomiting  of  frothy  mucus.  She  complained  of  pain,  mostly  over  the  pubes  on  each 
e\'acuation,  but  none  at  other  times.  No  abdominal  tenderness  or  distention.  No  tem- 
perature. Nothing  to  be  felt  per  rectum.  On  April  14  she  passed  a  large  dark,  semi- 
digested  clot.  About  the  2Uh  she  ought  to  have  menstruated  and  did  not.  The  blood 
contmaed  to  be  passed  until  the  28th.  Just  a  trace  on  the  29th.  None  since.  She  has 
ivmained  well,  menstruation  has  recurred  regularly,  and  there  has  been  no  repetition  of 


fvi.Vi.^AnkiMHomum  duodenale.    A.  Hoad  with 
ticdcs ;  B.  Tall :  C.  Entire  worm.   (I^w  power). 
(Prooi  Medical  Laboratory  Methods. 

Dr.  Herbert  French.) 

bright  and  in  considerable  quantity 
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Fig,     28. — Ankylostomum     duodenale.       Ova     at     different  Fig.    29. — AnkyloOomum     dtiodenale.      Two-cell     stape     of 

staget*.    Near  the  ceiitre  Is  an  ovum  of  Trich-jfephalus  dispar  developing  ovum  (x  200).    (By  permission,  from  Dr.    HxUdane 

(x   00).     (By  permLs.<ion,  from  Dr.  Haldane  and  Dr.  Boycott's  and  Dr.  Boycott's  paper  in  Tht  Journal  of  Hygiene,  Vol.  i:i,) 
paper  in  The  Journal  of  Hygiene,  Vol.  iii.) 


SPECTRAL    ABSORl*TION    BANDS. 
D  E  F 


Fig.  30.— Oxyhsemoglobin. 


Fig.  31. — Reduced  hajmoglobin. 


Fig.  33. — Uaimatin  in  alkaline  solution. 


Fig.  34. — Acid  liaitnaiin. 


Fig.  35. — Methajmoglobin. 
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Fig.  3G. — Urobilin. 


Digitized  by 


Google 


BLOOD-PRESSURE,    ABNORMAL  81 

the  passage  of  blood  per  rectum,  and  she  seems  to  be  a  normal  girl.  What  was  the 
cause  of  the  bleeding,  and  where  did  it  come  from  ?  Was  it  an  instance  of  vicarious 
menstruation  ?  " 

Occult  lunnorrhage  is  the  term  applied  to  the  presence  of  minute  traces  of  blood 
in  the  motions,  revealed  only  by  chemical  or  spectroscopical  examination.  It  may  occur 
in  any  lesion  of  the  alimentary  canal  in  which  there  is  breach  of  surface,  as  in  ulcer,  cancer, 
or  severe  inflammation.  Such  haemorrhage  will  also  be  present  constantly  in  cases  of 
infection  with  the  parasitic  worm  Ankylostomum  duodenale  {Fig.  27).  This  condition, 
which  is  met  with  in  persons  who  have  resided  in  certain  parts  of  the  tropics  such  as  India, 
or  who  have  worked  in  mines  or  tunnels  in  which  the  soil  has  been  contaminated  by  fellow- 
workers  suffering  fiom  the  disease,  leads  to  profound  anaemia  ;  and  the  ova  of  the  worms 
may  be  found  in  the  faeces  by  microscopical  examination  {Figs,  28  and  29).  The  tests  for 
occult  bleeding  may  be  applied  in  cases  of  difficulty  when  there  is  reason  to  suspect  ulcera- 
tion or  cancer.  No  meat  or  meat-extracts  must  be  administered  for  a  day  or  two  before 
the  test  is  made,  lest  the  haemoglobin  present  in  them  should  vitiate  the  results.  The 
existence  of  any  bleeding  from  the  gums  must  also  be  excluded.  One  of  the  simplest 
methods  of  detecting  occult  haemorrhage  is  to  rub  up  some  of  the  faeces  with  water,  acidify 
with  strong  acetic  acid,  and  then  shake  out  with  about  }  volume  of  ether  ;  the  latter 
extracts  the  h^ematin,  and  the  characteristic  bands  may  be  detected  in  the  ethereal  extract 
by  means  of  the  spectroscope  (see  Figs,  33  and  34).  W,  Cecil  BosanqueL 

BLOOD,  VOMITING  OF.— (See  ILematemesis,  p.  285.) 

BLOOD-PRESSURE,  ABNORMAL.— Blood-pressure  cannot  be  gauged  accurately 
with  the  finger  ;  when  instruments  of  precision  are  used  to  verify  opinions  expressed  as 
the  result  of  merely  feeling  the  pulse,  it  is  astounding  how  erroneous  digital  impressions  of 
pulse-tension  and  blood-pressure  are.  It  is  most  important  not  to  diagnose  an  abnormality 
of  blood-pressure  until  the  latter  has  been  measured  instrumentaliy.  There  are  four  main 
kinds  of  blood-pressure,  namely,  maximum  systemic  arterial  ;  minimum  arterial ;  mean 
arterial ;  and  venous.  Instruments  have  been  devised  for  measuring  all  these,  but  clinic- 
ally the  only  really  important  variety  is  the  maximum  systemic  arterial  blood-pressure. 
This  may  be  either  abnormally  law  or  abnormally  high,  but  no  stress  should  be  put  upon  any 
but  considerable  departures  from  the  normal.  Healthy  individuals  who  have  not  been 
kept  in  bed  have  an  average  pressure  in  early  adult  life  of  120  to  130  mm.  Hg.  Children 
have  less  than  this,  though  at  this  early  age  it  seldom  happens  that  anything  is  to  be  learned 
by  measuring  the  blood-pressure.  As  years  advance,  the  blood-pressure  tends  normally  to 
rise,  so  that  at  fifty  or  sixty  a  reading  of  150  or  160  mm.  Hg,  or  thereabouts,  which  in  a 
younger  person  would  indicate  disease,  would  be  normal. 

Abnormally  high  blood-pressure  may  reach  figures  such  as  320  mm.  Hg,  and  any- 
thing from  170  mm.  Hg  upwards  is  essentially  abnormal,  whatever  the  age  of  the  patient. 
It  nearly  always  indicates  rigidity  of  the  vessels  as  the  result  of  arteriosclerosis,  and  it  is 
very  often  associated  with  renal  degeneration,  which,  as  time  goes  on,  ultimately  becomes 
red  granular  contracted  kidney.     Curiously  enough,  and  contrary  to  what  might  be  expected, 
the  maximum  systolic  blood-pressure  is  higher  than  normal  in  cases  of  heart  failure  such  as 
result  from  mitral  stenosis,  even  when  the  pulse  is  so  irregular  and  feeble  that  it  can  only  be 
felt  with  certain  beats,  and  when  one  would  have  thought  that  there  must  be  a  fall  in  the 
blood-pressure  ;  the  cause  for  the  rise  in  such  cases  is  probably  the  partial  asphyxia  acting 
upon  the  vasomotor  centre  ;    similarly,  a  rise  of  blood -pressure,  even  to  220  mm.  Hg  or 
more,  may  accompany  the  asphyxial  attacks  of  Raynaud's  syndrome.     Cases  of  melancholia 
have  abnormally  high  blood-pressures  ;  when  the  melancholia  improves,  the  pressure  falls, 
and  may  return  to  normal  when  the  patient  recovers  from  the  mental  symptoms.     The 
chief  unportance  of  high  blood-pressure  is  in  diagnosing  arterial  or  renal  degeneration, 
witli  consequent  tendency  to  apoplexy  or  to  chronic  heart  failure.    It  should  be  remembered 
that  any  patient  who  is  kept  in  bed  tends  to  have  a  diminution  in  the  blood-pressure,  and 
this  applies  to  arteriosclerotic  patients  as  well  as  others  ;  a  person  may  have  a  blood- 
pressure  of  250  mm.  Hg  or  more  when  up  and  about,  and  yet  when  he  is  kept  in  bed  the 
pressure  may  fall  to  150  mm.  Hg,  to  rise  again  when  he  returns  to  active  life.     Prolonga- 
tion of  the  first  sound  at  the  impulse  or  a  ringing  accentuation  of  the  aortic  second 
D  6 
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sound,  may  serve  to  indicate  that  there  is  a  high  blood-pressure  when  no  instrument 
is  at  hand  to  verify  the  fact. 

Abnormally  low  blood-pressure  of  moderate  degree  may  be  observed  in  many  dilTerent 
circumstances  associated  with  astlienia  ;  it  is  apt  to  accompany  Graves's  disease  ;  and  exces- 
sive smoking  of  cigarettes  ;  but  in  itself  a  low  maximum  systemic  blood-pressure  is  seldom 
of  diagnostic  significance  excepting  in  Addison's  disease.  In  a  case  in  which  the  degree  of 
pigmentation  of  the  skin  or  of  mucous  membranes  may  leave  doubt  as  to  whether  Addison's 
disease  is  the  diagnosis  or  not,  a  blood-pressure  so  low  as  80  mm.  Hg  would  be  confirnnative 
of  the  diagnosis,  although  there  are  cases  of  Addison's  disease  in  which  the  blood-pressure 
may  be  no  lower  than  110  mm.  Hg.  Herbert  French. 

BLUE  SCLEROTICS.— (See  Fractlre,  Spontaneous,  p.  242.) 

BLUE-BRAIN.— (See  Dead  Fingers,  p.  162.) 

BOILS.— (See  Pustules,  p.  557.) 

BONE,  SWELLING  ON  A.— (See  Swelling  on  a  Bone,  p.  667.) 

BONES,  SPONTANEOUS  FRACTURE  OF.— (See  Fracture,  Spontaneous,  p.  242.) 

BORBORYGMI  are  gurgling  noises  in  the  abdomen  produced  by  peristaltic  move- 
ments of  the  bowel  acting  upon  the  mixed  gaseous  and  fluid  contents.  With  the  stetho- 
scope applied  to  the  abdomen  they  may  be  heard  in  all  normal  persons,  varying  in  intensity 
at  different  phases  of  digestion.  When  a  meal  has  been  taken  after  a  period  of  fasting, 
the  passage  of  the  intestinal  contents  through  the  ileocecal  valve  may  be  heard  distinctly 
with  the  stethoscope  placed  over  the  right  iliac  fossa  some  six  hours  or  less  after  the  meal  ; 
but  it  is  seldom  possible  to  decide  what  precise  portion  of  the  bowel  is  responsible  for  the 
production  of  borborygmi  heard  elsewhere. 

Normally,  these  sounds  should  not  be  audible  either  to  the  patient  or  to  other  persons  ; 
but  occasionally  even  in  health  they  may  be  heard  quite  loudly.  In  some  individuals 
indeed,  especially  in  women,  the  sounds  become  annoyingly  obtrusive,  and  they  may  even 
acquire  a  pathological  degree.  They  may  be  very  loud  when  a  person  is  beginning  to  get 
over-hungry.  It  may  be  very  difficult,  however,  to  decide  exactly  as  to  their  cause  ;  some- 
times the  patient  seems  to  be  otherwise  perfectly  healthy.  More  often  there  is  evidence  of 
functional  nerve  disorder  or  hysteria,  so  that  the  borborygmi  may  be  due  to  functional 
errors  in  the  intestinal  peristalsis  or  in  the  secretions  within  the  bowel.  They  may  be 
associated  with  Flatulence  (p.  240),  though  by  no  means  necessarily  so.  Observation 
of  the  patient  may  detect  air-swallowing  ;  intestinal  putrefaction  is  indicated  by  excess  of 
indican  in  the  urine,  or  by  a  high  ratio  of  organic  to  inorganic  urinar>'  sulphates  ;  fermenta- 
tion* of  carbohydrate  is  suggested  when  there  is  no  evidence  of  air-swallowing,  when  urine 
analyses  do  not  confirm  any  suspicion  of  proteid  putrefaction,  and  when  the  borborj-gmi 
are  increased  by  carbohydrate  foods. 

Borborj'gmi  are  apt  to  be  increased  in  asphyxial  conditions,  and  may  be  very  marked 
in  cases  of  heart  failure  with  cyanosis. 

The  absence  of  borborygmi  may  sometimes  be  important,  for  one  of  the  first  effects  of 
peritonitis  is  to  inhibit  peristalsis  ;  without  peristalsis  borborygmi  cannot  be  produced, 
and  therefore,  if  peritonitis  is  suspected,  the  presence  of  well-marked  borborj'gmi  on  auscul- 
tation of  the  abdomen  is  an  argument  against  there  being  general  peritonitis,  whilst  com- 
plete silence  of  the  abdomen  is  in  favour  of  this  diagnosis.  Herbert  French. 

BRADYCARDIA,  or  imdue  slowness  of  the  pulse-rate,  is  compatible  with  health, 
some  individuals  having  a  normal  pulse-rate  of  50,  whilst  in  a  few  it  does  not  exceed  40  or 
even  30  per  minute.  Occasionally  bradycardia  of  this  kind  is  found  in  more  than  one 
member  of  the  family.  It  is  important  to  auscultate  the  heart  to  exclude  the  possibility 
of  the  rate  of  the  pulse  as  felt  at  the  wrist  not  being  the  same  as  the  rate  of  the  heart-beat  ; 
often,  particularly  with  mitral  stenosis,  by  no  means  every  pulse  wave  becomes  palpable 
at  the  wrist,  and  the  rate  may  then  seem  to  be  slow  when  perhaps  in  reality  it  is  twice  the 
apparent  rate. 
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Absolute  slowness  of  the  pulse-beat,  as  distinct  from  its  relative  slowness  in  proportion 
to  the  pyrexia,  is  best  seen  in  the  symptom-complex  termed  Stokes-Adams^  disease^  the 
phenomena  of  which  are  syncopal  attacks  associated  with  epileptiform  convulsions,  coma, 
stcrtor,  and  cyanosis,  the  rate  of  the  heart-beat  being  found  to  have  dropped  to  a  half  or 
even  to  less  than  half  of  that  which  is  natural.  These  symptoms  are  due  to  difficulty  in 
the  transmission  of  the  contraction-stimulus  from  the  auricle  to  the  ventricle  along  the 

Tiae  mark- 
I  L.>  in  ^'Aiisl 


Fit.  S". — Electro-canUoffTJim  showinsr  complete  heirt-bloek.  The  auricuHr  waves  (P)  recur 
at  e-iunl  intervals,  but  hear  no  relotioi  >Iiip  to  the  ventricular  waves.  At  X  llic  auricular  ai:d 
Tfie  ventricular  waves  are  simultaneous. 

auriculo-ventricular  bundle  of  His.  The  inhibitory  factor  is  not  the  same  in  all  cases,  but 
is  often  associated  with  arteriosclerosis  and  degenerative  changes  in  the  bundle  of  His, 
to;;ether  with  myocardial  degeneration  and  atheroma  of  the  coronary  arteries  ;  or  to  syphilis 
of  the  bundle  of  His  or  to  destruction  of  that  bundle  by  a  gumma,  sarcoma,  or  carcinoma. 
The  diagnosis  is  apt  to  be  that  of  epilepsy  until  the  fact  has  been  established  that  the  pulse- 
rate  falls  during  an  attack  to  about  half  the  normal ;  but  when  this  observation  has  been 
made,  the  difference  between  Stokes-Adams'  disease  and  ordinary  epilepsy^is  clear.     The 
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Fuf.  58.— Electro-cardiogram  to  illustrate  one-in-two  heart-block.  It  will  be  noticed  that  the 
auricles  and  ventricles  are  both  beating  perfectly  regularly,  but  the  auricle  notches  (p)  are  twice  a.s 
namerotui  as  the  ventricle  notches  (R).  Only  every  second  auricular  beat  was  followed  by  a  veiitri- 
cuKr  beat.  The  illustration  is  from  the  same  patient  as  Fig.  37,  but  upon  a  dillereiit  occiision.  He 
sometimes  exhibited  partial  heart-block  as  above,  and  sometimes  complete,  as  in  Fitj.  37. 

phenomena  are  those  of  '  heart-block,'  the  diagnosis  of  which  in  its  lesser  degrees  cannot 
he  made  without  careful  instrumental  records  of  the  venous  and  arterial  pulses  and  of  the 
cardiac  movements,  made  either  by  means  of  the  polygraph,  or  better  still  the  clectro- 
caniiograph.  Considerable  slowing  of  the  pulse-rate  has  also  been  noted  in  some  cases  of 
UTtrmia,  even  without  heart-block ;  both  in  the  chronic  type  of  the  affection  and  during 
uraemic  coma.     Bradycardia  is  by  no  means  constant  in  uraemia  however. 

Increased   intracranial   pressure   sometimes   causes   bradycardia   in   certain    cases   of 
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cerebral  hoBmorrhage,  tumour  or  abscess,  and  in  the  early  stages  of  tuberculous  meiiingiiiis : 
in  other  forms  of  meningitis,  and  in  the  later  stages  of  tuberculous  meningitis,  tlie  initial 
bradycardia  changes  to  tachycardia.  If  in  a  given  case  there  is  otitis  media  or  some 
other  local  infective  focus  which  might  produce  a  cerebral  abscess,  pyrexia  with  a  pulse- 
rate  of  50, 55,  or  60  is  an  argument  in  favour  of  intracranial  abscess  ;  the  other  complications 
of  otitis  i^dia,  especially  lateral  sinus  thrombosis,  mastoid  abscess,  or  suppurative 
meningitis,  produce  a  rapid  pulse-rate  instead  of  a  slow  one  ;  the  reverse  is  not  true,  for  it 
is  not  possible  to  exclude  cerebral  abscess  merely  on  the  ground  that  there  is  no  bradycardia. 
Cerebral  tumour  can  generally  be  distinguished  from  cerebral  abscess  by  the  greater  length 
of  the  history,  the  more  pronounced  optic  neuritis,  or  the  absence  of  predisposing  cause  to 
cerebral  abscess,  such  as  otitis  media  or  bronchiectasis  ;  whilst  cerebral  haemorrhage  is  more 
rapid  in  its  onset,  is  less  likely  to  have  marked  optic  neuritis,  and  if  there  is  pyrexia  it  is 
apt  to  be  extreme,  reaching  the  level  of  hyperpyrexia ;  generally  the  patient  is  an  elderly 
man  who  has  either  high  blood-pressure,  albuminuria,  or  other  evidence  of  degenerated 
arteries  or  granular  kidneys. 

In  tnyxcedema  the  pulse-rate  is  seldom  fast,  and  it  may  be  abnormally  slow. 

Certain  drugs  are  apt  to  slow  the  heart  markedly  when  they  have  been  administered 
in  full  doses  over  a  long  period,  the  three  most  important  being  digitalis,  strophanthiis,  and 
sodium  salicylate  :  the  diagnosis  depends  on  knowledge  of  the  medicine  the  patient  is  taking. 

Jaundice  is  generally  stated  to  cause  marked  slowing  of  the  pulse-rate  :  it  is  true  that 
artificial  introduction  of  bile  salts  and  pigments  into  the  circulation  in  animals  slows  the 
heart,  but  chnically  in  man  it  is  rare  to  find  jaundice  and  absolute  bradycardia  associated. 

Herbert  French. 

BRADYPNCEAy  or  undue  slowness  of  breathing,  is  not  a  very  common  symptom, 
but  it  may  be  met  with  in  marked  degree  under  various  conditions,  of  which  the  following 
are  the  chief  : — 


1.  As  an  Effect  of  certain  Drugs  or  Poisons : 


Chloroform 
Opium 
Morphia 
Alcohol 


Chloral 

Chloral  hydrate 
Butyl  chloral  hydrate 
Veronal 


I    Sulphonal 
Trional 


Tetronal 
Medina] 


2.  Cerebral  Compression  resulting  from  : — 

Depressed  fracture  of  the 

skull 
Meningeal  haemorrhage 
Cerebral  haemorrhage 

3.  Shock  or  Collapse  from : — 


Pontine  haemorrhage 
Cerebral  tumour 
Cerebral  abscess 
Cerebellar  tumour 


Aconite 
Antimony. 


Cerebellar  abscess 
Osteoma  of  the  cranium 
Gumma  of  the  meninges. 


Severe  injury 

Sudden  onset  of  acute  illness 

4.  Caseous  Bronchial  Glands. 

5.  Functional  Conditions : — 

Hysteria  |   Epilepsy 

6.  Uraemia. 


Operations 

Excessive  loss  of  fluid  from  choleraic  diarrhoea. 


Catalepsy 


Trance. 


7.  Diabetes  Mellitus  with  impending  Coma  ('  Air-hunger  *). 

Although  bradypnoea  may  result  from  any  of  the  above  causes,  it  is  not  constant  in 
most  of  them,  and  in  the  majority  it  is  an  incident  which,  even  if  present,  is  not  of 
diagnostic  importance.  This  applies  particularly  to  the  conditions  mentioned  in  Groups 
(1)  and  (2),  in  many  of  which  the  patient  is  likely  to  be  at  least  stuporous,  and  perhaps 
completely  comatose  (see  Coma,  p.  117).  The  cerebral  lesions  will  be  indicated  by  associ- 
ated headache,  vertigo  and  vomiting,  and  confirmed  by  the  discovery  of  optic  neuritis 
{Plate  XIX,  Figs.  K,  L,  p.  416). 

Now  and  then,  in  the  case  of  a  child  suffering  from  tuberculous  meningitis,  one  comes 
across  a  curious  type  of  slow  breathing,  in  which  two  or  perhaps  three  short  respirations 
occur  in  quick  succession,  followed  by  so  long  a  pause  that  the  patient  may  appear  to  be 
dead.  This  type,  known  as  Biot's  breathing,  does  not  resemble  Cheyne  Stokes'  breathing 
(p.  107)  clinically  at  all,  but  it  is  probably  related  to  it  pathologically.     It  occurs  in  those 
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who  are  approaching  death,  but  may  be  present  for  a  day  or  more  before  death  actually 
occurs. 

If  the  bradypnoea  is  due  to  a  poison,  the  circumstances  of  the  case  may  suggest  this, 
and  it  may  be  confirmed  by  chemical  analysis  of  the  gastric  contents  or  of  the  contents 
of  adjacent  bottles  ;  though  there  may  be  the  same  difficulties  of  deciding  whether  the 
patient  is  '  drunk  or  d\ing,'  as  are  discussed  on  p.  118.  One  important  point  is  not  to 
conclude  forthwith  that  the  presence  of  sugar  in  the  urine  indicates  diabetic  bradypnoea 
and  coma,  for  numbers  of  patients  suffering  from  deep  alcoholism  have  sugar  in  their  urine 
for  the  time  being  ;  generally,  however,  without  acetone  (p.  8)  and  in  a  low  specific 
gravity  urine. 

In  cases  of  shock  or  collapse  the  existence  of  bradypnoea  will  be  overshadowed  by  the 
other  symptoms  in  the  case,  and  it  is  not  in  itself  important. 

The  slow  breathing  that  results  sometimes  from  caseous  bronchial  glands  differs  from 
most  of  the  above  in  that  it  affects  patients,  generally  children,  who  are  not  acutely  ill  ; 
though  delicate,  they  may  even  be  going  to  school,  and  yet  their  respiration  rate  may  be 
as  slow  as  12  or  even  10  to  the  minute  for  weeks  or  months.  There  is  generally  tachy- 
cardia at  the  same  time.  Many  such  children  shake  off  their  delicacy  in  the  course  of 
a  year  or  two,  for  the  majority  of  cases  with  caseous  bronchial  glands  get  well  without 
being  diagnosed  ;  but  the  relationship  between  this  bradypnoea  and  affection  of  the  glands 
has  been  established  repeatedly  in  patients  dying  from  accident  or  other  causes.  During 
life  the  diagnosis  may  be  established  by  finding  the  shadow  of  the  caseous  glands  in  the 
thorax  with  the  a?-rays  {Fig,  61,  p.  149). 

Little  need  be  said  about  the  functional  conditions  in  which  bradypnoea  may  occur. 
Old  people  tend  to  breathe  much  more  slowly  than  young  unless  there  is  shortness  of  breath 
from   emphysema,    bronchitis,    or    myocardial    affection.     Epileptics    breathe    normally 
between  their  attacks  ;   but  during  a  seizure  they  cease  breathing  altogether  for  the  first 
twenty  seconds   or  so — the   tonic  stage — ^and  then   their  respirations  start   slowly  and 
slertorously  ;   the  bradypnoea  may  then  cease  suddenly,  or  it  may  persist  in  minor  degree 
during  the  period  of  post-epileptic  stupor.     Hysteria  may  produce  almost  any  symptom  ; 
bradypnoea  is  possible,  though  tachypnoea  is  more  common  ;  the  diagnosis  depends  upon 
other  features  of  the  case  (p.  465).     Catalepsy  and  trance  are  both  mental  conditions, 
diagnosed  by  watching  the  case  or  by  the  history  ;   in  catalepsy  the  movements  of  respira- 
tion may  be  very  slow,  but  they  are  obvious  ;  in  trance,  on  the  other  hand,  the  breathing 
movements  may  be  apparently  absent  altogether  for  days  or  weeks,  the  patient  lying 
motionless  like  one  dead.     The  chief  difficulty  is  to  exclude  actual  death  ;  the  thermometer 
helps  much — ^the  body  does  not  become  cold  ;   the  heart  sounds  may  be  just  audible  even 
though  the  pulse  cannot  be  felt ;   and  the  fact  that  some  respiration  is  taking  place  may 
be  recognized  by  holding  a  bright  mirror  close  to  the  nostrils  and  mouth,  when  a  slight 
dimming  from  condensation  of  expired  air  will  be  seen.     In  very  exceptional  cases,  how- 
ever, death  is  simulated  so  closely  that  the  patient  has  been  upon  the  point  of  being 
buried  before  the  mistake  has  been  discovered. 

Uropmta  may  be  associated  with  breathing  that  is  either  rapid,  or  normal,  or  slow  ; 
the  latter  is  exceptional ;  but  in  some  cases  of  uraimic  coma  bradypnoea  is  pronounced. 
Cerebral  compression  by  a  haemorrhage,  abscess,  or  tumour  may  be  simulated,  and  a 
knowledge  that  the  urine  contains  albumin  and  tube  casts,  and  that  the  blood-pressure  is 
high,  will  not  always  decide  between  them.  Recurrent  convulsive  seizures  would  point 
to  uraemia  to  some  extent,  but  they  may  also  occur  from  gross  brain  lesions,  and  optic 
neuritis  may  also  be  common  to  both.  To  clinch  the  diagnosis  of  ursemia  it  may  be 
necessary  to  test  blood  or  cerebrospinal  fluid  to  see  if  it  contains  excess  of  urea. 

IHabetes  mellitus  is  liable  to  cause  the  most  characteristic  bradypnoea  of  all — the 
•  air-hunger '  of  diabetic  coma.  This  is  not  a  dyspnoea,  as  the  name  might  suggest,  but 
a  condition  of  extremely  deep  slow  breathing  with  a  maximum  respiratory  excursion  both 
in  the  intake  and  in  the  output  of  air.  The  '  hunger '  for  air  is  one  of  getting  the 
maximum  of  air  in  and  out  with  each  deep  slow  breath,  rather  than  one  of  getting  in  as 
many  breaths  as  possible  in  a  given  time.  The  patient  becomes  increasingly  drowsj',  and 
generally  complains  of  pains  in  the  up|>er  half  of  the  abdomen.  The  breathing  rate  begins 
to  feU  from  18  to  10,  to  14,  and  progressively  down  to  perhaps  onfy  0  to  the  minute. 
There  is  a  long  pause  between  each  breath,  and  then  inspiration  starts  and,  without  any 
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hurry,  tbieistuperose  patient  s;oes  on  drawing  aii  deeper  and  deeper  into  his  chest  until 
he  e^iiat^e:spand  it  to  take  in  any  more  ;  the  head  is  often  thrown  slowly  back  during 
tl;|^4>BOcess,  the  mouth  slowly  opens  wider  and  wider  as  the  head  goes  back  ;  then  t^liere 
fs  a  pause  at  the  height  of  inspiration  before  an  equally  deep,  slow,  solemn  expiration 
follows,  and  the  head  comes  forward  and  the  mouth  closes  partially  until  the  next  slow 
deep  inspiration  is  in  progress.  The  patient  seldom  lives  much  longer  than  forty-eight 
hours  after  this  onset  of  air-hunger  and  diabetic  coma,  but  the  air-hunger  is  sometimes 
seen  in  cases  not  yet  comatose.  It  may  then  pass  off  for  a  time,  but  it  is  always  a  sign  of 
grave  danger,  and  it  is  the  most  characteristic  of  all  the  forms  of  bradypnoca. 

Herbert  French. 

BREAST,  DISCHARGE  FROM.— {See  Discharge  from  the  Nipple,  p.  ISl.) 

BREAST,  PAIN   IN.— (See  Pain  in  the  Breast,  p.  429.) 

BREAST,  SWELLING  OF  THE.— (See  Swelling,  Mammary,  p.  685.) 

BREATH,  FOULNESS  OF  THE.— This  is  due  to  one  or  other  of  four  main  groups 
of  conditions,  namely,  septic  and  putrefactive  changes  within  the  mouth  or  nose  ;  septic 
or  putrefactive  changes  within  the  lungs ;  smoking  or  the  ingestion  of  substances,  such  as 
garlic  or  onions,  whose  products  are  excreted  by  the  lungs  or  saliva  ;  and  severe  toxic 
conditions,  especially  those  affecting  the  alimentary  canal  or  peritoneum. 

When  the  foulness  of  the  breath  is  not  habitual,  but  occurs  as  the  result  of  recent  illness, 
there  will  be  symptoms  of  the  latter  which  point  to  the  diagnosis  quite  apart  from  the  con- 
dition of  the  breath,  and  one  need  merely  indicate  as  possible  causes  such  things  as  typhoid 
fever,  general  peritonitis,  post-puerperal  sepsis,  intestinal  obstruction,  and  a  host  of  other 
conditions  of  this  kind  in  which,  even  though  the  mouth  be  clean,  there  may  be  foulness  of 
the  breath,  such  tendency  being  greatly  exaggerated  if  sordes  have  been  allowed  to  collect. 

Fouhiess  of  the  breath  due  to  the  ingestion  of  foodstuffs  such  as  onions  or  garlic  is 
familiar  enough ;  there  are  certain  drugs,  for  instance  guaiacol  or  paraldehydCy  which  may 
produce  a  similar  symptom  without  the  patient^s  friends  realizing  why  the  breath  should 
be  so  tainted. 

Foulness  of  the  breath  due  to  lung  conditions  will  nearly  always  be  indicated  either 
by  the  abundant  and  putrid  sputum,  or  by  the  abnormal  physical  signs  in  the  tliorax. 
The  condition  may  be  due  to  phthisis  with  secondary  infection  of  the  cavities  by  pyogenic 
organisms,  foetid  bronchitis,  bronchiectasis,  gangrene  of  the  lungs,  empyema  or  other  abscess 
which  has  ruptured  into  the  lung.  The  cases  which  give  rise  to  most  difficulty  in  differential 
diagnosis  are  those  in  which  an  empyema  has  been  situated  deeply,  for  instance  between 
the  lower  lobe  and  the  diaphragm,  or  between  two  lobes,  without  reaching  the  surface  ; 
there  may  be  absolutely  no  abnormal  physical  signs,  and  the  diagnosis  has  to  be  made  from 
the  symptoms  and  history.  The  patient  has  generally  had  some  obscure  febrile  illness, 
possibly  with  cough,  but  without  much  expectoration,  until  one  day,  after  a  particularly 
severe  bout  of  coughing,  a  large  quantity  of  pus — perhaps  a  tcacupful  or  more — ^has  been 
brought  [up  suddenly,  since  when,  at  intervals  of  hours  and  days,  there  has  been  similar 
expectoration  of  quantities  of  putrid  pus.  Deep-seated  empyema  without  abnormal  physical 
signs  most  resembles  bronchiectasis  or  bronchiolectasis,  but  is  distinguished  by  the  sudden 
way  in  which  the  first  large  quantity  of  purulent  expectoration  came  on.  In  both  cases 
there  may  be  clubbing  of  the  fingers,  the  sputum  contains  pus  corpuscles  and  pyogenic  and 
non-pyogcnic  micro-organisms  other  than  tubercle  bacilli,  but  no  elastic  fibres  indicative 
of  lung  destruction. 

Gangrene  of  the  lung  produces  an  unmistakeable  stench  of  the  worst  kind  ;  the  detection 
of  elastic  fibres  in  the  sputum,  after  boiling  with  caustic  soda  to  destroy  other  tissue 
elements,  chnches  the  diagnosis. 

Phthisis  ivith  cavitation  may  produce  foulness  of  the  sputum,  but  hardly  ever  the  stench 
of  gangrene,  unless  gangrene  has  supervened.  It  is  distinguished  from  bronchiectasis  and 
from  hidden  empyema  by  discovering  tubercle  bacilli  in  the  sputum.  The  chief  difficult}' 
arises  when  the  tuberculous  part  of  the  malady  has  ceased,  the  cavities  formerly  excavated 
by  the  tuberculous  process  having  been  usurped  by  secondary  pyogenic  organisms. 
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Foul  breath  is  due  in  the  great  majority  of  cases  to  local  decomposition  in  the  mouth, 
often  diagnosable  on  simple  inspection  in  the  form  of  tartar,  septic  gums,  carious  teeth  with 
decomposing  food  particles  in  them,  pyorrhcea  alveolaris,  or  stomatitis  (p.  542) ;  or  it  may 
be  that  the  nose  or  throat  are  at  fault  rather  than  the  mouth,  as  the  result  of  necrosis  of  the 
vasal  bonesy  purulent  hypertrophic  or  atrophic  rhinitis,  ozoena,  septic  tonsillitis  or  other  varieties 
of  Sore  Throat  (p.  613) ;  very  vile  foulness  of  the  breath  occurs  with  VinccnVs  angina 
(p.  614),  and  wth  squamous-celled  carcinoma  of  the  mouth  or  tongue  ;  in  children  the 
jx)ssibility  of  some  foreign  body  having  got  impacted  in  the  throat,  nose,  or  nasopharynx 
should  not  be  forgotten. 

It  is  only  when  all  such  local  conditions  have  been  excluded,  and  when  there  is  no  acute 
illness  nor  any  lesion  of  the  lungs,  that  one  can  attribute  foulness  of  the  breath  to  constipation 
OT  to  dyspepsia.  It  is  sometimes  very  difficult  to  find  out  why  the  patient's  breath  is  not 
sweet,  and  indeed  there  are  some  persons  in  whom  all  the  functions  of  the  body  seem  to  be 
nomial,  and  the  mouth  clean,  and  yet  the  breath  is  foul.  If  there  are  any  symptoms  of 
gastro-intestinal  disorder,  especially  flatulence  or  constipation,  one  is  inclined  to  attribute 
the  condition  of  the  breath  to  the  stomach  or  the  bowels  ;  but  when  there  are  no  symptoms 
of  error  in  these,  it  is  more  than  likely  that  the  trouble  is  due  to  some  local  condition  not 
disco\-cred  on  ordinary  inspection,  particularly  putrefaction  of  food  particles  which  may 
become  impacted  between  the  teeth  even  in  persons  who  use  both  tooth-brush  and  mouth- 
wash daily.  Herbert  French. 

BREATH,  SHORTNESS  OF.— This  is  a  very  common  complaint  which  should  be 
differentiated  carefully  from  difficulty  of  breathing,  the  latter  term  being  reserved  entirely 
for  cases  of  obstruction  in  the  main  air-passage,  the  larynx,  and  trachea — diphtheria, 
growths,  and,  very  much  more  rarely,  pressure  from  without  being  the  main  causes.  Short- 
ne^  of  breath  is,  in  the  patient's  mind,  a  conscious  quickening  of  the  respiratory  movements 
to  supply  a  conscious  need  of  air.     The  following  are  chief  causes  : — 

Increased  Need  for  Oxygen, — Fevers  and  other  septic  processes  inducing  excessive 
ox)gen  requirements.     Exercise  in  health — temporary  shortness  of  breath. 

Diminished  Supply  of  Oxygen, — (1)  Blood  conditions  in  which  the  red  corpuscles 
cannot  carry  a  sufficient  charge,  or  do  not  yield  up  their  supply  with  sufficient  ease  ; 
(2)  Cardiac  conditions  of  inefficiency  of  circulation  ;  (8)  Pulmonary  conditions  of  diminished 
surface  of  contact,  or  ease  in  contact,  of  air  and  blood  in  alveoh  ;  (4)  Atmospheric  con- 
ditions of  diminished  partial  oxygen  pressure  in  the  alveoli  of  the  lung  ;  (5)  Deformities 
of  the  chest  mechanically  preventing  the  expansion  of  the  lung.  The  diagnosis  of  these 
conditions  is  not  difficult  when  once  attention  is  drawn  to  the  possibility  of  their  occurrence, 
but  we  must  advert  briefly  to  each  of  them  to  indicate  the  guides  to  the  cause  in  a  case 
not  at  once  obvious. 

Fevers  and  Septic  Conditions. — ^Thc  thermometer  and  the  obvious  illness  of  the 
patient  will  generally  indicate  these  ;  nor  indeed  is  shortness  of  breath  a  common  complaint 
in  sudi  patients,  their  minds  being  filled  with  other  ideas. 

Exereise  in  Health. — Here  it  is  necessary  to  be  sure  of  the  health  ;  it  may  or  may 
not  be  that  the  person  is  merely  out  of  condition,  and  undertakes  exercise  which  only  a 
trained  athlete  can  perform  properly.  The  only  way  to  avoid  mistakes  is  to  ask.  Does 
the  shortness  of  breath  soon  disappear  ?  and  then  to  make  a  careful  examination  of  the 
patient  to  sec  if  any  of  the  undermentioned  causes  are  at  work  ; — 

1.  Blood  Conditions. — ^These  include  :  (i)  Simple  loss  of  blood  ;  (ii)  Ansemia  simplex  ; 
(iii)  Amemia,  severe,  pernicious  or  leuksemic  ;  (iv)  Polycythaemia  ;  (v)  Some  pathological 
constituent,  as  in  diabetes,  uraemia,  Graves's  disease,  etc. 

The  actual  laboratory  diagnosis  of  the  blood  condition  is  simple  enough  if  we  decide 
to  have  it  examined.  The  p>oints  that  may  lead  us  to  have  this  done  would  naturally  come 
in  the  following  order.  A  history  of  loss  of  blood  is  pretty  sure  to  be  volunteered — piles, 
excessive  menstruation,  obvious  trauma,  loss  at  parturition,  etc.  ;  suspicion  is  very  likely 
to  be  aroused  by  the  colour  of  the  patient's  face,  especially  when  coupled  with  a  primary 
complaint  of  shortness  of  breath.  Diabetes  and  urcemia  are  likely  to  show  other  signs,  and 
the  urine  will  give  the  clue  to  the  diagnosis.  Never  omit  to  have  the  blood  examined  if 
the  cause  of  a  shortness  of  breath  is  not  apparent  on  simple  physical  examination  ;  indeed 
one  must  go  farther,  and  say  if  some  easily  diagnosable  condition  is  not  present ;    for  it 


Digitized  by 


Google 


88  BREATH,    SHORTNESS    OF 

must  be  remembered  that  blood  conditions  are  the  very  ones  to  be  the  exciting  cause  of 
cardiac  inefficiency,  which  by  itself  is  often  hard  to  diagnose  if  there  be  no  obvious  bruit 
or  irregularity  in  rhythm. 

2.  Cardiac  Conditions. — Inefficiency  in  circulation.  These  include :  (i)  Valvular 
disease  (acute  and  chronic) ;  (ii)  Muscular  weakness  (fatty,  fibrosis,  etc.) ;  (iii)  >^erve 
conditions  (arrhj'thmia  ?) ;   (iv)  Pericarditis  and  pericardial  effusion. 

i.  Valvular  Disease. — If  a  bruit  be  present,  it  may  fairly  be  assumed  that  the  heart  is  a 
factor  in  causing  shortness  of  breath,  but  unless  some  other  tell-tale  sign  be  present  it  must 
not  be  assumed  that  it  is  the  only  factor,  for  it  is  very  common  to  find  patients  with  bruits 
who  will  not  confess  to  shortness  of  breath. 

ii.  Muscular  Weakness. — ^We  cannot  under  the  present  heading  give  all  the  points  in 
connection  with  '  morbus    cordis  sine    murmure '  ;    it  must,  however,  be    stated  that   a 
diminution  in  the  muscular  energy  of  the  heart  is  a  most  important  contributory  factor  in 
producing  shortness  of  breath  in  all  pathological  conditions  of  the  blood,  including  renal 
affections  and  diabetes,   in  convalescence  from  acute  disease,   and  in  acute  pericardial 
affections  ;    it  is,  perhaps,  the  commonest  cause  of  all  of  shortness  of  breath.     Want  of 
tone  in  the  sounds,  likeness  of  the  first  to  the  second  sound,  and  irregularities  in  rhytfini, 
are  the  principal  points  to  look  for.    The  urine  should  be  examined  with  care,  both  for 
albumin  and  tube-casts  ;  the  ophthalmoscope  should  be  used  in  the  detection  of  albuminuric 
retinitis  ;   and  it  is  often  wise  to  measure  the  systemic  blood-pressure  to  find  out  whether 
it  is  greatly  above  the  normal  or  not.     In  this  connection  fat  wants  special  mention  ;   fatty 
degeneration  of  heart  muscle,  and  overloading  of  the  heart  with  interstitial  fat  will  both 
cause  shortness  of  breath,  and  it  is  practically  impossible  to  differentiate  the  two  with 
certainty  during  life.     In  very  stout  individuals  the  latter  is  of  course  to  be  suspected,  but 
the  former  cannot  be  excluded ;  in  fact,  when  such  a  patient  complains  of  shortness  of 
breath,  his  case  requires  the  greatest  acumen  to  decide  the  cause  and  then  the  treatment. 
The  previous  general  health  affords  the  strongest  clue,  coupled  with  the  history  of  the  onset 
of  the  shortness  of  breath.     In  a  stout  subject,  as  indeed  in  all  other  patients  in  whom  I 
am  trying  to  judge  the  question,  "  Am  I  dealing  with  a  case  of  cardiac  insufficiency  without 
a  bruit  ?  "  I  adopt  the  following  simple  plan.     I  listen  with  the  stethoscope  to  the  heart, 
counting  the  pulse  frequency  and  noting  the  sounds  while  the  patient  is  sitting  in  a  chair 
in  the  course  of  conversation,  and  again  do  the  same  while  he  is  standing.    I  then  make 
the  patient  hurry  in  his  movements,  run  upstairs,  or  several  times  across  my  consulting 
room,  and  again  repeat  my  observations  on  frequency,  rhythm,  and  sounds  ;    I  then  get 
him  to  lie  down  on  a  sofa  whilst  I  make  another  examination  on  the  same  p>oints.     It  is 
thus  possible  in  three  or  four  minutes  to  get  most  valuable  information  as  to  the  response 
of  the  heart  to  increased  work,  as  well  as  to  relief  from  work,  and  to  draw  pretty  accurate 
conclusions  as  to  its  muscular  efficiency,  which  after  all  is  the  chief  point  to  be  considered. 

I  roughly  assume  that  there  is  an  average  difference  in  health  of  about  five  beats  per 
minute  between  sitting  and  standing,  that  effort  should  increase  this  difference  to  somewhere 
about  fifteen  to  twenty  beats  a  minute,  and  then  in  about  three  minutes  a  reasonably  healthy 
heart  should  resume  its  resting  frequency  from  such  mild  exertion  as  mentioned  above. 
If  exertion  removes  a  '  resting '  irregularity  in  rhytlim,  I  assume  the  heart  is  muscularly 
in  a  reasonable  state  of  health. 

iii.  Nerve  Conditions. — Local  pressure  on  the  nerves  may  cause  cardiac  arrhythmia 
and  breathlessness,  but  these  will  have  other  signs  and  symptoms  easily  discoverable  ; 
general  nervousness  and  neurasthenia  are  often  characterized  by  shortness  of  breath  on 
exertion  or  excitement,  there  being  frequency  of  the  beat  without  any  arrhythmia. 

iv.  Pericardial  Diseases. — A  differential  diagnosis  between  these  and  a  hypertrophy 
or  dilatation  of  the  ventricles  may  be  demanded  for  other  reasons,  but  qua  shortness  of 
breath,  there  is  no  difficulty  in  determining  that  either  cardiac  or  pericardial  trouble  is  the 
cause. 

3.  Pulmonary  Conditions. — ^These,  again,  will  be  fairly  obvious  on  proper  examination, 
including,  as  they  do,  every  disease  of  the  lung  ;  but  we  would  specially  draw  attention  to 
the  possible  presence  of  a  quiet  pleural  effusion,  which  not  very  infrequently  is  so  insidious 
as  to  give  rise  to  no  complaint  but  that  of  shortness  of  breath.  Again,  in  the  early  days 
of  phthisis,  it  may  be  that  a  cough  and  shortness  of  breatli  are  nearly  all  that  is  complained 
of.     Bronchitis,    advanced    tubercle,    bronchopneumonia,    lobar    pneumonia,    and    acute 
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pleurisy,  are  all  easily  recognizable  causes  of  shortness  of  breath.  The  only  intrinsic 
atTection  of  the  lungs  not  at  once  easily  discoverable  is  emphysema  without  its  usually 
accompanying  bronchitis  ;  the  shape  of  the  chest,  the  deficiency  of  vesicular  sounds,  the 
increased  resonance  to  percussion  will  generally  give  a  clue. 

4.  Atmospheric  Conditions  need  no  diagnosis  ;  partial  asphyxia  by  bad  air,  high 
mountains,  and  caisson  work,  are  the  three  chief  alterations  in  gaseous  surroundings.  All 
are  obvious. 

5.  Deformities  of  Cliest  are  again  obvious  ;  Pott's  curvature  is  the  chief  one.  They 
derive  their  importance  from  the  fact  that  commonly  one  lung  is  hors  de  combat  almost  to 
start  witii,  and  hence  a  very  slight  affection  of  the  other  may  cause  great  dilhculty  in 
breathing.  pred  J.  Smith. 

BREATHING,  CHEYNE-STOKES.— (See  Cheyne-Stokes  Respiration,  p.  107.) 

BREATHING,  SLOW.— (See  Bradypncea,  p.  84.) 

BRITTLE  BONES.— (See  Fracture,  Spontaneous,  p.  242.) 

BRUITS,   CARDIAC. 

I.— SYSTOLIC  BRUITS. 
(A).  Systolic  Bruits  in  tlie  Mitral  Area. — When  a  definite  systolic  bruit  is  audible 
over  the  mitral  area  which  corresponds  to  that  portion  of  the  chest  wall  lying  immediately 
over  the  cardiac  apex,  its  cause  is  sometimes  obvious.  If,  for  example,  a  person  who  has 
previously  had  an  attack  of  rheumatic  fever  presents  a  bruit  with  its  point  of  maximum 
intensity  over  the  cardiac  apex,  conducted  outwards  into  the  left  axilla,  there  being  lost, 
and  heard  again  near  the  inferior  angle  of  the  left  scapula,  then  such  a  bruit  is  almost 
certainly  due  to  organic  disease  of  the  mitral  valve  causing  regurgitation  through  it.  This 
is  confirmed  by  finding  that  the  heart  is  enlarged,  the  area  of  cardiac  dullness  increased, 
and  the  apex  beat  displaced  downwards  and  to  the  left.  Such  enlargement  points  to  the 
cardiac  condition  not  being  of  recent  origin  ;  bulging  of  the  praecordia,  often  seen  in  children, 
is  additional  evidence  in  the  same  direction. 

In  some  eases,  however,  the  diagnosis  is  not  so  obvious,  and  for  a  definite  conclusion 
to  be  arrived  at  it  is  necessary  to  consider  all  the  following  conditions  which  may  produce 
a  systolic  bruit  in  the  mitral  area  : — 

(1).   Mitral  regurgitation,  due  to  chronic  organic  disease  of  the  mitral  valve. 
(2).  Acute  endocarditis  :   (a)  Simple  ;   {b)  Ulcerative  or  malignant. 
(3).   Mitral  regurgitation  where  there  is  no  disease  of  the  mitral  valve,  but  dilatation 
of  the  left  ventricle  as  the  result  of  (a)  Disease  of  the  aortic  valve  ;    (b)  Disease  of  the 
myocardium,  such  as  myocarditis,  parenchymatous  degeneration,  fatty  heart,  fibroid  heart ; 
(c)  Disease  external  to  the  heart,  causing  hypertrophy  and  dilatation  of  the  left  ventricle 
such  as  arterial  sclerosis  and  interstitial  nephritis  ;    {d)  Adherent  pericardium,  which  is 
frequently  associated  with  organic  disease  of  the  valves. 
(4).  Functional  bruits. 
(5).  Cardio-respiratory  bruits. 
(6).  Congenital  malformation  of  the  heart. 
(7).  Aneurysm  of  the  heart. 
(8).  Acute  pericarditis. 

1.  The  following  points  are  in  favour  of  the  bruit  being  due  to  organic  disease  of  the 
mitrd  valve  of  long  standing  :  (a)  Enlargement  of  the  heart,  shown  by  displacement  of 
the  apex  beat  and  increase  in  the  area  of  cardiac  dullness.  In  mitral  regurgitation  the 
enlargement  is  due  to  hypertrophy  and  dilatation  of  the  left  ventricle,  the  differential 
diagnosis  of  the  other  causes  of  which  will  be  found  on  p.  206  ;  (b)  A  history  of  past 
rheumatic  fever  or  of  chorea  ;  (c)  The  age  of  the  patient  ;  in  children  and  young  adults 
mitral  regurgitation  is  far  more  likely  to  be  the  result  of  a  previous  endocarditis  than  of 
dilatation  of  the  mitral  orifice  without  valvular  disease  ;  (d)  The  absence  of  pyrexia  helps 
in  excluding  a  recent  endocarditis,  though  in  children  suffering  from  rheumatic  endocarditis 
the  temperature  is  often  normal  while  they  are  being  treated  with  salicylates.  In  cases  of 
recent  endocarditis  there  may  be  no  physical  signs  of  any  great  enlargement  of  the  left 
ventricle,  and  usually  the  apex  beat  is  found  close  to  its  normal  position. 
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2.  Acute  endocarditis  is  nearly  always  associated  with  some  other  affection  ;  for 
example,  there  may  be,  or  have  been,  acute  rheumatism  or  chorea,  or  pneiimonia  or  some 
other  infectious  process,  such  as  scarlet  fever,  en'sipelas,  septicaemia,  or  puerperal  fever. 
The  heart  is  not  found  to  be  enlarged,  or  only  to  a  slight  extent,  provided  that  the  condition 
is  not  one  of  an  acute  endocarditis  affecting  old  sclerotic  valves ;  the  bruit  is  soft  and 
blowing — ^never  musical  in  simple  cases — and  it  is  localized  to  the  impulse  instead  of  bein^ 
transmitted  into  the  axilla.  In  malignant  endocarditis  the  constitutional  disturbances  nnay 
be  severe  ;   the  points  in  the  diagnosis  will  be  found  on  p.  34. 

3.  The  points  in  favour  of  mitral  regurgitation  due  to  dilatation  of  the  left  ventricle  are  : 
(a)  The  age  of  the  patient ;  myocardial  degenerations,  except  those  occurring  in  infectious 
processes,  are  not  likely  to  be  present  before  middle  life  ;  (h)  The  presence  of  arterial 
sclerosis  and  chronic  interstitial  nephritis,  as  determined  by  increased  blood-pressure, 
accentuation  of  the  aortic  second  sound,  thickening  of  the  radial  arteries,  retinitis,  and 
polyuria  with  a  trace  of  albumin  ;  (c)  The  existence  of  non-rheumatic  aortic  obstruction 
or  regurgitation  with  hypertrophy  and  dilatation  of  the  left  ventricle  ;  (d)  Shortness  of 
breath  and  cardiac  distress  upon  exertion,  without  any  obvious  cardiac  lesion  ;  if  these 
be  associated  with  oedema  of  the  legs,  engorgement  of  the  lungs,  and  enlargement  of  the 
liver  without  a  very  high  blood-pressure  and  without  obvious  primary  lung  trouble  such 
as  fibrosis  or  emphysema,  dilatation  of  the  mitral  orifice  as  the  result  of  myocardial 
degeneration  is  probable.  If  this  is  the  result  of  fatty  infiltration,  the  cardiac  condition  is 
often  part  of  general  obesity. 

Regurgitation  through  the  mitral  valve  may  be  caused  by  a  dilatation  of  the  left 
ventricle  dependent  upon  an  adherent  pericardium.  The  following  signs  of  adherent  peri- 
cardium must  be  looked  for  :  (a)  Systolic  retraction^  which  is  best  determined  by  inspection 
of  the  chest  wall  from  the  side,  and  is  due  to  an  indrawing  of  the  intercostal  spaces  during 
the  ventricular  systole.  When  this  is  situated  near  the  apex  beat  it  is  due  to  an  adherent 
pericardium  :  it  may  also  be  noticed  over  the  lower  sternal  region,  or  at  the  ensiform 
cartilage,  or  over  a  lower  left  rib  behind  the  posterior  axillary  line.  Systolic  retraction 
is  not  always  due  to  an  adherent  pericardium,  for  in  thin  persons  and  in  children  a  systohc 
indrawing  of  the  third  and  fourth  left  intercostal  spaces  close  to  the  sternum  is  often  seen, 
and  is  produced  by  the  normal  recession  of  the  base  of  the  heart  during  each  ventricular 
systole.  Systolic  retraction  due  to  adherent  pericardium  is  often  followed  by  (b)  The 
diastolic  shock,  palpable  and  due  to  the  sudden  relaxation  of  the  ventricular  wall ;  (c)  Diastolic 
collapse  of  the  veins  of  the  neck,  or  Friedreich's  sign,  which  is  produced  during  the  ventricular 
diastole  ;  it  is  found  chiefly  in  this  condition,  but  does  not  always  occur,  and  is  sometimes 
seen  without  pericardial  adhesion  being  present ;  (d)  The  pulsus  paradoxus,  the  cardiac  beats 
becoming  more  feeble  at  the  end  of  inspiration,  so  that  during  each  inspiration  the  pulse- 
beat  becomes  very  weak,  or  is  lost. 

4.  A  systolic  bruit  at  the  cardiac  apex  may  be  functional  in  origin,  in  which  case  it  is 
localized  to  the  mitral  area,  being  conducted  only  for  a  short  distance  into  the  axilla,  and 
not  heard  posteriorly.  The  condition  is  associated  with  anaemia  and  other  debilitating 
conditions.  Other  functional  bruits  are  nearly  always  associated  with  it,  especially  one  in 
the  pulmonary  area,  and  also  a  bruit  de  diable  in  the  neck. 

5.  A  cardio-respiratory  bruit  is  frequently  heard  at  the  cardiac  apex,  and  is  sometimes 
mistaken  for  one  caused  by  mitral  regurgitation.  The  bruit  varies  with  the  movements 
of  respiration,  the  more  usual  sounds  heard  being  bruits  corresponding  with  the  ventricular 
systoles  of  two  or  three  heart-beats  during  inspiration.  Such  murmurs  should  not  be 
ignored,  as  they  may  be  due  frequently  to  pleuritic  friction.  To  distinguish  them  from  cardiac 
bruits  is  usually  easy,  and  the  chief  diagnostic  points  are  :  (a)  Cardio-respiratory  bruits 
vary  in  intensity  with  the  movements  of  respiration,  being  louder  during  inspiration. 
(6)  When  present  at  the  apex  they  are  abolished  when  the  breath  is  held  in  deep  inspiration. 

(c)  They  vary  in  intensity  and  character  with  alterations  in  the  posture  of  the  patient. 

(d)  The  bruits  sound  nearer  to  the  ear  than  cardiac  bruits,  (c)  Each  bruit  commences 
suddenly  and  ends  abruptly.  (/)  They  are  not  conducted  in  the  recognized  direction  of 
valvular  murmurs, 

6.  A  congenital  systolic  bruit,  when  heard  in  the  mitral  area,  is  always  part  of  a  loud 
bruit  with  its  point  of  maximum  intensity  nearer  the  base  of  the  heart.  When  such  a 
murmur  is  heard  in  children,  with  little  or  no  displacement  of  the  apex  beat,  and  the  area 


Digitized  by 


Google 


BRUITS,    CARDIAC  91 

of  cardiac  dullness  is  increased  to  the  right  of  the  sternum,  the  condition  is  always  congenital. 
The  lesion  will  generally  be  either  patent  septum  ventriculorum,  pulmonary  stenosis,  or 

patent  ductus  arteriosus  (p.  156).    Mitral  regurgitation  due  to  a  congenital  defect  practically 

never  occurs. 

7.  An  aneurysm  at  the  cardiac  apex  is  rare,  and  is  scarcely  possible  to  diagnose,  so  that 
it  need  not  be  taken  into  account  when  considering  the  differential  diagnosis  of  apical  bruit. 

8.  WTien  acute  pericarditis  is  present,  a  systolic  bruit  which  is  part  of  a  '  to-and-fro  ' 
friction  murmur  may  be  heard  in  the  mitral  area.  Such  a  murmur  changes  its  character 
with  the  pressure  of  the  stethoscope  and  with  the  different  phases  of  respiration  ;  and  it  is 
not  conducted  into  the  axilla.     Other  signs  of  pericarditis  are  usually  present  (p.  213). 

(B),  Systolic  Bmlts  over  the  Pulmonary  Area,  i.e.,  over  the  second  left  intercostal 
space  close  to  the  sternum,  may  be  caused  by  the  following  conditions  : — 

(1).  Congenital  cardiac  malformations,  especially  pulmonary  stenosis  and  patent  ductus 
arteriosus. 

(2).  Functional  bruit, 
(3).  Cardio-respiratory  bruit, 

(4).  Acquired  pulmonary  stenosis,  which  is  a  very  rare  lesion. 

To  distinguish  between  an  organic  and  congenital  defect  and  a  functional  condition  is 
usually  quite  easy.     Pulmonary  stenosis  is  nearly  always  congenital,  and  is  therefore  found 
for  the  most  part  in  children ;   and  its  presence  is  confirmed  by  other  signs  of  congenital 
heart  disease,  such  as  little  or  no  displacement  of  the  apex  beat  with  considerable  enlarge- 
ment of  the  right  side  of  the  heart,  together  with  cyanosis  of  varying  degree,  and  clubbing 
of  the  fingers  (p.  Ill)  and  toes.     With  a  patent  ductus  arteriosus  the  bruit  is  often  similar, 
although  cyanosis  and  clubbing  of  the  fingers  and  toes  are  usually  absent ;   instead  of  the 
murmur  being  definitely  either  systolic  or  diastolic  in  time,  a  long  rumbling  bruit,  com- 
mencing during  systole  and  passing  on  into  the  diastole  of  the  ventricles,  is  heard.     Such 
a  bruit  is  considered  to  be  pathognomonic  of  this  congenital  defect,  as  it  is  impossible  for 
a  bruit  extending  from  systole  into  diastole  to  be  produced  within  the  heart.     When  a 
patent  ductus  arteriosus  is  present,  a;-ray  examination  of  the  heart  sometimes  shows  a 
^ladow  bulging  to  the  left  between  the  arch  of  the  aorta  and  the  left  ventricle.     It 
appears  like  a   'cap'   above  the   ventricle,  due  to  dilatation  of  the   pulmonary  artery. 
A'-ray  examination  will  help  in  the  diagnosis  of  most  forms  of  congenital  heart  disease, 
because  it  shows  definitely  the  enlargement  of  the  right  heart  with  little  alteration  in  the 
position  of  the  left  border. 

Other  congenital  malformations,  such  as  a  patent  interventricular  septum,  may  produce 
a  s>'stolic  bruit  in  the  pulmonary  area,  though  the  maximum  intensity  of  the  abnormal 
sound  is  lower  down  on  the  left  of  the  sternum  ;  in  many  cases,  however,  the  differential 
diagnosis  of  the  ventricular  congenital  malformation  is  impossible. 

2.  The  functional  pulmonary  bruit  is  common  in  chlorosis  and  other  anaemic  and 
debilitated  conditions,  and  in  exophthalmic  goitre  ;  it  is  also  frequent  in  school-children 
set.  5-15.  The  bruit  alters  with  the  position  of  the  patient,  being  louder  in  the  recumbent 
than  in  the-  erect  posture,  whereas  in  congenital  defects  the  position  of  the  patient  has 
ven-  little  influence  upon  the  loudness.  The  presence  of  a  bruit  de  diable  in  the  neck  confirms 
the  diagnosis  of  the  functional  origin  of  the  bruit,  and  there  is  generally  no  such  increase 
of  cardiac  dullness  to  the  right  of  the  sternum  as  occurs  in  congenital  malformation  and 
acquired  pulmonary  stenosis.  A  systolic  thrill  may  be  present  in  the  pulmonary  area  both 
in  oipnic  and  functional  conditions,  but  is  more  common  in  the  former  and  therefore  in 
favour  of  pulmonary  stenosis. 

A  systolic  bruit  is  frequently  heard  over  the  upi>er  portion  of  the  manubrium  in  young 
children  in  the  sitting  posture,  when  the  head  is  so  raised  that  the  eyes  are  looking  directly 
op  at  the  ceUing.  It  disappears  when  the  chin  is  lowered.  It  is  usually  of  no  importance, 
aithough  it  may  be  a  sign  of  enlarged  lymphatic  glands  at  the  bifurcation  of  the  trachea. 

3.  Cardio-respiratory  bruits  are  sometimes  heard  at  the  base  of  the  heart,  and  more 
often  on  the  left  side  of  the  sternum.  They  vary  with  the  movements  of  respiration  and 
also  with  changes  in  the  posture  of  the  patient,  but  not  in  so  definite  manner  as  do  the 
cardio-respiratory  bruits  which  are  heard  in  the  mitral  area. 

4.  Pulmonary  stenosis  may  be  an  acquired  lesion,  although  very  rarely  ;  if  in  a  young 
adult  such  a  bruit  as  has  just  been  described  is  present,  and  if  there  is  a  past  history*  of 
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rheumatic  fever,  together  with  lesions  of  the  other  valves,  especially  the  mitral,  then  it 
may  be  fairly  presumed  that  the  bruit  is  due  to  an  acquired  pulmonary  stenosis.  The 
history  helps  greatly  in  the  diagnosis,  for  if  the  lesion  were  congenital  there  ^vould  be 
symptoms  of  its  presence  dating  back  to  infancy. 

Systolic  bruits  due  to  other  valvular  lesions  may  also  be  heard  over  the  pulmonary 
area,  but  they  have  their  point  of  maximum  intensity  over  other  portions  of  the  praecordia, 
and  are  only  heard  over  the  pulmonary  area  on  account  of  their  loudness  and  extent. 
These  bruits  are  not  likely  to  be  mistaken  for  those  that  have  just  been  described. 

(C).  Systolic  Bruits  over  the  Aortic  Area. — When  a  systolic  bruit  is  heard  ^witii  its 
point  of  maximum  intensity  in  the  aortic  area,  which  corresponds  to  that  portion  of  tlie  chest 
wall  overlying  the  second  right  costal  cartilage,  and  is  conducted  upwards  into  the  vessels 
of  the  neck,  it  arises  either  at  the  aortic  valve  or  in  the  ascending  portion  of  the  aorta.       The 
chief  point  in  the  diagnosis  between  these  two  conditions  is  the  character  of  the  aortic  second 
sound.     If  the  bruit  be  due  to  changes  in  the  valves  causing  obstruction,  then  the  second 
soimd  will  be  altered  in  character,  being  muffled  and  sometimes  inaudible,  as  the  rigidity  of 
the  aortic  cusps  prevents  them  closing  suddenly  in  the  normal  manner.     The  presence  of 
an  aortic  diastolic  bruit  would  make  quite  clear  the  valvular  origin  of  the  systolic  bruit. 
When  the  bruit  is  due  to  changes  in  the  aorta,  in  consequence  of  atheroma,  dUatation,  or 
aneurysm,  and  not  to  aortic  obstruction,  then  the  second  sound  is  usually  clear.      The 
presence  of  a  pulsating  tumour,  pulsation  in  the  second  right  intercostal  space  without  a 
tumour,  or  dullness  in  this  region,  would  suggest  an  aneurysm  and  so  confirm  the  diag^nosis 
of  the  bruit  arising  in  the  aorta.     A  systolic  bruit  over  the  aortic  area  is  of  frequent 
occurrence  ;   but  for  the  purpose  of  diagnosis  it  must  be  remembered  that  such  a  bruit  is 
rarely  due  to  stenosis,  and  more  frequently  results  from  a  progressive  sclerosis  of  the  aortic 
valve  without  real  stenosis,  or  from  changes  in  the  aorta.     Before  aortic  stenosis  is  diagnosed 
there  should  be  a  loud  systolic  bruit  in  the  second  right  intercostal  space,  together  with  a 
systolic  thrill,  and  evidence  of  hypertrophy  of  the  left  ventricle.     If  the  bruit  is  due  to 
aciite  endocarditis,  with  vegetations  on  the  semilunar  valves,  then  the  left  ventricle  is  not 
enlarged  to  such  an  extent  as  in  aortic  obstruction,  or  in  atheroma  of  the  aorta.     Afunctional 
bruit  confined  to  the  aortic  area  is  very  rare,  but  may  be  distinguished  by  there  being  no 
enlargement  of  the  left  ventricle,  and  by  the  presence  of  other  functional  bruits,  especially 
a  bruit  de  diable.     If  marked  anaemia  exists,  either  from  some  primary  blood-disease  or 
secondary  to  a  cachectic  condition,  due  to  malignant  disease,  tuberculosis,  malaria,  a  large 
haemorrhage,  etc.,  then  the  diagnosis  of  a  functional  bruit  is  confirmed. 

In  rare  cases  a  very  loud  systolic  bruit  in  the  aortic  area  is  due  to  a  saccular  aortic 
aneurysm  opening  into  the  pulmonary  artery  or  into  the  superior  vena  cava  ;  in  either  case 
there  will  generally  be  a  history  of  acute  dyspnoea  developing  suddenly,  together  with 
cyanosis  ;  and  when  the  superior  vena  cava  is  opened  into  in  this  way  there  is  generally 
acute  oedema  of  the  face,  neck,  and  arms  also  {Fig,  99,  p.  208).  X-ray  examination  may 
assist  the  diagnosis  materially  in  either  case. 

(D).  Systolic  Bruits  over  the  Tricuspid  Area. — ^A  bruit  heard  best  over  the  tricuspid 
area,  which  corresponds  to  that  part  of  the  chest  wall  overlying  the  lower  portion  of  the 
sternum,  is  of  diagnostic  importance  in  that  it  indicates  tricuspid  regurgitation,  which  is 
nearly  always  due  to  dilatation  of  the  right  ventricle.  That  the  bruit  is  due  to  tricuspid 
regurgitation  is  confirmed  by  finding  the  cardiac  dullness  extending  to  the  right  of  the 
sternum,  fullness  and  pulsation  in  the  veins  of  the  neck,  and  evidence  of  failing  cardiac 
compensation,  as  shown  by  oedema  of  the  legs,  and  enlargement  and  pulsation  of  the  liver. 
Many  bruits,  systolic  in  rhythm  and  produced  at  the  tricuspid  valves,  are  best  audible  in 
the  neighbourhood  of  the  cardiac  impulse,  but  they  are  not  conducted  outwards  into  the 
left  axilla  like  bruits  produced  at  the  mitral  valve.  On  the  other  hand,  when  a  mitral 
systolic  bruit  is  loud  enough,  it  may  be  audible  in  the  tricuspid  area,  but  there  would  not 
be  the  signs  of  passive  congestion  unless  there  was  general  failure  of  compensation.  It 
should  be  borne  in  mind,  of  course,  that  tricuspid  regurgitation  often  occurs  without  pro- 
ducing any  bruit  at  all,  so  that  absence  of  systolic  bruit  does  not  exclude  tricuspid  leakage^ 

II.— DIASTOLIC  BRUITS. 

A  diastolic  bruit  heard  over  the  precordia  is  always  due  to  organic  disease  of  the  heart. 
If  it  be  present  over  the  aortic  area,  that  is,  over  the  second  right  costal  cartilage  close  to 
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the  stemiini,  and  conducted  downwards  along  the  left  border  of  the  sternum,  and  sometimes 
outwards  towards  the  cardiac  impulse,  then  the  bruit  is  due  to  aortic  regurgitation. 
Sometimes  its  point  of  maximum  intensity  is  in  the  aortic  area,  sometimes  to  the  left  of 
the  sternum  in  the  third  intercostal  space.  Examination  of  the  pulse  confirms  the  diagnosis, 
for  the  '  water-hammer  '  pulse  is  found  only  with  aortic  regurgitation.  Capillary  pulsation 
is  also  present  ;  it  is  demonstrated  by  placing  a  glass  slide  on  the  everted  lower  lip,  or  by 
pressing  the  finger  nail  so  that  the  proximal  half  of  it  remains  pink  and  the  other  is 
blanched,  or  by  stroking  the  forehead  firmly  with  the  finger  and  watching  the  alternate 
blanching  and  reddening  of  the  resultant  streak.  Capillary  pulsation  may  also  be  found 
in  cases  of  marked  amemia,  and  in  the  normal  person  m  a  Turkish  bath.  A  double 
murmur  is  frequently  heard  over  the  larger  arteries  in  aortic  regurgitation,  particularly 
over  the  femoral  artery,  where  it  is  spoken  of  as  Duroziez's  sign.  The  first  murmur  is 
produced  when  the  vessel  is  distended  with  blood,  and  the  second  when  the  blood-pressure 
suddenly  falls  on  account  of  the  regurgitation. 

As  the  diastolic  bruit  of  aortic  regurgitation  is  frequently  associated  with  a  systolic 
one,  the  result  of  aortic  obstruction,  a  '  to-and-fro  '  murmur  is  produced  which  may  some- 
times be  mistaken  for  pericardial  friction  sound.  In  pericardial  friction  the  systolic  and 
diastolic  sounds  do  not  commence  accurately  with  the  first  and  second  sounds  of  the  heart, 
are  not  conducted  in  the  recognized  direction  of  an  endocardial  bruit,  and  are  altered  in 
intensity  by  the  pressure  of  the  stethoscope.  Having  decided  that  the  bruit  is  due  to 
aortic  regurgitation,  it  must  be  remembered  that  such  a  lesion  may  be  the  result  of : — 

1.  A  progres8ix)€  sclerosis  of  the  aortic  valves,  being  part  of  a  general  arterial  degenera- 
tion, or  due  to  a  localized  syphilitic  lesion. 

2.  Endocarditis,  either  rheumatic  or  malignant. 

3.  Rupture  of  a  segment,  due  to  either  excessive  strain  on  an  already  diseased  valve, 
or  to  malignant  endocarditis. 

4.  DHatalion  of  the  aortic  ring,  secondary  to  dilatation  or  aneurysm  of  the  ascending 
portion  of  the  arch  of  the  aorta. 

5.  Congenital  malfomuUion, 

The  age  of  the  patient  helps  greatly  in  the  differential  diagnosis  ;  if  the  lesion  be  found 
in  a  child  or  young  adult,  the  condition  is  almost  invariably  the  result  of  endocarditis  ; 
if,  on  the  other  hand,  aortic  regurgitation  occurs  in  middle  life,  it  is  nearly  always  due  to 
sclerosis  of  the  aortic  valve,  especially  syphilitic,  and  the  diagnosis  is  confirmed  by  finding 
a  positive  Wassermann  reaction,  or  degenerative  changes  in  other  arteries,  chronic  renal 
disease,  and  considerable  hypertrophy  of  the  left  ventricle.  If  the  regurgitation  be  due  to 
dilatation  of  the  aortic  ring,  it  can  only  be  diagnosed  when  the  existence  of  dilatation  or 
aneurysm  of  the  ascending  portion  of  the  arch  of  the  aorta  is  indicated  by  dullness  in  the 
second  right  intercostal  space  close  to  the  sternum,  by  pulsation  or  a  pulsating  tumour 
in  this  area,  or  by  an  a;-ray  exanvination.  Sometimes  the  aneurysm  may  be  situated  just 
above  the  sinuses  of  Valsalva,  and,  while  producing  aortic  regurgitation  by  causing  dilata- 
tion of  the  aortic  ring,  may  give  no  other  physical  sign  of  its  presence.  It  may  be  very 
smalK  and  yet  may  cause  sudden  death  by  rupture  into  the  pericardial  sac. 

A  diastolic  bruit  heard  only  down  the  left  border  of  the  sternum  is  practically  always 
due  to  aortic  regurgitation,  but  on  some  occasions  it  may  be  produced  by  pulmonary 
Tfpirgiiation  as  the  result  of  endocarditis,  dilatation  of  the  pulmonary  ring,  or  a  con- 
genital defect.  Pulmonary  regurgitation  is  most  often  secondary  to  mitral  stenosis,  due 
to  dilatation  of  the  pulmonary  orifice  as  the  result  of  increased  pressure  in  the  pulmonary 
circulation.  The  other  two  forms  are  very  rare,  and  difficult  to  distinguish  from  aortic 
regurgitation  unless  there  is  evidence  of  enlargement  of  the  right  ventricle  and  not  of  the 
left,  and  there  is  no  *  water-hammer  '  pulse  as  in  aortic  regurgitation. 

Diastolic  bruits  audible  at  the  cardiac  impulse  are  due  either  to  endocarditis  of  the 
mitral  valve,  to  mitral  stenosis,  or  to  aortic  regurgitation.  An  aortic  diastolic  bruit  is 
otlen  conducted  as  far  as  the  cardiac  apex  and  replaces  the  second  sound  here  ;  sometimes 
the  diastolic  bruit  which  is  heard  in  the  aortic  area  is  lost  on  being  traced  down  the  left 
Iwrder  of  the  sternum,  to  reappear  at  the  apex.  The  diastolic  bruits  of  mitral  stenosis  can 
be  distinguished  by  their  appearance  later  in  the  diastolic  period,  and  the  most  common 
's  presj^stolic — a  crescendo  murmur  ending  in  a  loud  slapping  first  sound.  An  aortic 
regurgitant  bruit  is  generally  blowing  in  character,  whereas  the  bruit  of  mitral  stenosis  is 
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often  rumbling.  Early  diastolic,  mid-diastolic,  and  late  diastolic  bruits,  occur  also  in 
mitral  stenosis,  but  none  of  these  should  be  mistaken  for  the  bruit  of  aortic  regurgitation, 
as  the  latter  condition  would  be  associated  with  hypertrophy  and  dilatation  of  the  left 
ventricle,  the  apex  beat  being  displaced  outwards  and  downwards,  even  to  the  sixth  inter- 
costal space,  and  would  be  confirmed  by  the  characteristic  '  water-hammer '  pulse-  In 
mitral  stenosis  without  mitral  regurgitation  there  is  very  little  displacement  of  the  apex 
beat,  because  the  left  ventricle  is  not  enlarged.  The  bruit  of  mitral  stenosis  is  often 
associated  with  a  presystolic  thrill,  whereas  that  of  aortic  regurgitation  is  not. 

In  order  to  understand  the  various  bruits  which  occur  in  mitral  stenosis,  the  manner 
in  which  they  are  produced  must  be  discussed.  They  are  caused  by  the  blood  being  forced 
through  the  stenosed  mitral  valves.  The  two  forces  which  produce  this  are  the  contraction 
of  the  walls  of  the  left  auricle  and  of  the  right  ventricle.  The  suction  action  of  the  left 
ventricle  during  its  diastole  is  probably  not  sufficient  in  itself  to  cause  the  bruit,  but  simply 
helps  in  the  work  of  the  left  auricle  and  right  ventricle.  The  presystolic  bruit  of  nnitral 
stenosis  occurs  during  the  end  of  the  ventricular  diastole,  and  corresponds  to  the  systole 
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Fig.  39. — Diagram  of  the  bruits  of  mitral  stonosU  fSawyer's  Physical  Signs). 

of  the  left  auricle.  A  mid-diastollc  bruit  sometimes  occurs  in  mitral  stenosis.  This  may 
be  the  only  bruit  present,  but  there  may  be  a  presystolic  bruit  as  well,  resulting  in  two 
distinct  bruits  during  the  ventricular  diastole.  These  two  bruits  may  be  fused  into  one 
when  the  contractions  of  the  right  ventricle  and  left  auricle  are  vigorous.  The  mid-diastolic 
bruit  is  probably  due  to  tlie  previous  contraction  of  the  right  ventricle  increasing  the  blood 
pressure  in  the  lungs  and  left  auricle,  and  so  forcing  the  blood  through  the  stenosed  mitral 
valve.  It  varies  slightly  in  its  situation  in  the  ventricular  diastole  in  different  cases,  but 
whether  early  or  late  it  is  always  separate  from  the  previous  second  sound  mstead  of 
replacing  the  latter  in  the  way  an  aortic  regurgitant  murmur  does.  When  the  force  of  the 
contractions  of  the  left  auricle  begins  to  fail,  or  when  there  is  auricular  flbrillaiion,  as  shown  by 
total  irregularity  of  the  heart  or  by  an  electro-cardiogram  {Fig.  196,  p.  486),  the  presystolic 
bruit  often  disappears.  In  mitral  stenosis  there  may  therefore  be  a  presystolic  bruit,  or  a 
mid-diastolic  bruit,  or  mid-diastolic  and  presystolic  bruits,  or  a  bruit  which  occupies  almost 
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the  whole  of  the  ventricular  diastole.  With  all  these  bruits  the  first  sound  at  the  apex  is 
usually  slapping  or  thumping  in  character.  This  alteration  in  the  first  sound  may  be 
present  without  any  of  the  above-mentioned  bruits,  and  is  in  itself  very  characteristic  of 
mitral  stenosis.  In  some  cases  the  second  sound  is  reduplicated  at  the  cardiac  apex,  while 
in  others — ^and  this  in  the  majority  of  the  cases — it  is  inaudible.  The  pulmonary  second 
sound  is  accentuated  or  reduplicated.  The  bruit  may  be  accompanied  by  a  mitral  systolic 
bruit,  as  regur^tation  often  occurs  through  the  stenosed  orifice. 

A  presystolic  bruit  in  the  mitral  area  is  usually  due  to  mitral  stenosis,  but  it  also  occurs 
without  any  mitral  stenosis  in  some  cases  of  aortic  regurgitation  or  of  dilatation  of  the  left 
rentrick,  when  the  bruit  is  spoken  of  as  Flinfs  murmur.    To  distinguish  between  the  latter 
and  the  similar  bruit  of  actual  mitral  stenosis  may  be  difficult ;   in  an  uncomplicated   case 
o!  mitral  stenosis  the  apex  beat  is  normal  in  position,  but  when  Flint's  murmur  is  present 
the  apex  beat  is  displaced  to  the  left  on  account  of  the  enlargement  of  the  left  ventricle. 
The  presence  of  aortic  disease  also  ]>oints  in  the  direction  of  the  bruit  being  Flint's  murmur. 
This  bruit  is  often  considered  to  be  caused  by  the  vibration  of  the  anterior  curtain  of  the 
mitral  valve  as  it  lies  between  the  regurgitating  blood-stream  through  the  aortic  orifice 
and  that  flowing  into  the  ventricle  from  the  left  auricle.     If  this  were  the  true  explanation, 
Flint's  murmur  should  occur  early  in  diastole  instead  of  being  presystolic.     Another  view 
is  that  the  blood  regurgitating  through  the  aortic  orifice  lifts  the  anterior  curtain  of  the 
mitral  \'alve.  and  so  obstructs  the  mitral  orifice  at  the  end  of  the  ventricular  diastole. 
Neither  of  these   explanations  seems  to  be  sufficient  to  account  for  the  murmur.     In  a 
normal  heart  the  ratio  of  the  diameter  of  the  mitral  opening  to  that  of  the  left  ventricle  is 
about  1  to  2  ;  in  mitral  stenosis,  on  account  of  the  contracted  orifice,  the  ratio  may  be,  say, 
i  to  2,  the  size  of  the  left  ventricle  remaining  the  same,  and  a  presystolic  bruit  occurs.     In 
aortic  regurgitation,  although  the  diameter  of  the  mitral  orifice  remains  the  same,  yet  the 
diameter  of  the  left  ventricle  is  greatly  increased  on  account  of  its  dilatation.     The  ratio 
between  the  diameter  of  the  mitral  opening  to  that  of  the  left  ventricle  might  be,  say,  1  to  4, 
or  exactly  the  same  ratio  as  occurs  in  mitral  stenosis — a  relative  mitral  stenosis  when  the 
size  of  the  mitral  o{)ening  is  compared  with  that  of  the  left  ventricle.     The  one  condition  is 
merely  on  a  larger  scale  than  the  other  {Fig.  40)  ;   and  as  the  altered  ratio  of  these  two 
diameters  produces  in  mitral  stenosis  a  presystolic  bruit,  it  is  probable  that  the  same  ratio, 
although  the  factors  are  on  a  larger  scale,  produces  in  aortic  regurgitation  a  Flint's  murmur 
—which  is  also  presystolic  in  time.     A  presystolic  bruit  is  sometimes  present  without  any 
aortic  regurgitation,  and  without  mitral  stenosis,  but  always  with  an  enlarged  left  ventricle  ; 
and  this  seems  to  point  to  the  regurgitation  of  the  blood  through  the  aortic  valves  not 
taking  any  direct  part  in  the  production  of  the  bruit.     The  following  diagrammatic  draw- 
ings of  the  heart  are  constructed  to  show  the  probable  mode  of  production  of  Flint's 
munnur : — 


Normal  heart. 


Iiatio  of  diameter  of 
mitral  valves  and  dia- 
meter of  left  ventricle, 
about  1  to  S. 


Mitral  stenosis. 

Ratio  about  A  to  2 
Presystolic  bruit. 


Dilated  left  ventrit'le. 


Fiy.  10.- 


Katlo  about  1  to  4 ;  i.e.  the  sanio 
proportion  as  in  mitnU  stenosid. 
Presystolic  bruit  (!•  lint';-). 

Diagram  to  exi>lain  the  origia  of  Flint's  murmur  (Sawyer's  Physical  Siyns), 


Diastolic  bruits  are  heard  only  very  occasionally  over  other  areas  of  the  precordia, 
but  it  is  possible  for  a  presystolic  bruit  to  occur  in  the  tricuspid  region  as  the  result  of 
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tricuspid  stenosis  ;   such  a  bruit  is  rarely  present  without  valvular  disease  of  the  left  side 
of  the  heart  also. 

A  functional  bruit  is  never  diastolic  in  rhythm  ;  but  it  is  important  to  distinguisJi 
the  mid-diastolic  bruit  of  acute  endocarditis  from  the  similar  bruit  of  fibrotic  stenosis. 
During  endocarditis  there  is  some  thickening  of  the  valve-flaps  from  inflammatory  cedema, 
and  this  leads  to  bruits  not  unlike  those  of  fibrous  stenosis.  The  diagnosis  depends  upon 
(1)  The  development  of  the  bruit  under  observation  :  if  in  a  case  of  acute  rheumatism  a 
mid-diastolic  bruit  is  noticed  to  develop  rapidly,  it  cannot  be  due  to  fibrosis,  and  must  result 
from  acute  inflammation  of  the  valve  ;  (2)  The  course  of  the  bruit :  if  it  is  due  to  fibrosis 
it  will  persist,  if  to  endocarditis  it  will  change  with  time,  becoming  less  definite  if  the 
endocarditis  resolves,  more  definite  if  the  inflammation  goes  on  to  scarring  and  stenosis  ; 
(3)  The  age  of  the  patient :  mitral  stenosis  does  not  occur  commonly  before  puberty,  so 
that  it  is  most  risky  to  interpret  a  diastolic  apical  bruit  in  a  child  as  being  due  to  mitral 
stenosis.  J.  E,  fl.  Satcyrr. 

BUIX^. — A  bulla  is  literally  a  water-bubble  ;  it  is  synonymous  with  bleb  or  blister ; 
it  differs  from  a  vesicle  only  in  its  size,  which  may  be  from  half  an  inch  in  diameter  to  that 
of  a  tangerine  orange  or  more.  Almost  any  vesicular  skin  disease  may  be  of  bullous  d^ree 
occasionally  ;  there  are  certain  diseases  in  which  bullse  are  characteristic  ;  and  there  are 
yet  other  affections  in  which,  although  bulla;  are  not  always  present,  they  may  occur 
sometimes  in  a  marked  degree.  The  following  are  the  chief  conditions  under  which  bulla; 
are,  or  may  be,  a  prominent  feature  of  the  case  : — 

A,  Conditions  in  which  Bullae  are  usual  : — 

Pemphigus  neonatorum 


Pemphigus  \         Herpes  gestationis 

Erythema  bullosum  i         Erj'thema  iris 


Cheiropompliolyx 


Dermatitis  herpetiformis  |         Epidermolysis  bullosa 

Local  application  of  vesicants,  such  as  cantharides,  arnica,  rhus  toxicodendron,  croton 
oil,  nitric  acid,  scalding  water,  hot  solids,  or  extreme  cold,  for  instance  after  freezing 
with  carbon-dioxide  snow. 

Local  friction  by  splints  after  fractures  ;  or  by  boots,  oars,  tools,  etc. 

B,  Conditions  in  which  Typical  Bull^  may  occur,  though  they  are  not  usual  : 


Frostbite 

Raynaud's  disease 
Scur\y 


Erysipelas  Glanders 

Impetigo  contagiosa  i  Syphilis 

lodism  I  Syringomyelia 

Bromidism  |  Gangrene 

Extreme  oedema  from  Bright's  disease  or  heart  failure 

Workers  amongst  turpentine,  chrysarobin,  varnish,  aniline  dyes,  and  other  chemicals ; 

tar  products,  resin,  volatile  oils  ;    satin-wood,  primula  obconica,  and  some  other 

plant  products. 
Poisoning  by  large  doses  of  certain  hypnotic  drugs,  notably  veronal  and  acetanilide, 

especially  towards  the  end  of  a  fatal  case. 

The  diagnosis  is  sometimes  obvious  ;  for  instance,  herpes  gestationis — also  known  as 
hydroa  gestationis,  erythema  gestationis,  and  dermatitis  pruriginosa  polymorpha  recurrens 
graviditatis — is  probable  when  a  bullous  eruption  develops  in  a  pregnant  woman  ;  and  the 
diagnosis  is  certain  if  there  is  a  history  of  former  pregnancies  each  associated  with  a  similar 
eruption,  with  complete  freedom  from  the  complaint  between  the  pregnancies.  The  eniption 
itself  is  precisely  similar  to  that  of  dermatitis  herpetiformis,  described  below,  and  there  is 
generally  eosinophilia  (p.  99).  In  most  cases  the  trouble  begins  in  the  later  months  of 
pregnancy,  but  tends  to  develop  earlier  in  each  successive  pregnancy  ;  and  whereas  in  most 
cases  it  subsides  rapidly  when  the  child  is  bom,  in  a  few  instances  it  may  last  into  the  puer- 
perium,  or  even  develop  only  during  that  period.  The  most  troublesome  part  of  the  com- 
plaint is  the  itching  and  irritation,  that  often  amount  to  actual  pain.  A  person  subject  to 
pemphigus  or  erythema  bullosum  might  develop  an  attack  during  pregnancy  ;  but  herpes 
gestationis  is  excluded  if  recurrence  takes  place  apart  from  pregnancy,  whilst  the  occurrence 
of  the  bullous  eruption  solely  in  association  with  pregnancy  makes  the  diagnosis  obvious. 

BuIIse  in  an  infant  generally  receive  the  term  pemphigus  neonatorum,  but  the  eruption 
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is  not  related  to  ordinary  pemphigus,  so  it  is  a  pity  the  word  pemphigus  is  employed  at  all. 
There  are  ti¥o  distinct  varieties,  namely  :  (1)  That  in  which  the  bullae  are  chiefly  on  the 
hands  and  feet,  one  of  the  manifestations  of  a  severe  and  generally  fatal  type  of  congenital 
syphilis,  in  which  the  eruption  appears  almost  immediately  after  birth  instead  of  after  an 
interval  of  days  or  weeks,  as  in  other  cases  ;  and  (2)  That  in  which  there  is  an  infection  of 
the  skin  of  the  nature  of  impetigo — ^generally  staphylococcal,  but  in  some  cases  due  to  less 
usual  organisms  such  as  the  Bacillus  pyoq/aneus — producing  bullse  instead  of  the  more 
usual  pustules  ;  the  latter  is  an  affection  of  poverty-stricken  districts,  occurring  in  more 
or  less  epidemic  form,  sometimes  closely  related  to  the  practice  of  a  particular  midwife, 
and  fortunatety  rare  now-a-days. 

Cheiroptnnpkolyx  may  generally  be  recognized  at  once.  It  is  a  dysidrosis,  and  the 
sweat-glands  of  the  palms  and  soles  are  most  affected,  though  those  of  the  forehead,  chest, 
and  back  may  sometimes  be  affected  too.  As  a  rule  the  sweat  retained  in  the  glands 
produces  subcutaneous  vesicles  that  are  barely  larger  than  sago  grains  ;  as  the  superficial 
epidermis  becomes  worn  off,  the  little  sweat-cysts  reach  the  surface,  a  process  assisted  by 
the  scratching  that  usually  results  from  the  accompanying  irritation.  After  each  cyst 
bursts  there  is  desquamation  which  may  simulate  that  of  scarlatina.  The  malady  occurs 
in  summer  weather,  or  in  tropical  climates,  especially  in  those  who  perspire  freely. 

Blisters  produced  by  vesicants  are  diagnosed  readily  when  it  is  known  that  any  applica- 
tion is  being  used.  Difficulty  arises  mainly  in  two  classes  of  persons,  namely,  (1)  In  those 
who  live  in  houses  upon  which  the  Rhus  toxicodendron  is  grown  as  a  Virginia  creeper,  the 
nature  of  the  case  being  discovered  usually  from  the  fact  that  the  patient  is  always  affected 
when  at  home,  and  never  when  away  ;  and  (2)  In  hysterical  patients,  or  in  malingerers, 
who  produce  the  skin  eruption  surreptitiously.  If  the  latter  is  suspected,  it  is  generally 
possible  to  place  the  patient  under  conditions  which  preclude  self-application,  when  the 
disappearance  of  lesions  confirms  the  diagnosis  ;  or  the  actual  vesicant  employed  may  be 
discovered,  liquor  epispasticus  for  instance,  or  some  other  preparation  of  cantharides  ; 
croton  oil ;  capsicum  ;  carbolic  acid  ;  mylabris  ;  iodine  ;  or  one  of  the  strong  mineral  acids, 
especially  nitric  acid. 

The  relationship  of  occupation  to  a  bullous  dermatosis  may  become  obvious  from  the 
way  the  skin  trouble  recurs  whenever  any  particular  work  is  resumed  ;  the  list  above 
indicates  the  kind  of  occupations  that  are  liable  to  produce  it ;  nearly  all  these  produce 
bullse  far  more  seldom  than  they  do  a  vesicular  dermatitis. 

Extremely  oedematous  tissues  are  easily  blistered,  and  on  this  account  one  must  be 
char\^  of  diagnosing  anything  but  simple  blisters  when  bullse  develop  upon  (edematous  legs 
or  other  |>arts  in  association,  for  instance,  with  BrighVs  disease,  or  in  chronic  lieart  cases  with 
failing  compensation.  The  same  applies  to  the  blebs  arising  on  the  skin  oi  fractured  limbs, 
and  also  in  the  region  of  a  local  gangrene  ;  or  necrosis  of  the  soft  parts  due  to  such  causes 
ssfrost-lnte,  or  Raynaud:' s  disease,  or  scurvy.  The  diagnosis  in  these  cases  wUl  nearly  always 
be  dear  enough,  and  so  will  it  be  in  cases  of  simple  blisters  due  to  friction. 

Having  thus  excluded  the  more  obvious  cases,  there  remain  :  pemphigus,  erythema 
bullosum,  dermatitis  herpetiformis,  erythema  iris,  epidermolysis  bullosa,  erysipelas,  impetigo 
contagiosa,  iodism,  bromism,  glanders,  syphilis,  and  syringomyelia.  Of  these,  acquired 
syphilis  is  so  seldom  bullous  that  it  would  not  be  diagnosed  unless  there  was  strong  collateral 
evidence  of  the  nature  of  the  complaint.  Syringomyelia  is  rare  also,  and  bullae  occur  in  but 
a  small  proportion  of  the  cases  ;  should  they  do  so  they  would  attract  attention  from  being 
confined  to  a  local  area,  the  fingers  and  hands  for  instance,  leaving  the  rest  of  the  person 
free.  The  diagnosis  would  be  confirmed  by  finding  cutaneous  sensibility  natural,  though 
the  patient  cannot  distinguish  pain  from  touch,  or  heat  from  cold,  in  the  affected  parts. 
The  cutaneous  affections  of  syringomyelia  are  known  as  Morvan*s  disease.  The  lesions 
arise  because  the  skin  is  insensitive  to  things  that  are  painful  or  hot  enough  to  produce 
sores  and  blisters. 

The  patient's  occupation  may  suggest  the  malady  in  a  case  of  bullous  glanders  ;  a  horse 
with  which  the  patient  had  to  do  might  be  known  to  be  affected  with  the  complaint.  The 
skin  eruption  is  sometimes  quite  a  late  manifestation  of  a  prolonged  and  obscure  febrile 
iltaess  when  the  glanders  infection  has  started  internally,  for  instance  in  the  lungs.  The 
BadUus  mallti  may  be  found  in  direct  smears  from  the  contents  of  the  bullae,  or  in  cultures 
from  them.    Bacteriological  methods  afford  the  final  criterion  of  glanders. 
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Both  bromides  and  iodides  may  produce  various  types  of  skin  eruptions.  The  cominonest 
is  simple  acne ;  but  there  may  be  a  patchy  erythema  with  cutaneous  infiltration  or  nodular 
swelling  studded  with  yellow  points  from  which  thick  puriform  fluid  can  be  expressed  ;  or  a 
confluent  furuncular  lesion  ;  or  a  true  bullous  eruption  or  hydroa.  The  latter  is  decidedly 
rare,  but  its  occurrence  should  be  borne  in  mind,  and  inquiry  made  as  to  any  drugs  that 
the  patient  may  be  taking  ;  in  the  case  of  iodides  the  urine  gives  a  bluish-green  colour  with 
the  guaiacum  test,  though  no  blood  is  present,  and  if  there  is  still  doubt  a  quantity  of 
urine  may  be  evaporated  down,  and  either  bromine  or  iodine  detected  by  ordinary  ehemical 
tests.  Bromide  and  iodide  eruptions  have  been  recorded  in  infants  at  the  breast  \i^lien  the 
mother  has  been  taking  the  drug  without  herself  presenting  any  cutaneous  symptoms. 

Bullous  impetigo  contagiosa  is  a  variety  of  impetigo.  Fluid  accumulates  in  the  infeeted 
spots  so  quickly  that  at  first  it  does  not  appear  to  be  purulent,  but  rather  to  take  tlie  form 
of  big  vesicles  or  bullae.  These  often  become  pustular,  and  as  they  dry  up  the  crusts  over 
them  have  a  characteristic  yellow  honey-like  appearance.  The  condition  can  be  diagnosed, 
as  a  rule,  from  the  fact  that  other  parts  of  the  body  present  the  typical  lesions  of  ordinar\' 
impetigo  ;  there  may  be  other  patients  affected  in  the  same  house  or  school,  and  the  condi- 
tion is  as  readily  curable  by  antiseptic  measures  as  is  impetigo.  There  is  a  very  rare  and 
extremely  grave  disease  described  as  impetigo  herpetiformis  in  pregnant  women  ;  but  this 
seems  to  be  an  aggravated  form  of  dermatitis  herpetiformis  or  herpes  gestationis  become 
purulent  and  contagious.     It  is  found  in  Austria,  but  not,  apparently,  in  England. 

Erysipelas  is  a  familiar  cause  of  bullse,  and  when  blebs  are  present  upon  the  typical 
tender,  slightly  raised,  and  well  demarcated  red  skin  at  the  height  of  the  affection,  in  associa- 
tion with  the  constitutional  symptoms  and  pyrexia,  there  can  seldom  be  difficulty  in  the 
diagnosis.  It  is  when  the  erysipelas  is  subsiding  or  has  subsided,  whilst  the  bullse,  or  the 
remains  of  them,  are  still  obvious,  that  diiflculty  might  arise.  Streptococci  may  be  detected 
bact  eriologically . 

If  all  the  above  conditions  can  be  excluded,  and  the  patient  is  suffering  from  a  disease 
of  which  bulla;  with  more  or  less  erythema  are  the  chief  manifestation,  then  the  diagnosis 
has  been  narrowed  down  to  one  or  other  of  the  following  :  pemphigus,  erythema  bullosum, 
dermatitis  herpetiformis,  erythema  iris,  and  epidermolysis  bullosa  ;  there  is  evidence  to 
show  that  these  are  closely  related  in  some  respects,  the  different  names  applying  to  affec- 
tions that  differ  more  in  type  than  kind.  If  the  patient  develops  bulla;  on  various  parts  of 
the  trunk  and  limbs  without  any  erythema,  or  at  any  rate  without  any  erythema  until  the 
bullse  have  been  present  a  longer  or  shorter  time,  the  condition  is  described  as  pemphigus. 
If  the  bullae  develop,  not  on  normal-looking  skin,  but  upon  places  where  there  has  already 
been  erythema,  associated  with  more  or  less  itching,  or  even  pain,  before  the  bullae  develop, 
and  if  the  whole  eruption  consists  of  this  combined  condition  of  erythema  and  large  bullae, 
the  name  used  to  designate  it  is  erythema  lullosum.  If  the  bullae  tend  to  dry  up  at  their 
central  parts  and  then  to  be  followed  by  a  secondary  ring  of  vesicles  or  blebs  around  the 
original  one,  these  secondary  vesicles  being  followed  in  turn  by  others  upon  a  yet  lai^r 
ring  outside  them,  the  condition  is  referred  to  as  herpes  iris  or  as  erythema  iris,  according 
as  there  is  little  or  much  erythema  before  the  first  vesicles  or  bullse  appear.  When  tlie 
bullae  are  apt  to  develop  on  any  part  of  the  body  from  a  degree  of  rubbing  or  scratching 
which  in  the  ordinary  individual  would  be  quite  unlikely  to  produce  bUsters,  this  undue 
tendency  to  blister  formation  from  what  ought  to  be  inadequate  causes  is  spoken  of  as 
epidermolysis  bullosa,  a  condition  which  may  persist  throughout  life  without  necessarily 
leading  to  any  other  untoward  symptoms  ;  it  is  probably  related  to  factitious  urticaria. 
Dermatitis  herpetiformis  is  a  polymorphous  eruption,  of  which  bullae  form  but  a  part ;  the 
trouble  begins  with  itching  of  the  skin,  and  more  or  less  general  disturbance,  part  of  which 
arises  from  the  loss  of  sleep  entailed  by  the  irritation.  In  various  parts  of  the  body  or  limbs 
erythematous  and  urticarial  patches  supervene,  some  of  which  subside  without  further 
development,  whilst  upon  others  clusters  of  vesicles  soon  appear.  Many  of  the  clusters 
contain  twenty  or  thirty  vesicles  upon  a  single  inflamed  base  ;  some,  fewer  vesicles  of  larger 
size  ;  others  develop  into  typical  blebs  varying  in  area  from  that  of  a  sixpence  to  that  of  a 
half-crown.  No  region  of  the  body  is  exempt.  The  characters  of  the  lesion  are  precisely 
similar  to  those  found  in  pregnant  women  suffering  from  herpes  gestationis,  but  there 
must  be  a  difference  in  causation,  for  the  latter,  though  it  occurs  with  every  successive  preg- 
nancy in  the  same  woman,  remains  in  complete  abeyance  between  the  pregnancies,  whilst 
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dermatitis  herpetiformis — Duhring's  disease  or  hydroa — may  occur  in  either  sex  and  at 
almost  any  age,  though  it  is  less  common  in  children  than  in  adults.  It  is  probably  due 
to  the  action  of  some  poison  circulating  in  the  blood,  derived  perhaps  from  the  food  in 
some  cases ;  it  is  possible  for  two  persons  to  be  taken  ill  after  partaking  of  the  same 
f(K>d,  one  with  acute  gastro-intestinal  symptoms,  such  as  diarrhoea  and  vomiting ;  the 
other  with  acute  pemphigus  ;  it  looks,  therefore,  as  if  pemphigus  and  its  allies  may  be 
related  to  the  acute  urticaria  that  is  so  familiar  in  certain  cases  of  shell-fish  poisoning. 

Any  one  of  the  bullous  dermatoses  may  be  either  acute,  subacute,  or  chronic  ;  in  any 
of  these  d^rees  there  may  be  practically  no  constitutional  disturbance  on  the  one  hand,  or 
the  patient  may  be  so  ill  with  pyrexia  and  anorexia  as  to  require  to  stay  in  bed  ;  not  a  few 
such  cases  prove  fatal.  In  all  the  bullous  dermatoses  the  eruption  may  be  restricted  to 
the  cutaneous  surface  ;  but  the  bullae  may  also  occur  upon  mucous  membranes,  especially 
of  the  mouth,  palate,  oesophagus,  nose,  colon,  rectum,  and  vagina.  Even  when  temporary 
recovery  has  taken  place  there  is  a  tendency  for  subsequent  attacks  to  occur.  There  is 
also  a  tendency  to  haematoporphyrinuria  during  the  exacerbations. 

Finally,  it  may  be  emphasized  that  although  it  is  often  stated  as  a  general  rule  that 
many  skin  diseases  may  be  associated  with  eosinophilia,  as  a  matter  of  fact  few  skin  diseases 
other  than  the  bullous  dermatoses  produce  any  marked  degree  of  eosinophilia,  so  that  a 
differential  leucoc\'te  count  may  afford  valuable  diagnostic  evidence.  The  absence  of 
eosinophilia  by  no  means  excludes  pemphigus  or  erythema  bullosum  or  any  other  bullous 
dermatosis,  but  the  presence  of  eosinophUia  in  a  doubtful  case  increases  the  probability  of 
the  condition  being  one  of  these  ;  it  is  noteworthy  that  whereas  eosinophile  cells  may 
abound  in  the  contents  of  the  natural  bullae,  those  which  occur  in  a  blister  produced  artifi- 
cially in  the  same  case  present  no  such  eosinophilia.  Herbert  French, 

BUZZING  IN  THE  EARS.— (See  Tinnitus,  p.  722.) 

CACHEXIA  literally  means  '  a  bad  habit,"  and  is  an  ill-defined  term  used  to  include 
almost  any  depraved  condition  of  the  body  in  which  nutrition  everywhere  is  defective.  It 
Ls  generally  applied  to  patients  who  exhibit  at  the  same  time  progressive  loss  of  weight,  and 
change  of  complexion  in  the  direction  of  sallowness  or  actual  ansemia.  (See  Weight,  Loss 
OF.  p.  768  ;  and  An.«mia,  p.  20.)  The  word  is  generally  prefixed  by  a  qualifying  adjective, 
sudi  as  cancerous,  syphilitic,  malarial,  tuberculous  cachexia,  the  diagnosis  being  indicated  by 
other  sjTnptoms  or  by  the  history.  Other  varieties  of  cachexia  that  may  be  given  special 
mention,  and  which,  if  they  are  borne  in  mind,  are  not  as  a  rule  difficult  of  diagnosis,  are 
C  splenica,  including  blood  diseases  such  as  leucocythemia,  in  which  with  progressive  loss  of 
weight  and  anaemia  there  is  enlargement  of  the  Spleen  (p.  628) ;  C.  uterina,  from  chronic 
non-fatal  lesions  of  the  uterus  or  other  pelvic  organs,  notably  leucorrhoea,  chronic  endo- 
metritis, or  fibroid  tumours ;  and  often  accompanied  by  brown  disfiguring  pigmentation 
^chloasma  uterinum),  especiaUy  on  the  forehead  and  round  the  eyes  ;  C.  parasitica,  due  to 
infection  by  the  more  serious  intestinal  or  other  parasites,  especially  Ankyhstomum  duo- 
denaU,  Boihnocephalus  latus,  Bilharzia  hcematobia,  and  Trichina  spiralis ;  C.  chloroHca,  a 
s>Tionym  for  chlorosis  ;  C.  mercurialis,  attributed  to  the  effects  of  mercury,  though  perhaps 
reaUy  due  to  the  syphilis  for  which  the  mercury  has  been  given  ;  C.  cxophthalmica,  some- 
times associated  with  Graves's  disease  ;  C.  palustris,  or  marsh  cachexia,  due  either  to  actual 
malaria  or  to  constant  living  in  unhealthy,  damp  surroundings  ;  C.  alkalina,  the  bad  health 
caused  by  taking  large  quantities  of  alkalies  for  a  long  period,  and  evidenced  by  pallor, 
breathlessness,  emaciation,  and  ansemia  ;  C,  aquosa,  also  called  pica,  and  C.  africana,  a 
term  given  to  an  aniemic  condition  leading  to  serous  effusion,  and  often  accompanied  by 
penersion  of  appetite,  seen  in  hot  climates  and  especially  among  negroes  ;  it  has  received 
many  names,  such  as  white  tongue,  stomach  disease  of  negroes,  negro  cachexy,  intratropical 
aiupmia,  dirt-eating  disease  ;  doubtless  many  different  disorders  have  been  included  under 
this  name,  including  the  results  of  malaria  or  of  intestinal  worms  ;  C.  renalis,  which  results 
from  piolonged  albuminuria,  especially  in  subacute  tubal  nephritis  ;  C.  scorbutica,  a  con- 
dition formerly  described  as  associated  with  rickets,  though  more  likely  related  to  the 
inlantile  scurvy  of  Barlow,  nutrition  being  impaired,  the  head  and  upper  part  of  the  body 
perspiring  profusely  during  sleep,  anaemia  developing,  and  the  patient  being  intolerant  of 
bed-clothes  owing  to  tenderness  or  actual  painfulness  of  the  bones  from  subperiosteal  haemor- 
rhages ;  there  may  or  may  not  be  bleeding  gums  ;  C.  satumina,  from  chronic  lead  poisoning. 

Herbert  French. 
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CAMMIDGE'S  PANCREATIC  REACTION.— The  improved  pancreatic  reaction 
depends  upon  the  fact  that  when  the  urine  of  a  patient  suffering  from  pancreatic  inflamma- 
tion is  hydrolysed  by  boiling  with  dilute  HCl,  a  substance  having  the  reactions  of  a  pentose 
is  set  free,  and  may  be  recognized  by  conversion  into  its  osazone  cr>'stals  by  treatment 
with  phenylhydrazine,  a  golden  yellow  flocculent  deposit  of  flexible  hairiike  crystals  forms. 
arranged  in  microscopic  sheaves,  readily  soluble  in  dilute  sulphuric  acid.  The  appearance 
and  solubility  of  the  crystals  are  very  characteristic,  but  as  glycuronic  acid,  whicli  is  set 
free  to  a  greater  or  less  extent  in  all  urines  during  the  hydrolytic  process,  also  forms  a  er>'stal- 
line  compound  with  phenylhydrazine,  it  is  removed  by  treating  the  still  acid  urine  with 
tribasic  lead  acetate,  after  the  excess  of  hydrochloric  acid  has  been  neutralized  with  lead 
carbonate.  The  lead  that  goes  into  solution  has  also  to  be  removed  by  converting  it  into 
an  insoluble  sulphide  or  sulphate  before  the  phenylhydrazine  test  is  applied. 

The  results  of  clinical  experience  and  many  animal  experiments  have  demonstrated 
that  a  positive  '  pancreatic '  reaction  is  strong  presumptive  evidence  of  a  disturbance  of 
function  and  of  active  degenerative  changes  in  the  pancreas.  In  most  cases  these  are 
consequent  on  inflammation,  either  acute  or  chronic,  but  in  a  few  instances  a  positive 
reaction  seems  to  rise  from  abnormal  physiological  activity.  The  latter  may,  however,  be 
neglected  for  all  practical  purposes,  for  it  is  not  associated  with  symptoms  suggestive  of 
pancreatic  disease. 

It  has  been  pointed  out  repeatedly  that  the  pancreatic  reaction  is  not  pathognomonic 
of  pancreatitis,  and  the  writer  must  again  insist  that  the  results  of  the  test  must  be  con- 
sidered in  conjunction  with  the  clinical  symptoms  and  the  evidence  to  be  obtained  by  a 
complete  analysis  of  the  urine  and  faces.  By  doing  so  one  can  not  only  obtain  confirmation 
of  the  indications  given  by  this  special  method  of  examination,  but  also  infer  the  probable 
cause  of  the  changes  in  the  pancreas,  which  is  a  most  important  point,  for  pancreatitis  is 
rarely,  or  never,  a  primary  disorder,  but  is  usually  secondary  to  an  ascending  catarrh  from 
the  duodenum,  gall-stones  in  the  common  bUe-duct  or  in  the  ampulla  of  Vater,  invasion  of 
the  pancreas  by  a  duodenal  or  gastric  ulcer,  malignant  disease  either  primary  in  the  pancreas 
or  secondary  to  some  other  organ,  back -pressure  from  disease  of  the  heart  or  lungs,  arterio- 
sclerosis, alcoholism  and  cirrhosis  of  the  liver,  syphilis,  tubercle,  influenza,  typhoid  fever, 
mumps,  etc.,  etc.  In  many  of  these  the  clinical  signs  and  symptoms  alone  are  sufficient  to 
indicate  the  cause  of  the  pancreatitis,  but  in  others  they  are  so  indefinite  or  obscure  that  it 
is  only  by  considering  the  results  of  a  complete  quantitative  and  qualitative  analysis  of  the 
urine,  and  faeces  also,  that  a  correct  diagnosis  can  be  arrived  at. 

A  single  negative  pancreatic  reaction  does  not  exclude  chronic  pancreatitis,  or  rather 
the  results  of  inflammation  of  the  pancreas,  for  the  reaction  is  only  given  when  there  are 
active  degenerative  changes  in  the  gland  at  the  time  when  the  urine  is  being  excreted. 
Cirrhosis  of  the  pancreas  due  to  past  inflammation  does  not,  therefore,  cause  a  reaction  after 
the  inflammation  has  subsided.  Cancer  of  the  pancreas  too  is  .associated  with  a  positive 
reaction  in  only  about  25  per  cent  of  cases,  the  presence  of  the  growth  being  apparently 
unattended  by  any  inflammatory  changes  in  the  pancreas  in  the  remaining  75  per  cent. 

As  the  ordinary  method  of  carrying  out  the  test  is  interfered  with  by  the  presence 
of  sugar  in  the  urine,  a  modification,  in  which  a  hydrochloric  acid  solution  of  the  precipi- 
tated lead  salt  from  the  basic  lead  acetate  solution  is  submitted  to  steam  distillation,  has 
been  devised  (Cammidge,  Glycosuria  and  Allied  Conditions^  p.  274).  The  quantity  of  fur- 
furaldehyde  formed  is  determined  by  treating  the  distillate  with  sodium  nitrite  and  then 
titrating  with  iodine  solution.  This  method,  which  can  also  be  used  for  sugar-free  urines, 
gives  quantitative  results  by  which  one  case  can  be  compared  with  another,  and  the  course 
of  any  one  be  followed  accurately.  Numerous  experiments  have  shown  that  the  *  iodine 
coefficient '  of  normal  urines  is  nil,  and  that  even  when  simple  digestive  and  hepatic  disturb- 
ances are  present  it  rarely  exceeds  10  to  15  per  cent.  When  theie  is  inflammation  of  the 
pancreas  the  iodine  coefficient  rises  to  ten,  twenty,  or  more  per  cent,  with  a  total  for  the 
twenty-four  hours  urine  of  100,  200,  or  over.  As  one  would  expect  from  the  qualitative 
test,  many  cases  of  cancer  of  the  pancreas  give  a  negative  iodine  coefficient,  but  in  some 
25  per  cent  similar  readings  to  those  obtained  in  cases  of  pancreatitis  are  obtained. 

Other  points  to  be  noticed  in  examining  the  urine  from  suspected  cases  of  pancreatic 
disease  are  : — 

1.  The  presence  of  calcium  oxalate  crystals  (see  Oxaluria,  p.  423)  in  the  centri- 
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fugalized  deposit  ;  these  are  met  with  in  63  per  cent  of  cases  of  chronic  pancreatitis,  or 
73  per  cent  if  jaundiced  cases  are  excluded. 

2.  A  [pathological  excess  of  urobilin  (see  Plate  XXX IV,  Fig.  12,  p.  748) ;  this  is  a  very 
coastant  indication  of  cholangitis,  and  a  particularly  useful  sign  of  gall-stones  in  the 
common  bile-duct,  whether  accompanied  by  jaundice  or  not. 

3.  A  well-marked  indican  reaction  :  pointing  to  a  catarrhal  condition  of  the  intestinal 
mucous  membrane,  with  abnormal  putrefactive  changes  in  the  contents  of  the  intestine, 
and  possibly  a  duodenal  or  gastric  ulcer. 

4.  BUe  pigment  in  the  urine  :  showing  that  there  is  some  obstruction  to  the  free  flow 
of  bile  into  the  intestine,  due  to  impacted  gall-stones,  gripping  of  the  common  bile-duct  by 
the  inflamed  head  of  the  pancreas  which  surrounds  the  duct  in  62  per  cent  of  cases, 
malignant  disease  of  the  head  of  the  pancreas,  or  a  growth  in  the  common  bile-duct. 

For  the  purposes  of  a  further  differential  diagnosis,  the  results  of  a  qualitative  and 
quantitative  analysis  of  the  faeces  are  most  important.  In  carrying  out  the  analysis  the 
points  to  be  noticed  particularly  are  : — 

1 .  The  presence  or  absence  of  stercobilin  ;  in  gall-stone  obstruction,  traces  at  least  are 
nearly  always  met  with,  whereas  in  malignant  disease  of  the  head  of  the  pancreas  total 
blocking  of  the  duct  is  the  rule,  although  the  soft  growths  occurring  primarily  in  the 
common  duct  usually  allow  some  bile  to  filter  through  so  that  traces  of  stercobilin  are  met 
with  in  the  fscces. 

*2.  The  percentage  of  unabsorbed  fat :  in  cancer  of  the  pancreas  this  is  always  very  high, 
70  to  80  per  cent  ;  it  is  usuaUy  somewhat  less  in  growths  of  the  common  duct,  averaging 
60  to  70  per  cent,  and  varies  from  a  subnormal  percentage  in  early  catarrh  of  the  pancreas  to 
as  much  as  50  or,  rarely,  even  80  per  cent  in  advanced  chronic  pancreatitis. 

3.  More  important  still,  however,  is  the  relation  of  the  '  unsaponified  '  to  the  '  saponi- 
fied fats,'  for  whereas  the  former  are  in  excess  in  diseases  that  interfere  with  the  digestive 
functions  of  the  pancreas,  such  as  cancer  of  the  gland  and  advanced  chronic  pancreatitis, 
the  latter  predominate  in  obstruction  of  the  common  duct  by  gall-stones,  without  pan- 
creatitis, and  in  malignant  growths  not  involving  the  pancreas.  It  must  be  borne  in  mind, 
however,  that,  owing  to  the  abnormal  activity  of  fat-splitting  bacteria  in  the  lower  bowel, 
such  as  is  met  with  in  some  cases  of  intestinal  catarrh,  an  excess  of  saponified  fat  may  be 
found  in  cases  of  chronic  pancreatitis  where  the  disease  is  due  to  an  infection  spreading 
from  the  duodenum  along  the  pancreatic  ducts.  A  similar  excess  is  often  met  with  in  early 
catarrhal  pancreatitis,  owing  probably  to  an  increased  flow  of  pancreatic  juice  analogous  to 
the  salivation  met  with  in  parotitis. 

4.  Microscopical  examination  of  the  faeces  for  fat  globules,  fatty  acid  crystals,  undi- 
gested muscle  fibres,  and  connective  tissue,  should  not  be  omitted  :  a  large  excess  of  fat 
globules  and  free  fatty  acid  crystals,  with  numerous  isolated  undigested  muscle  fibres, 
pointing  to  cancer  of  the  pancreas  or  advanced  cirrhosis  of  the  gland,  whereas  muscle 
associated  witli  connective  tissue  points  to  defective  gastric  digestion. 

5.  An  acid  reaction  of  the  fresh  stool  is  in  favour  of  a  diagnosis  of  pancreatic  disease  ; 
ill  simple  gall-stone  obstruction,  the  faeces  are  usually  alkaline. 

6.  Occult  blood,  when  constantly  present  in  the  faeces  (see  p.  81),  is  suggestive  of 
malignant  disease  or,  more  rarely,  advanced  pancreatitis,  in  which  it  is  now  well  known 
that  there  is  a  hremorrhagic  tendency  ;  while  the  discovery  of  blood  intermittently  points  to 
a  gastric  or  duodenal  ulcer,  which  may  be  invading  the  pancreas  and  setting  up  pancreatitis. 

By  carefully  considering  all  the  facts  thus  obtained,  and  interpreting  them  in  the  light 
of  the  clinical  signs  and  symptoms,  it  is  possible,  not  only  to  diagnose  correctly  the  existence 
of  disease  of  the  pancreas,  but  also  to  arrive  at  a  satisfactory  conclusion  as  to  its  probable 
cause.  Affection  of  the  pancreas  is  much  commoner  than  is  generally  supposed,  and  many 
tning  cases  of  chronic  indigestion,  recurring  or  persistent  jaundice,  and  obscure  affections 
of  the  upper  abdomen  would  be  explained,  and  satisfactorily  treated,  if  investigated  as 
above.  Undiagnosed,  and  consequently  untreated,  pancreatitis  is  probably  the  most 
common  cause  of  diabetes.  If  this  were  more  widely  recognized  much  might  be  done  to 
stay  the  further  increase  of  that  disease.  P.  J,  Cammidge, 

CARDIAC  BRUITS,-^See  Bruits,  Cardiac,  p.  89.) 

CARDIAC  IMPULSE  DISPLACED.— (See  Heart  Impulse,  Displaced,  p.  297.) 
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CARDIAC  THRILLS.— (See  Thrills,  Precordial,  p.  720.) 
CASTS  IN  THE  URINE.— (See  Albuminuria,  p.  6.) 
CEPHALALGIA.— (Sec  Headache,  p.  293.) 

CHARCOT-LEYDEN  CRYSTALS  were  at  one  time  supposed  to  consist  of  spemiiii, 
but  now  there  is  considerable  doubt  as  to  their  exact  chemical  nature.  Their  chief  imfK>rt- 
ance  from  a  clinical  point  of  view  is  that  they  are  more  common  in  certain  conditions  than 
in  others.  They  may  be  found  either  in  the  sputum,  the  blood,  or  in  the  stools.  They  need 
the  high  power  for  their  detection.  Each  resembles  an  elongated  diamond  with  clear-cut 
edges,  without  colour,  but  with  a  slightly  yellow  appearance  when  seen  obliquely.  They 
stain  with  eosin,  and  are  soluble  in  hot  water,  in  mineral  acids,  and  in  alkalies,  so  tKat  for 
their  detection  a  fresh  specimen  is  required. 

In  the  sputum,  they  are  commoner  in  asthma  than  under  any  other  circumstances — 
true  spasmodic  asthma,  such  as  also  gives  rise  to  Curschmann's  Spirals  (p.  153),  and  eosino- 
phile  corpuscles  in  the  sputum.  In  determining  whether  a  given  case  is  one  of  paroxysma! 
dyspnoea,  cough,  or  bronchitis  on  the  one  hand,  or  true  asthma  complicated  by  bronchitis 
upon  the  other,  numbers  of  Charcot-Leyden  cr>'stals  in  a  fresh  specimen  of  sputum  arc 
evidence  in  favour  of  the  latter.  Small  numbers  of  the  crystals  may  be  found  in  bronchitis 
and  in  association  with  bronchiectasis,  but  in  true  asthma  their  numbers  may  be  quite  larore. 

The  occurrence  of  Charcot-Leyden  crystals  in  the  blood  is  of  little  diagnostic  value. 
They  are  seldom  found  in  fresh  blood  ;  but  when  the  latter  has  stood  for  some  time  in  bulk 
they  develop,  particularly  in  leukcemia.  Some  have  tried  to  draw  important  clinical  deduc- 
tions from  the  development  of  these  crystals  in  blood,  but  it  is  doubtful  whether  they  really 
have  any  significance  of  value. 

In  the  stools,  Charcot-Leyden  crystals  have  been  found  in  a  great  variety  of  diseases, 
but  whether  or  not  clinical  deductions  can  be  drawn  from  their  presence  is  doubtful.  It 
is  stated  that,  when  they  abound,  the  patient  is  probably  suffering  from  an  animal  parasite  : 
but  it  affords  no  indication  of  the  nature  of  the  parasite  present.  Their  occurrence  should 
lead  one  to  examine  the  faces  for  parasites  or  their  ova  with  even  greater  care  than  usual. 

Herbert  French. 

CHEST,  BLOODY  EFFUSION  IN.— When,  on  needling  a  pleural  cavity  containing 
fluid,  this  fluid  is  found  to  be  obviously  blood-stained,  the  fact  is  suggestive  of  one  of  three 
things  :  either  the  pleurisy  has  been  exceedingly  acute  ;  or  the  chest  has  already  been 
tapped  not  long  previously,  so  that  there  has  been  haemorrhage  into  the  residual  fluid  : 
or  there  is  malignant  disease  of  the  pleura. 

The  history  of  the  case  may  at  once  indicate  whether  the  inflammation  is  very  acute 
or  not ;  the  symptoms  would  have  been  of  short  duration,  with  much  pyrexia,  whilst  the 
fluid  itself  would  be  of  high  specific  gravity,  would  contain  a  large  amount  of  albumin, 
would  probably  coagulate  spontaneously,  and  microscopically  would  exhibit  numerous 
polymorphonuclear  cells  and  lymphocytes,  and  abundant  red  corpuscles,  but  no  particles 
of  growth  in  the  centrifugalized  deposit. 

If  blood  is  found  in  pleuritic  fluid  at  a  second  tapping,  when  it  was  not  present  at  the 
first,  the  fact  is  by  itself  of  little  value  in  differential  diagnosis,  for  the  bleeding  has  prob- 
ably been  caused  by  the  act  of  paracentesis. 

When  there  is  a  new  growth,  and  the  effusion  contains  obvious  blood  at  a  first  tapping, 
it  is  likely  that  the  symptoms  will  have  been  of  gradual  onset,  without  marked  pyrexia ; 
the  diagnosis  is  sometimes  cleared  up  by  finding  fragments  of  new  growth  in  the  centri- 
fugalized deposit.  It  is  of  course  by  no  means  every  case  of  malignant  disease  affecting 
the  pleura?  that  produces  a  blood-stained  effusion  ;  but  when  the  effusion  is  blood-stained  at 
a  first  tapping,  in  a  case  that  has  not  run  a  very  acute  course,  one  should  be  very  suspicious 
of  new  growth.  In  not  a  few  such  cases  there  have  also  been  comparatively  large  numbers 
of  coarsely  granular  eosinophile  corpuscles  in  the  effusion.  It  is  often  impossible  to  be  sure 
of  the  diagnosis  until  the  progress  of  the  case  has  been  watched,  sometimes  for  w  eeks ;  pleural 
effusion,  like  that  of  a  simple  case,  may  be  the  only  sign  for  a  long  time,  but  sooner  or  later 
one  will  expect  to  find  evidence  of  obstruction  to  a  bronchus  or  to  the  superior  vena  cava  as 
the  growth  spreads  in  the  mediastinum,  and  occasionally  the  peculiarity  of  the  shadows 
seen  with  the  ar-rays  point  to  the  nature  of  the  case  (Fig,  42,  p.  105.)  Herbert  French, 
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CHEST,  DEFORMITY  OF.— (See  Deformity  of  the  Chest,  p.  166.) 

CHEST,  PAIN  IN.— (See  Pain  in  the  Chest,  p.  430.) 

CHEST,  PUS  IN. — WTien,  on  needling  the  chest,  pus  wells  up  into  the  exploring  syringe, 
it  is  probable  that  the  patient  has  an  empyema.     Other  lesions  may  simulate  empyema, 
however,  and  even  when  empyema  is  actually  present  it  is  important  not  to  let  the  diagnosis 
rest  at  that ;  but  rather  to  regard  it  as  a  symptom  and  try  to  diagnose  its  cause.     It  by  no 
nieaas  follows,  of  course,  that  when  the  exploring  syringe  fails  to  detect  pus,  an  empyema 
is  not  present,  for  sometimes  it  is  situated  either  between  the  lower  lobe  and  the  dia- 
phra^i.  in  front  of  the  lung  or  between  the  lobes,  or  in  some  other  position  in  which  it 
Is  difficult  to  hit  it  off  with  the  needle.     When  pus  is  found  but  the  amount  is  only  quite 
small,  there  may  be  doubt  as  to  whether  it  came  from  an  empyema  outside  the  lung,  from  a 
bronchus,  or  an  abscess  cavity  in  the  lung  substance.    The  nature  of  the  case  may  remain 
undecided  until  a  subsequent  puncture,  or  a  resection  of  a  rib,  conclusively  discovers  intra- 
pleural pus.     Even  when  pus  wells  up  in  the  exploring  syringe,  it  is  possible  to  mistake  for 
empyema  a  collection  of  pus  which  is  below  the  diaphragm.     A  subdiaphragmatic  abscess 
and  an  abscess  xvithin  the  liver  are  the  two  conditions  most  liable  to  simulate  empyema  in 
this  way.     If,  however,  the  history,  the  symptoms,  and  the  physical  signs  do  not  serve  to 
distinguish  between  these  different 
conditions,  it  will  still  be  clearly 
necessary   to    evacuate    the    pus, 
and  the  surgeon's  finger  inserted 
through  the  wound   will   be  able 
to  feel  whether  the  diaphragm  is 
above    or    below    the    collection. 
Even  then   there  is  one  possible 
source  of  error,  namely,  when  there 
is  pas  both  above  and  below  the 
diaphragm.     A    subdiaphragmatic 
abscess,     secondary     perhaps     to 
appendicitis  upon  the   right   side, 
or  to  a  leaking  gastric  ulcer  upon 
the  left,  may  have    infected    the 
pleura    through    the    diaphragm, 
causing  first  a  serous  and  then  a 
purulent  effusion,  separated  from 
that  below  the  diaphragm  merely 

hv  »Ka   «^K;»L.n»^o    ^9    ♦v.^*    w^,,^^\^  ^^^9'  ■**• — ^^kiaffram  showing  the  irtottlintr  of  the  luiu?  apices  produced  bv 

D\    the   thickness    of    that    muscle.  phthisic,     posterior  view.      {B,j  Dr.  a.  C.  Jordan.) 

It  may  be  ver>'  difficult  indeed  to 

l)e  sure  of  this  condition,  even  at  the  time  of  operation,  the  nature  of  the  case  not  being 
fulh'  cleared  up  until,  when  one  of  the  pus-containing  cavities  has  been  evacuated,  the 
abnormal  physical  signs  persist,  and  a  second  collection  of  pus,  above  or  below  the  dia- 
phragm as  the  case  may  be,  is  found  at  a  subsequent  exploration.  The  j'-rays  may  be  of 
considerable  assistance  sometimes  in  showing  whether  the  diaphragm  is  above  the  pus 
or  below  it. 

If,  however,  the  physical  signs,  symptoms,  and  the  result  of  needling,  all  prove  con- 
clusively that  the  chest  contains  an  empyema,  it  is  still  necessary  to  decide  as  far  as  possible 
the  nature  of  the  latter.  Its  commonest  cause  is  pneumococcal  infection,  nearly  always 
preceded  by  lobar  pneumonia  in  adults,  in  children  sometimes  by  bronchopneumonia,  but 
not  infrequently  arising  insidiously.  It  is  probable  that  many  of  the  so-called  latent 
^'mpyemata  of  children  have  really  been  preceded  by  undiagnosed  bronchopneumonia. 
Difficulty  often  arises  from  the  fact  that  the  amount  of  pus  present  is  not  great,  so  that 
though  it  compresses  the  lung  sufficiently  to  render  the  alveoli  airless,  the  bronchial  tubes 
"<til]  remain  patent,  and  there  is  no  complete  dullness  at  the  base  or  wherever  the  empyema 
may  be  ;  and  over  the  affected  area  there  may  be  bronchial  breathing  and  crackling  rales, 
instead  of  the  absence  of  breath-sounds  and  of  voice-sounds  that  usually  accompanies 
empyema  in  adults.     If  there  is  doubt  as  to  the  nature  of  the  empyema  as  judged  by  the 
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history,  bacteriological  examination  of  the  pus  will  often  indicate  its  origin.  The  com- 
monest organisms  to  be  found  are  pneumococci,  streptococci,  and  staphylococci,  though 
Bacillus  coli  communis^  typhoid  bacilli,  and  the  BaciUus  pyoq^aneus  also  occur,  and  even 
other  organisms  may  be  present  in  some  instances.  The  mode  of  infection  is  generally 
either  via  the  lung,  or  from  beneath  the  diaphragm  ;  and  careful  inquiry  into  the  histor>' 
and  symptoms  will  generally  indicate  which  of  these  two  paths  has  been  the  more  likely. 
When  infection  from  any  peritoneal  condition  such  as  appendicitis,  leaking  gastric  or  duo- 
denal ulcer,  infected  gall-bladder,  or  subdiaphragmatic,  perinephric,  or  hepatic  abscess, 
can  be  excluded,  when  there  has  been  no  injury  to  the  chest  with  broken  rib,  or  a  wound 
communicating  with  the  exterior,  and  when  there  is  nothing  to  indicate  whether  the  infec- 
tion has  succeeded  pneumonia  or  is  itself  pneumococcal,  suspicion  will  arise  that  the  patient 
has  been  suffering  from  phthisis,  which  has  caused  a  pleurisy  which  was  at  first  non-purulent, 
but  which  became  converted  into  an  empyema  as  the  result  of  secondary  infection  with 
pyogenic  organisms,  especially  if  there  is  a  tuberculous  family  history,  or  if  the  patient  lias 
himself  been  weakly  for  some  time.  The  sputum  should  be  examined  with  particular  care, 
and  a?-ray  examination  is  often  helpful ;  for  even  when  the  compression  of  the  lung  by 
empyema  has  led  to  marked  opacity  at  the  base,  it  may  still  be  possible  to  make  out  that 
apical  mottling  which  is  almost  pathognomonic  of  phthisis  {Fig,  41). 

Rarer  causes  of  empyema  than  those  mentioned  above  will  generally  have  been 
accompanied  by  other  symptoms,  or  by  a  history  which  suggests  the  nature  of  the 
individual  case.  Herbert  French. 

CHEST,  SEROUS  EFFUSION  IN.— \Mien  exploratory  needling  of  the  chest  dis- 
covers clear  serous  fluid  in  the  pleural  cavity,  it  is  important  to  regard  the  fact  merely  as  a 
symptom,  for  there  are  many  different  causes  to  which  it  may  be  due,  and,  whenever  possible, 
one  should  decide  what  is  the  actual  cause  in  each  particular  case.  In  the  first  place,  the 
effusion  may  be  either  inflammatory'^  or  merely  a  transudate  ;  the  pleuritic  must  be  distin- 
guished from  the  pleural  effusion.  Clinical  points  indicating  that  the  effusion  is  inflam- 
matory rather  than  passive  would  be  :  its  being  unilateral,  not  bilateral  and  symmetrical  ; 
and  the  non-existence  of  the  more  common  causes  for  passive  effusion,  particularly  chronic 
heart  failure  or  nephritis  with  general  anasarca.  Physical,  chemical,  and  microscopical 
analyses  of  the  fluid  may  also  serve  to  indicate  whether  the  effusion  was  active  or  passive 
(see  Ascites,  p.  48).  There  are  cases,  of  course,  in  which  there  may  be  doubt,  but  it  is 
generally  easy  to  determine  whether  the  effusion  is  due  to  pleurisy  or  not.  Pleural  effusions 
not  due  to  pleurisy  occur  late,  and  the  diagnosis  will  have  been  made  already  from  the 
existence  of  prominent  symptoms  earlier  in  the  disease,  for  instance.  Albuminuria  (p.  4). 
Orthopncea  (p.  418),  CEdema  (p.  411),  and  so  forth. 

Pleuritic  effusion,  on  the  other  hand,  may  be  the  first  and  most  prominent  symptom 
in  the  cfise,  and  it  is  not  always  easy  to  determine  its  cause.  It  should  be  an  invariable 
rule  to  have  the  effusion  examined  microscopically,  both  for  cells  and  for  micro-organisms, 
and  sometimes  to  have  guinea-pigs  injected  with  it  in  order  to  see  whether  in  six  weeks' 
time  the  inoculated  animals  have  developed  general  tuberculosis.  The  commonest  cause 
for  apparently  idiopathic  pleuritic  effusion  is  latent  or  undiagnosed  tuberculosis  of  the  lung  ; 
there  may  be  no  sputum  ;  a?-ray  shadows  may  be  indeterminate  ;  there  may  be  no  abnormar' 
apical  physical  signs  ;  there  may  be  too  few  bacilli  for  them  to  be  detected  on  direct  examin- 
ation of  the  deposit,  even  when  it  has  been  most  carefully  centrifugalized,  and  yet  inocu- 
lated guinea-pigs  may  develop  typical  tuberculosis  and  thus  indicate  the  nature  of  the 
pleurisy. 

Intrathoracic  new  grmvth,  whether  of  the  mediastinum,  lung,  or  pleura,  is  fortunately 
uncommon ;  but  when  it  occurs,  the  symptoms  and  physical  signs  to  which  it  gives  rise 
are  often  very  diflicult  to  interpret.  The  growth  may  obstruct  a  bronchus  and  give  all  the 
physical  signs  of  fibroid  lung,  with  or  without  bronchiectasis  ;  it  may  cause  a  big  mass, 
bodily  displacing  the  lungs  and  heart ;  it  may  cause  multiple  nodules  which,  unless  they 
obstruct  the  superior  vena  cava  and  produce  obvious  varicose  veins  on  the  chest  wall,  may 
give  rise  to  no  very  definite  signs  or  symptoms  at  all ;  or,  what  is  not  at  all  infrequent,  the 
growth  may  lead  to  pleuritic  effusion  which  may  at  first  seem  to  be  simple,  or  even  be  taken 
to  be  tuberculous,  growth  not  being  suspected  until  the  rapid  recurrence  of  the  effusion, 
repeated  tappings,  and  rapid  downhill  course  of  the  disease  ultimately  suggest  its  nature. 
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Microscopical  examination  of  the  centrifugalized  deposit  of  the  pleuritic  fluid  sometimes 
leads  to  .  he  detection  of  particles  of  new  growth  which  clinch  the  diagnosis,  whilst  if  the 
ttuid  in  a  ease  which  is  not  absolutely  acute  is  blood-stained  at  a  first  tapping,  this  by  itself 
is  highly  suggestive  of  neoplasm  (p.  102).  The  ar-rays  often  assist  materially  in  making 
the  diagnosis  {F*ig.  42). 

ActUe  rheumatism  is  a  common  cause  of  pleurisy  with  effusion,  particularly  between  the 
a^rcs  of  five  and  twenty.     It  may  occur  when  there  have  already  been  joint -pains,  or  other 
sN-mptoms  of  acute  rheumatism,  such  as  chorea,  recurrent  tonsillitis,  pericarditis,  endo- 
carditis followed  by  valvular  disease,  skin  affections  such  as  erythema  multiforme,  erythema 
nodosum,  peliosis  rheumatica,  or  subcutaneous  nodules.     In  such  cases  the  diagnosis  is  not 
difficult ;  it  is  less  easy  when  the  pleuritic  effusion  is  itself  the  main  symptom.     The  youth 
of  the  patient,  the  absence  of  anaemia  or  of  previous  ill-health,  the  absence  of  abnormal 
apical  lung  signs,  of  a  family  history  of  phthisis,  the  presence  of  a  cardiac  bruit,  the  occur- 
rence of  heart  disease,  acute  rheumatism,  or  chorea  in  other  members  of  the  same  family, 
the  rapid  onset  of  the  disease,  and  the  almost  equally  rapid  resolution  of  the  effusion,  are 
jwints   in    favour    of    acute    rheu- 
niatism    rather    than    tuberculosis. 
WTien  in  doubt,  the  negative  results 
of  guinea  -  pig     inoculation    would 

{K>int  in  the    same    direction,    and 
von  Pirquet's   skin  reaction  would 

be  negative.     There    are,    however, 

niany  cases  of  pleuritic  effusion  in 

young  people,  in  whom  it  is  impos- 
sible to  allocate  the  cause  either  to 

rheumatism   or   phthisis,  and    such 

cases  are   sometimes  spoken  of  as 

'  simple ' ;   doubtless  most  of  these 

are  either  tuberculous  or  rheumatic, 

many  ultimately  proving  to  be  the 

former. 

Pneumococcal    lesions    of    the 

lung  generally     produce    pleurisy  ; 

lobar    pneumonia y     indeed,     never 

occurs  without   it,  though  broncho- 
pneumonia, even  when  it  is  pneu-  xtiv^ht  i,eft 

mococeal,    often     does.      It     is     also  FiQ.    rj.-Skiatrram      showinir      SHrroma     of     the     ri^ht      luns 

iVKsiblp  for   nnf^nmn/TkOPfil    r>1tf>iiritin  secondary   to  sarcoma  of    a  kiilnoy.     The    patient  \va«    a  child,  JUfotl 

possiDie  lOr   pneumococcal    pieuriUC  u  ywirs       GG.  Ma.*eH  of  newCTO^^h.       H.  Heart.     The  lower  mark 

effusion    to    occur    without    definite  G  pomt*  in  the  direction  of  the  lower  mass  of  f^rowth,  but  the  line 

.  ,  .  i_  I.  t>J*«  wot  been  prolonged  so  far  as  to  the  shadow  of  the  prrowth. 

lobar    pneumonia    or    bronchopneU-  {Sliaffram  by  Dr.  C.  Thuratan  lloUand.) 

monia  preceding  it — primary  pneu- 
mococcal pleurisy,  the  diagnosis  being  confirmed  by  the  discovery  of  pneumococci  in  the 
fluid.  It  Ls  diflicult  to  ^  say  where  pneumococcal  serous  effusion  stops,  however,  and 
pneumococcal  empyema  begins,  the  two  merging  into  one  another,  and  the  same 
case  often  exhibiting  clear  fluid  at  one  exploration,  cloudy  fluid  a  few  days  later,  and 
pus  later  still. 

BrighCs  disease  may  cause  either  a  passive  effusion  from  heart  failure  in  chronic  cases, 
or  simple  accumulation  of  oedema  fluid  in  the  pleural  cavities  without  heart  failure  in  cases 
in  which  the  general  oedema  of  Bright's  disease  is  extreme  ;  or  actual  pleurisy  with  serous 
effusion,  probably  the  result  of  intercurrent  infection  by  some  organism,  corresponding 
with  the  peritonitis  with  Ascites  (p.  43)  and  the  pericarditis  that  may  also  occur  in  these 
cases.  The  diagnosis  will  be  indicated  by  the  Albuminuria  (p.  4),  associated  with  renal 
tube-casts ;  and  if  there  is  bilateral  effusion  without  universal  oedema,  but  with  signs  of 
heart  failure  in  the  form  of  orthopnoea,  oedema  of  the  legs,  and  perhaps  ascites,  the  effusion 
is  passive ;  it  belongs  to  the  second  category  if  there  is  universal  oedema  ;  whilst  if  the 
eHusion  is  inflammatory  it  will  probably  be  unilateral,  or  else  more  marked  in  one  side  of  the 
chest  than  in  the  other.  In  a  few  cases  an  extensive  pleuritic  effusion  in  a  middle-aged  or 
elderly  person  is  the  first  indication  that  there  is  anything  renal  the  matter,  the  diagnosis  of 
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red  granular  contracted  kidney  being  confirmed  by  the  urinary  changes,  big  heart,  rin^ni; 
aortic  second  sound,  high  blood-pressure,  or  by  albuminuric  retinitis. 

Any  of  the  severe  blood  diseases,  particularly  Hodgkin's  disease^  lymphadenoma,  ieti- 
kcemia,  splenic  ancemia,  pseudo-letikcemia  infantum^  and  to  a  less  extent  pernicious  ancemia, 
may  give  rise  to  inflammation  of  any  of  the  serous  membranes,  and  thus  lead  to  ascites, 
pericarditis,  or  pleurisy  with  effusion.  The  latter  is  seldom  an  early  symptom  in  such  eases, 
however,  and  the  diagnosis  will  generally  be  known  already  from  the  presence  of  pronounced 
ANiEMiA  (p.  20),  enlargement  of  the  Lymphatic  Glands  (p.  376),  or  enlargement  of  the 
Spleen  (p.  628),  with  or  without  pathognomonic  blood-changes  already  discussed  under 
these  various  headings. 

Pleuritic  effusion  may  sometimes  be  secondary  to  infection  of  the  plenrce  from  inflam- 
matory changes  below  the  diaphragm  ;  thus  appendicitis  may  lead  to  micro-organisms  tracking 
up  behind  the  ascending  colon  to  reach  the  diaphragm,  there  perhaps  producing  a  small 
subdiaphragmatic  abscess,  or  a  local  inflammation  which,  stopping  short  of  pus  formation, 
ultimately  subsides.    The  bacteria  in  contact  with  the  lower  surface  of  the  diaphragm  can 
pass  through  the  latter  and  infect  the  pleura  without  there  being  any  actual  perforation  of 
the  diaphragm  ;   it  is  noteworthy  that  passage  of  micro-organisms  in  the  reverse  direction 
is  so  rare  as  almost  to  be  negligible  ;   acute  peritonitis  often  produces  acute  pleurisy,  but 
the  latter,  or  even  empyema,  seldom  produces  peritonitis.     Any  inflammatory  mischief 
below  the  diaphragm  may  lead  to  dry  pleurisy,  pleuritic  effusion,  or  empyema.     One  need 
not  enumerate  all  such  causes,  but  they  should  be  borne  in  mind  as  possibilities.     There 
may  have  been  acute  general  peritonitis,  or  a  more  local  inflammation  of  the  peritoneum 
tracking  in  the  manner  already  described  in  connection  with  appendicitis.     This  is  possible 
when  there  is  leaking  from  a  gastric  or  duodenal  ulcer  ;  local  infection  from  the  gall-bladder  ; 
pyosalpinx  ;  pelvic  peritonitis  due  to  whatever  cause  ;  perinephric  inflammation  secondar\- 
to  renal  calculus  or  injury,  acute  ascending  nephritis,  tuberculosis  of  the  kidney  ;   hepatic 
abscess  or  other  inflammatory  changes  in  or  about  the  liver,  such  as  infective  cholangitis, 
suppurative  pylephlebitis,  or  the  softening  and  breaking  down  of  new  growth,  gumma,  or 
hydatid  cyst.     When  the  possibility  of  a  pleuritic  effusion  being  secondary  to  an  abdominal 
lesion  of  some  kind  is  borne  in  mind,  the  diagnosis  of  the  case  is  generally  indicated,  at 
least  approximately,  by  the  preceding  history  and  symptoms.     If  the  fluid  obtained  smells 
as  though  it  were  infected  with  Bacillus  coli  communis^  this  would  be  an  additional  argument 
in  favour  of  some  subdiaphragmatic  cause. 

Infarction  of  the  lung,  whether  thrombotic  or  embolic,  is  apt  to  cause  dry  pleurisy  :  but 
if  the  infarct  has  been  extensive,  or  is  due  to  embolism  from  some  septic  source  such  as  a 
lateral  sinus  or  jugular  vein  thrombosis  in  connection  with  otitis  media,  or  other  similar 
lesions  causing  venous  clotting,  the  inflammation  of  the  pleura  tends  to  go  further  and 
produce  an  effusion  which,  at  first  serous,  may  later  become  purulent.  The  diagnosis  is 
sometimes  obvious  ;  but  when  after  an  operation,  perhaps  for  excision  of  an  inflamed 
appendix,  the  patient  a  few  days  later  develops  pleurisy  with  effusion,  it  may  not  occur  to 
one  that  a  possible  explanation  of  the  trouble  is  that  more  than  one  systemic  vein  in  the 
region  of  the  right  iliac  fossa  has  become  inflamed  and  thrombosed,  and  that  portions  of 
the  clot  have  been  detached  and  carried  to  the  lung,  where  multiple  infected  emboli  have 
led  to  pleurisy  and  serous  effusion,  without  going  so  far  as  to  produce  either  abscess  in  the 
lungs  or  empyema.  Should  haemoptysis  occur  in  such  cases,  as  it  sometimes  does,  phthisis 
may  be  feared  ;  but  it  will  be  excluded  by  the  absence  of  tubercle  bacilli  on  repeated 
examination  of  the  sputum. 

Occasionally  the  fluid  obtained  on  needling  the  chest  is  distinctly  chylous,  in  which 
case  the  first  suspicion  to  be  aroused  is  that  there  has  been  some  interference  with  the 
thoracic  duct,  either  by  injury  or  by  an  intrathoracic  new  growUi.  Sometimes,  however, 
this  rare  symptom  is  due  to  remoter  causes,  such  as  chronic  nephritis  or  leukcemia,  just  as 
these  may  occasionally  produce  chylous  ascites  (see  p.  50)  ;  in  a  few  instances  a  chylous 
effusion  into  the  chest  has  cleared  up  after  tapping,  no  ascertainable  cause  being  found. 

Multiple  serositis  or  polyorrhomenitis  is  a  term  used  to  express  any  condition  in 
which  there  is  recurrent  inflammation  and  serous  effusion  into  more  than  one  serous  mem- 
brane. It  generally  affects  the  peritoneum,  pericardium,  and  both  pleurae  either  simultan- 
eously or  successively.  It  is  not  a  disease  in  itself,  so  that  the  differential  diagnosis  of  the 
cause  of  the  combined  effusions  has  to  be  made  upon  the  same  lines  as  that  described  for 
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each  separately.  There  are  cases  in  which,  even  when  the  patient  dies,  the  precise  nature 
of  the  multiple  serous  inflammations  and  effusions  is  obscure  ;  it  is  very  possible  that  the 
original  microbial  cause  has  disappeared,  leaving  behind  it  so  much  fibrotic  thickening  of 
the  membranes  that  even  the  normal  secretions  are  unable  to  drain  away  as  fast  as  they 
should.  The  result  is  that  recurrent  tapping  at  comparatively  short  intervals  becomes 
necessary,  and  the  patient  ultimately  dies  of  exhaustion,  nothing  being  found  post  mortem 
except  fibrous  thickening  of  the  peritoneum,  pericardium,  and  pleurae,  with  more  or  less 
extensive  perihepatitis,  perisplenitis,  adherent  pericardium,  and  chronic  mediastinitis. 
The  general  opinion  is  that  the  primary  cause  in  these  cases  has  been  either  acute  rheuma- 
tism or  tuberculosis.  Sometimes  secondary  mahgnant  disease  affects  more  than  one  of 
the  serous  membranes  at  the  same  time,  and  produces  a  clinical  picture  which  at  first 
simulates  chronic  simple  polyorrhomenitis  ;  there  are  generally  symptoms  due  to  the 
primary  growth  ;  but  occasionally,  especially  in  connection  with  diffuse  carcinoma  of 
the  stomach — *  indiarubber-bottle '  stomach — the  primary  growth  causes  no  symptoms, 
and  the  nature  of  the  multiple  serous  effusions  may  be  obscure  unless  particles  of  new 
^wth  can  be  detected  in  the  centrifugalized  deposit,  or  secondary  masses  can  be 
found  in  the  liver  or  lymphatic  glands.  The  left  supraclavicular  glands  should  be 
examined  carefully  (Fi0,  17,  p.  49).  Sometimes  the  diagnosis  is  not  arrived  at  until  a 
post-mortem  examination  is  made. 

Besides  chronic  tuberculous,  rheumatic,  and  malignant  polyorrhomenitis,  a  similar 
condition  may  be  due  to  Bright's  disease  or  any  of  the  severe  anaemias  ;  the  differential 
diagnosis  of  the  serous  effusions  to  which  these  may  give  rise  has  been  discussed  above. 
Careful  examination  of  the  blood  and  urine,  together  with  estimation  of  the  blood-pressure, 
examination  of  the  optic  discs,  and  routine  physical  examination  of  the  various  body 
systems,  are  essential  before  the  correct  diagnosis  can  be  arrived  at.  Herbert  French. 

€HEST»  VARICOSE  VEINS  ON.— (See  Veins,  Varicose  Thoracic,  p.  750.) 

CHEYNE-STOKES  RESl'IRATION,  or  periodic  breathing,  consists  in  the  occurrence 
of  a  series  of  inspirations,  beginning  with  a  hardly  perceptible  movement  increasing  to  a 
maximum,  and  then  declining  in  force  and  length  until  they  cease  in  a  period  of  apnoea  of 
some  seconds'  duration,  during  which  the  patient  may  appear  to  be  dead,  but  at  the  end  of 
which  a  low  inspiration,  followed  by  one  more  decided,  and  then  others  of  increasing  depth, 
mark  the  beginning  of  a  new  ascending  series  of  inspirations,  which  in  their  turn,  when 
the  maximum  has  been  reached,  become  progressively  smaller  again,  to  end  in  another 
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Fig.  43. — Cheyne-Stokes  Breathing.     A  graphic  record  from  a  case  of  arterial  degeneration  and 
softening  of  the  medulla  oblongata.     The  two  curves  were  completed  in  143  second.-?. 

period  of  apnoea  ;  and  so  on  with  more  or  less  periodicity  (Fig,  43).  The  duration  of  each 
period  varies  from  half  a  minute  to  two  minutes  or  even  more.  There  is  a  peculiar  variety 
of  periodic  breathing  in  which,  instead  of  a  waxing  and  waning  sequence,  only  two  or  perhaps 
three  rapid  deep  breaths  are  made  at  a  time,  with  long  periods  of  apnoea  between  them — 
a\-ariety  of  periodic  breathing  which  is  sometimes  spoken  of  as  Biot's. 

Periodic  breathing  may  occur  during  sleep  in  the  very  young  and  in  the  very  old  without 
there  being  any  actual  disease.  In  other  persons  Cheyne-Stokes  breathing  is  generally  a 
late  phenomenon,  having  been  preceded  by  other  symptoms,  particularly  uraemic  or  cardiac  ; 
in  a  few  eases  of  progressive  softening  in  the  medulla  oblongata  secondary  to  arterial 
Regeneration,  Cheyne-Stokes  respiration  may  be  the  salient  symptom  in  the  case.  Broadly 
speaking,  one  may  classify  the  chief  causes  of  periodic  breathing  as  follows  : — 

1.  Arterial,  especially  with   Degenerative  Changes  in  the  Medulla  Oblongata  — 

Arteriosclerosis,  with  or  without  granular  kidney. 
Senile  degeneration. 
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2.  Urflemic,  in  cases  of  : — 


Acute  nephritis 

Chronic  nephritis 

Calculous  disease  of  the  kidney 


Tuberculous  kidney 
Ascending  nephritis,  acute  or 
chronic 


Cystic  kidneys 
Carcinoma  of  the  kidney 
Sarcoma  of  the  kidney. 


B.  Chronic  Heart  Failure:— 

Secondary  to  valvular  heart  disease 
Secondary  to  myocardial  degeneration,  especi- 
ally fatty  or  fibroid  heart 


Secondary  to  chronic  obstruction  in  the  lunir>, 
especially  from  emphysema  and  broncliitis, 
or  fibroid  lung 

Associated  with  very  high  systemic  blood- 
pressure. 


4.  Narcotic  Poisoning,  especially  from 

Morphia  I  Chloral  |  Veronal 

Opium  I  Butyl  chloral  hydrate  |  Sulphonal 

5.  Macroscopic  Lesions  of  the  Brain  or  its  Coverings: — 


Meningitis,  tuberculous,  suppurative,  posterior 

basal,  cerebrospinal 
Hydrocephalus 
Tumour  of  the  brain,  especially  of  the  pons 

or  medulla 

6.  Acute  Specific  Fevers,  such  as : — 


Haemorrhage 

Softening  of  the  brain  secondary  to  : 
Chronic  arterial  (Regeneration 
Syphilis  Caisson  disease 

Embolism  General  paralysis 


Pneumonia  I  Diphtheria  I  Malaria 

Cholera  |  Typhoid  fever  |  Infective  endocarditis 

The  differential  diagnosis  of  these  various  conditions  will  be  indicated  by  symptoms 
and  signs  other  than  the  Cheyne-Stokes  respiration,  for  the  latter  will  have  occurred  late 
in  the  gjeat  majority  of  the  cases.  The  urine  will  be  examined,  the  blood-pressure  measured, 
the  physical  signs  of  the  heart  noted,  the  retina  examined  for  retinitis,  optic  neuritis,  or  for 
choroidal  tubercles,  and  careful  inquiries  will  be  made  into  the  history.  Where  narcotic 
poisoning  may  be  suspected,  the  gastric  contents  may  be  recovered  and  analyzed,  bottles 
found  under  suspicious  circumstances  may  be  examined  in  the  same  way,  or  evidence  of 
liypodermic  injections  souj^ht  for  on  the  patient's  body  or  limbs.  When  Cheyne-Stokes 
respiration  occurs  as  the  main  symptom  in  the  case,  the  great  probability  is  that  there  are 
degenerative  changes  in  the  medulla  oblongata,  nearly  always  secondary  to  arterial  degener- 
ation, either  senile,  syphilitic,  or  sclerotic.  When  there  have  been  obvious  symptoms  of 
some  other  kind  before  Cheyne-Stokes  respiration  develops,  the  latter  is  far  more  important 
from  the  prognostic  than  from  the  diagnostic  standpoint.  It  is  a  sign  of  evil  omen,  though 
in  a  few  cases  it  has  persisted  for  many  months  before  the  end  came,  and  in  a  few  it  has 
disappeared  entirely  for  the  time  being,  even  after  it  had  been  well  marked  for  days  or  weeks. 

Herbert  French. 

CHILLS.— (See  Rigors,  p.   594.) 

CHORDEE. — A  condition  in  which,  during  erection,  the  penis,  instead  of  remaining 
straight,  becomes  curved  like  a  banana,  either  downwards  or  to  "one  side.  It  is  nearly 
always  due  to  gonorrhoea,  though  in  rare  eases  it  has  resulted  from  injury  without  gonor- 
rhoea. The  differential  diagnosis  will  depend  upon  the  history  and  the  existence  or  other- 
wise of  a  urethral  discharge  containing  gonococci.  The  condition  itself  is  probably  due  to 
inflammatory  effusion  into  one  corpus  cavernosum,  or  the  corpus  spongiosum,  as  the  case 
may  be  ;  or,  in  the  absence  of  inflammation,  to  blood  extravasation  from  a  burst  vessel. 
Fracture  of  the  penis  has  occurred  during  resisted  coitus,  the  diagnosis  depending  on  the 
history  and  the  break  that  is  palpable  in  the  penis  during  erection.  Herbert  French. 

CHYLURIA. — ^The  passage  of  milky-looking  urine,  due  to  the  admixture  with  it  of 
emulsifled  fat,  is  known  as  chyluria.  It  is  not  likely  to  be  mistaken  for  phosphaturia, 
even  when  the  latter,  especially  after  the  largest  meal  of  the  day,  causes  the  urine  to  be 
almost  like  thin  milk  from  the  spontaneous  deposition  of  the  excess  of  phosphates  whilst 
the  urine  is  still  in  the  bladder.  The  opacity  in  the  latter  case  disappears  on  the  addition 
of  a  drop  or  two  of  acetic  acid,  whilst  the  fat  droplets  of  chyluria  do  not  clear  up  with  acids, 
are  obvious  under  the  microscope,  and  may  be  brought  out  still  more  clearly  by  the  use 
of  special  fat  stains,  such  as  osmic  acid,  sudan  III,  or  saffranin.  As  a  rule  the  urine  coagu- 
lates on  standing,  and  subsequently  liquefies  a^ain,  when  it  throws  up  a  fatty  scum  and 
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deposits  a  sediment.  The  fat  is  most  plentiful  after  meals  which  contain  fat ;  the  degree 
of  chyluria  consequently  varies  considerably  in  the  same  patient,  and  may  sometimes  be 
almost  absent. 

The  commonest  cause  for  the  symptom  is  infection  by  Filaria  sanguinis  hominis  in 
the  tropics,  adults  being  affected  more  often  than  children,  and  females  more  often  than 
males.  There  may  or  may  not  be  elephantiasis  at  the  same  time  ;  the  diagnosis  may  be 
suwested  by  eosinophilia  and  confirmed  by  the  discovery  of  the  embryos  in  the  blood 
{Plate  XXV 111,  Fig.  F,  p.  614). 

Chyluria  may  also  occur,  however,  in  those  who  have  never  been  abroad,  and  it  is 
sometimes  associated  in  some  way  that  is  not  yet  fully  understood  with  sub-acute  nephritis  ; 
there  may  be  chylous  ascites  (p.  50)  at  the  same  time.  The  diagnosis  depends  upon  the 
histor>',  the  general  cedema,  the  anaemia,  cardiac  hypertrophy,  and  upon  the  discovery  of 
an  abimdance  of  albumin  with  renal  epithelial  cells  and  tube-casts  in  the  centrifugalized 
urinar}'  deposit,  as  well  as  fat  droplets  in  the  supernatant  fluid. 

Sometimes  chyluria  develops  quite  apart  from  any 
renal  lesion,  either  spontaneously  or  as  the  result  of 
abdominal  injury  ;  and  it  has  generally  been  found  in 
these  rare  cases  that  there  has  been  either  rupture  of 
the  receptaculum  chyli,  or  else  a  blockage  in  the 
thoracic  duct.  The  latter  sometimes  results  in  cases  of 
malignant  disease,  especially  carcinoma  of  some  intra- 
abdominal organ  with  secondary  deposits  in  the  glands 
in  the  posterior  mediastinum.  The  development  of 
chyluria  in  such  cases  would  be  a  late  symptom,  and 
the  diagnosis  would  probably  have  been  made  already 
on  account  of  other  symptoms,  especially  the  discovery 
of  a  primarj^  tumour.  It  is  important  not  to  forget 
rectal  and  vaginal  examination,  lest  the  growth  should 
be  pehie.  Herbert  French. 

CLAW-FOOT  (Pied-en-griffe)  (Fig.  44)  is  much 
less  common  than  Claw-hand,  but  it  may  arise  from 
similar  causes.  The  internal  popliteal  nerve,  which 
supplies  the  interossei  and  lumbricals  of  the  foot  through 
its  external  plantar  branch,  is  homologous  to  the  ulnar 
nerve  in  the  upper  extremity.  Its  buried  course  in  the 
leg  does  not,  however,  expose  it  to  the  same  chances  of 
injur}'  as  the  more  superficial  ulnar  nerve,  and  conse- 
quently claw-foot  is  not  often  the  result  of  trauma. 
Disease  or  injury  of  the  first  and  second  sacral  segments 
of  spinal  roots  may  produce  the  characteristic  deformity 

of  the  toes,  in  which  case  there  would  probably  be  dis-  Fig.  44.— ciaw-foot. 

turbanees  of  sensibility  in  the  corresponding  cutaneous 

areas.  In  acute  poliomyelitis  affecting  those  segments,  the  diagnosis  depends  on  the 
hlstorj^  of  onset,  as  in  the  case  of  claw-hand  of  similar  origin.  E.  Farquhar  Buzzard. 

CLAW-HAND  (Main-en-griffe)  is  the  name  used  to  describe  a  hand  characterized 
by  a  claw-like  position  of  the  fingers  (Fig.  45).  The  fingers  are  extended  at  the  metacarpo- 
phalangeal jointst'and  flexed  at  both  interphalangeal  joints.  This  position  is  the  result 
of  the  over-action  of  the  extensor  communis  digitorum  and  flexores  digitorum  when  un- 
opposed by  the  normal  antagonism  of  the  interossei  and  lumbricals.  It  is  not  symptomatic 
of  any  particular  disease,  but  results  from  any  morbid  condition  which  produces  atrophic 
paralj'sis  of  the  intrinsic  hand  muscles  so  long  as  the  long  extensors  of  the  fingers  remain 
intact.  Progressive  tnusciUar  atrophy,  ulnar  paralysis,  syringomyelia,  cervical  pachymeningitis, 
acute  poliomyelitis,  peroneal  atrophy,  and  supernumerary  ribs  are  among  the  conditions 
which  may  give  rise  to  claw-hand  to  a  lesser  or  greater  degree.  In  any  particularjcase 
the  diagnosis  of  the  underlying  condition  depends  on  the  result  of  further  investigation.  ' 

In  progressive  muscular  atrophy,  wasting  of  the  intrinsic  hand  muscles  is  often  an  early 
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symptom  (p.  61),  and  a  claw-hand  may  develop  before  the  long  extensor  muscles  of  the 
fingers  have  become  involved  in  the  disease.  All  four  fingers  are  usually  affected  to  an 
approximately  equal  extent,  and  there  is  often  marked  wasting  of  the  thenar  and  hypothenar 
eminences.  When  the  abductor  pollicis  is  also  involved,  the  thumb  tends  to  come  into 
line  with  the  fingers  and  gives  an  appearance  to  the  hand  resembling  that  of  the  ape  (ape's 
hand).  The  flexors  of  the  wrist  often  become  involved  before  the  extensors,  witli  the 
result  that  the  wrist  is  hyperex tended,  and  a  '  preacher's  hand '  results.  The  absence 
of  pain  and  of  all  sensory  disturbance,  the  gradual  onset,  and  the  general  exaggeration 
of  the  deep  reflexes,  serve  to  distinguish  this  condition  from  some  of  the  other  causes  of 
claw-hand. 

In  ulnar  paralysis  the  claw-position  is  more  marked  in  the  ring  and  little  fingers  than 
in  the  middle  and  first  fingers,  owing  to  the  fact  that  the  two  outer  lumbricals  are  supplied 
by  the  median  nerve.  The  adductor  pollicis  is  the  only  thenar  muscle  to  suffer,  but  the 
hypothenar  eminence  is  wasted.  If  the  injury  to  the  nerve  is  above  the  point  where  it 
gives  off  the  branch  to  the  flexor  carpi  ulnaris,  the  latter  muscle  will  also  be  paralyzed, 
and  flexion  of  the  wrist  will  be  carried  out  with  a  leaning  towards  the  radial  side.  In  ulnar 
paralysis  the  palsy  is  limited  to  the  muscles  supplied  by  the  ulnar  nerve,  and  there  is 
usually  some  sensory  loss  in  the  area  of  skin  innervated  by  the  latter. 

The  claw-hand  of  syn'ngo- 
myelia  (Fig,  45)  resembles  that  of 
progressive  muscular  atrophy  in 
general  appearance,  and  may  show 
the  modifications  to  which  the 
term  '  ape's  hand  '  and  '  preacher's 
hand '  have  been  applied.  The 
muscular  atrophy  is  not  limited 
to  the  distribution  of  a  single 
nerve,  but  involves  the  muscula- 
ture innervated  by  the  eighth 
cervical  and  first  dorsal  spinal 
segments, — the  segments,  in  fact, 
in  which  the  gliosis  frequently 
Fig,  4o.-syringomyeiic  claw-hand.  begins.    The  diagnosis  depends  on 

the  presence  of  dissociative  anaes- 
thesia, trophic  and  vasomotor  disturbances  such  as  whitlows,  glossy  skin  (peau  lisse), 
main  succulente,  and  is  often  corroborated  by  the  occurrence  of  oculo-pupillary  pheno- 
mena, nystagmus,  scoliosis,  and  evidence  of  spastic  paralysis  in  the  leg  of  the  same  side. 
Cervical  pachymeningitis  only  leads  to  a  claw-hand  when  it  interferes  with  the  function 
of  the  eighth  cervical  and-  first  dorsal  anterior  roots,  and  leaves  uninjured  the  sixth  and 
seventh  cervical  roots.  The  condition  is  generally  bilateral  with  some  asymmetry,  and  it 
is  usually  associated  with  pain  and  ill-defined  disturbances  of  sensibility  in  the  two  arms. 
An  acute  poliomyelitis  affecting  the  eighth  cervical  and  first  dorsal  segments,  and 
leaving  intact  the  sixth  and  seventh  cervical  segments,  is  uncommon.  The  history  of 
acute  onset,  with  constitutional  symptoms  such  as  headache,  fever,  vomiting,  and  convul- 
sions, affords  a  clue  to  the  diagnosis.  The  absence  of  sensory  loss,  and  the  possible  presence 
of  atrophic  palsies  in  other  parts  of  the  body,  form  additional  data  in  these  cases. 

In  peroneal  atrophy  the  diagnosis  depends  on  the  symmetry  of  the  affection  and  the 
preceding  or  concomitant  atrophy  of  the  leg  muscles,  generally  beginning  in  those  supplied 
by  the  peroneal  nerve  (see  Figs.  20  and  21,  p.  CO). 

Supernumerary  cervical  ribs  may  lead  to  the  production  of  a  claw-hand  when  they 
cause  neuritic  changes  in  the  trunk  formed  by  the  eighth  cervical  and  first  dorsal  con- 
tributions to  the  brachial  plexus.  The  muscular  atrophy  is  preceded  by  pain  in  the 
arm  and  neck,  and  sometimes  by  vasomotor  changes  and  diminution  of  the  radial 
pulse.  Analgesia  in  the  distribution  of  the  eighth  cervical  and  first  dorsal-root  areas 
may  also  be  detected,  but  the  diagnosis  may  depend  mainly  on  the  skiagraphic  discovery 
of  the  rudimentary  ribs  (p.  443).  E,  Farquhar  Buzzard. 

CLONUS,  ANKLE.— (See  Ankle-clonus,  p.  39.) 
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CLUBBED  FINGERS,  or  bulbous  enlargement  of  the  soft  parts  of  the  terminal 
phalan<;es,  with  over-cur\ing  of  the  nails  both  transversely  and  longitudinally,  are  seen 
characteristieally  in  morbus  ca?ruleus,  and  also  in  association  with  fibroid  lung.  They 
are  distinguished  readily  from  enlargement  due  to  bony  changes,  such  as  those  of  acromegaly 
and  pulmonarx'  osteo-arthropathy. 

>Iinor  degrees  may  occur  with  almost  any  disease  that  leads  to  persistent  congestion 
of  terminal  parts,  such  as  mitral  stenosis,  mitral  regurgitation,  emphysema,  chronic 
bronchitis,  pleurisy  with  effusion,  empyema,  chronic  phthisis,  some  forms  of  aortic  or 
subclavian  aneurysm,  asthma,  pericarditis,  adherent  pericardium,  mediastinitis,  or 
mediastinal  neoplasm.  In  such  cases,  however,  the  clubbing  has  to  be  looked  for — it  does 
not  thrust  itself  upon  one's  notice  ;  it  may  also  pass  away  again  when  the  cause  is  removed, 
for  instance,  when  an  empyema  is 
cured  by  operation. 

Obvious  and  extreme  finger-club- 
bim;   has   only     two    main    causes — 
congenital  heart  disease  with  cyanosis 
(Fi5.46),  especially  pulmonary  stenosis 
with  or  without  a  perforated  interven- 
tricular  septum  :     and    fibroid    lung, 
especially  if  associated  with  bronchi- 
ectasis. The  distinction  between  these 
two  will  generally  be  obvious.      The 
former   dates     from    infancy    and    is 
associated  with  extreme  cyanosis  and 
a  loud  pulmonar\'  systolic  bruit  and 
thrill;    the   latter    develops    later   in 
life.  Ls  seldom   associated   with   such 
extreme    cyanosis    except    when    the 
patient  is  in  extremis,  and  is  accom- 
panied by  displacement  of  the  heart 
and  other  signs  of  fibrosis  of  the  lung. 

Difficult V  mav  arise  in  those  rarer  „.  .......  ...  ... 

.•."_,  _.  .^  rig.iC}. — Clubbc<l  iimrrrs  in  conj-'enital  pulmoimrv  steiiosi?*  with 

cases  of  congenital   heart   disease   in  extreme  cyanosis. 

which  there  is  no  bruit — for  instance 

when  the  heart  gives  off  a  single  large  vessel,  the  place  of  the  pulmonary  arteries  being 
taken  by  intercostal  vessels — ^but  even  here  the  fact  that  the  lividity  is  out  of  proportion 
to  the  dN^pncea,  and  the  history  that  the  cyanosis  and  the  finger-clubbing  date  from 
soon  after  birth,  afford  immediate  clues  to  the  diagnosis.  Congenital  heart  disease  with- 
out cyanosis — patent  ductus  arteriosus,  for  instance — does  not  give  rise  to  clubbed  fingers. 
In  lung  cases  the  diajgnosis  is  either  obvious  from  the  physical  signs  ;  or  else,  if  the 
abnormal  physical  signs  are  so  slight  as  by  themselves  to  suggest  little  more  than  bron- 
chitis, the  existence  of  marked  clubbing  of  the  fingers  is  important  evidence  that  the 
lung  trouble  is  more  extensive  than  this,  and  that  there  is  really  much  fibrosis,  and  prob- 
ably bronchiectasis,  too  deep-seated  to  permit  of  the  usual  physical  signs  being  detected 
at  the  surface  of  the  chest.  A  moderate  degree  of  clubbing  of  the  fingers  is  sometimes 
observed  in  cases  of  cirrhosis  of  the  liver,  particularly  in  that  type  which  begins  as  splenic 
ansnua— Banti's  disease  (see  p.  37).  This  suggests  that  the  changes  in  the  finger  tips 
have  a  chemical  as  well  as  a  mechanical  factor  in  their  causation.  Herbert  French, 

CUIB-FOOT,  or  TALIPES.— Any  deformity  of  the  foot  not  limited  to  the  toes 
commonly  goes  under  the  name  of  club-foot,  or  talipes.  The  diagnosis  of  the  different 
fomis  of  talipes  is  extremely  difficult,  owing  to  the  number  of  causes  and  the  complicated 
nature  of  the  deformities.  It  may  be  well,  therefore,  to  define  briefly  the  chief  varieties 
ot  simple  deformity. 

1.  Talipes  Equinus. — In  this  condition  the  fore  part  of  the  foot  cannot  be  raised 
to  the  normal  degree.  Any  healthy  adult  is  able,  with  the  knee  straight,  to  dorsiflex  the 
ankle  to  such  an  extent  that  the  ball  of  the  great  toe  is  two  or  three  inches  higher  than  tlic 
prommence  of  the  heel.     The  degree  of  dorsiflexion  is  even  greater  in  infants,  but  with 
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advancing  years  the  movement  becomes  limited,  so  that  old  people  may   hardly  be  abfc  J 
to  dorsiflex  the  foot  beyond  the  right  angle. 

2.  Talipes  Calcaneus. — In  this  condition  the  heel  is  depressed  and  the  fore  part  of 
the  foot  elevated.  Extension  of  the  ankle  is  limited,  so  that  the  fore  part  of  the  fcK>t  may 
not  touch  the  ground  in  walking. 

3.  Talipes  Valgus. — ^The  foot  is  everted  and  abducted  at  the  ankle-joint,  so  that  the 
inner  malleolus  is  too  prominent. 

4.  Talipes  Varus. — ^The  foot  is  inverted  and  adducted  at  the  ankle-joint,  so  that  the 
outer  malleolus  is  too  prominent.  In  this  condition,  however,  there  is  more  serious 
deformity  at  the  medio-tarsal  joint,  at  which  the  fore  part  of  the  foot  is  adducted  and 
inverted. 

5.  TallpesTCavus. — ^The  arch  of  the  foot  is  too  high  or  hollow.  This  may  be  due  to 
depression  of  the  fore  part  of  the  foot,  of  the  heel,  or  of  both. 

Club-feet  may  be  divided  into  (I)  The  Congenital,  (II)  The  Acquired. 

I.  CONGENITAL  TALIPES. 

Congenital  talipes  is  usually  quite  easy  to  diagnose,  because  of  the  historj-  of  the 
presence  and  the  nature  of  the  deformity  at  birth.     There  are  two  chief  varieties  of  it  : 

(1)  Equino- varus  ;    (2)  Calcaneo- valgus. 

Sometimes  the  history  is  lacking  or  misleading,  and  the  shape  of  the  feet  has  been 
so  altered  by  treatment  or  neglect  that  it  is  very  difficult  to  distinguish  the  condition  from 
paralytic  talipes,  especially  that  due  to  paralysis  of  the  lower  neuron.  In  making:  the 
distinction  it  is  important  to  remember  that  the  shortening  is  usually  very  much  less  in 
congenital  cases,  and  that  wasting  of  the  muscles,  apart  from  tight  splinting,  is  also  much 
less.  Trophic  ulcers,  and  cold  and  blue  feet,  which  are  common  in  cases  of  paralysis,  do 
not  occur  in  congenital  talipes.  Moreover,  the  toes  are  not  hyper-extended  at  the  nieta- 
tarso-phalangeal  joints,  a  condition  commonly  present  in  paralytic  talipes.  The  reaction 
of  degeneration  is  not  present  in  congenital  cases,  thus  distinguishing  it  from  talipes  due 
to  comparatively  recent  paralysis  of  the  lower  neuron.  The  reflexes  are  not  exaggerated, 
thus  distinguishing  it  from  talipes  due  to  paralysis  of  the  upper  neuron.  In  congenital 
equino-varus  the  small  conical  heel  is  not  only  raised  but  also  turned  inwards  in  a  character- 
istic way,  and  it  is  generally  separated  from  the  inner  aspect  of  the  foot  by  a  deep  furrow. 
There  is  also  a  curious  flattening  on  the  outer  side  of  the  foot,  just  in  front  of  the  external 
malleolus,  where  the  skin  is  dimpled  and  loose.  There  is  also  a  furrow  on  the  inner  side 
of  the  foot  opposite  the  medio-tarsal  joint.  The  varus  is  always  worse  than  the  equinus, 
whereas  in  paralytic  cases  the  equinus  is  usually  worse  than  the  varus.  With  care  the 
overstretched  weak  muscles  can  be  shown  to  be  capable  of  voluntary  contraction. 

II.  ACQUIRED  TALIPES. 

P*  This  condition  may  be  subdivided  as  follows  :  (1)  The  paralytic,  due  to  :  (a)  Disease 
of  the  upper  neuron  ;    (b)  Disease  of  the  lower  neuron  ;    (c)  Primary  muscular  disease  ; 

(2)  Postural,  e.g.,  talipes  valgus  ;  (3)  Due  to  fibrosis  of  muscle,  with  retraction  ;  (4)  Due 
to  bone  disease  ;  (5)  Due  to  joint  disease  ;  (6)  Due  to  contracting  scars  ;  (7)  Due  to 
hysteria. 

1.  The  Paralytic. — (a)  In  talipes  due  to  destruction  of  the  upper  neuron  the  refiexe; 
are  exaggerated  and  the  plantar  reflex  is  extensor  ;  whereas  in  talipes  due  to  disease  of 
the  lower  neuron  the  reflexes  are  unchanged,  diminished,  or  lost.  Reaction  of  degeneration 
may  be  present  with  lesions  of  the  lower  neuron,  and  absent  with  lesions  of  the  upper. 
Coldness  and  blueness  of  the  feet  are  only  common  in  lesions  of  the  lower  neuron,  and  the 
same  is  true  of  trophic  ulcers.  The  shortening  and  wasting  are  generally  much  greater 
in  lesions  of  the  lower  neuron,  and  the  distribution  of  the  paralysis  is  much  more  irregular 
than  in  those  of  the  upper.  When  the  disease  of  the  upper  neuron  is  in  the  brain,  it  is 
usual  for  the  arm  as  well  as  the  leg  to  be  paralyzed  {infantile  hemiplegia),  or  both  feet  may 
be  involved  symmetrically  (congenital  spastic  paraplegia).  Occasionally  there  may  be  a 
cerebral  monoplegia.  In  any  case  the  deformity  due  to  disease  of  the  upper  neuron  is 
almost  characteristic,  and  is  mostly  equinus,  usually  with  a  little  valgus,  but  occasionally 
with  slight  varus  ;    whereas  when  the  lower  neuron  is  affected   the  deformity  is  nearly 
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always  equino-varus  or  talipes  valgus.     In  distinguishing  various  destructive  lesions  of 
the  upper  neuron,  the  history  and  the  nature  of  the  deformity  may  help.     In  hemiplegia  or 
monoplegia  there  may  be  a  history  of  difficult  labour,  with  delivery  by  forceps,  indicating 
injury  to  the  cerebral  cortex,  or  meningeal  haemorrhage  with  secondary  fibrosis  of  the 
motor  area.     The  deformity  may  not  be  obvious  for  a  year  or  more  after  birth,  and  it  is 
usually  noticed  first  when  the  child  begins  to  walk.      In  other  cases  it  may  be  due  to 
thrombosis  of  the  cerebral  veins  following  measles  or  influenza,  or  to  rupture  of  some  of  the 
cortical  veins  during  whooping-cough  or  violent  fits  of  passion.     Congenital  spastic  para- 
plegia is  distinguished  by  its  symmetry,  and  by  the  amount  of  spasm  as   shown  by  the 
unexpected  degree  of  flexion  of  the  ankles  that  can  be  produced  by  firmly  pressing  upwards 
the  fore-parts  of  the  feet.     Moreover,  there  is  usually  some  mental  incapacity,  and  often 
the  history  of  nervous  disease  in  the  family.     When  the  lesion  is  in  the  spinal  cord*  there 
may  be  a  history  of  spinal  injury  or  evidence  of  spinal  caries,  or  of  growth  causing  a  spastic 
paraplegia.     In  ctmyotrophic  lateral  sclerosis  there  are  signs  of  paralysis  and  wasting  of 
the  upper  limbs.     Friedreich's  disease^  or  hereditary  ataa^,  is  an  occasional  cause  of  talipes 
equinus  or  equino-varus.     It  can  be  recognized  by  the  inco-ordination,  the  nystagmus, 
the  slurring  of  speech,  the  age  of  onset,  which  is  usually  about  six  to  nine  years,  tfie  absence 
of  knee-jerk,  and  the  hallux  erectus. 

(6).  Lesions  of  the  lower  neuron  may  be  in  the  cord  (infantile  paralysis),  or  in  the  cauda 
equina  (spina  bifida),  in  the  lumbo-sacral  cord  or  sacral  plexus  (e.g.,  carcinoma  of  the 
rectum),  or  in  the  peripheral  nerves  (peripheral  neuritis,  injured  sciatic  nerve,  or  Tooth's 
neuTO-muscular  paralysis).     Infantile  paralysis  results  from  acute  anterior  poliomyelitis, 
and  is  distinguished  by  its  irregular  distribution,  reaction  of  degeneration,  and  its  vaso- 
motor and  trophic  lesions.     It  is  frequently  possible  to  show  that  the  patient  is  unable  to 
use  certain  muscles  or  groups  of  muscles,  especially  the  anterior  tibial  and  peroneal  group. 
It  is  unusual  for  the  paralysis  to  be  limited  to  the  leg  ;  the  thigh  is  often  affected  to  some 
extent,  and  often  the  opposite  leg.     It  is  important  to  examine  for  spina  bifida  ;   talipes 
due  to  this  is  not  necessarily  symmetrical ;   one  foot  may  be  involved  more  than  another, 
and  the  deformity  is  often  progressive.     I  have  seen  several  cases  of  talipes  calcaneo- valgus 
associated  with  it,  and  also  pure  cavus,  and  one  very  bad  case  of  equino-varus  of  one  foot, 
and  equino-valgus  of  the  other.     The  foot  may  drop  in  peripheral  neuritis  due  to  diphtheria, 
lead  poisoning,  or  alcoholism.     In  each  of  these  conditions  there  is  other  evidence  of  the 
disease.    In  many  cases  of  growth  in  the  pelvis  the  foot  may  drop  owing  to  invasion  of  the 
sacra!  plexus  by  the  growth,  which  may  be  either  sarcoma  of  the  pelvis  or  carcinoma  of 
the  rectum.     Wounds  of  the  thigh,  or  the  pressure  of  tight  splints  in  the  treatment  of 
fracture,  or  the  forcible  extension  of  a  contracted  knee,  may  lead  to  paralysis  of  the  sciatic 
nen-e,  especially  of  its  external  popliteal  branch.     This  may  lead  to  talipes  equino-varus. 
A  similar  deformity  may  follow  injury  of  the  lumbar  spine  with  secondary  haemato-rhachis, 
or  growth  anywhere  in  the  course  of  the  sciatic  nerve.     I  have  known  it  follow  the  use  of  a 
Hodgen  extension  apparatus.     Tooths  neuro-muscular  paralysis  {Figs.  20  and  21,  p.  60) 
causes  paresis  of  the  anterior  tibial  and  peroneal  muscles,  with  talipes  equino-varus  and 
marked  cavus,  and  deformity  of  the  toes.     It  may  be  distinguished  from  infantile  paralysis 
by  the  symmetrical  affection  of  both  feet,  by  the  wasting  of  the  thenar  eminences,  and  the 
history  of  similar  deformity  in  the  family,  and  from  the  primary  muscular  dystrophies 
by  the  occurrence  of  reaction  of  degeneration. 

(c).  Prinutry  Muscular  Disease. — In  primary  muscular  paralysis  (see  Atrophy,  Mus- 
aiAR,  p.  59)  talipes  may  be  developed  late  in  the  disease  ;  but  as  a  rule  the  patients  do 
not  live  long  enough  for  the  deformity  to  become  a  striking  feature.  The  family  history 
assists  the  diagnosis,  and  in  the  pseudo-hypertrophic  form  there  is  the  characteristic  way 
in  which  the  patient  raises  himself  from  the  supine  position  by  rolling  into  the  prone  position 
and  then  lifting  himself  on  his  toes  and  hands,  and  working  his  hands  up  the  fronts  of  the 
thighs. 

2.  PosturaL — Acquired  talipes  valgus  may  be  due  either  to  posture  or  to  paralysis 
ot  the  tibiales  muscles.  When  a  patient  attempts  to  adduct  and  invert  the  fore-part  of 
the  foot,  the  tendons  of  these  muscles  can  be  seen  to  stand  out  when  they  are  not  paralyzed. 
The  foot  may  be  forced  into  a  cramped  position  by  tight  boots,  and  a  form  of  talipes 
cxvm  may  thus  develop,  with  marked  deformity  of  the  toes,  which  are  hyper-extended  at 
metatarso-phalangeal  joints  and  flexed  at  the  others.  This  condition  must  not  be 
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confounded  with  a  similar  one  due  to  paralysis  of  the  small  muscles  of  the  foot,  especially    * 
the  interossei  and  lumbricales. 

3.  Fibrosis  and  Contracture  of  the  Muscles  of  the  Calf. — Very  rarely  the  calf  muscles 
may  contract  as  a  result  of  an  ischsemia  analogous  to  that  occurring  in  the  fore-arm,  and 
leading  to  contracture  of  the  wrist  and  fingers  (Volkmann's  contracture.  Fig.  58,  p-  141). 
The  same  condition  may  develop  as  a  result  of  cellulitis  of  the  calf  muscles,  often 
associated  with  compound  fracture  of  the  leg,  or  with  acute  necrosis  of  the  tibia.  In  all 
these  conditions  it  is  important  to  prevent  the  development  of  talipes  equinus. 

4.  Bone  Disease. — Injury  or  inflammation  of  the  tibia  near  the  epiphyseal  lines  in 
youth  may  lead  either  to  arrest  or  over-growth  of  the  affected  bone.  This  is  not  uncommonly 
a  cause  of  talipes^  which  can  be  recognized  if  care  be  taken  to  make  comparative  measure- 
ments and  ar-ray  examinations  of  the  bones. 

5.  Joint  Disease. — In  fractures  into  the  ankle-joint,  such  as  Pott's  and  Dupuytren's 
fractures,  a  very  bad  form  of  talipes  equino- valgus  may  form  unless  care  be  taken  to 
correct  the  deformity  and  to  keep  the  ankle  moving.  Talipes  equinus  may  arise  as  a  result 
of  the  maltreatment  of  sprains  or  arthritis  of  the  ankle,  either  septic  or  tuberculous,  unless 
care  be  taken  to  keep  the  joint  dorsiflexed  during  treatment. 

6.  Contracting  Scars. — Occasionally  talipes  equinus  follows  severe  bums  or  lacera- 
tions of  the  skin  of  the  leg  or  foot.  The  diagnosis  is  usually  obvious  from  the  scars. 
There  may  be  some  wasting  of  the  muscles  from  want  of  growth  of  the  limb  from  disuse. 

7.  Hysteria. — Hysterical  club-foot  may  be  suspected  from  the  associated  symptoms 
and  confirmed  by  the  absence  of  any  change  in  the  electrical  reactions,  by  the  variation 
of  the  deformity,  and  the  disproportionate  amount  of  spasm,  which  passes  off  during  sleep 
and  under  an  anaesthetic. 

Finally,  it  is  to  be  remembered  that  if  a  normal  muscle  is  left  in  one  position  over  a 
long  period  with  its  points  of  origin  and  insertion  unduly  approximated,  it  may  presently 
be  found  to  be  impossible  to  lengthen  it  out  properly  again  ;  it  is  in  this  way  that  contrac- 
tures of  muscles  are  apt  to  occur  during  the  course  of  long  febrile  illnesses — enterica  for 
instance — when  the  patient  may  remain  curled  up  in  bed  for  weeks.  If  the  limbs  are 
passively  extended  and  flexed  each  day,  no  contracture  results,  but  it  sometimes  happens 
that  the  neglect  of  this  precaution  is  followed  by  persistent  contracture  of  what  had  hitherto 
been  normal  muscles,  and  one  of  the  likely  results  of  this  is  club-foot.  /?.  p.  Rowlands. 

COITUS,  PAINFUL.— (See  Dyspareunia,  p.  193.) 

COLIC — ^This  is  a  word  often  used  very  loosely  for  any  severe  abdominal  pain, 
especially  of  a  kind  which  tends  to  wax  and  wane  in  intensity.  Such  pain  may  be  associ- 
ated with  disease  in  almost  any  one  of  the  abdominal  viscera,  and  the  word  colic  is  applied 
quite  commonly  to  the  pain  caused  by  the  passage  of  a  calculus  down  the  bile-duct  (biliary 
colic)  or  the  ureter  (renal  colic).  The  name  '  mucous  colic '  is  also  used  by  some  writers 
for  the  disease  usually  known  as  muco-membranous  colitis.  It  is  better,  however,  to 
restrict  the  term  colic,  used  without  a  qualifying  adjective,  to  pain  caused  by  contraction 
of  the  intestine,  of  a  cramp-like  nature,  caused  by  local  irritation  or  by  general  poisoning, 
in  the  absence  of  any  organic  disease  of  the  bowel.  Diagnosis  therefore  mainly  consists 
(1)  /n  excluding  such  organic  affections  ;  and  (2)  In  asceriaining,  so  far  as  possible,  the  cause 
of  the  local  spasm. 

In  order  to  exclude  organic  disease  a  careful  examination  of  the  whole  abdomen 
is  needed,  as  well  as  observation  of  the  general  condition  of  the  sufferer.  It  must  be 
remembered  that  in  simple  colic  there  may  be  vomiting,  sweating,  and  some  degree  of 
collapse  owing  to  the  severity  of  the  pain.  The  patient's  temperature  is  not,  however, 
usually  raised ;  the  abdominal  walls  mo\  e  freely  on  respiration  ;  and  there  is  little  or  no 
local  tenderness,  pressure  being  often  a  relief  to  the  pain,  so  that  the  sufferer  tends  to  press 
his  abdomen  against  a  pillow  or  other  support.  Though  the  face  exhibits  an  expression 
of  pain,  there  is  not  the  pinched,  anxious  facies  so  characteristic  of  grave  abdominal 
troubles  ;  and  the  patient  is  likely  to  throw  himself  about  instead  of  lying  still  as  in  such 
conditions  as  peritonitis  or  intestinal  obstruction.  The  pulse  is  not  often  markedly 
affected  ;  it  may  even  be  unduly  slow,  but  in  nervous  subjects  the  anxiety  and  pain 
may  cause  some  rise  in  its  frequency. 
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The  different  affections  which  may  give  rise  to  abdominal  pain  liable  to  be  called 
colic  by  patients  are  :  Acute  intestinal  obstruction,  intussusception,  appendicitis,  and 
possibly  even  perforative  peritonitis ;  colitis  and  ulcerative  diseases  of  the  colon ; 
malignant  disease  of  the  intestine  ;  pancreatic  disorders,  acute  and  chronic  ;  gastric  pain, 
especially  that  encountered  in  cases  of  pyloric  obstruction  ;  intestinal  neuralgia,  and 
referred  pains  in  spinal  caries  and  in  cases  of  pressure  by  tumours  or  aneurysms  ;  gastric 
and  intestinal  crises  in  locomotor  ataxy  ;  chronic  plumbism  (p.  34) ;  and  renal  and 
biliary  colic. 

Taking  the  diagnostic  features  separately  : — 

Rise  of  temperature  above  100°  F.  will  indicate  the  existence  of  some  inflammatory 
affection^  such  as  appendicitis.  The  possibility  of  thoracic  disease,  such  as  pneumonia 
or  diaphragmatic  pleurisy,  causing  abdominal  pain,  must  be  borne  in  mind  ;  but  such  pain 
is  not  really  colicky  in  character.     (See  Pain,  Abdominal,  p.  424.) 

Vomiting  that  is  repeated  and  severe  does  not  occur  in  simple  colic.     It  suggests  the 
existence  of  intestinal  obstruction,  if  the  temperature  of  the  patient  is  normal  or  subnormal, 
or  of  some  form  of  peritonitis  if  there  be  fever.     In  the  former  condition  a  fsecal  odour 
may  be  noted  in  the  vomit ;    in  general  peritonitis  the  vomiting  may  be  characteristic, 
larj^  quantities  of  fluid  being  brought  up  with  little  effort ;  but  these  signs  occur  late  in  the 
course  of  these  conditions  (see  Vomiting,  p.  763).   The  colicky  pains  associated  with  gastric 
dilatation  due  to  pyloric  obstruction  are  likely  to  end  with  the  expulsion  of  a  large  quantity 
of  foul  fermenting  material.     The  dilatation  of  the  stomach  may  be  ascertained  by  noting 
the  existence  of  splashing  in  the  organ  when  the  fingers  are  '  dipped  '  sharply  in  the  epi- 
gastric region  ;    by  eliciting  an  increased  area  of  tympanitic  resonance  ;   by  observing  the 
peristaltic  movements  of  the  hypertrophied  walls  of  the  stomach,  as  seen  by  inspection 
of  the  abdomen  ;    by  discovery  in  the  vomit  of  food  taken  some  days  previously,  as  well 
as  of  organisms  of  fermentation  (torulae  and  sarcinse,  Fig.  121,  p.  241),  the  vomited  matter 
being  generally  foul  and  frothy  ;    and  by  examination  with  the  ir-rays  after  exhibition 
of  a  bismuth  meal  (Fi^.  128,  p.  268). 

Tenderness  and  rigidity  of  the  abdominal  wall  are  usually  absent  in  colic.  When 
conjoined,  they  point  to  affection  of  the  peritoneum  ;  tenderness  alone  indicates  disease 
of  some  viscus,  as  in  colitis,  when  it  is  found  along  the  course  of  the  colon,  in  intestinal 
or  gastric  ulceration,  and  so  forth. 

Slight  fullness  of  the  abdomen  may  exist  in  cases  of  colic,  but  it  is  usually  incon- 
spicuous ;  more  often  the  abdominal  walls  are  retracted.  Considerable  distention  indicates 
some  organic  trouble,  such  as  cirrhosis  of  the  liver,  intestinal  obstruction,  or  peritonitis. 
A  contracted  portion  of  bowel  may  sometimes  be  felt.  This  must  be  distinguished 
from  an  actual  tumour  or  inflammatory  mass,  and  from  the  elongated  swelling  felt  in 
intussusception.  The  spasmodically  contracted  gut  of  colic  is  of  small  diameter,  and  may 
be  felt  to  relax  as  the  pain  subsides  and  to  harden  again  with  a  fresh  exacerbation. 

Constipation  is  the  rule  in  patients  suffering  from  colic,  and  if  a  motion  is  passed  it 
is  small  and  hard.  The  appearance  of  diarrhoea  will  point  to  some  affection  of  the  bowel, 
such  as  colitis.  In  mucous  colitis,  which  is  aissociated  with  severe  pain,  hard  scybala  may 
be  passed  along  with  casts  of  the  intestine  {Fig.  172,  p.  398)  or  large  shreds  of  mucus :  these 
may  take  the  form  of  rolls  resembling  segments  of  tape-worm,  but  can  easily  be  floated 
out  if  placed  in  water  (see  below).  The  appearance  of  any  blood  per  anum  will  show  that 
something  more  than  mere  colic  is  present  (see  Blood  per  Anum,  p.  75). 

Attacks  of  severe  abdominal  pain  occur  in  gouty  and  arteriosclerotic  subjects,  accom- 
anied  by  giddiness,  nausea,  and  sometimes  vomiting  (*  angina  abdominalis ') ;  there 
may  be  slight  jaundice.  Examination  of  the  pulse  will  reveal  increased  tension  and 
possibly  disease  of  the  arterial  wall,  and  the  trouble  yields  rapidly  to  nitroglycerin  tablets 
and  iodides. 

Pain  associated  with  a  movable  kidney  (LHeiVs  crises)  might  be  described  by  the  sufferer 
as  colic.  Such  attacks  are  characterized  by  sudden  pain,  nausea,  faintness,  and  collapse  ; 
there  may  be  blood  in  the  urine  (see  Hematuria,  p.  280).  In  some  instances  the  kidney 
is  enlarged  as  well  as  movable,  owing  to  developing  hydronephrosis. 

hkstinal  neuralgia  may  be  difficult  to  distinguish  from  colic,  as  both  are  alike 
ftinctional  disorders  without  organic  disease.  Neuralgia  is  likely  to  occur  in  an  anaemic, 
in-nourished  person  of  neurotic  type  ;    it  arises  without  obvious  exciting  cause,  and  may 
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recur  at  the  same  time  of  the  day  with  some  regularity.  The  pain  has  not  the  cramp- 
like character  of  colic,  but  is  aching,  boring,  or  darting.  It  is  a  very  rare  disorder,  and 
can  only  be  recognized  by  exclusion  of  all  organic  disease  and  of  the  intestinal  spasm 
associated  with  colic. 

The  gastric  or  intestinal  crises  of  locomotor  ataxy  may  be  indistinguishable  from  oolic, 
except  by  recognition  of  the  other  symptoms  of  the  disease — ^absence  of  knee-jerks,  ataxy, 
Argyll  Robertson  pupils,  lightning  pains  and  girdle-sensation.  Examination  of  the  blood 
and  cerebrospinal  fluid  may  reveal  the  presence  of  the  Wassermann  reaction,  and  excess 
of  lymphocytes  may  be  found  microscopically  in  the  latter  fluid. 

In  children,  who  are  specially  liable  to  suffer  from  attacks  of  colicky  pain  due  to 
indiscretions  in  diet,  it  is  important  to  bear  in  mind  the  possibility  of  appendicitis,  on  the 
one  hand,  as  a  cause  of  abdominal  pain,  and  on  the  other  of  PotVs  disease,  which  may  ^ve 
rise  to  pain  referred  to  the  front  of  the  abdomen.  Examination  of  the  spine  in  these  latter 
cases  may  reveal  the  existence  of  rigidity  and  tenderness,  perhaps  some  prominence  of 
one  or  more  vertebral  spines,  and  examination  with  the  aj-rays  may  give  positive  evidence 
of  caries  of  the  bodies  of  the  vertebrae. 

Appendicular  Colic — ^This  term  is  sometimes  applied  to  attacks  of  pain  in  the  ri|^ht 
iliac  fossa.  Their  association  with  disease  of  the  appendix  is  doubtful.  Appendicitis 
may  ensue  subsequently,  but  it  is  as  likely  that  the  original  attacks  may  have  been  due 
to  colitis  (typhlitis),  which  afterwards  spread  to  the  appendix,  as  that  this  organ  was  at 
fault  throughout.  Unless  the  signs  of  appendicitis  are  present  (p.  454),  the  condition 
cannot  be  recognized  with  certainty.  In  all  cases  of  doubt  as  to  the  cause  of  colicky  pains, 
an  examination  per  rectum  is  advisable  ;  it  may  reveal  the  presence  of  inflammation  in 
the  appendicular  region,  or  of  an  intussusception,  in  quite  unsuspected  cases. 

The  term  mucous  colic  is  sometimes  used  as  a  synonym  for  mucous  colitis.  The 
disease  is  characterized  by  obstinate  constipation  and  by  attacks  of  abdominal  pain, 
during  or  after  which  shreds  and  rolls  of  mucus,  or  even  casts  of  large  portions  of  the 
bowel  {Fig.  172,  p.  398),  are  evacuated  along  with  scybalous  masses.  The  casts  float  out 
in  water  and  are  often  spoken  of  as  '  skins '  by  patients  who  suffer  from  this  malady. 
Microscopically  they  consist  of  mucus  with  few  leucocytes  or  epithelial  cells. 

Biliary  Colic — ^The  passage  of  a  calculus  down  the  bile-ducts  gives  rise  to  severe  and 
even  agonizing  pain  in  the  right  hypochondrium.  It  is  of  a  colicky  character,  but  it  is 
apt  to  be  more  intense  than  that  of  simple  colic.  It  may  be  accompanied  by  vomiting, 
sweating,  and  collapse.  Shivering  is  frequent,  and  if  present  is  suggestive  of  this  trouble. 
The  pain  is  likely  to  pass  round  into  the  right  side  and  to  the  angle  of  the  right  scapula  ; 
it  may  even  be  referred  to  the  tip  of  the  right  shoulder.  If  the  calculus  lodge  in  the  common 
bile-duct,  jaundice  will  result.  Its  depth  will  vary  with  the  degree  of  obstruction,  and 
while  the  colic  lasts  it  is  not  likely  to  be  very  intense.  Palpable  enlargement  of  the  gall- 
bladder is  quite  exceptional  in  cases  of  gall-stones.  Actual  proof  of  the  cause  of  the  colic 
may  sometimes  be  obtained  by  finding  a  stone  in  the  faeces,  by  passing  them  through  a 
coarse  sieve  under  a  current  of  water.  Attacks  of  gall-stone  colic  are  liable  to  recur,  and 
a  history  of  previous  illness  of  the  same  kind  may  aid  in  the  diagnosis.  Women  are  rather 
more  subject  to  gall-stones  than  men,  and  fat  subjects  suffer  more  than  thin.  The  malady 
is  most  often  encountered  in  middle  life.  In  some  instances  examination  with  the  ar-rays 
may  afford  confirmatory  evidence  of  the  existence  of  calculi  in  the  gall-bladder  ;  but 
failure  of  such  confirmation  does  not  exclude  their  presence,  as  their  substance  is  not  very 
opaque  to  these  radiations. 

Pancreatic  Colic,  due  to  passage  of  a  calculus  along  one  of  the  ducts  of  the  gland, 
may  occur,  but  can  scarcely  be  diagnosed.  It  is  characterized  by  severe,  deeply 
seated  pain  in  the  epigastrium,  sometimes  extending  to  the  back  and  loins.  Exactly 
similar  attacks  of  pain  occur  in  chronic  pancreatitis,  and  may  be  accompanied  by 
shivering,  or  actual  rigors.  Intense  jaundice  may  also  be  seen  in  this  malady,  and  an 
enlarged  gall-bladder  can  usually  be  felt.  The  condition  can  only  be  recognized  when 
there  are  present  other  signs  of  pancreatic  disease — wasting,  pigmentation  of  the  skin, 
and  the  passage  of  bulky,  offensive  stools,  containing  large  quantities  of  fat.  Chemical 
examination  may  show  that  much  of  this  fat  is  neutral  (unaltered)  fat,  with  less  than 
the  usual  proportion  of  fatty  acids  (p.  101).  Microscopical  examination  may  reveal 
the  presence  of  unaltered  meat-fibres  in  the  motions.     The  urine  may  contain   sugar. 
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and  Cammidge's  Test  (p.  100)  may  be  applied  to  it,  though  the  trustworthiness  of  this 
reaction  is  not  yet  established. 

Benal  Colic. — ^The  distinguishing  features  of  the  passage  of  a  calculus  down  the  ureter 
are  similar  to  those  of  biliary  colic,  but  the  pain  starts  in  one  loin  and  radiates  downwards 
to  the  thigh  and  to  the  testicle  in  the  male,  to  the  labium  majus  in  the  female.  The  urine 
njay  contain  blood,  and  also  epithelium^  from  the  pelvis  of  the  kidney  and  from  the  ureter. 
Frequency  of  micturition  is  often  marked,  but  the  quantity  of  urine  may  be  small ;  it 
may  even  be  suppressed  temporarily.  If  the  calculus  become  impacted  in  the  ureter  a 
swelling  may  subsequently  appear  in  the  loin,  due  to  the  formation  of  a  hydronephrosis. 
The  pain  may  cease  suddenly  when  the  stone  passes  into  the  bladder.  The  a:-rays  are  of 
considerable  value  in  detecting  the  concretion  (Fig.  192,  p.  455),  provided  the  bowels  be 
empty  so  that  shadows  due  to  scybala  can  be  avoided. 

The  i>ain  due  to  the  presence  of  a  calculus  in  the  kidney  can  hardly  be  mistaken  for 
colic,  but  occasionally  the  symptoms  of  this  condition  may  precede  an  attack  of  renal 
colic.  A  history,  therefore,  of  pain  in  the  loin,  frequency  of  micturition,  and  the  appearance 
of  blood  in  the  urine,  may  help  in  the  diagnosis  of  the  latter  condition.  Tuberculous 
disease  of  the  kidney,  in  which  the  symptoms  may  be  very  similar,  though  apt  to  be  accom- 
panied by  more  wasting  and  by  evening  pyrexia,  may  give  rise  to  colicky  attacks  if  blood- 
clots  or  caseous  nnasses  lodge  in  the  ureter.  Pus  and  tubercle  bacilli  may  be  found  in 
the  urine.    DietPs  crises  have  been  referred  to  above. 

The  principal  causes  of  Intestinal  Colic  are  indigestible  food,  alcoholic  excess,  and  lead- 
poisoning.  This  last  should  be  eliminated  first.  It  is  characterized  by  symptoms  described 
on  p.  34.  There  will  usually  be  a  history  of  some  occupation  involving  contact  with  lead — 
pamting,  glazing,  type-setting,  or  manufacture  of  some  compound  of  lead  ;  but  the  possi- 
bility of  poisonin/^  by  drinking-water  or  by  beer  which  has  stood  in  contact  with  leaden 
pipes  m\ist  be  remembered — the  latter  especially  in  potmen.  The  chief  signs  of  alcoholism 
are  given  on  p.  726.  In  cases  due  to  indigestible  food,  a  history  of  the  consumption  of 
fried  fish,  shell-fish,  pork,  raw  fruit,  or  other  suspicious  matter  may  be  obtained.  The 
pain  is  more  likely  to  move  along  the  course  of  the  colon  than  to  remain  fixed  in  the  centre 
of  the  abdomen  or  at  some  special  point,  as  it  usually  does  in  lead  colic.  In  infants,  colic 
may  be  caused  by  hard  curds  of  milk,  and  be  indicated  by  drawing  up  of  the  legs  and 
sereammg.  In  older  children,  unripe  apples,  plum-stones,  and  similar  delicacies  are  often 
the  source  of  the  trouble,  and  fruit-stones  may  be  discovered  subsequently  in  the  motions. 

W.  Cecil  Bosanquel. 
COLOUR  BLINDNESS.^See  Vision,  Defects  of,  p.  762.) 

COMA  is  a  state  of  unnatural,  heavy,  deep  and  prolonged  sleep,  often  accompanied 
by  slow  stertorous  or  irregular  breathing,  and  frequently  ending  in  death.  It  may  be 
due  to  a  large  number  of  different  causes,  which  may  be  classified  into  two  main  groups, 
namely :  (A)  Ca.ses  in  which  coma  is  not  a  prominent  symptom  early  in  the  malady,  but 
onh*  in  a  late  stage,  when  the  nature  of  the  disease  has  already  been  suggested  by  other 
svTnptoms ;  and  (B)  Cases  in  which  coma  comes  on  early  and  may  be  the  most  prominent 
feature  of  the  ease. 

Group  A  includes — 

1.  Certain  Severe  Fevers  in  which  coma  may  occur  as  a  terminal  phenomenon  : 

Typhus  fever  Measles 

Typhoid  fever  Scarlet  fever 

Cholera  Rheumatic  fever 

Dysentery  Yellow  fever  I        Diphtheria. 

2.  Aeote  Inflammatory  Lesions  of  the  Brain  or  the  Cerebral  Meninges : 

Acute  encephalitis  Tuberculous  meningitis  i    Epidemic  cerebrospinal  menin- 

Suppurative  meningitis  Posterior  basal  meningitis  gitis,  or  spotted  fever 

3.  Certain  Less  Acute  Lesions  of  the  Central  Nervous  System : 

Cerebral  tumour  '    Post-epileptic  state  Disseminated  sclerosis 

Cerebral  abscess  General  paralysis  of  the  insane  Syphilis  of  the  brain 

4.  Diseases  in  whicli  General  Metabolism  is  probably  at  Fault : 

^pwnia  j        Cholaemia  Raynaud's  disease 

Diabetes  |        Addison's  disease  Mvxcedema 


Blackwater  fever 
Malignant  malaria 
Infective  endocarditis. 
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Group  B  includes  the  following  conditions — 

1.  The  Results  of  Head  Injury: 

Compression    by    meningeal      •    Concussion  I    Fracture  of  the  base    of  the 

haemorrhage  1    Depressed  fracture  '       skull. 

2.  Vascular  Lesions  of  the  Brain : 

Embolism  i   Thrombosis :    (a)  arterial,  (6)  I        the  superior  longitudinal. 

Haemorrhage  I       of  a  venous  sinus  such   as  I 

3.  Tlie  Acute  Effects  of  Drugs,  particularly  : 

Alcohol                                            I    Carbon  monoxide  j    Trional 

Opium                                             ,    Absinthe  Tetronal 

Morphia                                              Chloral  hydrate  Bromides 

Carbolic  acid                                  |    Veronal  Chloroform    and   other    anies- 

Oxalic  acid                                     ;    Sulphonal  i        thetics. 

4.  Tiie  Ciironic  Effects  of  Ciiemicals,  especially  plumbism :  (Saturnine  encephalopathy). 

5.  Tiie  Effects  of  Extremes  of  Temperature:     Heat  stroke     |     Excessive  cold. 

6.  Excessive  Loss  of  Blood  from  : 


Haematemesis 
Duodenal  bleeding 


Intestinal  bleeding 
Ruptured  aneurysm. 


Ruptured  tubal  gestation 
Post-partum  haemorrhage 
Haemoptysis 

7.  Stoites-Adams*  Disease. 

8.  Sudden  Nervous  Siiocit. 

9.  Hysterical  Trance. 

Although  it  is  generally  possible  to  make  a  broad  distinction  between  the  two  ^oups 
enumerated  above,  it  is  necessary  perhaps  to  point  out  that  some  conditions  which  usually 
give  rise  to  other  symptoms  before  they  produce  coma,  sometimes  pass  unrecognized  until 
coma  supervenes.  This  applies,  for  example,  to  certain  cases  of  diabetes  mellitus,  uraemia, 
suppurative  meningitis,  or  cerebral  abscess  or  tumour  ;  whilst,  conversely,  some  conditions 
which  usually  exhibit  coma  early,  may  not  do  so  until  after  there  have  been  other  sym- 
ptoms to  indicate  the  nature  of  the  case.  It  is  not  necessary  to  enter  into  the  differential 
diagnosis  of  those  conditions  in  which  other  prominent  symptoms  have  preceded  coma. 

When  coma  is  either  the  first  or  the  most  prominent  symptom  in  the  case,  it  is 
important  to  arrive  as  near  the  correct  diagnosis  as  may  be  at  the  earliest  possible  moment., 
the  case  being  relegated  to  one  or  other  of  the  following  four  classes,  which  differ  from  one 
another  radically  as  regards  treatment : — 

1 .  Cases  in  which  immediate  trephining  is  required,  e./?.,  for  meningeal  haemorrhage. 

2.  Cases  in  which  active  treatment  by  lavage  of  the  stomach  or  by  the  administration 
of  antidotes  is  required,  as  in  opium  or  other  poisoning. 

3.  Cases  in  which  active  medicinal  or  physical  treatment  is  required  :  for  instance, 
diabetic  coma  requiring  the  administration  of  alkalies,  or  uraemia  requiring  venesection. 

4.  Cases  in  which  absolute  rest  is  indicated,  especially  in  cerebral  haemorrhage. 
When  investigating  a  case,  notice  first  whether  there  is  any  evidence  of  unilateral 

paralysis  :  the  pupils  may  be  markedly  unequal,  one  cheek  may  be  more  puffed  out  on 
expiration  then  the  other,  one  arm  or  leg  may  fall  more  limply  than  the  other  ;  there  may 
be  differences  between  the  two  knee-jerks  or  the  two  plantar  reflexes  ;  there  may  be 
conjugate  deviation  of  the  eyes.  If  there  is  distinct  evidence  of  unilateral  paresis  or 
paralysis,  there  is  almost  certainly  a  cranial  or  intracranial  lesion — haemorrhage,  embolism, 
fracture,  tumour,  abscess,  thrombosis,  or  meningitis.  Next,  examine  the  head  with  particu- 
lar care  to  see  if  there  are  any  signs  of  injury  ;  the  presence  of  a  scalp  wound  or  even  of  a 
fracture  does  not  of  course  prove  that  this  is  the  primary  cause  of  the  coma,  for  the  patient 
may  have  become  unconscious,  from  a  cerebral  haemorrhage  for  example,  and  in  falling 
may  have  struck  his  head,  in  which  case  the  injury  is  due  to  the  coma,  and  not  the  coma 
to  the  injury.  Some  of  the  greatest  difficulties  in  diagnosis  arise  on  this  account,  particularly 
when  the  patient  has  previously  taken  sufficient  alcohol  for  his  breath  to  smell  of  it,  and 
to  suggest  that  he  is  drunk.  Careful  observation  for  several  hours  may  be  required  before 
the  diagnosis  can  be  settled,  and  even  then  errors  are  sometimes  unavoidable.  A  clear 
history  is  generally  lacking,  but  if  available  it  often  assists  materially  in  deciding  the  nature 
of  the  case.     The  ears  and  nose  should  be  examined  with  care  to  see  whether  cerebrospinal 
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fluid  or  blood  is  coming  from  either,  as  an  indication  that  there  is  a  fracture  at  the  base  of 
the  skull ;  blood  coming  forward  into  the  subconjunctival  tissue  may  afford  similar 
evidence. 

Cerebral  heeinorrhage  is  much  more  common  in  an  elderly  than  in  a  young  person, 
whilst  the  reverse  is  true  of  embolism.  The  latter  may  occur  instantaneously,  whilst 
hsmorrhage  produces  coma  rather  more  gradually  ;  and  thrombosis,  syphilitic  or  other- 
wise, often  leads  to  hemiplegia  so  gradually  that  no  coma  occurs.  The  presence  of  albu- 
minuria with  casts,  with  a  high  blood-pressure  as  measured  instrumentally  ;  the  history, 
in  an  elderly  man,  of  a  previous  seizure  of  a  similar  kind  with  definite  hemiplegia, 
especially  if  there  is  also  an  enlarged  heart  with  a  lumpy  first  sound  at  the  impulse,  or 
perhaps  a  local  systolic  bruit  there,  with  a  ringing  aortic  second  sound,  would  all  indi- 
cate cerebral  hsemorrhage,  associated  with  defective  arteries  and  perhaps  with  granular 
kidney.  Albuminuric  retinitis  should  be  looked  for.  Strong  evidence  in  favour  of 
cfTtbral  embolism  would  be  afforded  by  a  previous  history  of  acute  rheumatism  and  the 
existence  of  a  presystolic  or  other  bruit  indicative  of  organic  heart  disease,  especially  if 
there  are  signs  (p.  34)  suggesting  that  f ungating  endocarditis  has  supervened. 

Supposing  there  is  no  evidence  of  a  unilateral  paralysis,  it  does  not  immediately 
follow  that  none  of  the  above  conditions  are  present ;  one  form  of  cerebral  haemorrhage 
in  particular  that  may  cause  no  unilateral  paralysis  is  pontine  hcemorrhage  ;  this  might  be 
suggested  at  once  by  the  very  small,  almost  pin-point  pupils,  though  similar  pin-point 
pupils  may  be  due  to  opium  poisoning.  The  thermometer  affords  a  means  of  diagnosis 
between  these,  for  opium  poisoning  leads  to  a  subnormal  temperature,  whilst  haemorrhage 
into  the  pons  Varolii  causes  the  temperature  to  rise  even  to  the  point  of  hyperpyrexia. 
The  diagnosis  of  other  varieties  of  coma  due  to  poisoning  can  seldom  be  arrived  at  accu- 
rately unless  the  circumstances  of  the  case  either  allow  of  an  analysis  of  the  gastric  contents, 
or  else  point  to  the  patient  having  taken  an  over- dose  of  one  of  the  drugs  mentioned  in 
the  above  list,  either  accidentally  or  with  suicidal  intent.  The  bottle  may  be  found  near 
the  patient. 

Coma  due  to  poisoning  by  carbon  monoxide  is  sometimes  obvious  from  the  patient's 
bright  cherry -red  colour ;  it  is  impossible  to  convert  the  carboxyhaemoglobin  in  his  blood 
into  reduced  haemoglobin  by  the  ordinary  ammonium  sulphide  method  ;  and  there  is 
generally  direct  evidence  of  the  mode  of  poisoning,  such  as  the  fact  that  the  patient  is 
found  in  a  room  with  the  windows  shut  and  the  gas  turned  on,  or  has  been  subjected  to 
the  fumes  of  slow  combustion  from  a  stove,  brazier,  limekiln,  or  some  other  fire  which 
has  been  burning  with  an  insufficient  supply  of  oxygen. 

Saturnine  encephalopathy  is  very  variable  in  its  symptoms  ;  it  may  take  the  form  of 
epileptiform  convulsions ;  more  or  less  dementia ;  continued  coma ;  acute  mania ; 
indeed,  its  multiformity  is  one  of  its  chief  features.  The  occupation  of  the  patient  may 
point  to  the  diagnosis  forthwith,  or  there  may  be  a  blue  line  upon  the  gums  or  other  signs 
of  lead  poisoning  (p.  34).  Not  infrequently,  however,  the  nature  of  the  case  gives  rise 
to  much  perplexity  before  the  diagnosis  is  ultimately  made.  One  method  of  arriving  at 
the  latter  is  to  collect  an  abundance  of  urine,  evaporate  it  to  dryness,  and  apply  the  tests 
for  lead  to  the  residue  ;  or  to  test  for  lead  in  the  faeces.  The  case  is  apt  to  be  mistaken  for 
either  cerebral  haemorrhage,  cerebral  tumour,  or  general  paralysis  of  the  insane.  Optic 
neuritis  may  be  due  directly  to  plumbism,  and  this  makes  the  differential  diagnosis  still 
moie  difficult,  unless  there  is  clear  collateral  evidence  of  lead  poisoning. 

Myxcedema  is  generally  diagnosed  from  the  facies  (p.  38)  and  general  state  of  the 
subcutaneous  tissues,  or  from  the  results  of  thyroid  treatment ;  occasionally,  however, 
one  meets  with  a  case  in  which  the  mental  symptoms  so  far  outweigh  the  others  that  the 
nature  of  the  malady  is  apt  to  escape  attention  altogether.  An  attack  of  coma  is  rarely 
the  first  sign,  though  it  may  be ;  more  often  there  is  a  longish  history  of  progressive  mental 
slowness,  sometimes  with  delusions,  and  often  associated  with  attacks  of  irascible  excitation 
alternating  with  fits  of  depression  ;  or  with  bouts  of  mental  lethargy  stopping  short,  as 
a  rule,  of  actual  coma. 

Coma  due  either  to  heat  stroke  or  to  exposure  to  excessive  cold  is  generally  indicated 
by  the  collateral  evidence,  especially  as  regards  the  temperature  of  the  patient's  surround- 
ings, or  his  having  been  exposed  to  very  strong  sun's   rays  when  at  work.     The  chief 
'  will  be  to  make  certain  that  there  is  not  any  vascular  lesion  of  the  brain.     When 
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there  is  doubt,  the  course  of  the  case  may  indicate  its  nature,  heat-stroke  generally  recover- 
ing rapidly,  or  ending  fatally  with  hyperpyrexia  ;  but  sometimes,  even  in  a  fatal  case,  the 
diagnosis  may  remain  in  doubt  until  a  post-mortem  examination  has  been  made. 

Acute  encephalitis  is  a  disease"  of  children  rather  than  of  adults  ;  its  general  symptoms 
are  those  of  acute  meningitis  ;  the  patient  becomes  unconscious  more  rapidly,  however, 
than  is  usual  with  the  latter,  and  yet,  notwithstanding  the  apparent  severity  of  the  illness, 
recovery  may  occur,  either  within  a  few  days  or  a  week  or  two.  The  diagnosis  rests  upon 
the  course  and  recovery,  for  in  the  earlier  stages  it  will  nearly  always  have  been  regarded  as 
acute  meningitis.  The  same  applies  to  acute  thrombosis  of  the  superior  longitudinal  sinus^ 
the  diagnosis  between  which  and  acute  encephalitis  or  meningitis  is  generally  one  of  opinion 
only,  unless  operative  measures  are  resorted  to,  or  a  post-mortem  examination  made.  Optic 
neuritis,  as  well  as  headache,  vomiting,  and  general  convulsions,  may  occur  in  all  three. 

General  paralysis  of  the  insane  does  not  as  a  rule  give  rise  to  coma  and  epileptiform 
convulsions  until  the  nature  of  the  case  has  been  indicated  already  by  the  mental  and 
physical  changes — ^particularly  the  ideas  of  grandeur,  the  loss  of  highest  cerebral  control 
in  one  way  or  another,  the  changes  in  disposition,  and  the  inability  to  perform  the  finer 
movements  required  for  writing,  dancing,  playing  the  piano  or  violin,  painting,  and  so 
forth,  in  which  the  patient  may  at  some  time  previously  have  been  an  adept.  Occasion- 
ally, however,  notwithstanding  some  alterations  in  the  mental  character,  the  diagnosis  of 
general  paralysis  may  not  have  entered  one's  mind  in  a  given  case  until  a  sudden  syncopal 
seizure,  with  or  without  convulsions,  attracts  particular  notice  to  it.  It  is  not  impossible 
that  such  a  case  may  even  then  be  mistaken  for  one  of  severe  cerebral  haemorrhage,  and 
it  may  be  treated  as  such  until  it  is  found  that  the  coma,  severe  though  it  may  have  been, 
passes  off  rapidly  in  a  way  that  would  not  have  been  the  case  had  it  been  a  haemorrha^ 
of  corresponding  severity.  The  recurrence  of  these  attacks  will  make  the  diagnosis  certain, 
even  if  it  remains  in  doubt  for  a  time,  and  examination  of  the  cerebrospinal  fluid  for 
excess  of  small  lymphocytes  or  for  Wassermann's  serum  reaction  will  serve  to  clinch  the 
diagnosis  in  most  cases. 

Severe  hcemorrhage  other  than  cerebral  as  a  cause  for  coma  is  usually  indicated  at 
once  by  the  sudden  extreme  blanching,  not  only  of  the  patient's  cheeks,  but  also  of  his 
lips  and  mucous  membranes.  The  pulse-rate  rises  to  100,  120,  or  even  150,  according 
to  the  amount  of  blood  that  has  been  lost ;  if  there  has  been  external  evidence  of  the 
haemorrhage,  the  differential  diagnosis  will  be  arrived  at  as  discussed  under  such  headings 
as  H^MATEMESis,  HiEMOPTVSis,  METRORRHAGIA,  ctc.  If  thc  bleeding  has  been  internal 
in  a  healthy  person,  the  commonest  cause  is  duodenal  ulcer  in  a  man,  pelvic  haematocele 
or  ruptured  tubal  gestation  in  a  woman  ;  similar  blanching  in  cases  of  typhoid  fever  would 
point  to  intestinal  bleeding.  The  coma  in  such  cases  comes  on  suddenly,  but  it  does  not 
long  remain  profound.  It  is  often  preceded  by  amaurosis,  and  may  be  accompanied  by 
epileptiform  convulsions,  so  that  acute  uraemia  may  be  simulated. 

When  an  aortic  aneurysm  ruptures  either  into  a  bronchus,  the  oesophagus,  trachea, 
stomach,  or  bowel,  the  amount  of  blood-loss  seldom  leads  to  coma,  but  rather  to  sudden 
death  ;  sometimes,  however,  when  the  bleeding  is  into  some  closed  space  such  as  the 
mediastinum  or  retroperitoneal  tissue,  the  blood-escape  is  checked  to  some  extent,  and 
acute  blanching  with  coma  precedes  further  bleeding  and  death.  Rupture  of  an  aortic 
aneurysm  into  the  pericardium  causes  sudden  death  before  the  amount  of  blood  lost  has 
been  sufficient  to  produce  marked  blanching. 

The  phenomena  of  Stokes-Adams'  disease  are  described  on  p.  83. 

Hysterical  or  functional  trance  is  an  affection  of  young  women,  and  it  is  not  very 
common  ;  the  diagnosis  is  arrived  at  by  a  process  of  exclusion,  and  until  the  case  has  been 
watched  for  some  time  its  nature  may  not  be  obvious  unless  there  have  been  other  hysterical 
symptoms  previously  (p.  465).  It  is  a  dangerous  diagnosis  to  make  until  every  other 
possible  cause  for  coma  has  been  considered  and  satisfactorily  excluded,  for  it  is  not 
difficult  to  jump  to  the  conclusion  that  coma  in  a  girl  or  young  woman,  really  arising 
perhaps  from  a  cerebral  tumour  or  abscess,  is  due  to  a  neurosis.  It  is  most  important 
to  examine  the  optic  discs  with  great  care,  lest  there  should  be  optic  neuritis,  the  latter 
never  being  functional.  Herbert  French. 

CONJUNCTIVITIS.— (See  Eye,  Acute  Inflammation  of,  p.  231.) 
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CONSTIPATION. 

I.     CHRONIC    CONSTIPATION. 

The  indigestible  residue  of  a  meal  normally  reaches  the  descending  colon  in  less 
than  sixteen  hours,  and  in  defaecation  all  the  contents  of  the  large  intestine  beyond  the 
splenic  flexure  are  evacuated.  Some  of  the  residue  of  a  meal  taken  eight  hours  after 
defecation  should  be  excreted  at  the  next  defaecation  in  individuals  whose  bowels  are 
opened  every  twenty-four  hours.  If,  however,  the  bowels  are  only  opened  on  alternate 
mornings — ^a  condition  which  is  not  necessarily  pathological — forty  hours  instead  of  sixteen 
would  elapse  before  some  of  the  residue  of  the  meal  would  be  excreted.  Constipation  may 
therefore  be  defined  as  a  condition  in  which  none  of  the  residue  of  a  meal,  taken  eight  hours 
after  defcecation,  is  excreted  within  forty  hours.  Constipation  thus  defined  can  be  recognized 
by  ^ving  three  charcoal  lozenges  with  food  eight  hours  after  defaecation  ;  if  a  blackened 
stool  is  not  passed  within  the  next  forty  hours  the  patient  is  constipated.  The  abnormal 
action  of  the  bowels  in  constipation  may  manifest  itself  in  three  different  ways  : — 

1.  Defcecation  may  occur  with  insufficient  frequency.  A  daily  action  of  the  bowels  is 
merely  a  matter  of  convenience,  and  many  people  in  perfect  health  only  defaecate  once  in 
two  or  three  days.  As  a  rule,  however,  an  individual  may  be  regarded  «s  constipated  if  his 
bowels  are  not  opened  at  least  once  in  forty-eight  hours. 

2.  The  stools  may  be  insufficient  in  quantity  and  a  certain  amount  of  fasces  is  retained, 
although  the  bowels  may  be  opened  once  daily  or  more  often.  This  condition  (cumulative 
constipation)  can  be  differentiated  readily  by  the  charcoal  test  from  that  in  which  the 
bowels  are  properly  emptied  but  the  faeces  are  very  small  in  quantity  owing  to  the  diet  or 
to  the  unusually  active  absorptive  power  of  the  intestines. 

3.  The  bowels  may  be  opened  daily,  yet  the  fasces  are  hard  and  dry,  owing  to  prolonged 
jtitniion  before  excretion  ;  the  deficient  quantity  of  water  in  the  stools  also  renders  them 
less  bulky  than  normal.  The  stools  may  be  similar  in  character  when  an  excessive 
quantity  of  fluid  is  lost  by  other  channels,  as  in  diabetes.  By  means  of  the  charcoal 
test  it  is  easy  to  determine  whether  constipation  is  also  present. 

After  constipation  has  been  diagnosed,  it  is  necessary  to  determine  its  cause.  The 
first  essential  is  to  distinguish  between  two  great  classes  of  constipation  :  that  in  which 
the  passage  through  the  intestines  is  delayed  whilst  defaecation  is  normal — Intestinal 
Constipation  ;  and  that  in  which  there  is  no  delay  in  the  arrival  of  fjeces  in  the  pelvic  colon, 
but  their  final  excretion  is  not  performed  adequately — Pelvi-rectal  Constipation  or  Dyschezia. 

^.-DIAGNOSIS  BETWEEN  INTESTINAL  CONSTIPATION  AND  DYSCHEZIA. 

A  rectal  examination  should  be  made  in  the  morning,  after  an  attempt  has  been  made 
to  open  the  bowels  without  the  assistance  of  medicine,  enemata,  or  suppositories.  If  more 
than  a  very  small  quantity  of  faeces  is  found  in  the  rectum,  dyschezia  may  be  diagnosed. 
If  the  rectum  is  almost  or  quite  empty,  the  constipation  must  be  due  to  delay  in  the  passage 
through  the  intestines,  except  in  uncommon  cases  of  dyschezia  in  which  there  is  inability 
to  pass  faeces  from  the  pelvic  colon  into  the  rectum.  The  latter  condition  can  be  recognized 
cm  rectal  examination,  if  the  pelvic  colon  is  felt  through  the  front  wall  of  the  rectum  to  be 
filled  with  solid  faeces  ;  the  presence  of  faeces  in  the  pelvic  colon  can  also  be  proved  by 
sigmoidoscopic  examination  made  at  once,  without  preparation  of  the  patient  by  washing 
out  his  bowels. 

At  the  same  time  the  abdomen  should  be  palpated.  If  scybala  are  felt  in  any  part 
ol  the  colon,  intestinal  constipation  must  be  present.  This  is,  however,  not  necessarily 
the  case  if  faeces  are  felt  in  the  iliac  or  pelvic  colon,  as  the  rectum  in  dyschezia  may  be  so 
full  of  faeces  that  retention  occurs  secondarily  in  the  pelvic  colon  and  rectum  ;  such  a 
condition  would  be  recognized  by  the  rectal  examination. 

^^^len  a  patient  feels  that  there  is  something  in  his  rectum  which  he  cannot  expel  at  all, 
or  that  after  defaecation  the  relief  is  incomplete,  dyschezia  is  probably  present.  The 
absence  of  this  symptom  does  not  exclude  the  possibility  of  dyschezia,  as  the  rectum  is 
often  so  insensitive  in  such  cases  that  no  sensation  is  experienced,  even  when  it  is  filled 
tightly  with  faeces.  The  frequent  passage  of  very  small  pieces  of  hard  faeces  (fragmentary 
constipation),  or  the  occurrence  of  pseudo-diarrhoea — in  which  small  fluid  stools,  sometimes 
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containing  hard  fragments  of  faeces,  are  passed,  although  the  charcoal  test  shows  the 
presence  of  constipation — are  both  symptoms  suggestive  of  dyschezia. 

Some  indication,  which  is  not,  however,  absolutely  reliable,  can  be  obtained  from 
the  results  of  previous  treatment.  Patients  who  have  found  that  diet  and  mild  aperients 
readily  give  them  relief  are  probably  suffering  from  intestinal  constipation.  Those  who 
have  obtained  better  results  with  enemata,  and  particularly  with  suppositories,  probably 
have  dyschezia.  Dyschezia  is  of  course  also  present  in  those  patients  who  have  to  dig 
out  the  faeces  from  the  rectum  with  their  lingers. 

Examination  with  the  ic-rays  is  the  only  method  by  which  the  two  classes  of  constipa- 
tion can  be  separated  with  absolute  certainty,  and  by  which  the  predominant  condition 
can  be  discovered  in  cases  in  which  both  are  present  together.  Two  ounces  of  barium 
sulphate  mixed  with  porridge  or  bread  and  milk  are  taken  at  breakfast,  and  at  intervals 


Fig.  47. — Habitual  Constipation.  Twenty-four  hours 
after  bb^muth  break fa-st.  No  bismuth  has  reached 
beyond  the  tlrst  two  inches  of  the  transverse  colon. 
Subsequent  examinations  showed  that  a  similar  delay 
occurred  along  the  whole  of  the  large  intestine. 


Fig.  48. — Dyschezia.  Twenty-four  hours  after  bis- 
muth breakfast.  All  the  bismiitli  has  collected  in  the 
dilated  colon  and  rectum,  except  traces  which  remain  in 
the  transverse  colon.  In  spit«  of  this  the  patient  felt  no 
de!«ire  to  defajjate. 


during  the  next  two  or  three  days  observations  are  made  of  the  shadow  produced  on  the 
fluorescent  screen.  The  colon  should  be  emptied  as  completely  as  possible  by  aperients 
and  enemata  for  two  or  three  days,  but  no  medicine  should  be  given  the  day  before  the 
examination,  on  the  morning  of  which  an  enema  must  be  used  if  the  bowels  have  not  acted 
naturally.  During  the  period  of  observation  no  aperients  or  enemata  should  be  given, 
and  the  patient  should  be  allowed  to  continue  his  usual  occupation  and  to  take  his  ordinary 
diet.  In  intestinal  constipation,  delay  is  observed  in  the  passage  through  some  part  or 
all  of  the  colon,  and  occasionally  the  small  intestine  ;  in  dyschezia  there  is  no  delay  in  the 
intestines,  but  the  act  of  defaecation  does  not  empty  the  pelvic  colon  and  rectum  com- 
pletely (Figs.  47,  48). 

B.— DIAGNOSIS  OF  THE  CAUSE  OF  INTESTINAL  CONSTIPATION. 

Intestinal  constipation  may  be  due  to  (1)  The  motor  activity  of  the  intestines  being 
deficient  ;  or  (2)  The  force  required  to  carry  the  fceces  to  the  pelvic  colon  being  excessive. 
In  the  first  group  of  cases  aperients  are  generally  much  more  effective  than  in 
the  second ;  in  the  latter  there  may  be  a  history  that  purgatives  are  producing 
Jess  effect  than  formerly,  or  that  they  now  completely  fail  to  act,  but  that  enemata 
still  give  a  more  or  less  satisfactory  result.  The  increased  activity  of  the  intestines 
in  their  attempt  to  respond  to  the  excessive  demands  in  the  second  class  often  leads 
to  colic. 
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1.  Deficient  Motor  Activity  may  be  due  to: — 

(a).  Weakness  of  the  Intestina]  Musculature. — When  constipation  has  existed  from 
infancy,  especially  if  it  is  present  in  several  members  of  the  family,  it  is  likely  to  be  due  to 
congenital  hypoplasia  of  the  intestinal  musculature.  Constipation  developing  gradually 
as  old  age  approaches  is  generally  due  in  part  to  senile  intestinal  hypoplasia.  When 
constipation  occurs  in  chlorotic  girls,  in  cachectic  conditions,  in  rickets,  and  in  fevers, 
it  may  generally  be  assumed  to  be  due  to  weakness  of  the  intestinal  musculature  secondary 
to  these  conditions. 

When  the  abdomen  is  constantly  distended  and  tympanitic,  and  the  patient  complains 
of  attacks  of  colic,  which  are  relieved  by  the  passage  of  flatus,  it  may  be  assumed  that  the 
constipation  is  due,  in  part  at  least,  to  the  incapacitating  effect  of  distention  on  the  intestinal 
musculature.  The  Flatulence  (p.  240)  may  be  primary,  or  it  may  be  secondary  to  the 
constipation,  in  which  case  some  other  cause  of  the  condition  must  be  looked  for. 


Fig.  49.— Digram  of  the  normal  lai^e  intestine.  The 
riumbfTi,  in  Uiii  and  the  followini?  figures,  represent  the 
l*ui«  after  a  bismuth  breakfast  at  which  the  different  parts 
of  U^  cotoa  are  reached.  C  Ctejum  ;  AC.  Ascendinp  colon; 
HF.  Hepatic  flexure  ;  SF.  Splenic  flexure  ;  DC,  Descending 
«ix;  10.  Iliac  colon;  PC,  Pelvic  colon;  R,  Rectum: 
U.  Umbfljcns ;    p,  Pelvis. 


Fig.  50. — PoKt-dyseiitcric  atony  and  paresis  of  the  colon. 
Compare  the  lumen  of  the  colon  and  the  slow  passage  of 
faBces  through  it  with  Fiy.   49.  « 


The  constipation  of  fat  people  is  due  in  part  to  the  inefficiency  of  the  intestinal 
musculature  resulting  from  fatty  infiltration. 

In  some  of  these  conditions  atony  of  the  colon  can  be  recognized  with  the  ar-rays  by 
its  abnormally  large  lumen,  in  addition  to  the  slow  passage  of  faces  (Figs.  49  and  50). 

(6).  Defident  Reflex  Activity  of  tiie  Intestines. 

Irmfficient  Stimulation  of  Intestinal  Movements. — Careful  enquiry  should  be  made  into 
the  patient's  diet  and  habits,  as  many  cases  are  due  to  too  little  food  being  taken,  or  to 
the  food  containing  too  little  mechanical  or  chemical  peristaltic  stimulants,  and  some  are 
due  to  deficient  exercise.  Other  cases  result  from  a  '  greedy  colon,'  the  absorption  of 
food  being  unusually  complete.  In  spite  of  enough  food  of  a  sufficiently  stimulating 
character  being  taken,  and  in  spite  of  the  fact  that  the  abdomen  is  retracted  and  no 
accumulation  of  faeces  can  be  felt  in  either  the  colon  or  the  rectum,  yet  a  very  deficient 
quantity  of  faeces  is  excreted.  This  is  the  type  of  case  in  which  benefit  results  from  the 
use  of  agar-agar  or  petroleum.  In  constipation  due  to  an  unsuitable  diet  or  to  a  greedy 
colon  the  stools  are  generally  small,  dark,  and  dry,  and  smell  less  strongly  than  normal. 
In  oesophageal  or  pjioric  obstruction  constipation  is  always  present  owing  to  the  small 
quantity  of  food-residue  which  reaches  the  colon.  The  other  symptoms  generally  prevent 
a  mistake  in  diagnosis  being  made  ;  but  occasionally  in  pyloric  obstruction  the  patient 
complains  of  nothing  but  some  slight  indigestion  or  weakness   in  addition  to  the  con- 
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stipation.  The  passage  of  a  stomach-tube  twelve  hours  after  a  large  meal,  when  the 
stomach  should  be  completely  empty,  and  an  a?-ray  examination,  will  clear  up  the  diagnosis 
in  doubtful  cases. 

Deficient  SensUnlity  of  the  Intestinal  Mucous  Membrane, — ^This  is  the  probable  cause  of 
the  constipation  when  there  is  a  history  of  excessive  tea-drinking  or  of  the  long-continued 
use  of  large  doses  of  aperients  ;  it  is  also  partly  responsible  for  the  constipation  associated 
with  catarrhal  colitis — in  which  excess  of  mucus  is  passed  with  the  stools — whether 
this  is  primary  or  a  result  of  constipation  due  in  the  first  instance  to  some  other  cause. 

Depression  of  the  Nervous  System, — In  neurasthenic,  hypochondriac,  and  insane  patients, 
the  condition  of  the  nervous  system  is  the  chief  cause  of  the  constipation  which  is  almost 
invariably  present ;  but  an  improper  diet  is  generally  an  additional  factor. 

(c).  Inliibitioii  of  the  Motor  Activity  of  the  Intestines. — ^This  group  of  cases  can 
often  be  recognized  by  the  fact  that  sedatives,  such  as  opium  and  belladonna,  give  relief, 
whilst  purgatives  are  required  in  unusually  large  doses,  and  produce  an  unusual  amount  of 
colic  unless  given  with  a  sedative.  The  a?-rays  show  that  the  small  intestine  as  well  as  the 
colon  is  traversed  slowly  ;  this  is  unusual  in  other  forms  of  constipation  {Fig.  51 ).  Inhibition 
may  be  direct,  central,  or  reflex. 


Fig.  51 — Constipation  due  to  lead  poisoning.  The  passage 
through  the  small  intestine  as  well  as  the  colon  is  slow,  owing 
to  the  inhibitory  action  of  the  splanchnic  nerves. 


Fig.  52.  —  Constipation    with    muco-membranous    colitis, 
showing  spasm  of  descending  and  iliac  colon. 


Direct  Inhibition  in  Lead  Poisoning, — ^The  diagnosis  is  suggested  by  the  occupation  of 
the  patient,  a  blue  line  on  his  gums,  or  other  symptoms  of  plumbism  (p.  34). 

Central  Inhibition. — A  history  of  a  recent  shock  or  worry  is  obtained. 

Reflex  Inhibition. — Constipation  is  a  frequent  symptom  of  painful  diseases  of  abdominal 
and  pelvic  viscera,  other  than  the  intestines  themselves.  It  can  then  be  cured  only  by 
treating  the  primary  condition,  so  that  it  is  essential  to  ascertain  the  cause  of  the  pain. 
Constipation  is  particularly  liable  to  result  from  disease  of  the  vermiform  appendix,  female 
genital  organs,  stomach,  duodenum,  and  gall-bladder. 

(d).  Irregular  Spasmodic  Contraction  of  tiie  Intestine :  Spastic  Constipation : 
Enterospasm. — When  constipation  is  associated  with  pain,  especially  if  the  pain  comes  on 
in  attacks  during  which  the  difficulty  with  the  bowels  is  increased,  the  possibility  that  it 
is  due  to  spasm  of  the  colon  must  be  considered.  The  pain  is  situated  in  the  course  of  the 
large  intestine,  most  frequently  in  the  iliac  and  pelvic  colon,  but  occasionally  in  other  parts. 
The  affected  parts  of  the  colon  can  generally  be  felt  as  a  contracted,  tender  cord,  in  which 
scybala  may  be  detected  and  the  narrow  lumen  can  be  recognized  with  the  a?-rays  (Fig.  r>2). 
When  the  pain  is  in  the  right  iliac  fossa  appendicitis  may  be  simulated  ;  the  long  duration 
of  the  attacks  without  any  pyrexia,  the  occasional  history  of  similar  pain  on  the  opposite 
side,  and  the  contracted  condition  of  the  ascending  colon  and  sometimes  of  the  caecum 
(though  in  other  cases  the  caecum  may  be  distended  and  tympanitic),  are  distinctive  features 
of  spastic  constipation.     When  the  pain  is  in  the  left  side,  a  tumour  of  the  descending  or 
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iliac  colon  may  be  suspected  :  the  long  history,  the  absence  of  visible  or  palpable  peristalsis 
and  of  distention  above  the  contracted  part,  and  the  absence  of  occult  blood  from  the 
stools,  are  points  which  distinguish  spastic  constipation  from  cancer  of  the  colon.  In  cases 
of  spastic  constipation  the  stools  should  always  be  examined  for  mucus,  as  the  spasm, 
especially  when  it  occurs  in  neurotic  women,  is  often  only  a  symptom  of  muco-membranous 
colitis,  shreds  or  membranes  of  coagulated  mucus  being  passed  by  the  patient  (p.  398). 

2.  Constipation  due  to  Excessive  Force  required  to  carry  the  Faeces  to  the 
Pelvic  Colon  may  be  due  to  : 

(a).  Obstructioii  by  FiBoes. — Dry,  hard  faeces,  which  require  abnormally  strong 
peristalsis  to  carry  them  to  the  pelvic  colon,  result  from  :  (i)  Insufficient  consumption  of 
water — a  common  cause  of  constipation  in  women  ;  (ii)  Excessive  loss  of  water  by  other 
channels — one  cause  of  the  constipation  of  diabetics,  and  of  individuals  who  perspire  freely 
and  are  only  constipated  in  hot  weather. 

(6).  Narrowing  of  the  Intestinal    Lumen. 

Organic  Stricture. — Unless  this  is  due  to  a  palpable  tumour  it  may  be  very  difficult 
to  distinguish  from  consti- 
pation due  to  less  serious 
causes.  More  or  less  colic 
is  generally  present,  and 
its  situation  often  gives  a 
clue  to  the  localization  of 
the  obstruction.  An  ic-ray 
examination,  when  the 
barium  is  given  by  mouth, 
rarely  gives  any  help  in  the 
early  stages  of  the  disease, 
although  occasionally  the 
actual  narrowing  of  the 
intestine  is  observed  and 
stasis  occurs  in  the  proxi- 
mal portion  of  the  bowel 
(Fi>.  53).  Much  more 
valuable  information  can 
be  gained  by  the  adminis- 
tration of  a  barium  enema. 

Six   ounces   of   barium   SUl-  ^.^  53.— skiagram  to  show  tlie  arrest  of  bismuth  by  a  maligmvnt  stricture  of  the 

phate    are    suspended    in  a  l"«t  3  or  4  inches  of  the  transverse  colon.     At  the  subsequent  operation  a  very  hard 

..           ,       Vilff         f        *  stricture  of  this  exact  i>ortion  of  the  transverse  colon  was  found  and  excised.    The 

pint  ana  a  nait  or  water  to  nature  of  the  condition  was  quite  un9U3pected  until  bismuth  and  the  x-rays  were 

whi#>h    has  hepn    nilHpH    an  employed  :    gastric  trouble,  possibly  an  ulcer,  was  thought  probable  previously. 

>%iiicu   u.«>   uccii    miucu    ail  ^^^^^  ^^  33    ^^   Complete  arrest  of  food  in  transverse  colon  twentv-seven  hours 

ounce  and  a  half  of  acacia  after  it  was  given  by  mouth.     {Skiagram  by  Dr.  C.  Thurslan  Holland.) 

mucilage  and  an  ounce  of 

methylated  spirits.  The  fluid  is  run  slowly  into  the  bowel  from  a  funnel  at  a  pressure 
of  one  foot.  In  normal  individuals  some  of  it  reaches  the  caecum  almost  immediately, 
but  even  in  the  early  stages  of  organic  obstruction  the  passage  is  more  or  less  obstructed 
at  the  seat  of  the  stricture,  owing  apparently  to  a  superadded  spasm. 

Nan-malignant  strictures  of  the  colon  are  rare.  If  there  is  a  history  of  tuberculous  or 
dysenteric  ulceration,  the  possibility  of  obstruction  due  to  cicatrization  should  be  con- 
sidered, though  this  is  a  very  unusual  occurrence.  Hyperplastic  tuberculous  infiltration 
of  the  intestine,  especially  of  the  caecum,  causes  obstruction,  but  the  tumour  present  is 
difficult  to  distinguish  from  cancer.  Obstruction  to  the  iliac  or  pelvic  colon  may  follow 
the  pericolitis  which  results  from  the  formation  of  diverticula  in  old  people  who  have  long 
suffered  from  constipation.  This  condition  may  also  be  indistinguishable  from  a  growth, 
but  the  possibility  should  be  borne  in  mind  in  the  case  of  elderly  patients  with  a  tumour 
in  the  iliac  or  pelvic  colon,  where  there  is  a  long  history  of  constipation  :  the  sigmoidoscope 
may  help  in  the  diagnosis.  If  a  vesico-colic  fistula  develops  in  association  with  chronic 
constipation,  it  should  be  remembered  that  pericolitis  due  to  ulceration  of  diverticula  is 
a  more  frequent  cause  of  this  condition  than  cancer. 
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Organic  stricture  of  the  colon  is  most  commonly  due  to  cancer.  The  possibility  of 
cancer  should  always  be  considered  when  an  individual  above  the  age  of  forty,  whose  bowels 
have  been  regular  previously,  develops  constipation  of  increasing  severity  without  change 
of  diet  or  habits,  or  when  a  patient  who  is  habitually  constipated  becomes  more  so  without 
obvious  reason.  The  constipation  is  at  first  intermittent  and  may  alternate  with  diarrhoea  ; 
drugs  become  steadily  less  effective,  and  enemata,  which  at  first  give  greater  relief  than 
drugs,  also  lose  their  effect  slowly.  A  tumour  is  often  not  palpable,  but  an  examination 
under  an  anaesthetic  reveals  the  presence  of  one  in  many  doubtful  cases,  especially  in  fat 
individuals.  The  tumour  may  vary  in  size,  and  even  disappear  after  the  bowels  have 
been  opened  well,  because  a  mass  of  faeces  may  become  impacted  above  a  cancerous  stricture 
which  is  itself  impalpable.  Hence,  although  the  presence  of  a  tumour  is  an  important  aid 
in  diagnosis,  its  absence  or  disappearance  does  not  exclude  the  possibility  of  cancer  ;  only 
when  its  disappearance  under  treatment  is  accompanied  by  complete  and  lasting  cure  of 

all  symptoms  can  cancer  be  excluded.  The 
tumour  is  hard,  and  cannot  be  altered  in 
shape  by  pressure,  as  is  the  case  with  faecal 
tumours.  Slight  attacks  of  colic  occur  fre- 
quently, but  they  are  not  often  severe  until 
the  obstruction  is  almost  complete  ;  the  colic 
may  be  accompanied  by  visible  and  palpable 
peristalsis  and  spasmodic  contractions  of  the 
intestine.  The  latter  is  a  most  important 
sign,  as  it  never  occurs  in  colic  associated  with 
lead-poisoning  or  colitis,  and  \evy  rarely  with 
obstruction  due  to  faecal  impaction.  Progres- 
sive loss  of  weight  and  strength,  anorexia, 
and  anaemia  are  late  symptoms,  and  it  is  im- 
TC  portant  to  make   a  correct  diagnosis  before 

they  have  appeared.  The  obvious  presence 
of  blood  in  the  faeces  is  an  important  symptom, 
but  it  is  often  absent.  Much  more  frequently 
traces  are  found  which  are  only  recognizable 
by  chemical  tests  (p.  81).  In  the  absence  of 
haemorrhoids  and  of  haemorrhage  from  the 
mouth,  throat,  or  nose,  the  presence  of 
•  occult '  blood  in  the  faeces  is  strong  evidence 
that  ulceration  is  present  in  the  stomach  or 
intestines  ;  when  symptoms  pointing  to  gastric 
or  duodenal  ulcer  and  gastric  carcinoma  are 
absent,  and  constipation  is  present,  a  suspicion 
of  cancer  of  the  intestine  receives  important 
confirmation.  In  doubtful  cases  a  sigmoido- 
scopic  examination  should  be  made,  as  cancer 
is  much  more  common  in  the  rectum  and 
pelvic  colon — which  alone  can  be  investigated  by  this  method — than  in  any  other  part 
of  the  intestine. 

A  kink  of  the  colon  is  a  very  unusual  cause  of  constipation.  It  is  sometimes  partly 
responsible  for  the  constipation  which  is  almost  always  present  in  visceroptosis  (Fig,  56),  - 
and  it  should  be  suspected  when  an  attack  of  localized  peritonitis,  due  particularly  to 
disease  of  the  female  genital  organs,  appendicitis,  or  leakage  from  a  gastric  or  duodenal 
ulcer,  is  followed  by  constipation.  An  ir-ray  examination  should,  however,  always  be 
made  before  advising  surgical  treatment,  as,  in  the  vast  majority  of  cases,  even  if  adhesions 
are  present  they  have  nothing  to  do  with  the  obstruction.  The  ic-rays  show  whether  the 
delay  takes  place  in  the  neighbourhood  of  the  supposed  adhesions,  and  the  presence  or 
absence  of  adhesions  can  also  be  ascertained  by  seeing  how  movable  the  colon  is,  and 
whether  the  two  limbs  of  the  various  flexures  can  be  separated  from  each  other. 

Whatever  may  be  the  primary  cause  of  Hirschsprung's  disease  (wrongly  called  "  con- 
genital idiopathic  dilatation  of  the  colon  "),  it  is  probable  that  a  kink  is  produced  after 


Fig.  r>4.— Tho  suine  case  ns  Fig.  53.  Skim?rain  after 
the  mhninlstration  of  a  bismuth  enema  seven  days 
after  bismuth  hail  been  given  by  the  mouth.  Arrest 
of  tlie  bismuth  by  the  obstructive  circinoma  at  the 
end  of  ti>e  transverse  colon.  TC.  Food  still  in  the 
dilated  transverse  colon  seven  days  after  it  had  been 
given  by  mouth.  S.  Splenic  'flexure :  Complete 
arrest  of  bismutli  enema. 

{Skiagram  by  Dr.  C.  Thurstan  Holland.) 
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the  dilatation  has  reached  a  certain  degree  by  the  overhanging  of  the  dilated  part  of  the 

colon  over  the  undilated  section  {Fig.  55).     There  is  always  a  history  of  constipation  dating 

from  the  first  few  months  of  life,  although  sometimes  the  bowels  may  be  opened  daily  but 

insufficiently.    Soon  after  birth  the  abdomen  becomes 

greatly  enlarged,  the  size  varying  from  time  to  time. 

The  outline  of  the  distended  colon  can  be  seen,  and 

peristalsis    is  often    visible.      The    abdomen  finally 

becomes  enormous  ;  it  is  then  tense  and  tympanitic. 

Attacks  of  obstruction  are  Hable  to  occur,  and  death 

takes  place    most   frequently  between  the   ages   of 

three  and  eight. 

When  a  large  abdominal  tumour  is  present,  con- 
stipation may  be  due  to  its  pressure  on  the  colon. 

Chronic  intussusception  may  cause  symptoms 
similar  to  those  produced  by  a  stricture  ;  attacks 
of  colic  accompanied  by  visible  peristalsis  occur 
with  increasing  frequency  and  severity,  and  they 
are  often  brought  on  by  food  or  aperients.  An 
intussusception  should  be  suspected  under  these 
circumstances    when    a    sausage-shaped   tumour   is 

palpable,  especially  if  blood  and  mucus  are  passed  pio.  ss.-cdon  in  a  case  of  nir^hspmnf^s 

at  frequent    intervals.      In   one-third   of  the   cases      Dif^^'^.    AC,  Ascending  colon;  tc,  Transven^ 

'                                 .  colon ;    DC,  Descending  colon ;    IC,  Huw^  colon  ; 

the    apex     of     the     mtUSSUSCeption  can     be     felt     on        PC,  I-oop  of  pelvic  colon ;  R,  Rectum  ;  K,  Kink 

*A»i^»i    ^ ;^-,4.:^«  ^^  pelvi-rectal  junction.     The  dotted  lines  repre- 

reCtal    exammatlOn.  sent  the  costal  margins. 

C— DIAGNOSIS    OF    THE    CAUSE    OF    DYSCIIEZIA. 

Dyschezia  is  due  to  a  want  of  proper  proportion  between  the  power  of  expelling  the 
faices  from  the  pelvic  colon  and  rectum,  and  the  force  required  to  do  this  completely. 
It  may   therefore  be  due   to  (1)  Inefficient  Defcecation  ;    or  (2)  An  Obstacle  to  Efficient 

Defcecation, 

1.  Inefficient  Defcecation  may  be  due  to  : — 
(a).  Weakness  of  the  Voluntary  Muscles  of  Defaeca- 
tlon. — This  should  be  suspected  when  constipation  dates 
from  pregnancy,  or  is  associated  with  ascites,  large 
abdominal  tumours,  or  obesity.  It  is  often  easy  to 
ascertain  the  condition  of  the  abdominal  muscles  by 
simple  palpation  in  the  horizontal  position  ;  the  dis- 
covery of  a  movable  kidney  or  a  dropped  liver  would 
also  suggest  that  the  abdominal  muscles  are  weak. 
The  patient  should  hext  be  told  to  raise  her  head  from 
the  couch  ;  the  recti  muscles  contract  and  their  strength 
can  be  ascertained,  and  any  separation  between  them 
recognized.  Finally,  the  patient  should  be  examined 
standing  up  ;  bulging  of  the  abdomen  below  the  um- 
bilicus {Fig.  .50)  shows  that  visceroptosis  is  present  and 
that  the  abdominal  muscles  are  weak.  The  patient 
often  complains  of  abdominal  discomfort,  which  is  re- 
lieved by  lying  down  or  by  pressing  the  lower  part  of 
the  abdomen  upwards.  In  all  cases  in  which  a  woman, 
whose  bowels  have  previously  been  regular,  becomes 
constipated  after  the  birth  of  a  child,  the  condition  of 
the  pelvic  floor  should  be  investigated,  as  well  as  that  of 
the  abdominal  wall.  The  anus  is  normally  slightly  re- 
Fiy.  5C.— Visceroptosis.  tracted  ;    the  retraction  is  increased  and  the  anus  moves 

slightly  forward  when  the  levator  ani  muscles  are  con- 
tracted by  making  the  movement  which  is  required  when  it  is  attempted  to  restrain  a 
commencing  defaecation.     If  they  are  weak,  the  retraction  in  the  condition  of  rest  is 
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absent  or  diminished,  and  on  contracting  the  levator  ani  muscles,  the  retraction  and 
forward  movements  are  slight  or  absent.  On  straining,  the  whole  perineum  projects 
much  further  than  it  should  do,  and  in  severe  cases  the  uterus  may  be  more  or  less 
prolapsed  :  in  such  cases  no  further  evidence  is  required  to  show  that  the  dyschezia  is 
partly  due  to  weakness  of  the  levator  ani  muscles. 

When  constipation  is  present  in  asthmatic  or  very  emphysematous  people,  it  is  partly 
due  to  the  fact  that  the  great  rise  in  intra-abdominal  pressure  required  in  defaecation 
cannot  be  produced  by  contracting  the  diaphragm,  as  the  latter  is  already  almost  as  low 
as  it  can  go. 

(6).  Habitual  Disregard  of  tbe  Call  to  Defaecatloii. — When  dyschezia  is  not 
associated  with  weakness  of  the  muscles  of  the  abdominal  wall  or  pelvic  floor,  the  history 
will  generally  show  that  it  has  resulted  from  habitual  disregard  of  the  call  to  defaecation — 
a  very  common  cause  in  girls,  and  a  not  uncommon  one  in  schoolboys  and  business  men, 
who  allow  themselves  too  little  time  between  getting  up  and  beginning  the  day's  work. 
The  call  is  also  often  neglected  if  for  any  reason  defaecation  is  painful. 

(c).  Unfavourable  Posture  during  Defaecation. — Enquiry  should  be  made  as  to  the 
height  of  the  seat  in  the  water-closet,  as  when  this  is  too  high  it  is  impossible  to  assume  the 
proper  crouching  position,  and  defaecation  may  consequently  be  inefficient.  Weakness  of 
the  voluntary  muscles  of  defaecation,  habitual  disregard  of  the  call,  and  the  assumption 
of  an  unsuitable  position  during  the  act,  all  lead  to  the  same  results — the  loss  of  the  defaeca- 
tion reflex,  and  atony  and  paresis  of  the  musculature  of  the  pelvic  colon  and  rectum.  The 
loss  of  the  defaecation  reflex  is  shown  by  the  fact  that  the  patient  never  experiences  a  desire 
to  defaecate,  even  when  examination  shows  that  the  rectum  is  full  of  faeces.  The  atony 
of  the  rectum  is  shown  by  its  abnormally  large  size  and  the  very  slight  resistance  offered 
when  the  finger  presses  upon  its  walls  ;  the  atony  of  the  pelvic  colon  is  shown  by  the 
abnormally  large  shadow  it  forms  when  examined  with  the  ar-rays  (Fig,  48,  p.  122).  The 
paresis  of  the  pelvic  colon  and  rectum  is  shown  by  the  patient's  inability  to  defaecate  by  an 
effort  of  will,  when  the  rectum  is  full  of  faeces. 

(d).  Primary  Weakness  of  tbe  Defaecation  Reflex. — This  is  sometimes  the  cause  of 
constipation  in  infants  ;  it  is  probably  the  case  when  defaecation  occurs  on  exaggerating 
the  natural  stimulus  by  the  mechanical  effect  of  the  introduction  of  a  finger  into  the  rectum, 
or  by  the  combined  mechanical  and  chemical  effect  of  the  introduction  of  a  piece  of  soap. 

(e).  Organic  Nervous  Diseases. — When  constipation  occurs  in  the  course  of  organic 
nervous  diseases,  such  as  tabes  dorsalis,  myelitis,  or  meningitis,  it  is  due  to  disturbance  in 
the  defaecation  centre  in  the  lumbo-sacral  cord  or  the  tracts  connecting  it  with  the  brain. 
When  constipation  and  difficulty  in  micturition  appear  simultaneously,  the  possibility  of 
some  organic  nervous  disease  should  be  considered,  even  if  no  other  symptoms  are  present. 

(/).  Hysteria. — When  dyschezia  occurs  in  nervous  individuals  it  is  often  due  to  the 
patient  having  suggested  to  himself  that  he  cannot  open  his  bowels  at  all,  or  unless  he  takes 
a  purgative  or  an  enema.  The  diagnosis  can  be  confirmed  by  the  result  of  treatment  : 
if  such  a  patient  can  be  persuaded  "after  a  thorough  examination  that  there  is  really  no 
reason  whatever  why  he  should  not  obtain  a  daily  action  of  the  bowels  without  artificial 
aid,  he  will  have  no  difficulty  in  curing  himself  at  once. 

2.  Obstacles  to  Efficient  Deprecation  may  be  due  to  : — 

(a).  Hard  and  Bulky  Faeces. — When  the  faeces  are  abnormally  hard  as  a  result  of 
intestinal  constipation  or  of  the  excessive  loss  of  fluid  from  diarrhoea,  haemorrhage,  or  other 
cause,  the  force  required  to  expel  them  may  be  so  great,  especially  if  they  are  bulky,  that 
dyschezia  results.  This  condition  can  be  recognized  easily  by  a  rectal  examination,  which 
shows  that  faeces  of  abnormal  hardness  are  impacted  in  the  rectum. 

(6).  Spasm  of  tbe  Sphincter  Ani. — When  defaecation  is  painful  it  is  rendered  difficult 
as  well  by  reflex  spasm  of  the  sphincter  ani.  The  anal  canal  and  rectum  should  be  examined 
after  the  introduction  of  a  cocaine  suppository,  or  if  necessary  under  a  general  anaesthetic, 
so  that  any  local  cause  of  the  pain,  such  as  an  anal  ulcer  or  inflamed  haemorrhoids,  may 
be  discovered.  In  the  absence  of  these,  the  genito-urinary  organs  should  be  examined 
thoroughly  for  reflex  causes  of  spasm. 

(c).  Organic  Stricture  of  the  Rectum  and  Anus. — In  every  case  of  constipation  a 
digital  examination  of  the  rectum  should  be  made,  and  in  cases  of  doubtful  origin  the  rectum 
and  pelvic  colon  should  be  examined  with  a  proctoscope  and  sigmoidoscope.     Congenital 
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narrowness  of  the  anal  canal  is  recognized  easily  ;  it  is  rare,  but  may  give  rise  to  no  symptom 
until  several  years  after  the  child  is  bom.  Fibrous  stricture  of  the  rectum  is  an  occasional 
cause  of  dy^chezia,  especially  in  women  ;  it  results  from  inflammatory  infiltration  of  the 
submucous  tissue  secondary  to  infection  of  an  abrasion  of  the  mucous  membrane.  The 
condition  is  generally  painful,  and  often  associated  with  active  inflammation  and  ulceration  ; 
it  can  be  distinguished  readily  from  malignant  stricture  by  means  of  the  proctoscope. 
Cancer  of  the  rectum  or  pelvic  colon  is  a  common  cause  of  dyschezia  ;  when  constipation 
develops  after  the  age  of  forty  without  any  obvious  cause,  especially  if  it  is  accompanied 
by  a  sense  of  fullness  in  the  rectum  and  of  incomplete  relief  after  defsecation,  by  loss  of 
weight  and  strength,  or  by  discharge  of  mucus  and  blood,  the  possibility  of  cancer  of  the 
rectum  should  always  be  considered,  and  a  thorough  examination  made  by  the  finger  and 
proctoscope  or  sigmoidoscope. 

(d).  Pressure  on  tbe  Rectum  from  Without — Pressure  on  the  pelvic  colon  and 
rectum  by  a  gravid  uterus  always  produces  some  dyschezia.  Apart  from  this  the  possibility 
of  a  pelvic  tumour,  such  as  distended  tubes,  cancer,  or  fibroid  of  the.  uterus,  and  ovarian 
tumours,  should  be  remembered  in  dyschezia  occurring  in  women,  especially  if  there  is  any 
pelvic  pain.  A  retroverted  but  otherwise  normal  uterus  cannot  be  regarded  as  a  sufficient 
explanation  of  dyschezia. 

(e).  Invagination. — When  a  constipated  patient,  whose  general  health  is  so  good  that 
cancer  seems  improbable,  complains  that  after  defaecation  he  feels  as  if  something  were 
still  present  in  the  rectum,  especially  if  mucus  and  occasionally  a  little  blood  arc  passed, 
the  dyschezia  may  be  due  to  obstruction  caused  by  the  invagination  of  the  mucous  membrane 
of  the  upper  part  of  the  rectum  into  the  lower  part.  The  condition  is  generally  associated 
with  lumbar  pain.  The  invaginated  mucous  membrane  can  be  felt  on  digital  examination, 
especially  when  the  patient  strains. 

II.  ACUTE    CONSTIPATION. 

Acute  constipation  may  be  (A)  Due  to  acute  intestinal  obstruction  ;  or  (B)  A  symptom 
of  (a)  some  general  disease,  or  (b)  some  other  acute  abdominal  disease. 

^.— ACUTE    INTESTINAL    OBSTRUCTION. 

1.  The  following  points  help  in  the  distinction  between  acute  intestinal  obstruction 
and  severe  cases  of  acute  constipation  of  other  origin  :  (i).  Visible  and  palpable  peristalsis 
or  stiffening  of  the  intestines  is  never  present  except  in  obstruction,  (ii).  Vomiting  is  never 
faeculent,  except  occasionally  at  a  very  late  stage,  in  non-obstructive  cases,  (iii).  In  other 
conditions  the  constipation  is  incomplete  : — 

(a).  Flatus,  and  even  a  small  quantity  of  faeces,  may  be  passed  spontaneously. 

(b).  A  purgative  may  give  a  result ;  it  is,  however,  very  unwise  to  administer  purgatives 
in  such  cases,  but  frequently  the  patients  have  already  tried  them  on  their  own  responsibility. 

(c).  A  rectal  examination  should  always  be  made.  In  organic  intestinal  obstruction 
the  rectum  is  empty  ;  if  it  contains  faeces  there  may  be  obstruction  due  to  faeces,  but  it  is 
exceedingly  rare  for  this  to  produce  symptoms  at  all  comparable  in  severity  with  those 
due  to  acute  obstruction.  With  this  exception,  the  presence  of  any  quantity  of  faeces  would 
show  that  there  was  no  intestinal  obstruction. 

(d).  In  doubtful  cases  two  enemata  should  be  given,  with  an  interval  of  an  hour  : 
the  first  generally  brings  away  a  certain  amount  of  faeces,  even  if  obstruction  is  complete  ; 
the  second  only  results  in  the  passage  of  faeces  or  flatus  if  there  is  no  complete  obstruction, 
or  if  the  obstruction  is  high  in  the  small  intestine.  If  there  is  complete  obstruction  the 
second  enema  is  either  retained  or  escapes  unaltered  and  with  abnormally  small  force. 

2.  Before  considering  any  other  possibility,  all  the  hernial  apertures  should  be 
examined,  even  in  the  absence  of  local  pain,  as  a  strangulated  hernia  gives  all  the  signs  of 
acute  intestinal  obstruction. 

3.  The  following  points  should  be  considered  in  determining  the  cause  of  the  acute 
intestinal  obstruction  : — 

(i).  Age. — Intestinal  obstruction  in  the  new -bom  is  almost  invariably  due  to  a  con- 
genital malformation :  as  this  is  generally  in  the  rectum  (p.  586)  the  latter  should  be  examined 
D  9 
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first,  and  only  after  it  has  been  found  to  be  normal  should  the  possibility  of  congenital 
obstruction  in  the  duodenum  or  ileum  be  considered.  In  infants  the  common  cause  of 
intestinal  obstruction  is  intussusception  ;  at  a  somewhat  older  age  obstruction  may  arise 
in  connection  with  a  Meckel's  diverticulum  ;  but  in  children  and  young  adults  the  most 
common  cause  is  obstruction  by  bands  or  adhesions  resulting  from  local  peritonitis,  due  to 
appendicitis,  tuberculous  peritonitis,  or  caseous  mesenteric  glands.  Acute  obstruction 
occurring  in  an  infant  or  child  under  ten  years  of  age,  in  whom  there  is  a  history  of  con- 
stipation and  abdominal  distention  dating  from  soon  after  birth,  is  most  probably  due  to 
Hirschsprung's  disease  (p.  126).  After  the  age  of  forty  the  possibility  of  cancer  of  the  colon 
should  always  be  remembered,  and  in  fat  patients,  especially  women,  obstruction  by 
gall-stones.  In  patients  over  sixty  acquired  diverticula  of  the  colon  are  likely  to  give  rise 
to  symptoms  and  signs  which  are  generally  mistaken  for  cancer. 

(ii).  History. — A  previous  attack  of  appendicitis,  or  a  history  of  tuberculous  peritonitis, 
or  of  inflammatory  pelvic  disease  in  females,  suggests  the  possibiUty  of  obstruction  by 
bands  or  adhesions  ; .  the  same  diagnosis  should  be  considered  if  the  patient  has  some  weeks 
or  months  before  had  a  strangulated  hernia  reduced.  A  history  of  biliary  colic  or  of  the 
less  striking  symptoms  which  may  result  from  cholelithiasis  indicates  that  obstruction  may 
be  due  to  impaction  of  a  gall-stone.  When  acute  obstruction  follows  a  period  of  increasing 
constipation  in  miiddle-aged  patients,  cancer  is  probably  present. 

(iii).  State  of  the  Bowels. — ^The  passage  of  blood  and  mucus  without  any  faeces  is  very 
suggestive  of  an  intussusception.  In  older  patients  it  may  be  due  to  cancer.  The  passage 
of  stools  during  the  early  stages,  in  spite  of  other  evidence  of  obstruction,  indicates  that 
the  latter  is  situated  in  the  small  intestine. 

(iv).  Abdominal  Examination. — 

(a).  Distention. — Great  distention  generally  means  that  the  obstruction  is  in  the  colon  : 
if  it  is  present  very  soon  after  the  onset  of  symptoms,  it  is  probably  due  to  cancer  or  volvulus  ; 
if  it  has  been  present  to  a  less  extent  for  some  time  before  the  onset  of  acute  symptoms, 
a  growth  is  likely  ;  but  if  it  has  developed  very  acutely,  a  volvulus  is  more  probable.  In 
infants  and  small  children  great  distention  suggests  Hirschsprung's  disease  (p.  126),  if  the 
abdomen  is  tympanitic  ;  if  it  is  partially  dull,  and  if  free  fluid  or  irregular  masses  are 
present,  tuberculous  peritonitis  is  the  probable  diagnosis.  Well-marked  distention  in  both 
flanks  suggests  origin  in  the  pelvic  colon  or  rectum  ;  if  in  the  right  flank  only,  in  the 
hepatic  flexure  or  transverse  colon  ;  if  the  flanks  are  comparatively  undistended  and  the 
central  part  of  the  abdomen  is  most  affected,  the  obstruction  is  likely  to  be  in  the  ileum  or 
the  cajcum  ;  distention  is  slight  when  the  obstruction  is  in  the  duodenum  or  jejunum. 

(b).  Visible  Peristalsis  and  Stiffening  of  the  Intestine. — ^The  position  and  direction  of 
visible  peristalsis  and  the  position  of  stiffening  coils  of  intestine  may  show  the  localization 
of  the  obstruction.  When  a  series  of  more  or  less  parallel  contracting  coils  is  visible  in  the 
central  part  of  the  abdomen,  the  obstruction  is  in  the  small  intestine  ;  if  it  appears  to 
culminate  in  the  right  iliac  fossa,  this  is  likely  to  be  the  seat  of  disease.  Stiffening  of  a 
length  of  intestine,  which  can  be  seen  to  rise  up  and  felt  to  harden,  most  often  occurs  in 
the  colon,  and  especially  when  there  is  a  growth  near  its  lower  end.  The  most  marked 
peristalsis  and  stiffening  occur  when  acute  obstruction  is  a  sequel  of  chronic  obstruction  ; 
they  may  be  completely  absent  in  very  acute  primary  cases. 

(c).  Tumour. — ^The  diagnosis  of  intussusception  can  be  made  with  certainty  only  when 
the  characteristic  sausage- shaped  tumour  situated  somewhere  in  the  course  of  the  colon  is 
felt.  In  acute  obstruction  due  to  cancer  the  tumour  is  often  not  palpable,  as  it  is  generally 
hidden  by  the  dilated  intestine  ;  but  large  tumours  are  felt  sometimes,  especially  when 
present  in  the  right  or  left  iliac  fossa  :  the  former  are  generally  due  to  cancer  of  the  caecum, 
the  latter  to  cancer  of  the  iliac  colon  and  inflammatory  thickening  round  acquired  diverticula 
— a  condition  which  may  closely  simulate  cancer.     Gall-stones  can  hardly  ever  be  felt. 

(v).  Rectal  Examination. — A  growth  of  the  rectum  can  be  recognized  easily,  and  some- 
times a  growth  of  the  pelvic  colon  can  be  felt  through  the  front  wall  of  the  rectum.  In 
infants,  the  end  of  an  intussusception  may  be  felt  in  the  lumen  of  the  rectum,  and 
more  frequently  the  tumour  can  be  felt  on  bimanual  examination.  Obstruction  due  to 
pelvic  adhesions  can  often  be  recognized  by  the  presence  of  tender  masses  and  the  fixity 
of  some  of  the  pelvic  viscera.  The  presence  of  more  than  traces  of  faeces  in  the  rectum 
in  cases  of  undoubted  obstruction  indicates  that  its  situation  is  probably  high  up  in  the 
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small  intestine.  A  very  ballooned  rectum  suggests  obstruction  high  up  in  the  rectum  or 
in  the  pelvic  colon,  but  this  is  not  an  invariable  rule. 

(vi).  Pain, — When  the  pain  is  localized,  or  moves  in  a  definite  direction  to  reach  its 
greatest  severity  at  a  certain  point,  the  latter  is  likely  to  be  near  the  seat  of  the  obstruction. 
When  the  pain  is  situated  in  the  middle  line,  the  obstruction  is  probably  in  the  small 
intestine  if  it  is  above  the  umbilicus,  and  in  the  colon  if  below. 

(vii).  Vomiting. — ^The  more  frequent  the  vomiting  and  the  earlier  the  onset  of  faeculent 
vomiting,  the  higher  in  the  intestine  is  the  obstruction  likely  to  be.  It  is  most  severe  in 
small  intestine  obstruction  due  to  bands  or  internal  hernia  ;  its  onset  is  later  and  its  occur- 
rence less  frequent  and  sometimes  only  after  food  in  cases  of  growth  and  volvulus. 

(viii).  Borborygmi  are  sometimes  most  marked  over  the  seat  of  the  obstruction. 

(ix).  Shock  and  Collapse  are  more  marked  the  higher  the  obstruction.  They  arc  also 
much  greater  when  obstruction  is  accompanied  by  strangulation  owing  to  bands  or  hernia 
than  when  strangulation  is  absent,  as  with  gall-stones  and  cancer. 

D.  SYMPTOMATIC. 

In  Acute  General  Diseases. — Constipation  beginning  acutely  is  a  frequent  symptom 
of  a  large  variety  of  acute  infective  and  other  diseases.  It  is  never  so  severe  that  it  cannot 
be  overcome  by  purgatives  or  enemata,  and  the  other  symptoms  are  so  much  more  striking 
in  the  majority  of  cases  that  the  presence  of  constipation  has  little  influence  in  forming  a 
diagnosis. 

In  Acute  Abdominal  Conditions. — Constipation  is  a  prominent  symptom  in  most  acute 
abdominal  conditions.  Other  symptoms  are  often  so  well  marked  that  the  question  of 
intestinal  obstruction  hardly  arises.  Thus,  the  diagnosis  can  generally  be  made  by  the 
early  tenderness  and  rigidity,  its  localization,  and  the  early  pyrexia  in  acute  peritonitis  due 
to  appendicitis  or  the  perforation  of  an  ulcer  ;  the  characteristic  situation  and  radiation  of 
the  pain  in  renal  and  biliary  colic,  and  the  frequent  haematuria  in  the  former  and  jaundice 
in  the  latter  ;  the  presence  of  a  tumour  when  an  ovarian  cyst  is  twisted  ;  the  melaena  and 
occasional  haematemesis,  and  the  presence  of  a  primary  disease  in  the  heart  or  abdomen 
in  mesenteric  embolism  and  thrombosis  respectively.  Some  cases  of  acute  pancreatitis  are 
clinically  almost  indistinguishable  from  intestinal  obstruction,  but  flatus  is  generally  passed  ; 
there  may  also  be  a  history  of  biliary  colic,  and  the  patient  is  generally  fat,  middle-aged, 
and  alcoholic.  The  diagnosis  is  seldom  made  with  certainty  until  the  typical  fat-necrosis 
is  seen  on  opening  the  abdomen.  In  lead  colic  the  constipation  is  not  absolute,  -and  the 
occupation  of  the  patient  and  the  blue  line  on  the  gums  (p.  34)  suggest  the  correct 
diagnosis.  Arthur  F.  Hurst. 

CONTRACTIONS,  Athetotic,  Choreiform,  Fibriiiar,  Spasmodic,  and  Tetanic- 
are  all  to  be  defined  for  present  purposes  as  involuntary  and  painless  contractions  occurring 
in  the  voluntary  muscles.  From  Contractures  (p.  138)  they  may  be  distinguished  by  their 
short  duration,  longer  or  shorter  intervals  in  which  the  affected  muscles  are  relaxed  occurring 
between  the  separate  contractions.  From  cramps  they  differ  by  being  painless,  or  com- 
paratively so,  and  also  by  their  short  duration.  But  in  many  cases  it  is  impossible  and 
also  unnecessary  to  draw  any  hard-and-fast  line  showing  where,  for  example,  tetanic 
contractions  cease  and  tetanic  cramps  begin.  In  all  cases  the  occurrence  of  the  contractions 
mentioned  above  may  be  taken  to  indicate  some  disease  of  the  nervous  system,  usually 
organic  but  sometimes  functional. 

ATHETOTIC    CONTRACTIONS,    ATHETOSIS,    OR    MOBILE    SPASM. 

Athetosis  is  a  form  of  involuntary  movement  affecting  the  fingers,  hands,  and 
wrists  most  often ;  less  often  the  toes  and  feet,  and  in  rare  instances  the  face.  It  is 
usually  unilateral,  but  in  exceptional  cases  bilateral — ^the  '  double  athetosis '  of  French 
neurologists.  The  movements  are  spontaneous  and  incessant,  and  may  even  continue 
while  the  patient  is  asleep  ;  in  other  instances  they  tend  to  cease,  but  are  started  anew  or 
exaggerated  when  voluntary  movement  is  attempted.  In  the  hand,  the  movements  consist 
of  a  succession  of  slow  and  serpentine  flexions,  extensions,  hyperextensions,  and  lateral 
motions,  all  combined  to  cause  the  fingers  and  thumb  to  execute  the  most  curious  and 
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complex  clutching  or  spreading  movements  (Fig.  57).  Tiie  wrist  is  iield  more  or  less  flexed  ; 
the  fingers  may  move  about  together,  or  wander  each  individually.  Analogous  movements 
are  observed  when  athetosis  occurs  in  the  lower  extremity,  or  the  mouth  and  face.  No 
great  regularity  characterizes  the  motions  of  athetosis  ;  as  a  rule  they  are  steady  rather 
than  violent ;  a  large  amount  of  voluntary  control  over  the  affected  parts  is  retained. 
Mobile  spasm  is  due  to  varying  degrees  of  central  irritation  of  muscles  that  are  incom- 
pletely paralyzed  and  somewhat  spastic. 

Primary,  idiopathic^  or  primitive  athetosis  is  a  rare  disease  of  childhood  or  of  adult  life, 
m  which  bilateral  athetotic  contractions  first  make  their  appearance  in  a  previously  healthy 
person,  either  for  no  particular  reason,  or  after  a  chill  or  a  nervous  shock.  It  may  be 
associated  with  epilepsy  or  insanity.  This  form  appears  not  to  be  connected  with  any 
gross  changes  in  the  nervous  system,  thus  differing  from  all  other  conditions  in  which 
athetosis  is  seen. 

Athetosis  is  common  in  the  various  spastic  paraplegias  of  infants  and  children,  which 

may  be  either  congenital  or  acquired  :   in  Congenital   cerebral   diplegia,  also  known  as 

^Little's  disease  when  the  legs  are  affected  chiefly,  the  nervous  structures  suffer  from  an 

inherited  taint  (alcoholism,  syphilis,   insanity),  and  either  fail  to  develop  properly,  or 

degenerate  early  in  life.  The  onset  of  Little's 
disease  is  gradual,  and  usually  early,  but  it  may 
be  delayed  until  the  child  is  as  much  as  six  or 
eight  years  old.  The  patient  is  backward  or 
mentally  deficient,  probably  unable  to  walk,  and 
afflicted  with  bilateral  spastic  paralysis.  This 
may  affect  the  legs,  the  legs  and  arms,  or  even 
the  whole  body,  and  may  be  more  marked  and 
more  spastic  on  one  side  of  the  body  than  on 
the  other ;  speech  is  defective,  optic  atrophy 
common,  and  the  gait  is  clumsy  and  stiff,  *  cross- 
legged  '  or  '  scissor.'  Involuntary  movements 
occur  in  the  affected  members,  and  are  athetotic 
or  choreiform  ;  tremor  or  intention-tremor  is  also 
not  infrequent.  Although  it  may  not  appear  for 
some  years  after  birth,  this  is  really  a  congenital 
disorder,  and  it  is  to  be  distinguished,  for  reasons 
connected  with  its  pathological  anatomy  and 
etiology,  from  certain  other  forms  of  spastic 
paralysis  in  infants  and  children  that  may  closely 
Fig,  57.— The  hand  in  athetosis.  resemble  it  cHnically.     These  are   the   acquired 

cerebral  paralyses  of  infants,  the  spastic  infantile 
hemiplegias,  monoplegias,  diplegias,  triplegias,  paraplegias,  that  result  from  more  or  less 
localized  cerebral  inflammations  or  haemorrhage  occurring  at  birth  or  in  infancy.  Poren- 
cephaly, or  the  occurrence  of  lacunar  in  the  tissues  of  the  cortex  or  brain,  may  be  found 
in  either  the  congenital  or  the  acquired  cerebral  paralyses  ;  it  is  really  a  post-mortem- 
room  term,  and  requires  no  special  consideration  here. 

Acquired  spastic  paraplegias  fall  into  two  categories,  according  to  their  etiology  : — 

1 .  Birth  palsies  :  due  to  meningeal  or  cortical  haemorrhage  caused  by  prolonged  labour 

or  the  use  of  instruments.     Many  of  these  infants  have  been  bom  prematurely. 

2.  Acquired  palsies  :   due  to — 

Encephalitis  after  an  acute  specific  fever,  or  infective  in  origin. 

Polio-encephalitis,  the  cerebral  analogue  of  acute  poliomyelitis  in  the  anterior 
cornua  of  the  cord. 

Cerebral  embolism. 

Cerebral  or  meningeal  haemorrhage  or  thrombosis. 
The  birth  palsies  are  due  to  injuries  received  in  the  process  of  birth,  and  the  rupture 
of  meningeal  or  cerebral  blood-vessels,  with  the  escape  of  blood  ;  they  develop  at  once, 
and  the  history  of  the  case  should  make  diagnosis  easy.  The  diagnosis  of  the  exact  cause 
of  an  acquired  spastic  paralysis  in  an  infant  or  child  may  be  less  easy.  The  paralysis  due 
to  encephalitis  generally  appears  during  the  first  two  or  three  years  of  life,  but  may  come 
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on  at  almost  any  age.  Cerebral  thrombosis  in  children  is  said  to  happen  oftenest  at  about 
the  age  of  six.  Cerebral  embolism  is  likely  to  be  seen  in  infants  or  children  with  acquired 
heart-disease,  the  embolus  being  derived  from  vegetations  on  the  mitral  or  aortic  valves, 
or  from  thrombi  that  have  formed  in  backwaters  of  the  dilated  left  auricle  or  ventricle. 
These  infantile  hemiplegias  or  diplegias  are  of  sudden  onset,  and  are  characteristically 
spastic.  Athetotic  movements,  with  or  without  choreiform  contractions,  trophic  lesions, 
and  tremors,  are  common  in  the  affected  limbs  ;  the  children  often  grow  up  to  exhibit 
mental  defect,  imperfect  speech,  or  epilepsy.  As  a  rule,  the  face  is  less  involved  than  the 
arm  or  leg,  and  the  athetotic  movements,  confined  to  the  affected  parts,  may  not  begin 
until  years  after  the  occurrence  of  the  original  cerebral  lesion. 

Post'hemiplegic  athetosis^  which  cannot  be  marked  off  sharply  from  post-hemiplegic 
chorea  (see  p.  134),  is  an  uncommon  sequela  of  hemiplegia  in  the  adult ;  but  common — 
being  seen  in  about  a  third  of  the  cases — in  the  congenital  and  acquired  hemiplegias  just 
considered.  In  the  adult  it  occurs  oftenest  when  the  lesion  is  situated  near  the  posterior 
part  of  the  internal  capsule  or  the  optic  thalamus.  These  athetotic  movements  of  the 
extremities  have  been  described  already  ;  in  the  adult,  they  may  be  combined  with 
choreifomn  contractions  involving  the  whole  arm  and  shoulder,  and  the  face.  The 
diagnosis  should  not  be  difficult,  as  the  history  of  a  stroke  will  be  obtained  and  the  physical 
signs  of  a  hemiplegia  will  be  present. 

CHOREIFORM    CONTRACTIONS. 

These  are  similar  to  the  contractions  seen  in  chorea.  They  are  involuntary  and  inco- 
ordinated  movements,  purposive  in  character,  but  aimless  and  ineffective  in  performance. 
They  are  jerky,  rapid,  and  highly  irregular ;  groups  of  muscles  are  put  into  action  successively, 
as  if  the  original  intention  were  given  up,  or  changed,  as  soon  as  the  complex  movement 
began.  They  may  affect  one  side  of  the  body  only,  or  both.  When  mild,  they  amount  to 
no  more  than  excessive  fidgetiness,  invohing  perhaps  only  the  hands  and  arms,  or  the 
hands,  arms,  and  face,  in  wriggling  and  grimacing.  When  severe,  they  give  the  patient 
no  rest  ;  he  is  tossed  about,  perhaps  with  the  utmost  violence,  by  combined  but  irregular 
contractions,  in  which  any  of  the  voluntary  muscles  may  participate.  Choreiform  con- 
tractions bear  no  resemblance  to  tremors y  whether  coarse  or  fine.  From  intention-tremors 
they  are  distinguished  by  the  facts  that  they  continue  when  the  patient  is  at  rest,  that 
they  are  purposive,  and  resemble  ordinary  voluntary  movements  misapplied.  From 
ataxia  they  are  distinguished  by  occurring  at  rest  as  well  as  on  attempted  movement ;  the 
muscular  contractions  of  ataxia  are  merely  inco-ordinated,  apparently  ill-designed  and 
clumsily  executed,  types  of  normal  movements. 

Choreiform  contractions  are  seen  in  the  following  conditions  : — 

Chorea  minor,  or  St.  Vitus's  dance ;  1  Pre-hemiplegic  chorea ;  post-hemiplegic 
chronic  or  Huntington^s  chorea  ;  chorea  I  chorea ;  spastic  paralyses  of  infants ;  corti- 
major,  or  pandemic  chorea;  hysteria.     |         cal  sclerosis;   chorea  electrica  (Henoch). 

Chorea,  chorea  minor,  acute  chorea,  or  St.  Vitus^s  dance,  is  an  acute  disease  of  childhood 
or  adolescence,  commoner  in  girls  than  boys,  and  closely  connected  with  a  history  of 
rheumatism,  and  with  rheumatic  endocarditis.  Like  rheumatism,  it  is  often  a  family 
disease  ;  not  infrequently  one  finds  that  one  or  two  children  in  a  large  rheumatic  famil}'^ 
have  had  rheumatic  fever  or  rheumatism,  another  chorea,  and  another  both  rheumatic 
fever  and  chorea.  It  is  commonly  and  erroneously  held  that  severe  fright  may  by  itself 
be  the  cause  of  an  attack  of  chorea.  It  may  also  occur  in  adults  in  connection  with  preg- 
nancy, when  it  is  sometimes  of  a  severe  type,  and  may  run  on  into  insanity.  The  move- 
ments may  be  confined  to  one  side  of  the  body — hemichorea — or  may  affect  both  sides  ; 
the  muscles  are  in  general  weak,  speech  may  be  interfered  with,  respiration  is  often  jerky, 
and  the  patient  is  often  unduly  irritable  and  emotional.  Except  in  the  severest  cases  the 
movements  cease  during  sleep  ;  the  disease  tends  to  recovery  in  the  course  of  perhaps  two 
or  three  months.  Mild  cases  in  which  the  face  is  most  affected  may  present  a  certain  resem- 
blance to  the  more  chronic  and  quite  unconnected  disorder  known  as  habit-spasm,  habit- 
chorea,  or  convulsive  tic  (see  Spasmodic  Contractions,  p.  136).  A  facial  tic  is  controlled 
for  a  time  by  strong  efforts  of  the  will,  whereas  the  facial  movements  of  chorea  will  usually 
be  increased  by   the  concentration  of  the  attention   on   them  ;    the  facial  movements 
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of  chorea  arc  irregular,  representing  a  succession  of  various  purposive  but  uncompleted 
actions,  while  the  facial  tic  consists  in  the  repetition  of  a  single  definite  and  purposive 
movement,  originally  designed,  no  doubt,  to  give  relief  to  some  local  irritation. 

Chronic,  degenerative,  or  Huntington's  chorea,  is  a  rare  hereditary  disease  coming  on  at 
the  age  of  thirty  or  forty,  associated  with  slow  and  difficult  speech  and  with  insanity.  The 
involuntary  movements  are  slower  and  more  ataxic  than  those  of  acute  chorea,  and  can 
often  be  suppressed  for  a  time  by  exercise  of  the  will.  They  affect  the  extremities  and  face, 
are  continuous,  cease  during  sleep,  and  are  accentuated  by  excitement,  so  that  at  first  sight 
acute  chorea  may  be  imitated  fairly  closely.  The  diagnosis  between  this  chronic  chorea 
and  an  acute  chorea  that  had  become  chronic,  as  sometimes  happens,  would  turn  on  the 
family  history,  mental  symptoms,  age  at  onset,  and  the  course  of  the  disease.  Chronic 
chorea  is  incurable,  and  may  take  twenty  years  or  more  to  run  its  course  ;  mental  failure 
occurs  early,  and  is  progressive  ;  and  a  family  history  of  chronic  chorea  can  be  obtained. 

Chorea  major,  or  pandemic  chorea,  is  an  epidemic  hysterical  manifestation  occurring  in 
the  more  emotional  races  of  Europe  under  the  influence  of  religious  excitement.  Chorei- 
form movements  are  among  the  less  conspicuous  of  its  motor  phenomena  ;  it  is  unknown 
in  the  more  phlegmatic  northern  races. 

In  hysteria  the  motor  phenomena  are  notoriously  protean.  Should  a  hysterical  patient 
have  had  chorea  herself,  or  should  she  have  had  the  opportunity  of  observing  it  in  others, 
she  may  reproduce  its  characteristic  movements  with  great  accuracy.  The  diagnosis  may 
be  very  difficult  for  a  time,  particularly  if  the  patient's  previous  history  be  not  known,  and 
hysteria  not  suspected.  Her  temperament  will  probably  lead  her  to  develop  other  signs 
or  symptoms  that  suggest  the  true  diagnosis  ;  such  as  tremors,  paralyses,  contractures, 
hemi-amesthesia,  anaesthesia  of  the  stocking  ^nd  glove  distribution,  exaggeration  of  the 
deep  reflexes,  or  attacks  of  hysterics.  Remission  of  the  choreiform  movements  and  of  the 
local  symptoms  generally  may  occur  when  the  hysterical  patient  thinks  she  is  no  longer 
under  observation,  or  when  her  attention  is  diverted  elsewhere.  The  hysterical  patient 
simulating  chorea  or  hemichorea  is  likely  to  overdo  the  part. 

Choreiform  movements  may  occur  in  connection  with  hemiplegia  in  two  forms.  Pre- 
hemiplegic  chorea  has  been  recorded  in  a  few  cases,  twitchings  or  even  choreiform  move- 
ments beginning  in  the  limbs  of  one  side  of  the  body  shortly  before  the  onset  of  an  apoplectic 
stroke.  Post-hemiplegic  chorea  is  commoner,  and  more  often  seen  in  children  than  in  adults. 
After  a  hemiplegia  more  or  less  muscular  spasm  and  movements  of  one  kind  or  another  are 
habitually  seen  on  the  affected  side  of  the  body.  In  many  patients  these  movements  take 
the  form  of  tremors,  fine  or  coarse  ;  in  others  they  are  athetotic  ;  in  others  again  they  arc 
ataxic,  occurring  only  when  voluntary  movements  are  attempted  ;  and  in  yet  others  they 
are  choreiform.  Which  of  these  forms  of  muscular  contraction  is  likely  to  occur  in  any 
given  case  it  is  impossible  to  say  ;  they  are  all  due  to  combinations  of  cerebral  irritation, 
muscular  spasm,  and  muscular  paralysis,  mixed  together  in  varying  proportions. 

The  choreiform  movements  occurring  in  the  spastic  paraplegias  of  infants  and  children, 
conditions  that  have  been  more  vaguely  described  as  cortical  scleroses  on  the  strength  of 
their  post-mortem  appearances,  are  to  be  regarded  as  variants  of  the  athetotic  contractions 
already  considered  above.  Henoch's  chorea  electrica  is  considered  below  :  it  is  the  muscles 
of  the  neck  and  shoulder  that  are  chiefly  involved  in  this  rare  disorder. 

FIBRILLAR    CONTRACTIONS. 

Fibrillar  contractions  of  the  muscles,  or  fascicular  muscular  twitchings,  are  small 
spontaneous  movements  visible  on  the  surfaces  of  muscles,  rhythmical  or  irregular,  involving 
not  the  whole  muscle,  but  only  single  muscular  bundles  in  it.  They  may  be  confined  to  a 
few  of  the  bundles,  or  may  occur  irregularly  in  any  of  the  bundles  composing  a  muscle. 
They  are  almost  always  too  feeble  to  produce  visible  movements  at  the  joints  ;  they  arc 
increased  in  fatigue,  and  when  the  muscle  is  mechanically  stimulated.  Similar,  but  coarser, 
twitchings  may  be  seen  in  normal  muscles  when  they  are  over-fatigued,  or  on  exposure  to 
cold.  The  finest  fibrillar  contractions  are  said  to  occur  only  in  cases  of  organic  disease  in 
the  central  nervous  system.  They  are  seen  most  freely  in  muscles  that  are  degenerating 
or  undergoing  atrophy,  or  are  shortly  about  to  atrophy,  as  the  result  of  disease  in  the  lower 
motor  neuron  ;   they  cease  to  appear  when  the  muscle  is  much  wasted.     They  are  most 


Digitized  by 


Google 


CONTRACTIONS  185 

evident  in  the  extremities  and  tongue,  and  no  doubt  are  due  to  irritation  of  motor  nerve- 
cells  in  the  cord  or  bulb  that  are  hyper-excitable  because  they  are  degenerating. 

From  a  diagnostic  point  of  view,  fibrillar  contractions  are  important  because  for 
practical  purposes  they  do  not  occur  in  the  myopathies  or  primary  muscular  dystrophies 
that  are  due  to  lesions  in  the  muscles  themselves  and  not  in  the  spinal  cord.  In  only  a  few 
recorded  cases  have  these  fibrillations  been  seen  in  cases  of  myopathy  where  lesion  of  the 
central  nervous  system  could  be  excluded.  Neurologists  and  myologists  have  devoted 
much  attention  to  primitive  myopathy,  with  the  result  that  it  has  become  burdened  with  a 
highly  elaborate  classification  and  nomenclature.  Thus  the  condition  generally  has  been 
described  as  primary  progressive  myopathy,  progressive  muscular  dystrophy  (Erb),  idio- 
pathic muscular  atrophy  and  hypertrophy,  primitive  progressive  myopathy,  muscular 
dystrophy,  myopathy. 

Special  forms  of  it  have  been  raised  to  the  dignity  of  '  types,*  the  chief  of  which  are 
the — 


Simple  atrophic  (Erb) 
Pseudo-hyper  trophic 
Juvenile  (Erb) 


Facio-scapulo-humeral 

(Landouzy  and  Dejerine) 
Distal  (Gowers) 
Myotonia  atrophica 


Mixed  and  transitional 
(Leyden     and     Moebius ; 
Zimmerlin). 


Distinctions  between  these  various  forms  must  be  sought  in  special  manuals.  Their 
importance  for  present  purposes  consists  in  this — that  fibrillary  contractions  may  occur  as 
a  rare  exception  in  most  of  them. 

Contrariwise,  fibrillar  contractions  are  observed  habitually  in  the  course  of  the  pro- 
gressive muscular  atrophies  of  neuropathic  origin,  variously  known  under  such  names  as — 
chronic  anterior  poliomyelitis,  amyotrophic  lateral  sclerosis  (Charcot),  progressive  bulbar 
paralysis,  progressive  muscular  atrophy,  toxic  degeneration  of  the  lower  motor  neuron, 
Werdnig-Hoffmann  progressive  muscular  atrophy  of  infants,  according  to  their  special 
characters.  In  all  of  these,  the  lower  motor  neurons  are  primarily  at  fault,  exhibiting  slow 
or  rapid  degeneration  ;  in  many  cases  the  upper  motor  neurons  are  also  affected,  either 
simultaneously,  or  before  or  after  the  lower.  As  a  rule,  no  cause  for  the  degeneration  can 
be  discovered  ;  but  many — ^perhaps  a  half — of  the  patients  have  previously  had  acute 
poliomyelitis.  Occurring  in  infants  or  children,  this  neuropathic  muscular  atrophy  is 
generally  of  the  Werdnig-Hoffmann  type,  affecting  the  legs  first,  and  spreading  upwards 
to  the  body  and  arms  ;  the  hands  and  feet  are  affected  late,  and  the  deep  reflexes  vanish. 
The  condition  may  at  first  sight  resemble  rickets,  but  in  rickets  there  is  no  real  muscular 
atrophy,  the  deep  reflexes  are  retained,  and  fibrillar  contractions  do  not  occur.  It  may  be 
indistinguishable  from  one  of  the  primary  myopathies  considered  above  ;  but  the  occur- 
rence of  fibrillar  contractions  would  make  the  diagnosis  of  neuropathic  muscular  atrophy 
the  more  probable. 

In  adults  the  disease  may  conform  to  one  of  several  types,  according  to  the  distribution 
of  the  atrophy.  In  some  instances  the  lower  motor  neurons  of  the  hand,  arm,  and  neck 
are  attacked,  when  the  Claw-iiand  (p.  109)  may  result ;  in  others,  the  lower  extremities 
may  first  show  the  degeneration.  Charcot's  amyotrophic  lateral  sclerosis  is  characterized 
by  spasticity  of  the  legs  combined  with  atrophy  of  the  muscles  of  the  hands  and  arms.  In 
making  the  diagnosis  of  neuropathic  muscular  atrophy  it  must  be  remembered  that  the 
onset  is  gradual,  that  fibrillar  contractions  are  present,  that  the  atrophy  proceeds  pari 
passu  with  the  loss  of  power,  and  that  sensation  and  the  sphincters  are  not  involved.  The 
electrical  changes  in  the  muscles  are  of  assistance,  too,  the  partial  Reaction  of  Degenera- 
tion (p.  582)  being  exhibited  ;  the  nerves  react  normally  to  faradism,  and  to  galvanism  so 
long  as  there  are  muscle  fibres  left  to  respond  to  the  stimulation,  while  the  muscles  react 
sluggishly,  and  A.C.C.  is  often  greater  than  K.C.C. 

Bulbar  paralysis  is  due  to  lesions  of  the  medulla  oblongata,  and  the  nerves  mainly 
affected  are  the  motor  part  of  the  fifth,  the  seventh  (facial),  the  eleventh  (spinal  accessory), 
and  twelfth  (hypoglossal).  In  other  cases  ophthalmoplegia  is  observed  as  well.  It  is  only 
in  the  chronic  cases  of  bulbar  paralysis  that  fibrillar  contractions  arc  seen,  and  they  are 
particularly  well  shown  in  the  tongue,  which  has  been  described  as  looking  *  like  a  bag  half 
full  of  worms.'  The  main  symptoms  will  be  difficulty  in  articulation,  phonation,  mastica- 
tion, and,  most  of  all,  in  swallowing. 
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SPASMODIC    CONTRACTIONS. 


In  general  parlance,  the  epithet  '  spasmodic  '  implies  suddenness  and  short  duration. 
These  characteristics  are  not  implied  by  the  word  as  it  is  used  clinically.  Hence  it  is  neces- 
sary to  distinguish  between  spasmodic  contractions  or  muscular  spasms  of  three  kinds, 
according  as  they  are  : — (1)  Short  and  single — the  muscular  twitch  ;  (2)  Short  and  repealed — 
clonus  or  clonic  spasms  ;  (3)  Tetanic — commonly  and  improperly  known  as  tonic  spasms  ; 
these  are  long-sustained. 

Single  Spasmodic  Contractions  of  a  muscle  or  group  of  muscles,  over  in  a  fraction  of 
a  second,  may  occur  in  normal  persons  who  are  suffering  from  great  fatigu6,  overwork,  or 
nervous  exhaustion.  For  no  apparent  reason,  and  frequently  just  as  the  person  is  going 
off  to  sleep,  a  sudden  violent  twitch  in  one  or  more  of  the  limbs  occurs,  and  wakes  him  up. 
In  other  cases  these  sudden  starts  may  occur  when  the  patient  is  resting  by  day.  In  abnor- 
mcUly  neruous  or  excitable  patients  such  sudden  spasms  are  seen  more  frequently,  and  often 
result  from  some-  sudden  and  unexpected  sensory  impression — a  sound,  sight,  or  touch. 
The  diagnosis  of  such  spasms  in  nervous  or  jumpy  patients  should  not  be  difficult,  the 
affection  being  very  chronic,  and  no  doubt  familiar  to  the  patient  and  the  patient's  entour- 
age. Coming  on  suddenly,  this  jumpiness  may  be  a  minor  sign  of  various  nervous  disorders, 
such  as  hysteria,  acute  chorea,  delirium  tremens,  general  paralysis,  or  Graves's  disease. 

Single  twitches  of  muscles  or  of  groups  of  muscles  form  the  outstanding  feature  of  the 
simpler  forms  of  a  series  of  affections  known  as  habit  spasms  or  spasmodic  tics,  A  habit 
spasm  consists  in  the  involuntary  repetition  of  some  ordinary  co-ordinated  purposive  act. 
In  many  instances  the  tic  was  at  first  a  natural  reflex  act,  designed  to  allay  some  transient 
irritation.  Thus  a  blinking  tic  may  have  been  initiated  by  the  pain  caused  by  a  foreign 
body  in  the  eye,  or  conjunctivitis  ;  a  sniffing  tic  by  some  temporary  itching  about  the  nares, 
or  it  may  be  associated  with  the  presence  of  adenoid  growths  in  the  nasopharynx  ;  a  shoulder- 
shrugging  tic  by  some  irritation  of  the  neck  due  to  a  tight  or  rough  collar.  By  voluntary 
repetition  such  an  act  ultimately  becomes  automatic,  when  it  is  spoken  of  as  a  habit  spasm 
or  tic.  These  motor  tics  exist  in  great  variety,  oftenest  affecting  the  face,  less  often  the 
jaws,  neck,  or  limbs  ;  they  are  so  common  as  to  escape  comment  in  their  minor  manifesta- 
tions— mannerisms  and  stereotyped  acts — being  set  down  merely  to  '  individuality.' 
Most  tics  can  be  controlled  by  mental  effort  with  some  distress,  are  increased  by  emotion, 
cease  during  sleep,  and  are  curable  only  with  great  difficulty  when  well  established.  In  all 
cases  the  patient  is  supposed  to  exhibit  a  certain  psychical  weakness. 

More  violent  and  shock-like  muscular  spasms  are  seen  in  the  rare  condition  known  as 
myodonUrS  or  paramyoclonus  multiplex.  Myoclonic  movements  are  particularly  sudden 
and  violent,  occurring  bilaterally,  or  first  on  one  side  of  the  body  and  then  on  the  other  ; 
they  are  painless,  but  may  give  rise  to  much  inconvenience  by  their  violence.  They  are 
increased  by  emotion  and  cease  during  sleep.  They  may  be  single,  but  more  often  arc 
clonic,  repeated  perhaps  fifty  or  a  hundred  times  in  a  minute.  In  paramyoclonus  multiplex 
there  are  no  mental,  sensory,  or  sphincter  changes,  and  this  rare  disease  is  described  as 
both  familial  and  hereditary.  In  hysteria,  myoclonus  is  seen  exceptionally,  accompanied 
by  other  hysterical  manifestations.  In  certain  rare  forms  of  epilepsy,  the  so-called  myoclonic 
epilepsy,  these  paroxysmal  asynchronous  bilateral  lightning-like  movements  have  been 
recorded  ;  the  diagnosis  will  be  easy  here,  as  the  patient  exhibits  the  phenomena  of  major 
epilepsy — loss  of  consciousness,  relaxation  of  the  sphincters,  etc. — in  addition  to  the  sudden 
and  forcible  myoclonic  movements.  In  certain  cases  of  minor  epilepsy,  or  petit  mal,  the 
affection  may  take  the  form  of  spasmodic  twitches  of  the  muscles  of  a  limb,  or  of  the  face, 
associated  with  a  brief  absent-mindedness  or  a  few  seconds  of  loss  of  consciousness  without 
loss  of  automatic  control  over  the  body  generally. 

Clonic  Spasmodic  Contractions,  clonic  spasms,  or  clonus,  are  in  reality  interrupted 
tetanic  contractions,  consisting  in  the  rhythmical  and  more  or  less  rapid  repetitions  of  the 
single  brief  muscular  spasm  or  twitch.  A  typical  clonus  of  muscles  in  the  arms  or  legs  may 
often  be  produced  in  health  by  the  adoption  and  maintenance  of  some  strained  position. 
Thus  ankle-clonus  is  soon  produced  if  a  normal  person  sits  in  a  chair  and  strains  the  heels  up 
while  the  toes  are  held  pressing  on  the  floor.  Such  clonus  is  physiological,  being  due  to 
heightening  of  the  muscle  tone  or  normal  state  of  tonic  muscular  contraction  by  the  applica- 
tion of  mechanical  tension  to  the  calf  muscles. 
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Pathologically,  clonic  spasms  are  seen  typically  in  the  second  or  clonic  stage  of  major 
epilepsy,  where  they  succeed  the  initial  tetanic  (or  tonic)  stage.  Here  they  are  universal 
and  bilateral  as  a  rule,  although  one  side  of  the  body  may  be  involved  more  than  the  other, 
or  the  arms  more  than  the  legs.  Consciousness  is  lost,  and  the  sphincters  are  often  relaxed. 
Mild  and  limited  clonic  spasms  of  a  few  muscular  groups,  without  loss  of  consciousness 
and  lasting  for  only  a  few  seconds,  may  be  seen  in  patients  with  major  epilepsy,  and  are 
often  described  by  them  as  '  warnings.'  Such  attacks  are  identical  with  those  of  minor 
epilepsy.  In  certain  epileptic  patients  they  seem  to  be  to  some  extent  under  control,  so 
that  their  threatened  onset  can  be  prevented  if  the  patient  can  sit  or  lie  down,  for  example, 
or  can  press  on  or  constrict  the  limb  in  which  the  spasms  are  about  to  appear.  The  diagnosis 
of  hyslero-epilepsy  is  sometimes  made  in  these  patients  ;  but  the  term  is  not  a  good  one,  and 
is  often  misleading.  Very  similar  convulsive  seizures  may  be  met  with  in  patients  with 
chronic  nephritis  (urcemic  conxmlsions)  and  in  pregnant  women  (eclampsia).  The  clonic 
stage  of  epilepsy  may  be  imitated  unconsciously  by  patients  with  hysteria,  or  frankly 
mimicked  by  the  malingerer.  In  hysteria  the  onset  of  the  fit  is  gradual,  not  sudden  ;  con- 
sciousness is  impaired,  not  lost ;  the  pupil  reacts  to  light,  and  is  not  immobile  as  in  epilepsy  ; 
screaming  and  purposive  movements  occur  throughout,  and  the  fit  is  often  protracted  ; 
the  sphincters  are  not  relaxed,  and  the  tongue  is  not  bitten.  The  malingerer  is  red  and 
heated  by  the  effort  of  producing  the  clonic  spasms,  his  consciousness  is  fully  preserved, 
and  he  reacts  to  painful  stimuli  that  leave  the  epileptic  unmoved.  Both  the  hysterical 
patient  and  the  malingerer  show  quivering  of  the  eyelids,  and  are  likely  to  resist  attempts 
to  open  the  eyes. 

In  Jacksonian  epilepsy,  clonic  convulsions  occur  without  loss  of  consciousness  ;  they 
are  usually  unilateral,  starting  in  some  given  muscle  and  spreading  thence  until  both  limbs 
or  half  the  body  are  convulsed.  Transient  paresis  from  exhaustion  may  be  noted  after- 
wards in  the  affected  muscles.  In  severe  or  long-established  cases  the  whole  body  may  be 
convulsed,  or  a  tetanic  stage  may  occur  after  the  clonus  ;  in  these  instances  consciousness 
may  be  lost.  Jacksonian  or  focal  epilepsy  may  result  from  any  form  of  local  irritation  of 
the  motor  cortex — trauma,  haemorrhage,  new  growth,  the  effects  of  syphilis,  chronic  inflam- 
mation.    It  leads  in  the  long  run  to  paresis  and  atrophy  of  the  affected  muscles. 

As  the  names  imply,  the  very  rare  conditions  known  as  myoclonus  and  paramyoclonus 
multiplex  exhibit  typical  clonic  contractions.  The  clonus  occurs  in  single  muscles  or  muscle- 
groups,  such  as  the  biceps  and  supinator  longus,  the  quadriceps  femoris  and  semitendi- 
nosus  ;  rarely  in  the  face  :  from  50  to  150  contractions  a  minute  may  occur.  Henoch's 
chorea  electrica  is  the  same  as  myoclonus.  It  is  said  that  animals  from  which  the  para- 
thyroid glands  have  been  removed  may  exhibit  identical  spasms.  For  the  diagnosis  of 
myoclonus,  see  above.  Clonic  spasms  of  the  neck-muscles,  particularly  the  stemomastoids, 
are  common  in  torticollis  or  wry-neck. 

Tetanic  Contractions,  tetanic  or  the  so-called  tonic  spasms.  Physiologists  and  clini- 
cians both  make  use  of  the  two  terms  '  tetanic '  and  '  tonic,'  but  unfortunately  employ 
them  in  different  senses.  Physiological  '  tetanus '  is  the  apparently  steady  state  of 
muscular  contraction  exhibited  by  the  voluntary  muscle  at  work,  maintained  by  the  fusion 
of  separate  muscular  twitches  or  spasms  due  to  a  rapid  succession  of  nervous  stimuli.  It 
may  be  seen  in  a  single  muscle  or  in  many  together.  Clinically,  however,  '  tetanus '  or 
'  tetanic  contractions '  have  come  to  be  associated  with  pain,  besides  being  of  some  dura- 
tion, and  the  terms  are  used  only  when  a  large  number  of  muscles  are  involved  simulta- 
neously ;  tetanus  of  a  single  muscle  is  referred  to  clinically  as  a  cramp  (p.  139  and  150).  To 
the  physiologist,  the  normal  resting  muscle  is  already  in  a  state  of  *  tonic  contraction,'  and 
exhibits  '  tonus.'  This  muscle-tone  is  maintained  partly  by  local  or  peripheral  stimula- 
tion (mechanical  tension,  the  venosity  of  the  blood,  drugs  such  as  digitalis  or  veratria),  and 
partly  by  nervous  impulses  that  reach  the  muscles  more  or  less  continuously  from  the 
motor  neurons  of  the  central  ner\'Ous  system.  This  central  element  of  muscular  tonus  is 
really  of  reflex  origin  and  due  to  posture,  the  maintenance  of  the  erect  attitude  ;  the  motor 
impulses  descending  in  answer  to  ascending  impulses  received  by  the  central  nervous  system 
from  the  muscles  and  joints  concerned.  But  the  clinician  applies  the  terms  '  tonus  '  and 
*  tonic  contractions  '  to  the  severe  and  pathological  muscular  contractions  seen,  for  example, 
in  the  first  stage  of  major  epilepsy,  which  are  physiologically  and  scientifically  speaking 
tetanic,  not  tonic.    This  clinical  misuse  of  the  word  *  tonic'  is  well-established  and  time- 
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honoured,  but  only  serves  to  promote  confusion.  The  terms  *  tonic  spasm '  and  *  tonic 
contraction  '  should  be  reserved  for  states  of  muscle-tone  that  are  raised  only  within  physio- 
lo^^ical  limits,  and  are  not  pathological.  The  contractions  or  spasms  that  the  clinician  calls 
*  tonic '  are  almost  always  pathological,  and  in  the  interests  of  uniformity  should  be 
described  as  '  tetanic,'  not  '  tonic'  Exaggerated  states  of  physiological  tone  and  the 
milder  degrees  of  pathologically  heightened  muscular  tonicity  are  described  clinically  as 
spastic  states  or  spasticity,  falling  short  of  tetanus  in  degree,  and  differing  from  both  tetanus 
and  cramp  by  being  painless.    They  are  detailed  under  the  heading  Contractures  (p.  139). 

Typical  tetanic  (or  tonic)  spasms  are  seen  in  tetanus.  Here  the  patient  has  become 
infected  by  Bacillus  tetani  {Plate  XXVIII,  Fig,  T,  p.  614),  through  some  known  or  unknown 
wound.  He  first  notices  stiffness  of  the  neck  and  jaws ;  soon,  increasing  tetanic  spasm  of  the 
muscles  of  mastication  brings  on  trismus  or  lockjaw.  Spasm  of  the  facial  muscles  next 
brings  on  the  painful  grin  known  as  the  risus  sardonicuSy  and  presently  paroxysmal  tetanic 
spasms  of  great  violence  occur  in  practically  all  the  voluntary  muscles,  although  in  mild 
cases  in  children  the  spasm  may  proceed  no  further  than  the  muscles  of  the  face.  If  the 
spasms  are  strongest  in  the  extensors  of  the  back,  the  body  is  arched  backwards  till,  perhaps, 
the  heels  touch  the  head  (opisthotonus).  If  the  flexors  contract  most  powerfully,  the  body 
is  bent  forwards  (emprosthotonus) ;  in  some  cases  the  body  remains  straight  and  stiff  (ortho- 
tonus) when  the  flexors  and  extensors  are  balanced.  These  acutely  painful  paroxysms 
last  for  perhaps  a  few  seconds,  and  recur  at  varying  intervals  on  any  kind  of  stimulation  ; 
they  may  cause  death  by  asphyxia  or  heart-failure.  In  the  intervals  between  them,  a 
milder  but  still  painful  tetanic  (the  so-called  tonic)  contraction  of  the  muscles  is  maintained  ; 
or,  in  milder  cases,  nothing  more  than  an  exaggerated  physiological  muscle-tone.  In  mild 
or  chronic  cases  of  tetanus,  the  signs  and  symptoms  will  be  far  less  severe  than  those 
described  above  ;  but  trismus  and  painful  muscular  contractions  will  still  occur.  In  some 
chronic  cases,  the  chief  sign  may  be  a  recurring  but  transient  risus  sardonicus,  perhaps  with 
some  stiffness  of  the  neck  ;  not  a  few  of  these  patients  have  been  treated  for  habit  spastn  or 
hysterical  grimacing  for  a  time,  until  the  suspicion  of  tetanus  arose,  or  spread  of  the  tetanic 
spasms  to  the  trunk-muscles  made  the  diagnosis  more  obvious.  The  diagnosis  of  tetanus 
may  have  to  be  made  in  other  instances  from  impacted  wisdom  tooth  ;  or  from  muscular 
rheumatism,  which  may  cause  stiff-neck  but  is  hardly  likely  to  set  up  trismus  ;  or  from 
spinal  meningitis,  in  which  there  is  fever,  while  the  tetanic  spasms  occur  on  exertion,  and 
do  not  primarily  affect  the  muscles  of  the  jaws,  and  great  pain  is  felt  on  moving  the  head 
and  neck. 

In  strychnine  poisoning  trismus  is  absent  or  occurs  very  late,  the  extremities  are 
first  and  most  markedly  affected,  the  muscles  are  quite  relaxed  between  the  paroxysms, 
and  the  symptoms  develop  rapidly — within  an  hour  or  two  of  the  administration  of  the 
drug.  In  tetany  (p.  2)  the  distribution  and  duration  of  the  tetanic  contractions  should 
suffice  to  prevent  any  confusion  with  tetanus.  In  hydrophobia  there  should  be  a  history 
of  a  bite  by  some  animal,  most  often  a  dog  ;  mental  symptoms  are  prominent,  and  the 
spasms  affect  the  muscles  of  respiration  and  deglutition  most,  while  trismus  is  absent. 
In  hysteria  a  patient  may  exhibit  trismus,  tetanic  spasms,  and  opisthotonus ;  but  no  true 
picture  of  tetanus  will  be  presented,  and  other  evidences  of  hysteria  will  be  found  on 
examining  the  patient,  or  will  develop  if  the  case  be  kept  under  observation. 

A,  J,  JeX'Blake. 

CONTRACTURES — ^ate  lasting  bodily  deformities  resulting  from  a  great  variety  of 
causes.  For  clinical  purposes  they  may  be  divided  roughly  into  two  classes,  according  as 
they  are  (1)  Active,  or  (2)  Passive,  The  division  is  not  sharp,  as  active  contractures  when 
long  established  tend  to  become  passive. 

1.  Active   Contractures:    resulting: — 

(a).  From  lesions  of  the  upper  motor  neuron  : 
Cortical    lesions  ,    Transverse  lesions  of  the  cord   '    Spastic  ataxia 

Hemiplegia  I    Subacute  combined  degenera-       Spastic  paraplegia 

Friedreich's  ataxia  I        tion  Ilffimatomyelia 

Myelitis  |    Lateral  sclerosis  I 

(b).  From  lesions  of  the  lower  motor  neuron  : 
Acute  poliomyelitis  i    Progressive  muscular  atrophy   |    Injury  of  nerves 

Chronic  poliomyelitis        \    Neuritis  t 


Digitized  by 


Google 


CONTRACTURES  139 

(f).  From  disuse  : 

Hysteria  |    Torticollis 

2.  Passive  Contractures :   seen  in  : — 

Late  stages  of  the  active  contractures 

Local    organic   diseases   of   the   bones,    joints,   muscles,   fascia?,  skin. 

Active  or  Spastic  Contractures. — In  these,  certain  groups  of  muscles  are  thrown  into 
a  state  of  permanent  contraction,  or  else  the  balance  of  power  between  antagonistic  sets 
of  muscles  is  upset.  In  either  case  bodily  deformity  (flexion,  extension,  curvature)  results  ; 
but  the  deformity  can  be  redressed  temporarily  either  by  steadily  maintained  mechanical 
traction,  or  by  the  forcible  electrical  stimulation  of  the  weaker  set  of  the  antagonistic 
muscles  involved.  In  passive  contractures,  on  the  other  hand,  no  amount  of  electrical  or 
other  stimulation  avails  to  correct  the  deformity,  nor  can  the  application  of  force  without 
rupture  of  the  tissues. 

Active  contractures  must  be  distinguished  from  certain  other  forms  of  muscular 
contractions,  particularly  cramps  and  tetanic  (or  so-called  tonic)  contractions  or  spasms 
of  the  voluntary  muscles.  Cramps  may  resemble  contractures  by  their  relatively  long 
duration — ^thus  those  of  tetany  have  been  known  to  persist  for  days  and  even  weeks  ;  but 
pain  is  a  constant  feature  of  cramp,  whereas  it  has  no  connection  at  all  with  contractures 
per  se.  Tetanic  contractions  of  muscles  (see  Contractions,  p.  131) — commonly  called  tonic 
by  the  misuse  of  a  word  that  already  has  a  definite  and  different  physiological  meaning 
(p.  137) — resemble  cramps  by  being  painful,  and  differ  from  them  only  by  being  more 
generalized.  The  normal  resting  muscle  is,  physiologically  speaking,  in  a  constant  state 
of  ionic  contraction,  and  exhibits  a  certain  reflex  tone  or  tonus  (muscle-tone)  due  to  the 
combined  action  of  two  factors,  one  local  and  one  nervous.  Any  muscular  spasm,  rigidity, 
or  spasticity  set  up  by  increase  of  this  normal  tone  within  physiological  limits,  may  properly 
be  referred  to  as  a  condition  of  tonic  contraction.  But  when  a  spasticity  is  pathological, 
as  are  all  the  '  tonic  contractions '  of  the  clinician,  it  should  no  longer  be  referred  to  as  a 
state  of  tonic  contraction,  especially  as  it  corresponds  satisfactorily  with  the  physiological 
'  tetanic  contraction '  or  '  tetanus.'  A  tjrpical  pathological  spasticity  or  active  contrac- 
ture is  seen  in  Sherrington's  *  decerebrate  rigidity,'  the  extensor  spasm  observed  in  the 
limbs  of  the  cat  or  rabbit  after  removal  of  the  cerebral  hemispheres  and  basal  ganglia.  This 
rigidity  lasts  for  several  days,  and  is  due  to  the  removal  of  the  inhibitory  impulses  normally 
reaching  the  cord  from  the  cortex  and  thalamus.  A  similar  rigidity,  though,  of  course, 
with  a  different  distribution,  is  seen  in  such  disorders  as  hemiplegia,  cortical  losses,  lateral 
sclerosis,  Friedreich's  ataxia,  subacute  combined  degeneration,  and  transverse  lesions  of  the 
cord. 

The  active  contractures  following  hemiplegia  or  cortical  lesions  in  the  motor  area  are 
confined  to  the  affected  side  of  the  body,  and  should  not  be  difficult  to  diagnose.  There 
are  three  varieties  of  rigidity  after  hemiplegia,  but  only  the  last  of  these  is  usually  described 
as  a  contracture :  (1)  Initial  rigidity,  present  at  the  outset  and  lasting  only  for  a  few  hours  ; 
(2)  Early  rigidity,  beginning  within  a  few  days  of  the  stroke  and  lasting  for  a  week  or  a  few 
weeks,  possibly  due  to  the  irritation  of  blood-clot  at  the  site  of  the  cerebral  lesion  ;  (3)  Late 
rigidity  or  contracture,  first  appearing  several  weeks  or  months  after  the  stroke,  and  due 
to  the  fact  that  while  all  the  muscles  of  the  affected  limbs  are  spastic,  certain  groups  of  them 
are  stronger  than  their  antagonists.  Thus  the  thumb  is  flexed  and  pressed  into  the  palm, 
the  fingers  clenched,  the  wrist  and  elbow  flexed,  the  forearm  pronated,  and  the  arm  adducted. 
The  thigh  is  adducted,  the  knee  extended,  and  the  heel  drawn  up,  the  foot  inverted,  and 
a  characteristic  spastic  gait  results.  The  deep  reflexes  are  increased  on  the  hemiplegic  side, 
where,  too,  ankle-clonus  and  Babinski's  extensor  reflex  can  be  obtained.  The  lapse  of 
years  converts  these  active  contractures  into  passive  in  consequence  of  the  structural 
changes  that  take  place  in  the  muscles,  fasciae,  and  joints. 

Contractures  are  highly  characteristic  of  congenital  and  acquired  cerebral  diplegias  or 
hemiplegias  due  to  cortical  lesions,  cortical  sclerosis,  or  porencephalus  (see  Contractions, 
Athetotic,  p.  131).  The  patients  show  bilateral  spastic  paralysis;  one  side  is  sometimes 
affected  more  severely  than  the  other.  If  the  legs  only  are  affected  the  condition  is  known 
as  Little's  disease,  and  the  gait  is  '  cross-legged  '  or  *  scissor,'  the  feet  being  pointed  and 
inverted,  and  the  thighs  adducted.     Kyphosis  is  often  seen,  and  the  arms,  if  involved,  are 
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held  in  the  position  of  a  hemiplegic  arm  (see  above).  In  the  acquired  cases  the  spastic 
paresis  is  oftcner  unilateral  than  bilateral  ;  the  nutrition  of  the  affected  limb  suffers  con- 
spicuously, and  its  growth  is  retarded  and  incomplete. 

In  Friedreich's  disease,  a  familial  disorder  beginning  usually  between  the  ages  of  seven 
and  seventeen,  and  seen  oftenest  in  males,  characterized  by  ataxia,  intention-tremor, 
nystagmus,  and  hesitating  or  syllabic  speech,  active  contracture  sets  up  scoliosis  or  scolio- 
kyphosis, pes  varus  or  equinovarus,  and  '  main  bote ' — an  analogous  deformity  of  the 
hand  with  hyperextension  of  the  terminal  phalanges.  These  contractures  are  partly  due 
to  muscular  atrophy,  partly  (in  the  case  of  the  foot)  to  over  use  of  certain  muscles  in  attempts 
at  equilibration  ;  the  heel  is  drawn  up,  the  dorsum  of  the  foot  arched,  the  sole  hollowed 
out,  the  toes  flexed  at  the  interphalangeal  joints  and  hyperextended  at  the  metatarso- 
phalangeal ;   prominent  hypertrophy  of  the  extensor  longus  hallucis  has  been  found. 

In  subacute  combined  degeneration,  in  which  may  be  included  lateral  sclerosis  if  the 
degeneration  mainly  affects  the  upper  motor  neurons,  there  will  be  contractures.  The 
earliest  symptoms  are  connected  with  sensation  ;  but  the  patient,  usually  an  anaemic  adult 
in  the  second  half  of  life,  presently  develops  spasticity  in  his  legs.  The  limbs  tend  to  draw 
up  as  he  lies  in  bed,  from  flexor  spasm  ;  the  gait  becomes  spastic,  and  walking  is  soon 
impossible — the  condition  becoming  one  of  spastic  paraplegia.  The  deep  reflexes  are 
increased,  and  Babinski's  sign  is  present ;  segmental  areas  of  anaesthesia  can  be  made  out, 
and  control  over  the  sphincters  is  weakened.  After  some  months,  this  spastic  stage  gives 
place  to  flaccidity,  control  over  the  sphincters  is  lost,  and  the  patient  rapidly  runs  down  hill. 
In  cases  of  transverse  myelitis  or  transverse  lesions  of  the  cord,  and  in  certain  cases  of  hcemato- 
myelia  of  insidious  onset,  in  which  the  haemorrhage  perhaps  takes  place  into  an  already 
dilated  central  canal,  spasticity  with  increased  deep  reflexes,  loss  of  sensation,  and  loss  of 
control  over  the  sphincters  is  the  rule.  The  diagnosis  is  facilitated  by  the  fact  that  no 
symptoms  occur  in  parts  of  the  body  innervated  from  above  the  cord  lesion  ;  at  the  level 
of  the  lesion  there  is  evidence  of  nerve-irritation  (girdle  pain,  hyperacsthesia).  In  these 
cases  the  flexors  of  the  leg  overpower  the  extensors  ;  the  limbs  draw  themselves  up  again, 
sooner  or  later,  as  often  as  they  are  extended  for  the  patient. 

So  far,  the  active  contractures  considered  have  all  been  due  to  lesions  of  the  upper 
motor  neuron.  A  second  class  contains  those  resulting  from  lesions  of  the  lower  motor 
neuron  and  the  subsequent  muscular  atrophy.  These  contractures  arise  either  from  the 
unbalanced  action  of  the  muscles  that  normally  antagonize  those  that  have  atrophied,  or 
from  late  shrinkage  of  the  paralyzed  muscles  themselves  ;  and  a  spinal  curvature  may 
come  on  from  the  adoption  of  some  posture  that  facilitates  locomotion  or  the  occupations 
of  life  when  the  spinal  muscles  are  intact.  Acute  and  chronic  poliomyelitis,  neuritis,  and 
lesions  of  the  nerves  have  to  be  discussed  in  this  connection.  Acute  poliomyelitis,  or  infantile 
paralysis,  begins  suddenly  with  malaise,  pains,  and  an  acute  febrile  attack  ;  the  flaccid 
paralysis  appears  early,  and  contractures  begin  to  show  themselves  within  a  few  months, 
as  a  rule.  The  limbs  are  most  involved,  isolated  muscles  or  groups  of  muscles  being 
paralyzed  ;  and  it  should  be  noted  that  the  paralysis  is  distributed  in  accordance  with  the 
nuclear  grouping  of  the  muscles  in  the  anterior  comual  regions  of  the  cord.  Sensation  is 
affected  only  in  the  rarest  instances.  If  many  muscles  in  a  limb  are  paralyzed,  its  growth  is 
much  impaired.  Contractures  are  common  in  chronic  poliomyelitis  and  the  various  forms  of 
progressive  muscular  atrophy  of  neuropathic  origin  (see  Contractions,  Fibrillar,  p.  134),  the 
hands  and  feet  being  mainly  involved,  with  the  production  of  various  forms  of  club-foot  and 
claw-hand.  All  the  muscles  are  involved  together,  and  there  is  no  selection  of  certain 
groups  for  paralysis  as  is  the  case  in  acute  poliomyelitis.  In  addition,  flbrillar  contractions 
can  be  seen  in  the  degenerating  muscles,  provided  that  they  are  not  covered  too  thickly 
with  subcutaneous  tissue.  The  onset  is  insidious,  and  the  disease  occurs  most  often  in 
middle  age  ;  the  commonest  type  is  that  in  which  the  hands  are  first  and  most  involved, 
but  in  other  cases  the  legs,  and  in  others  the  upper  arm  and  shoulder,  first  give  evidence 
of  the  disease.  Contractures  are  seen  occasionally  in  alcoholic  neuritis  of  the  motor  type, 
and  more  frequently  in  arsenical  neuritis,  talipes  equinovarus  or  flexor  contracture  of  the 
wrist,  with  excessive  muscular  hyperacsthesia,  being  noted  ;  such  deformities  are  rare  in 
other  forms  of  neuritis,  such  as  those  due  to  lead,  diabetes,  influenza,  diphtheria,  etc. 
Secondary  contracture  of  the  muscles  on  the  affected  side  in  BelFs  facial  paralysis  may 
occur,  and  gives  rise  to  the  impression  that  the  sound  side  of  the  face  is  paralyzed  while  the 
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face  is  at  rest,  for  the  face  as  a  whole  is  pulled  over  to  the  affected  side  {Fig.  198,  p.  492): 
on  voluntary  movement,  however,  the  healthy  side  will  be  found  to  move  normally,  while 
the  paralyzed  side  remains  comparatively  still.  Contractures  usually  follow  severe  injury 
of  nerves,  unless  satisfactory  healing  of  the  wound  and  regeneration  of  the  nerve-trunks 
take  place. 

Active  contractures  from  disuse  may  occur  in  otherwise  healthy  subjects  who  for  any 
reason  may  have  been  kept  too  long  in  one  position.  Patients  who  have  lain  on  their  backs 
in  bed  for  long  periods  may  have  a  temporary  talipes  equinus  when  they  get  up — an  active 
contracture  due  to  the  weight  of  the  bedclothes  resting  on  the  toes  and  keeping  the  feet 
extended.  Fractured  or  injured  limbs  that  have  been  splinted  and  kept  too  long  in  one 
position,  often  exhibit  active  contractures  when  the 
splints  are  removed  (e.g.,  Volkmann's  ischaemic  contrac- 
ture of  the  forearm.  Fig,  58).  In  some  cases  the  con 
tracture  is  due  to  fixation  of  the  muscles,  tendons,  or 
muscle-sheaths  by  inflammatory  products  that  have 
become  organized,  in  others  to  adhesions  or  bony  de- 
posits that  have  formed  themselves  in  or  about  the 
joints,  while  in  others  mere  disuse,  without  inflammatory 
changes,  may  underlie  these  contractures  :  all  of  these 
would  be  avoided  by  the  timely  use  of  massage  and 
movement - 

Paralyses  occur  in  perhaps  25  per  cent  of  all 
patients  with  hysteria,  in  two  main  types  :  the  rarer 
flaccid,  the  commoner  spastic,  and  often  marked  enough 
to  produce  active  contracture.  In  hysterical  contracture 
the  affected  muscles  are  not  wasted  except  in  severe 
cases  of  long  duration  ;  the  deep  reflexes  are  increased  ; 
ankle-clonus  may  be  present ;  but  Babinski's  sign  is 
probably  never  observed.  The  limbs  are  most  affected 
(hemi-,  mono-,  or  paraplegia),  less  often  the  muscles  of 
the  face,  eyelids,  lips,  or  tongue.  Certain  attitudes  are 
highly  characteristic  of  hysterical  spastic  paralyses ; 
the  elbows,  wrists,  and  fingers  are  kept  flexed,  the  arms 
are  adducted  ;  the  hip  and  knee  are  extended,  and  the 
foot  is  held  in  a  position  of  talipes  equinovarus  ;  ptosis 
may  be  seen,  from  spasm  of  the  orbicularis  ;  torticollis 
from  contracture  of  the  stemomastoid.  In  the  less  severe 
cases  the  stiffness  and  paresis  are  neither  complete  nor 
marked  enough  for  the  condition  to  be  referred  to  as  a 
contracture.  In  all  instances  the  deformity  produced  is 
the  result  of  active  muscular  spasm,  and  in  severe  cases 
it  cannot  be  overcome  by  exercise  of  the  patient's  will, 
galvanization,  or  by  the  application  of  mechanical  force. 
The  contracture  often  persists  during  sleep,  and  is 
abolished  only  by  deep  anaesthesia — a  character  distin- 
^ishing  hysterical  contractures  from  those  due  to 
organic  disease.  Hysterical  contractures  often  last  for  months,  or  even  years  :  and  in 
cases  of  long  standing  muscular  atrophy  and  structural  changes  about  the  joints  may 
establish  permanent  passive  contracture  from  disuse.  Highly  characteristic  of  hysteii?al 
contracture  is  the  patient's  use  of  antagonistic  muscles  to  prevent  passive  or  active  correc- 
tion of  the  deformity  exhibited.  If,  for  example,  the  arm  is  semiflexed  by  contracture  of 
the  biceps,  the  triceps  can  be  felt  to  contract  and  resist  the  movement  when  the  attempt 
is  made  to  flex  the  arm  further.  A  similar  contraction  of  the  triceps  can  be  felt  or  seen  if 
the  patient  is  asked  to  bend  the  joint  herself  ;  with  the  result  that  the  joint  remains  un- 
moved, although  all  signs  of  great  effort  to  bend  the  arm  may  be  displayed.  Pain  and 
tenderness  in  the  contracted  muscles  are  usual  ;  and  other  hysterical  stigmata  such  as 
hemiansesthesia,  panesthesia,  clavus  or  globus  hystericus,  and  the  hysterical  temperament 
generally,  will  not  be  wanting.     Special  forms  of  hysterical  contracture  may  give  rise  to 


Fifj.  58. — Volkmann's  isohicmic  i>amlysis 
following  the  use  of  an  anterior  splint  for 
fracture  of  the  bones  of  the  foreami.  Note 
the  clenched  tinkers  and  the  tropliic  sore  on 
the  forefuiRer.  (Reproduced  by  v»pnnission 
from  a  paper  by  Mr.  H.  l\  llowUinds  in  the 
Guy's  Ilojtpilai  (JazeUe.) 
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great  trouble  in  diagnosis  by  imitating  definite  conditions  or  diseases.  Thus  a  painful 
*  hysterical  hip  '  or  *  hysterical  knee '  may  pass  on  from  surgeon  to  surgeon,  until  one  is 
found  to  operate  upon  the  normal  joint  for  tuberculous  arthritis  ;  hysterical  spasm  of 
some  of  the  abdominal  muscles  may  lead  to  the  diagnosis  of  pregnancy  or  new  growth — 
pseudo-cycsis   or  phantom   tumour  ;    hysterical  contracture  of  muscles  in  the  neck  or 

shoulder  may  be  diagnosed  as 
new  growth,  the  palpable  tumour 
vanishing  only  when  the  patient 
has  been  anaesthetized  and  is  on 
the  operating  -  table  awaiting 
incision. 

Torticollis,  or  wry -neck,  in 
adults,  may  be  regarded  as  a 
functional  disease,  and  is  a  form 
of  tic,  characterized  in  its  later 
stages  by  contracture  of  the 
affected  muscles  of  the  neck. 
The  muscles  chiefly  affected  are 
those  supplied  by  the  spinal 
accessory  nerve.  Its  clonic 
variety  is  easy  to  diagnose  ;  but 
where  the  spasms  are  tetanic  (or 
tonic)  rather  than  clonic,  the 
diagnosis  must  be  made  from 
such     conditions     as     cervical 

Fi9.   59.-Dupuytren's  Contracture.  C»^'^S,     rhcumatic     myositis,     Or 

deep  inflammation  in  the  glands 
of  the  neck.  Congenital  torticollis  dates  from  birth,  usually  affects  the  right  sterno- 
mastoid  muscle,  and  is  often  associated  with  facial  asymmetry — when  it  is  perhaps  due 
to  congenital  defect  of  the  centres  in  the  bulb.  The  face  is  smaller  on  the  side  of  the 
affected  sternomastoid.  Congenital  torticollis  is  distinguished  from  the  form  of  ^vry-neck 
produced  in  infants  by  rupture  of  the  sternomastoid  muscle  at  birth  during  delivery,  by 
the  fact  that  in  the  latter  a  callus  is  to  be  felt  at  the  site  of  the  rupture. 

Passive  Contractures  are  those 
due  to  affections  of  the  bones,  joints, 
or  soft  tissues,  that  mechanically 
obstruct  correction  of  the  deformities 
they  produce.  They  also  result  from 
long  continuance  of  the  active  contrac- 
tures considered  above,  by  a  gradual 
process  of  transition.  The  contracted 
limbs  can  only  be  straightened  by 
surgical  measures,  or  by  manipulations 
severe  enough  to  rupture  the  ob- 
stnictions. 

Passive  contractures  may  result 
from  the  most  varied  local  organic 
diseases  of  the  affected  parts. 
Dupuytren's  Contracture  of  the  palmar 
fascia,    leading   to   deformity   of  the 

little    and    ring    fingers   (Fig,  59)  is  so  p^g   eO.-Cicatricial  contracture  after  a  burn. 

characteristic    that    it    can    seldom    be  (From  rrofe**or  Ilutherford  MorUoa's  IntriHiuction  to  Surgery. 

mistaken.     It   is   prone  to    occur    in 

gouty  subjects  and  in  those  who  use  the  palms  of  their  hands  most,  as  in  the  case  of 
coachmen  and  those  who  use  spades,  etc.  In  diseases  of  the  joints,  such  as  rheumatism, 
rheumatoid  arthritis,  spondylitis  deformans,  tuberculosis,  gonorrhoea,  etc.,  the  patient 
may  lie  in  bed  or  go  about  for  weeks  or  months  in  some  bent  or  contorted  position  that 
involves  the  minimum  of  discomfort ;   ankylosis  of  the  affected  joints  often  results  from 
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the  growth  of  adhesions,  ecchondroses,  or  exostoses  in  and  about  the  edges  of  the  joints, 
that  permanently  limit  their  range  of  movement.  Corresponding  shortening  will  take  place 
in  the  muscles  that  are  relaxed,  and  a  passive  contracture  results.  The  growth  of  a  tumour 
in  or  about  a  joint  may  produce  identical  results.  Traumatic  or  inflammatory  lesions  about 
the  muscles  or  their  tendons  may  establish  inflammatory  products  locally  that  permanently 
limit  the  movements  of  these  structures.  Large  superficial  scars  due  to  extensive  burns 
or  losses  of  skin  and  the  superficial  tissues,  being  composed  mainly  of  fibrous  tissue,  may 
contract,  and  so  bring  about  marked  contractures  (see  Fig.  CO). 

Spondylitis  deformans,  a  chronic  malady  of  the  spinal  column  (p.  648),  often  results  in 
contractures  and  partial  ossification  of  the  ligaments  and  muscles  of  the  back  ;  and  extreme 
deformity  may  arise  from  myositis  ossificans,  a  rare  but  easily  diagnosed  affection  in  which 
the  muscles  all  over  the  body  gradually  become  rigid  from  calcification  ;  the  patient  has 
generally  been  normal  up  to  adult  life,  and  then  becomes  the  subject  of  acute  attacks  of 
pain  in  various  muscles,  accompanied  by  local  myositic  swelling  and  some  pyrexia  ;  after 
the  local  inflammation  subsides,  calcium  salts  are  deposited  in  the  site  that  has  been  inflamed 
and  the  affected  muscle  becomes  stiff  and  hard.  Weeks  or  months  may  elapse  between 
successive  attacks  of  this  kind,  but  the  number  of  calcified  muscles  slowly  mounts  up, 
until  in  extreme  instances  the  patient  is  rigid  almost  from  head  to  foot — the  *  ossified  man.' 

The  diagnosis  of  the  cause  of  a  passive  contracture  will  obviously  depend  upon  the 
results  of  the  physical  examination  of  the  affected  part,  and  upon  the  success  with  which 
a  true  history  of  the  onset  and  course  of  the  case  can  be  elicited.  A.  J.  J  ex-Blake. 

CONVULSIONS,  or  CONVULSIVE  SEIZURES,  are  paroxysms  of  involuntary 
muscular  contractions.  They  may  be  divided  into  two  classes,  according  as  they  are  local 
or  general ;  local  convulsions  have  been  considered  under  the  heading  Contractions, 
Spasmodic  (p.  136),  and  the  following  account  deals  mainly  with  general  convulsions.  The 
general  convulsions  without  loss  of  consciousness  that  constitute  Rigors  are  described  under 
that  heading  (p.  594) ;  with  this  exception,  general  convulsions  are  almost  always  accom- 
panied by  loss  of  consciousness,  excepting  in  some  few  cases  of  partial  epilepsy  and  of 
hj-steria. 

In  most  cases  of  convulsions,  both  sides  of  the  body — face,  neck,  arms,  trunk,  and  legs — 
are  convulsed  equally.  But  it  sometimes  happens  that  though  their  cause  is  apparently 
general,  the  movements  are  unilateral,  or  much  more  marked  on  one  side  of  the  body  than 
the  other  ;  for  present  purposes  such  convulsions  may  still  be  termed  general.  Usually 
convulsions  are  clonic,  less  often  tetanic  or  tonic. 

•  Fits  '  may  be  defined  roughly  as  any  sudden  paroxysms  or  seizures  occurring  in  the 
course  of  any  disease.  In  common  usage,  however,  a  '  fit '  is  a  convulsive  fit,  or  fit  of 
convulsions,  and  if  unqualified,  the  term  usually  means  an  epileptic  fit,  but  not  always. 

Certain  clinical  features  are  common  to  almost  all  convulsive  seizures  in  which 
consciousness  is  lost.  If  the  onset  is  sudden,  as  it  usually  is,  the  patient  is  apt  to  fall  down 
and  injure  himself  unless  already  recumbent.  If  the  muscles  of  the  mouth  and  jaws  are 
involved  and  saliva  is  secreted  freely,  the  mouth  foams  ;  if  the  tongue  or  cheeks  are  bitten, 
the  foam  becomes  stained  with  blood.  Clenching  of  the  jaws  will  make  the  breathing 
laboured,  stertorous,  and  ineifectual.  If  the  muscles  of  respiration  are  greatly  affected, 
cyanosis,  with  congestion  of  the  face,  neck,  and  exposed  parts,  will  be  observed.  The 
convulsive  movements  are  typically  clonic,  limited  in  range,  purposeless,  and  accompanied 
by  more  or  less  rigidity.  If  the  rigidity  is  marked,  the  amplitude  of  the  movements  will 
be  reduced  correspondingly,  so  that  the  condition  may  even  become  one  of  stiffness  and 
tetanic  (or  so-called  tonic)  spasm.  It  is  characteristic  of  epilepsy  that  the  fit  should  consist 
of  a  brief  tetanic  stage  followed  by  a  longer  stage  of  clonus  ;  but  convulsive  attacks  of  every 
sort  may  occur  in  epilepsy,  and  either  the  tetanic  or  the  clonic  stage  may  be  absent  or  so 
brief  as  to  pass  unnoticed.  Control  over  the  organic  reflexes  of  micturition  and  defsecation 
is  often  lost,  the  bladder  and  rectum  being  emptied  involuntarily.  As  a  rule  the  reflexes 
cannot  be  obtained  while  the  convulsions  last,  and  are  lost  or  diminished  for  some  hours 
after  they  are  over,  or  are  unequal  on  the  two  sides  of  the  body.  When  the  fit  is  over  and 
the  patients  have  recovered  consciousness,  they  often  complain  of  headache  and  lassitude, 
showing  diminished  sensibility  to  all  impressions,  mental  hebetude,  and  great  sleepiness. 
Less  often,  the  patient  becomes  excited  or  terrified  after  a  fit,  or  even  maniacal,  and  he  may 
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also  exhibit  automatism  for  hours  or  even  days  ;  in  none  of  these  conditions  will  he  be 
responsible  for  his  actions.  The  duration  of  general  convulsions  is  commonly  to  be  measured 
in  seconds  or  minutes  ;  but  in  severe  cases  they  may  go  on  for  hours  if  untreated,  and  in  the 
status  epilepticus  may  last  for  days  with  only  brief  intermissions.  Prolonged  convulsions 
due  to  any  cause  may  raise  the  temperature  several  degrees  ;  when  they  are  unilateral, 
the  temperature  is  raised  more  on  the  affected  side  than  on  the  other.  Albuminuria  after 
a  fit  is  very  common,  and  may  last  for  a  day  or  two  ;  it  is  by  no  means  necessarily  evidence 
that  the  fit  was  ursemic. 

The  morbid  conditions  in  which  local  or  partial  convulsions,  and  in  rarer  instances  general 
convulsions  also,  occur  without  loss  of  consciousness,  have  been  considered  under  Contrac- 
tions, Spasmodic  (p.  136),  but  for  the  sake  of  clearness  may  be  recapitulated  : — 


Fatigue 

Nervous  exhaustion 

Habit  spasm 

Spasmodic  tic 

Myoclonus 


Hysteria 

Jacksonian  epilepsy 
Chorea  electrica  (Henoch) 
Tetany 


Tetanus 
Hydrophobia 
Strychnine  poisoning 
Malingering. 


The  convulsions  commonly  accompanied  by  loss  of  consciousness  will  be  considered 
here  under  the  following  heads  : — 

1.  General  Convulsions  of  Infants  and  Children,  seen  in  : — 

Meningitis  I        Idiocy 

Drug  poisoning  '        Rickets 

Enlarged   thymus  Epilepsy,  minor  and  major. 


Hereditary  syphilis 
Congenital  heart  disease 
Cerebral  paralysis 
Onset  of  acute  fevers 

2.  General  Convulsions  of 

Epilepsy,  minor  and  major. 

Jacksonian  epilepsy  I 

Epileptiform     convulsions — 

Uraemia  | 

Pregnancy  . 

Severe  heart  disease  ' 


Adolescents  and  Adults,  seen  in  : — 

Intracranial  growth 


Asphyxia 

Stokes- Adams'   disease 
Saturnine  encephalopathy 
Cerebral  lesions  : — 
Apoplexy 
Meningitis 


3.  Unilateral  Convulsions,   seen  in : — 


Apoplexy 
Intracranial  growth 


Meningitis 

Epilepsy,  major  and  minor 


General  paralysis 
Chronic  alcoholism 
Cerebral  syphilis 
Hysteria 
Malingering. 


Jacksonian  epilepsy 
Disseminated  sclerosis. 


General  Convulsions  of  Infants  and  Cliildren. — Among  the  commonest  of  all  con- 
vulsive seizures  are  those  occurring  in  children  of  tender  age,  known  as  infantile  convulsions. 
The  sexes  are  affected  equally  ;  about  a  third  of  the  cases  take  place  during  the  first  year 
of  life,  two-thirds  during  the  first  two  years  ;  and  they  arc  rare,  apart  from  epilepsy,  after 
the  age  of  five  or  six.  They  are  of  more  serious  import  in  infants  under  six  months  than  in 
older  children,  and  also  in  anaemic  and  weakly  infants.  In  hereditary  syphilis  convulsions 
often  prove  fatal  during  the  first  week  of  life.  For  the  rest,  in  about  half  the  patients  rickets 
is  the  predisposing  cause  ;  in  many  of  the  others  some  local  irritation,  such  as  inflammation 
of  the  gums  in  dentition,  diseases  of  the  nose  or  ears,  the  presence  of  irritating  food  or  worms 
in  the  intestine,  renal  or  vesical  calculus,  or  phimosis,  can  be  found ;  while  convulsions  at 
the  onset  of  acute  infectious  diseases,  such  as  scarlet  fever,  pneumonia,  measles,  whooping- 
cough,  or  during  their  course^and  in  nephritis,  are  not  infrequent.  Overdosing  with  drugs 
— strychnine,  atropine,  santonin,  morphia — or  with  alcohol,  may  bring  on  convulsions. 
Fright  and  over-strung  emotions  are  included  among  the  causes  of  infantile  convulsions  ; 
how  far  inheritance,  the  neurotic  or  neuropathic  taint,  is  responsible  for  them  is  uncertain. 
They  occur  in  children  with  enlargement  of  the  thymus  gland,  the  so-called  status  lymphaticus, 
and  in  these  not  infrequently  a  fit  has  a  fatal  issue.  Finally,  it  must  be  remembered  that 
in  any  child  there  may  be  early  evidence  of  epilepsy,  or  of  organic  disease  of  the  brain.  Their 
diagnosis  demands  a  very  careful  examination  of  the  child,  and  also  of  its  diet  and  the 
hygiene  of  its  daily  life.  They  may  be  due  to  congenital  heart  disease,  when  there  will  be 
enlargement  of  the  heart,  a  cardiac  murmur  or  murmurs,  and  some  degree  of  cyanosis.  In 
children  with  organic  disease  of  the  brain  (porencephalus,  congenital  or  acquired  cerebral 
paralysis,  spastic  paraplegia,  etc.)  there  will  be  paralysis,  spasm,  and  muscular  atrophy,  and 
probably  mental  defect.  If  the  convulsions  are  due  to  the  onset  of  some  acute  infectious 
disorder,  they  will  come  on  suddenly  in  a  child  previously  well,  and  will  be  accompanied  by 
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high  fever  and  followed  by  the  characteristic  rash.  Similar  convulsions  and  fever  may 
occur  in  meningitis,  usually  towards  the  end  of  the  disease.  They  are  not  rare  in  whooping- 
cough,  particularly  in  rachitic  infants,  being  precipitated  by  the  asphyxia  resulting  from 
the  whooping,  and  not  rarely  causing  death.  The  diagnosis  of  fits  due  to  drugs  or  alcohol, 
taken  either  by  the  child,  or  by  the  mother  if  the  child  is  being  suckled,  will  depend  upon 
obtaining  an  adequate  history  of  the  case.  In  what  way  enlargement  of  the  thymus  brings 
about  convulsions  is  not  known ;  the  condition  is  fortunately  rare,  and  is  hardly  ever 
diagnosed  during  life.  The  fits  occurring  in  hydrocephalus  and  the  various  degrees  of  mental 
defect  need  only  be  mentioned. 

It  is  to  rickets  that  one  must  look  for  the  explanation  of  most  convulsions  occurring 
between  the  ages  of  three  months  and  four  or  five  years.  The  nervous  system  is  unstable 
in  all  young  children,  the  power  of  cerebral  inhibition  not  being  acquired  for  several  years. 
In  rickets  this  instability  is  much  increased,  and  finds  expression  in  irritability,  fits  of 
screaming,  restlessness,  inability  to  sleep  well  at  night,  and  in  the  more  serious  troubles  of 
tetany,  lar>nigismus  stridulus,  and  convulsions.  Any  child  with  fits  should  be  scrutinized 
for  evidence  of  rickets — exaggerated  curvatures  in  the  long  bones,  the  rickety  rosary,  a 
Harrison^s  sulcus  on  the  sides  of  the  chest,  the  large  and  bulging  rickety  head,  thinness  of 
the  hair  on  the  back  of  the  head  (due  to  head-rolling),  a  tumid  and  flaccid  abdomen,  lateness 
in  the  closure  of  the  anterior  fontanel le,  and  general  muscular  debility.  Enquiry  should  be 
made  for  other  symptoms  common  in  rickets  that  will  come  under  the  observation  of  the 
mother  or  nurse — tenderness  of  the  bones  and  skull  on  handling  and  washing,  head-rolling 
due  to  tenderness  of  the  skull,  much  sweating  about  the  head  in  sleep,  broken  slumber, 
proneness  to  gastro-intestinal  upsets,  constipation  and  mucous  stools  or  constipation 
alternating  with  diarrhcea,  unusual  liability  to  coryza  and  bronchitis  (or  '  catching  cold  '). 
The  feeding  and  hygiene  of  the  child  must  be  gone  into  :  in  low  life,  rickets  is  mainly  due  to 
deficiency  of  fat  and  protein  in  the  diet,  with  excess  of  carbohydrate  food,  whereas  in  high 
life  the  diet  is  more  likely  to  err  by  lack  of  freshness  due  to  too  careful  sterilization  or  to  the 
use  of  patent  foods  ;  rickety  children  all  suffer  from  want  of  enough  exposure  to  fresh  air 
and  sunshine.  But  if  rickets  is  the  main  predisposing  cause  of  infantile  convulsions,  it  must 
be  remembered  that  they  are  actually  brought  on  by  some  secondary  exciting  cause,  such 
as  a  gastro-intestinal  disturbance  with  diarrhoea  or  vomiting,  or  reflex  irritation  of  any  sort. 
Whether  dentition  is  in  itself  enough  to  account  for  convulsions  is  extremely  doubtful, 
although  that  '  teething-fits  '  do  occur  is  one  of  the  things  that  every  woman  knows. 

Epilepsy  is  one  of  the  last  causes  of  infantile  convulsions  that  should  be  thought  of, 
except  when  the  fits  occur  for  the  first  time  in  tolerably  healthy  children  more  than  three 
or  four  years  old.  A  bad  family  history  of  fits  or  of  insanity  would  make  epilepsy  more 
probable  ;  so  would  the  occurrence  of  an  aura  before  the  fit,  and  the  division  of  the  fit  into 
a  tonic  and  a  clonic  stage,  with  biting  of  the  tongue  or  cheeks.  The  repetition  of  fits  for 
which  there  is  no  local  or  general  cause,  such  as  those  described  above,  would  be  in  favour  of 
epilepsy,  particularly  if  the  sequence  extended  over  a  long  period  of  time.  But  one  fit 
undoubtedly  facilitates  the  occurrence  of  another  soon  afterwards,  so  that  the  recurrence 
of  convulsions  for  a  few  days  or  weeks  in  a  rickety  child  is  not  enough  to  justify  the 
diagnosis  of  epilepsy. 

General  Convulsions  of  Adolescents  and  Adults. — ^The  convulsions  of  epilepsy, 
including  both  the  major  and  the  minor  forms,  are  very  variable  in  extent  and  duration. 
In  the  minor  degrees,  or  petit  mal,  there  is  usually  brief  tonic  or  tetanic  spasm,  with  loss  of 
consciousness,  but  without  clonus  or  convulsions.  In  severer  cases  this  is  known  as  tetanoid 
epilepsy,  a  tetanic  spasm  convulsing  the  patient  for  some  seconds,  or  even  for  a  minute  or 
two,  with  great  risk  of  death  by  asphyxia.  In  partial  epilepsy  the  convulsions  are  confined 
to  part  of  the  body — the  face,  perhaps,  or  the  arms  and  face.  Midway  between  minor  and 
major  epilepsy  Gowers  places  "  epilepsia  media,  in  which  there  is  muscular  spasm  of  tonic 
character,  without  the  clonic  spasm  which  follows  when  the  tonic  spasm  is  more  severe." 
In  major  epilepsy  the  typical  picture  is  as  follows  :  after  experiencing  an  aura  or  warning  of 
some  sort  for  a  few  seconds,  the  patient  is  seized  with  a  general  tetanic  spasm,  cries  out,  and 
falls  to  the  ground,  this  tetanic  or  tonic  stage  lasting  for  from  five  to  thirty  seconds.  This 
then  gives  place  to  the  clonic  stage,  or  convulsions,  with  foaming  at  the  mouth,  and  clonic 
jactitations  that  are  often  unequal  on  the  two  sides  of  the  body.  After  a  few  minutes  the 
clonus  dies  away  and  the  patient  is  left  comatose  or  stupefied,  with  a  headache  that  is  slept 
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off  in  the  course  of  the  next  few  hours.  Consciousness  is  always  lost  in  true  epilepsy  ;  the 
extent  and  duration  of  the  convulsions,  however,  are  highly  variable.  The  fits  of  Jacksonian 
epilepsy  are  rarely  generalized  ;  the  condition  is  considered  below.  In  true  epilepsy  there 
is  no  known  organic  lesion  of  the  brain  ;  the  loss  of  consciousness  and  the  convulsions  are  due 
to  some  unknown  functional  disturbance  of  its  action  ;  but  apparently  identical  fits  may 
occur  in  the  course  of  a  number  of  diseases  in  which  organic  lesions  are  present  either  in  the 
brain  or  elsewhere,  and  to  these  the  name  epileptiform  convulsions  is  given.  They  are  seen 
most  often  in  urcemia,  in  which  the  kidneys  are  severely  diseased  and  toxaemia  results  ;  the 
patient  exhibits  the  characteristic  picture  of  advanced  renal  disease,  with  headache,  high 
blood-pressure,  hypertrophied  heart,  albuminuria,  probably  retinal  changes,  and  ansemia ; 
or  may  have  a  stricture  of  the  urethra  or  an  enlarged  prostate  with  secondary  ascending 
nephritis  ;  or  may  be  the  subject  of  renal  tuberculosis  perhaps.  It  must  not  be  forgotten 
that  transient  albuminuria  is  commonly  present  after  fits  due  to  any  cause  whatever.  In 
the  intervals  between  uraemic  convulsions  the  patient  may  remain  unconscious. 

The  convulsions  occurring  in  connection  with  pregnancy  are  known  as  eclamptic  fits, 
the  condition  as  eclampsia.  The  majority  of  such  convulsions  come  on  before  labour,  some 
during  labour,  and  15  or  20  per  cent  during  the  first  week  after  parturition  ;  any  fits  occurring 
after  this  are  probably  due  to  some  cause — uraemia,  for  example — other  than  pregnancy  or 
parturition.  In  many  cases  the  fits  occur  suddenly  and  without  any  warning,  or  after  no 
more  than  a  brief  period  of  headache  or  restlessness,  or  after  vomiting.  Eclampsia  appears 
to  be  an  auto-intoxication  accompanied  by  a  profound  disturbance  of  the  protein 
metabolism  ;  its  primary  cause  is  in  the  placenta.  Its  diagnosis  can  rarely  be  diificult. 
There  is  nearly  always  albuminuria,  and  some  observers  regard  puerperal  eclampsia  as  one 
variety  of  uraemia. 

Epileptiform  convulsions  may  occur  in  severe  heart  or  lung  disease,  and,  indeed,  in  the 
terminal  stages  of  many  disorders,  due  in  part  to  asphyxia,  in  part  to  toxaemia.  Like 
certain  obstinate  infantile  convulsions,  they  may  often  be  stopped  by  the  administration 
of  oxygen. 

In  Stokes-Adams^  disease  (p.  83),  epileptiform  or  apoplectiform  convulsive  seizures 
occur  from  time  to  time,  no  doubt  due  to  the  asphyxia  and  cerebral  anaemia  resulting  from 
temporary  cessation  of  the  heart's  action.  The  radial  pulse  is  habitually  slow  in  this 
disorder,  but  becomes  suddenly  slower  at  the  time  of  the  '  attacks,'  beating  perhaps  forty 
or  thirty  or  even  only  twenty  times  to  the  minute  ;  the  cardiac  auricles,  on  the  other  hand, 
beat  at  the  normal  rate.  The  patients  are  usually  arteriosclerotic  people  in  the  second 
half  of  life  ;  if  they  are  seen  in  their  convulsions,  the  diagnosis  of  ai)oplexy  will  probably 
be  made,  only  to  be  corrected  later  when  it  is  found  that  the  attack  leaves  no  paralysis  or 
paresis  behind  it,  that  similar  seizures  have  occurred  before,  and  that  the  pulse  becomes 
excessively  slow  during  the  seizures. 

General  convulsions  due  to  direct  irritation  or  disease  of  the  brain  may  occur  in  a 
large  number  of  cerebral  lesions,  unilateral  or  bilateral,  most  commonly  in  the  latter.  In 
most  of  these  there  will  be  other  signs  or  symptoms  of  disease,  especially  optic  neuritis, 
that  should  suffice  to  clear  up  the  diagnosis.  Such  convulsions  may  be  seen  in  meningeal, 
subdural,  or  arachnoid  haemorrhage  ;  in  meningitis  due  to  the  B.  tuberculosis,  Weichselbaum's 
meningococcus,  or  other  microbes  ;  in  cerebritis  ;  in  congenital  anomalies  of  the  brain  such  as 
porencephalus,  hydrocephalus,  and  the  abnormalities  met  with  in  idiots  and  mentally  defective 
children  generally  ;  and  in  cerebral  or  cerebellar  abscess,  tumour,  or  aneurysm,  when  sufficient 
growth  has  taken  place  to  raise  the  intracranial  pressure  generally.  In  another  group  may 
be  placed  those  cases  in  which  extensive  degenerative  changes  have  taken  place  in  the  brain  ; 
fits  are  common  in  the  second  and  third  stages  of  general  paralysis  of  the  insane,  when  other 
signs,  such  as  defective  memory  and  judgement,  grandiose  ideas,  inecjuality  or  reflex  hn- 
mobility  of  the  pupils,  blurred  speech,  tremors  of  the  tongue  and  face,  loss  or  exaggeration 
of  the  deep  reflexes,  and  muscular  weakness  may  be  looked  for  ;  in  the  insanity  of  chronic 
alcoholism,  with  its  tremors  and  inco-ordination,  its  marked  sensory  perversions,- and  its 
paramnesia  or  illusions  of  memory  ;  and  in  cerebral  syphilis,  where  the  lesions  may  be  either 
vascular,  gummatous,  meningeal,  diffuse,  or  a  combination  of  any  or  all  of  these,  and  the 
main  symptoms  are  headache,  insonmia,  attacks  of  aphasia  and  hemiplegic  or  epileptiform 
convulsions,  paralysis  of  cranial  nerves,  and  in  addition  dementia  in  the  diffuse  cases. 
Chronic  plumbism  may  produce  cerebral  symptoms  of  the  most  varied  kind  (saturnine 
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encephalopathy),  from  simple  headache  to  acute  mania,  and  amongst  the  phenomena, 
convulsions  of  epileptiform  type  may  be  prominent.  The  diagnosis  is  based  upon  the 
history,  the  occupation,  the  other  symptoms  of  lead  poisoning  (p.  34),  and  perhaps  upon 
the  discovery  of  lead  salts  in  the  urine. 

Lastly  must  be  mentioned  the  general  convulsions  of  the  hysterical  and  of  malingerers. 
In  hysteria,  the  fits  are  noisy  and  protracted  performances,  the  movements  more  or  less 
purposive  and  quite  unlike  clonus  ;  the  patient  becomes  red  in  the  face  rather  than  blue 
or  white  ;  consciousness  is  not  lost,  attempts  to  open  the  eyes  are  resisted,  pressure  into 
the  supra-orbital  notch  causes  withdrawal  of  the  head,  the  sufferer's  hand  is  withdrawn 
if  pressure  is  made  between  a  nail  and  its  matrix  ;  the  sphincters  are  not  relaxed,  and  the 
tongue  or  cheeks  are  rarely  bitten.  The  convulsions  are  brought  on  by  some  emotional 
upset,  and  tend  to  cease  when  unsympathetieally  received.  The  malingerer  may  display  no 
little  art  and  skill  in  his  convulsions,  which  are  modelled  on  those  of  epilepsy  ;  here  again 
the  sufferer  is  red  in  the  face  rather  than  blue,  although  he  may  breathe  stertorously,  and, 
with  the  help  of  a  little  soap,  foam  at  the  mouth  ;  consciousness  is  not  lost,  the  corneal  reflex 
is  present,  the  head  and  hand  are  withdrawn  from  painful  impressions  ;  the  sphincters  are 
not  relaxed  ;  perspiration  is  usual  ;  it  is  said  that  in  epilepsy,  if  the  hands  are  clenched,  the 
thumb  is  buried  in  the  palm,  whereas  the  malingerer  clenches  it  outside  the  fingers  ;  on  the 
detection  of  its  character,  the  simulated  fit  ends  as  suddenly  as  it  began. 

Unilateral  Convulsions. — ^The  convulsions  in  apoplexy  are  habitually  limited  to  one 
side  of  the  body.  The  onset  of  apoplexy,  more  often  gradual  than  sudden,  is  generally 
preceded  by  headache,  dizziness,  and  tingling  or  weakness  in  some  part  of  the  body  ;  and 
it  is  more  marked  in  cerebral  haemorrhage  than  in  embolism  or  thrombosis.  The  loss  of 
consciousness  comes  on  earlier  and  persists  longer  in  cerebral  haemorrhage  than  in  the  other 
two  conditions.  When  the  convulsions  are  prominent  the  case  is  described  as  one  of  epilepti- 
form apoplexy.  Cerebral  hcemorrhage  is  commoner  in  middle-life,  in  persons  with  high 
blood-pressure  and  hypertrophied  hearts,  and  in  the  subjects  of  arteriosclerosis  ;  cerebral 
embolism  is  associated  with  endocarditis  or  intracardiac  thrombosis,  and  occurs  oftenest 
in  young  patients  with  heart  disease  ;  cerebral  thrombosis  is  seen  in  syphilitic  patients,  and 
in  those  with  vascular  disease,  and  is  characteristically  of  slow  onset  after  premonitory 
warnings. 

In  cerebral  abscess  and  cerebral  tumour  convulsions  are  not  very  common,  and  usually 
appear  only  after  the  diagnosis  has  been  made  clear  by  the  occurrence  of  such  cardinal 
syniptoms,as-headache,  vomiting  on  change  of  position,  optic  neuritis  (choked  disc),  and 
localizing  signs  pointing  to  intracranial^  tu^nour^ ; '  but  it  may  happen  that^  an  epileptiform 
fit  with  unilateral  or  bilateral  convulsions  is  the  first  sign  that  anything  is  wrong,  or  at  any 
rate  the  first  thing  that  makes  the  patient  consult  a  medical  man.  The  headache  that 
follows  a  convulsive  seizure  is  likely  to  be  very  severe  and  prolonged.  Of  the  two,  cerebral 
abscess  is  the  more  likely  in  patients  with  chronic  suppurative  disease  of  the  ear  or  nose,  or 
of  the  facial  and  frontal  sinuses.  Meningitis — especially  tuberculous  meningitis  in  its  later 
stages — often  exhibits  unilateral  or  bilateral  convulsions,  squint  and  other  local  paralyses, 
more  or  less  coma  or  mental  apathy,  gastro-intestinal  symptoms,  Cheyne-Stokes  breath- 
ing, and  irregularity  of  the  pulse-rate  and  temperature  ;  lumbar  puncture  and  examination 
of  the  cerebrospinal  fluid  (p.  304)  may  be  required  in  establishing  the  diagnosis  and  in 
distinguishing  between  the  tuberculous,  the  suppurative,  and  the  epidemic  cerebrospinal — 
*  spotted  fever  ' — forms. 

The  unilateral  convulsions  of  Jacksonian  epilepsy  are  rarely  difficult  to  diagnose.  The 
patient  usually  gives  a  history  of  head  injury,  and  often  a  cranial  scar  or  irregularity  is  to 
be  found.  There  is  no  loss  of  consciousness  during  the  attack,  except  in  very  severe 
and  inveterate  cases  ;  usually  only  one  limb  is  involved,  and  an  aura  of  some  sort  usually 
precedes  the  convulsions,  which  exhibit  a  characteristic  '  spread  ' — beginning  in  a  single 
muscle  or  group  of  muscles,  and  spreading  thence  to  the  muscles  whose  cortical  areas  of 
representation  adjoin  that  of  the  muscle  first  involved.  In  Jacksonian  epilepsy  there  is 
almost  always  an  irritative  lesion  of  the  motor  cortex  or  its  immediate  vicinity,  due  to 
trauma,  syphilitic  meningitis,  or  new  growth  ;  paresis  or  paralysis  of  the  affected  muscles 
follows  the  convulsions,  and  in  the  course  of  time  becomes  marked.  The  *  spread ' 
is  frequently  characteristic  ;  if  the  face  is  involved  first,  the  arm  follows,  and  then  the 
leg  ;   if  the  hand  is  attacked  first,  the  convulsions  spread  up  the  arm,  then  to  the  face,  last 
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to  the  leg.  In  the  severer  cases,  where  the  whole  side  of  the  patient  is  convulsed,  con- 
sciousness is  lost,  and  then  the  convulsions  may  become  bilateral. 

Unilateral  convulsions  do  not  occur  often  in  epilepsy  or  infantile  convulsions,  or  epilepii- 
form  convulsions,  and  when  they  do  there  is  a  danger  lest  the  diagnosis  of  apoplexy  or  some 
focal  organic  lesion  of  the  brain  be  made.  There  is  nothing  in  the  character  or  distribution 
of  the  coi^vulsions  in  these  cases  to  enable  a  diagnosis  to  be  made,  and  it  is  only  after  they 
are  over,  and  it  is  found  that  no  evidence  of  organic  cerebral  mischief  is  left  behind,  that 
their  functional  nature  can  be  established.  They  are  not  followed  by  any  permanent 
paresis,  paralysis,  or  atrophy  of  the  muscles  on  the  affected  side.  It  must  be  remembered 
that  unilateral  convulsions,  the  so-called  '  apoplectiform '  convulsions,  may  occur  excep- 
tionally in  some  of  the  conditions  detailed  under  Group  2. 

In  disseminated  sclerosis,  hemiplegic  apoplectiform  attacks  like  those  seen  in  general 
paralysis  are  not  rare,  often  accompanied  by  aphasia.  These  attacks  are  both  transient  and 
recurrent.  The  patients  are  likely  to  exhibit  other  evidences  of  disseminated  sclerosis — 
a  childish  and  optimistic  mental  attitude,  optic  atrophy,  nystagmus,  impaired  articulation, 
intention  tremor,  undue  muscular  fatigability  ;  the  deep  reflexes  are  commonly  increased, 
Babinski^s  extensor  plantar  reflex  is  present,  sensation  is  but  little  affected,  and  control 
over  the  sphincters  is  rarely  lost  until  late  in  the  disease.  A.  J.  Jex-Blakc. 

CORNEA,  ULCERATION  OF.— (See  Ulceration  of  the  Cornea,  p.  733.) 

CORYZA.— (See  Discharge,  Nasal,  p.  178.) 

COUGH. — Cough  is  a  signal  that  something  is  irritating  a  branch  of  the  vagus  nerve 
or  the  cough  centre,  and  is,  in  fact,  nature's  effort — often  ill  directed — to  remove  that 
something.  Hence,  to  diagnose  the  cause  of  a  cough  it  is  necessary  to  know  the  branches 
of  the  vagus  ;   they  are  as  follows  : — 

(1)  A  small  meningeal  branch,  of  no  interest  as  causing  cough,  though  it  may  possibly 
account  for  vomiting  in  meningitis  ;  (2)  Arnold's  branch  to  the  ear — a  cause  of  cough, 
though  a  rare  one,  due  to  affections  (wax,  eczema,  etc.)  of  the  external  ear  ;  (3)  Phaiyngeal 
branch — ^a  frequent  source  of  cough  ;  (4)  Superior  laryngeal  branch — sensory  to  base  of 
tongue,  larynx,  etc.,  the  most  frequent  source  of  cough,  with  or  without  visible  changes  ; 
(5)  Inferior  laryngeal  branch — motor  for  action  of  coughing,  not  a  cause  of  cough,  but  of 
inefficiency  and  other  peculiarities  in  the  act  of  coughing  ;  (6)  Cardiac  branches — indirect 
causes  through  circulatory  failure  ;  (7)  Pulmonary  branches — concerned  in  the  cough  of 
gross  pulmonary  or  pleural  disease  ;  (8)  and  (9)  (Esophageal  and  pericardial  branches — 
possible  but  most  rare  causes  ;  (10)  Gastric  branches — occasionally  dyspepsia  causes  a 
cough. 

The  irritants  to  which  the  surfaces  of  the  distribution  of  these  nerves  are  exposed  may 
be  classified  into  :  (1)  Foreign  bodies,  e.g.,  dust,  food,  tobacco  smoke,  etc.  ;  (2)  Excess 
of  natural  secretion  ;  (3)  Pressure  and  inflammation  ;  (4)  Acute  or  chronic  simple  debility 
or  increased  irritability,  e.g.,  after  influenza,  etc. 

In  dealing  with  the  treatment,  there  is  no  better  division  of  coughs  than  into  those 
which  are  helpful  and  those  which  are  not,  and  the  same  division  is  most  useful  in  arriving 
at  a  diagnosis  of  the  cause  of  a  cough,  for  if  the  cough  succeeds  in  its  object — the  removal 
of  the  offending  material — ^we  can  see,  or  at  least  enquire  about,  its  nature,  and  this  will 
at  once  give  a  strong  clue  to  the  locality  of  the  irritable  point,  and  very  possibly  also  to 
the  morbid  process  going  on.  Hence  the  first  questions  to  ask  a  patient  with  a  cough  are  : 
**  Do  you  bring  anything  up  ?  "     *'  What  do  you  bring  up  ?  " 

Cough  without  Expectoratioii.^If  the  answer  to  the  first  question  be,  ''  No,  the 
cough  is  just  a  troublesome  dry  cough,  with  no  expectoration  at  all,"  we  at  once  begin  to 
think  of  the  purely  reflex  coughs  produced  by  an  irritant  which  the  cough  itself  is  powerless 
to  remove,  and  though  we  may  often  make  a  short  cut  to  a  diagnosis  by  other  means  of 
investigation,  or  observation  of  the  general  condition,  the  following  routine  should  be 
followed  if  no  prominent  clue  offers  itself : — 

1.  Examine  the  external  ear  for  wax,  eczema,  etc.,  although  this  is  a  comparatively 
rare  cause  of  cough,  except  in  the  special  experience  of  aurists. 

2.  Enquire  whether  any  ordinary  irritant,  such  &s  tobacco  smoke,  etc.,  brings  it  on  ; 
this,  of  course,  at  once  raises  the  suspicion  that  the  nasopharynx  or  larynx  is  unduly 
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sensitive,  and  should  lead  to  a  careful  examination  of  the  region,  whereupon  a  cause  may 
be  detected  at  once,  such  as  chronic  inflammation  of  any  sort,  or  a  long  pendulous  uvula, 
somewhat  oedematous,  or  showing  other  signs  of  acute  inflammation.  Conditions  of  undue 
irritability  without  anything  to  see  occur  after  influenza  or  whooping-cough,  and  indeed 
remain  long  after  the  acute  trouble  has  passed  away  from  the  regions  ;  therefore  enquiry 
must  be  made  for  some  such  illness.  Such  a  cough  is  often  seen  when  convalescents  go 
into  a  cold  bedroom,  or  get  into  cold  sheets  at  night. 

3.  Ask  the  patient  to  cough  voluntarily  ;  the  curious  barking  or  rough  cough  of 
laryngitis  and  of  pressure  on  the  trachea  from  aneurysm  or  growth,  also  the  very  striking 
cough  of  paralysis  of  the  vocal  cords,  at  once  betray  themselves  :  there  is  no  mistaking 
them  when  they  have  been  once  or  twice  heard  in  a  hospital  ward  ;  the  same  remark  applies 
to  the  cough  of  whooping-cough. 

4.  Examine  the  chest  carefully  for  heart  disease  or  early  phthisis  ;  the  cough  of  both 
these  conditions  is  commonly  dry  ;  so  too  is  the  cough  of  the  early  hours  of  an  oncoming 
bronchitis  or  pneumonia,  but  these  can  scarcely 

fail  to  give  other  indications.  Children  often 
suffer  from  very  troublesome  dry  cough,  some- 
times persisting  for  months,  as  the  lesult  of 
reflex  irritation  from  caseous  or  inflamed  bron- 
chial glands  ;  the  latter  may  be  impossible  of 
diagnosis  from  physical  signs,  but  they  can 
often  be  seen  very  clearly  with  the  a7-rays 
{Fig.  61). 

5.  If  no  cause  reveals  itself  by  now,  the 
stomach  must  be  thought  of,  and  its  functional 
and  physical  conditions  enquired  into  and 
examined,  and  only  after  negative  results  from 
all  these  enquiries  and  procedures  may  we  think 
of  a  simple  hysterical  cough. 

Cough  with  Expectoration. — Expectoration 
generally  makes  the  task  of  diagnosis  much 
easier,  and  from  the  simple  inspection  of  a 
spittoon  it  is  frequently  possible  to  make  an 
almost  complete  diagnosis  of  a  case  :  the  very 
sticky  sputum  of  any  acute  inflammation  in  its 
early  stages,  the  rusty  sputum  of  pneumonia, 
the  stink  of  abscess  or  gangrene  of  the  lung  and 
of  bronchiectasis,  the  nummulation  of  phthisical 
sputa,  the  frothy  sputum  of  bronchitis,  are  very 

COmmonlv     quite      typical      and     Unmistakeable.  /'tV/.  61.— Skiatrram  showi.itr  a  larere  caseous  t?hind  in 

.,--_-*,,  *-  _  .  .  -  a  child,  faiism^'  couu'h   persisting   for  montlis  wiiiiout 

Small   blood-clots  make  us  apprehensive  of  earlV        expect 3f>ition,    and    tlimcult    to    relieve  bv  medicines. 

—but  well-marked— phthisis,  or  of  phar>^ngeal       "•  "^"^^'  s.  ^^^^^  in  stomach  :  cg.  (aseous  gland. 
conditions,    or    of    mitral    stenosis ;    streaks  of 

blood  point  to  acute  laryngitis  or  bronchitis  ;  profuse  haemoptysis  almost  diagnoses  acute 
phthisis  in  the  absence  of  signs  of  an  aneurysm  or  growth.  Pus  is  a  factor  common  to 
all  inflammations  of  mucous  membranes,  and  therefore  in  itself  is  of  but  little  diagnostic 
value,  though  its  quantity,  colour,  and  odour  may  be  very  suggestive  of  abscess  or 
excavation,  or  of  an  hepatic  abscess  ruptured  into  the  lung,  of  gangrene,  or  stinking 
empyema.  With  hepatic  abscess  the  sputum  sometimes  has  an  almost  pathognomonic 
anchovy-sauce  appearance. 

In  any  case  of  cough  with  sputum  it  is  wise  to  have  a  microscopical  examination  of 
the  latter,  particularly  for  tubercle  bacilli. 

The  Age  of  the  Patient. — In  babies  and  quite  young  children  most  of  the  more  unusual 
causes  of  cough  can  be  excluded  at  once  on  the  mere  fact  of  age,  but  the  presence  of  a 
foreign  body  in  the  larynx  is  one  of  the  unusual  ones  to  be  remembered,  esi)ecially  if  the 
cough  has  come  on  suddenly  in  the  midst  of  health.  Bronchitis,  bronchopneumonia,  tubercle, 
pneumonia,  whooping-cough,  and  diphtheria,  arc  far  and  away  the  most  common  causes 
in  these  young  subjects,  and  owing  to  the  absence  of  expectoration  they  do  not  reveal  their 


Digitized  by 


Google 


150  COUGH 

presence  Mwitiiout  careful  examination  of  the  chest  and  throat.  From  infancy  to  middle 
life^th&iAgc  of  the  patient  gives  bat  Httle  assistance  in  determining  the  diagnosis  ;  but 
^^^tit  I  middle  age  chronic  bronchial  troubles,  quiet  pleurises,  growths,  aneurysms,  etc., 
become  increasingly  obtrusive,  giving  rise  to  a  persistent  cough,  and  only  careful  routine 
examination  of  the  chest  will  reveal  their  presence. 

How  long  have  you  had  the  cough  ?  Much  information  may  be  derived  from  the  answer 
to  this  question,  for  a  cough  that  has  only  lasted  a  few  days,  but  in  that  time  has  become 
sufficiently  severe  to  cause  the  patient  to  seek  advice,  is  practically  certain  to  belong  to 
the  group  caused  by  acute  trouble,  easily  detectable  when  the  chest  is  examined  carefully  ; 
whereas,  on  the  contrary,  a  cough  that  has  lasted  some  months,  and  yet  seems  to  the  patient 
uncertain  in  its  causation,  is  very  likely  to  be  due  to  some  of  the  obscurer  conditions, 
pressures  of  aneurysms  or  glands,  etc.,  which  need  care  to  discover.  The  a?-rays  are  valuable 
in  detecting  thoracic  aneurysms  and  new  growths,  and  they  are  also  of  service  in  demon- 
strating phthisical  and  other  lesions  in  many  cases  ;  skiagraphic  evidence  must  never  be 
relied  upon  by  itself,  however  ;  it  should  always  be  interpreted  in  terms  of  the  other  clinical 
data  and  physical  signs.  In  an  obscure  case,  however,  ar-ray  screen  observation  should 
not  be  omitted,  as  it  will  now  and  again  be  the  only  means  of  clearing  up  the  diagnosis. 

When  does  the  cough  come  on?  A  cough  in  the  morning  only  is  suggestive  of  bronchial 
catarrh  with  accumulation  of  secretion  during  sleep.  A  cough  on  getting  into  bed  suggests 
laryngeal  irritability  or  a  long  pendulous  uvula  ;  but  one  that  wakes  the  patient  after  he 
has  gone  to  sleep  makes  one  apprehensive  of  phthisis  in  the  absence  of  other  indications 
of  obvious  acute  chest  changes.  A  cough  on  exertion  suggests  heart  weakness,  and  in 
determining  the  presence  of  this,  the  finest  discrimination  is  required  in  auscultation,  for 
these  are  typically  the  cases  of  morbus  cordis  without  a  bruit  in  which  frequency  of  rhythm 
and  gt)od  differentiation  of  the  first  and  second  sounds  are  all  important  for  a  diagnosis. 
Shortness  of  breath  will  generally  be  a  marked  symptom  associated  with  the  cough  in  these 
cases  (see  Breath,  Shortness  of,  p.  87). 

Has  the  voice  altered  since  the  cough  appeared  ?  Laryngeal  inflammations  or  paralysis 
of  a  vocal  cord  are  suggested  by  an  affirmative  answer,  and  the  larynx  must  be  examined 
carefully,  the  more  carefully  the  more  nearly  the  patient  is  approaching  to  the  period  of 
life  when  growths  are  more  common. 

Cough  and  Vomiting, — These  two  complaints  are  not  infrequently  made  together 
by  patients,  and  there  is  a  very  useful  but  often  forgotten  question  to  put,  viz.,  •'  Are  you 
sick  independently  of  the  cough  ?  or  do  you  cough  till  you  are  sick  ?  Yes  to  the  first  sug- 
gests stomach  trouble  ;   yes  to  the  second  suggests  bronchial  trouble  or  whooping-cough. 

Fred.  J.  Smith, 

CRACKLING,  EGG-SHELL.— This  is  a  condition  closely  allied  to  Crepitis  (p.  152) ; 
if  subcutaneous  emphysema,  arthritis,  and  tenosynovitis  can  be  excluded,  it  is  nearly  always 
a  symptom  either  of  osteosarcoma,  if  it  occurs  in  connection  with  a  long  bone,  or  of  hydro- 
cephalus or  craniotabes  in  the  case  of  the  occipital  or  other  cranial  bones.  The  .r-rays 
may  assist  the  diagnosis  (p.  673)  ;  if  there  is  a  tumour  connected  with  the  end  of  a  long 
bone  which  exhibits  egg-shell  crackling  with  or  without  pulsation,  it  is  almost  certainly 
an  osteosarcoma.  Herbert  French, 

CRAMPS  are  involuntary  tetanic  muscular  contractions  accompanied  by  sharp  pain 
in  the  voluntary  muscles  involved.  Temporary  paralysis  of  movement,  partial  or  com- 
plete, is  often  associated  with  cramp.  Similar  painful  spasms  of  the  involuntary^  muscles 
are  referred  to  as  colic.  In  most  instances,  cramps  result  from  over-exertion  of  the  affected 
muscles.  The  cramp  comes  on  at  once,  or  after  a  short  delay,  or  when  the  attempt  is  next 
made  to  use  the  muscles  involved.  The  most  striking  example  of  this  is  sivimTner's  cramp  ; 
in  this  the  victim  is  overtaken  suddenly  by  painful  spasm  and  paralysis  of  the  muscles  of 
the  leg  or  legs,  or  of  the  legs  and  arms  ;  he  is  likely  to  drown  unless  help  is  speedily  forth- 
coming. Similar  but  less  extensive  cramps  are  not  rarely  experienced  by  persons  taking 
part  in  the  more  violent  of  outdoor  games — football,  hockey,  lacrosse,  etc.  ;  some  par- 
ticularly sudden  or  violent  effort  may  be  followed  by  cramp  in  the  thigh-  or  calf-muscles. 
Similar  cramps  of  the  legs  are  familiar  to  rowing  men  and  ballet-dancers.  Certain  people 
have  a  great  proclivity  to  cramp  during  the  night,  and  it  seems  to  return  with  less  and 
less  provocation  the  more  often  it  is  experienced.     Stokers  and  iron-founders  who  do  heavy 
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bodily  work  in  much  overheated  atmosphere  are  hable  to  heat  cramps,  severely  painful 
spasms  in  the  muscles  of  the  limbs  and  abdomen,  in  attacks  lasting  for  many  hours  and 
followed  by  great  weakness.  The  diagnosis  of  cramps  due  to  over-exertion,  directly 
associated  as  they  are  with  a  definite  history  of  muscular  strain,  should  not  be  difficult. 
They  rarely  become  so  severe  as  to  prevent  their  victims  from  continuing  to  take  part  in 
the  occupations  that  provoke  their  occurrence. 

It  is  quite  otherwise,  however,  with  patients  who  are  afflicted  with  the  so-called 
professional  cramps  or  occupation  neuroses  that  result  from  chronic  strain  and  over-use 
of  certain  groups  of  muscles.  They  occur  in  such  persons  as  writers,  typists,  telegraph 
operators,  compositors,  painters,  tailors,  seamstresses,  dairymaids  (from  milking  cows), 
pianists,  flute-players,  violinists,  'cellists,  drummers,  blacksmiths,  file-makers,  cigarette- 
rollers,  and  so  forth.  In  all  these  employments,  particular  groups  of  muscles  are  in  constant 
and  special  employment.  If  they  are  overworked  they  may  become  the  seat  of  cramps 
and  aching  pains — professional  cramps — as  soon  as  they  are  used  ;  their  movements  lose 
their  delicacy,  and  become  inco-ordinated  and  spasmodic.  A  fine  tremor  is  very  commonly 
to  be  observed  in  the  affected  limb.  It  is  probable  that  over-use  alone  is  not  enough  to 
set  up  these  cramps.  Anxiety,  ill-health,  local  injury  or  disease,  and  the  inheritance  of 
a  neurotic  temperament,  all  contribute  to  the  establishment  of  professional  cramps.  These 
cramps  have  also  been  recorded  in  other  occupations,  and  as  affecting  other  groups  of 
muscles  :  in  treadler's  cramp,  the  hamstring  muscles  and  glutei  are  affected  ;  in  comet 
player's  the  tongue,  in  watchmaker's  the  orbicularis  oculi,  may  be  attacked.  As  a  rule, 
the  diagnosis  of  a  professional  cramp  is  not  hard,  but  it  is  necessary  to  make  sure  that 
neither  organic  nervous  disorder  nor  local  disease  is  present.  Thus  the  physical  signs, 
though  hardly  the  symptoms,  of  writer's  cramp  may  be  present  in  such  diseases  as  paralysis 
agitans,  disseminated  sclerosis,  tabes,  general  paralysis  ;  brachial  neuralgia  might  simulate 
the  neuralgic  forms  of  occupation  neurosis,  but  it  is  free  from  cramps.  Again,  affections 
of  the  joints  or  of  the  tendons  at  the  wrists,  such  as  chronic  rheumatism,  rheumatoid 
arthritis,  tenosynovitis,  tuberculous  infection,  may  all  give  rise  to  pain  in,  and  interfere 
with,  the  movements  of  the  hand.  Again,  writer's  cramp  may  be  so  much  feared  by  nervous 
patients  that  their  right  hand  may  become  so  stiff,  or  weak,  or  painful,  that  they  can  no 
longer  write  :  objective  signs  of  the  cramp,  however,  are  lacking  in  such  cases,  which  are 
cured  by  the  re-establishment  of  the  patient's  self-confidence. 

Cramps  are  the  main  feature  of  tetany^  a  disease  characterized  by  the  occurrence  of 
paroxysmal  or  continued  tetanic  spasms  of  the  extremities,  and  increased  excitability  of 
the  nerves  and  muscles  to  electrical  or  mechanical  stimulation.  Tetany  occurs  in  many 
different  conditions,  and  at  any  age.  In  infants  and  young  children  it  is  a  complication 
of  rickets,  improper  feeding,  and  acute  gastro-intestinal  disorders,  either  with  or  without 
diarrhoea  and  vomiting.  Epidemics  of  tetany  in  young  adults,  probably  resulting  from 
food-poisoning,  have  been  described  on  the  Continent,  though  not,  apparently, "'in  Great 
Britain.  In  nursing  women,  tetany  may  follow  prolonged  lactation  ;  or  it  may  develop 
during  pregnancy  and  recur  in  successive  pregnancies.  It  may  result  from  the  removal. 
of  too  much  or  all  of  the  thyroid  gland  in  either  sex.  Tetany  complicates  a  certain  pro- 
portion of  the  cases  of  gastrectasis,  occurring  whether  the  dilated  stomach  has  been  washed 
out  or  no.  A  few  instances  are  on  record  in  which  tetany  followed  the  acute  specific  fevers, 
enteric  fever,  or  poisoning  by  chloroform,  lead,  or  ergot.  In  fine,  it  may  be  said  that  tetany 
rs  usually  due  to  acute  or  chronic  digestive  troubles,  the  painful  spasms  being  evidence 
of  the  absorption  of  some  toxin  from  the  gastro-intestinal  tract  in  most  cases.  The  cramps 
of  tetany  are  mainly  in  the  extremities  and  paroxysmal  ;  they  may  continue,  however, 
for  hours  or  days,  and  are  very  painful.  During  the  spasms,  the  fingers  are  extended  at 
the  terminal  and  flexed  at  the  metacarpophalangeal  joints  and  pressed  together,  while  the 
thumb  is  adducted  and  flexed  into  the  palm,  so  that  the  so-called  '  accoucheur's  hand  ' 
(Fi^.  1,  p.  3)  is  produced.  The  wrist  and  elbow  are  flexed,  the  arms  being  usually  folded 
over  the  chest ;  exceptionally  the  elbow  may  be  extended  stiffly.  The  toes  are  drawn 
t<^)gether  and  flexed,  the  foot  is  arched  and  turned  inwards,  and  the  ankles  and  knees 
extended.  Usually  the  limbs  only  are  involved,  but  in  severe  cases  cramps  occur  in  the 
face,  neck,  and  even  the  trunk,  when  respiration  may  be  embarrassed  seriously.  The  rigid 
muscles  are  very  tender  to  the  touch.  Three  special  signs  are  present  in  the  intervals 
between  the  attacks  of  tetany,  and  are  valuable  in  diagnosis  :   these  are  Trousseau's  sign, 
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or  reproduction  of  the  paroxysm  by  manual  compression  of  the  nerves  or  blood-vessels 
supplying  the  affected  parts  ;  Erb's  sign,  or  hyper-excitability  of  the  motor  nerves  to 
electrical  currents  (0*5  to  2*0  mitliamperes)  ;  and  Chvostek's  sign,  or  reproduction  of  the 
spasm  in  the  facial  muscles  by  tapping  either  on  the  muscles  themselves  or  on  the  facial 
nerve.  Tetany  must  be  diagnosed  from  tetanuSy  in  which  the  spasms  begin  in  the  head 
and  neck,  and  trismus  is  an  early  symptom  ;  and  from  strychnine  poisoning,  where  the 
spasms  are  clonic  rather  than  tetanic,  and  affect  the  whole  body,  and  not  the  extremities 
primarily  or  principally.  In  the  carpo-pedal  spasms  of  rickety  children  or  of  infants  with 
severe  gastro-intestinal  catarrh,  the  cramps  are  similar  to  those  of  tetany,  but  are  tran- 
sient, and  perhaps  affect  the  hands  only,  or  the  hands  and  arms.  Such  spasms  may  justly 
be  regarded  as  identical  with  mild  tetany.  Hysterical  Many  occurs,  and  is  to  be  distin- 
guished from  true  tetany  by  its  association  with  other  hysterical  stigmata  on  the  one 
hand,  and  on  the  other  by  the  absence  of  Trousseau's  and  Chvostek's  signs.  Hysterical 
tetany  may  also,  perhaps,  be  distinguished  by  its  failure  to  respond  to  the  exhibition 
of  calcium  salts  ;  the  most  recent  view  of  true  tetany  regards  it  as  the  expression 
of  hyper-excitability  of  the  nerve-cells  due  to  lack  of  calcium  salts,  and  connects 
it  with  the  parathyroid  glands  by  supposing  that  they  control  the  calcium-metabolism 
of  the  body. 

Reference  may  again  be  made  to  the  fact  that  cramps  are  prone  to  occur  in  patients 
debilitated  by  the  acuie  fevers  or  enteric  fetter  ;  severe  cramps  in  the  legs  and  arms  are 
often  a  highly  troublesome  feature  of  the  convalescence  from  cholera.  In  many  chronic 
diseases  nocturnal  cramps  may  give  rise  to  no  little  distress,  or  may  interfere  seriously 
with  sleep  :  in  gout,  chronic  Brighfs  disease,  urcemia,  alcoholic  neuritis,  and  almost  any 
chronic  wasting  disorder,  complaint  of  cramp  is  not  infrequent,  but  in  such  instances  more 
serious  signs  or  symptoms  of  disease  will  be  evident.  A.  J.  J  ex-Blake. 


CREPITUS  is  a  term  generally  used  to  denote  the  grating  or  crackling  sensation  and 

noise  produced  when  two  ends  of  a  broken  bone 
grate  together.  It  is  the  most  conclusive  sign 
of  a  fracture  ;  but  it  causes  the  patient  so  much 
pain  that  whenever  the  a'-rays  can  be  employed 
attempts  to  obtain  crepitus  should  not  be  made 
with  any  vigour.  Apart  from  fracture  of  a 
bone,  crepitus  is  also  to  be  felt  and  heard  in 
joints  affected  by  dendritic  synovitis,  or  still 
more  so  in  cases  of  osieo-arthriiis  ;  the  term 
*  silken  crepitus  '  has  been  used  for  the  sensa- 
tion felt  on  moving  such  a  joint,  comjmrable 
to  the  rubbing  together  between  the  fingers  of 
two  pieces  of  stout  silken  ribbon.  Tenosynovitis, 
especially  around  the  flexor  tendons  at  the 
wrist,  may  also  produce  a  ver\'  marked  feeling 
of  crepitus,  especially  in  cases  where  Uie  tendon 
sheaths  contain  melon-seed  bodies. 
j  When  there  is  an  enlargement  of  a  bone 

without  fracture,  and  when  on  palpation  a 
feeling  of  crepitus  or  egg-shell  crackling  is 
obtained,  it  is  an  indication  that  the  tumour  is 
a  deposit  of  seeondarv'  carcinoma  or  a  primary 
rarefying  osteosarcoma,  which  may  sometimes 
be  felt  to  pulsate  also.  The  diagnosis  may  be 
assisted  by  the  use  of  the  ^r-rays  (Fis.  (\2). 

Rarefaction  of  the  bones  of  the  skull,  either 
i:s  the  result  of  syphilitic  lesions  in  adults,  or  of 
hydrocephalus  or  craniotabes,  especially  in  the 
occipital  region  of  congenital  syphilitic  and 
rickety  infants,  may  make  the  skull  bones  so  thin  that  they  readily  bend  on  pressure,  and 
sometimes  the  result  is  a  sensation  of  crepitus.     The  diagnosis  is  generally  obvious. 


Fiff.  (i2.  -SkinL'rain  of  a  trrowtli  in  tlie  hunipriis  in  a 
male,  a^e  7'-',  who  was  w?iit  in  Jii<  a  case  of  primary  sar- 
coma ;  tlic  tumour  proveii  on  operation  to  hv  a  sciond- 
ary  deposit  of  cylindrical-celleil  carcinoma  ;  the  scat  of 
tlie  primary  growth  wa.s  undisooverod  at  the  tiino. 

(ifkiafjram  by  Dr.  C.  Thurstnn  IluUand.) 
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Quite  apart  from  bony,  arthritic,  or  synovial  changes,  a  characteristic  feeling  of 
crepitus  may  be  felt  beneath  the  skin  when  gas  or  air  has  accumulated  in  the  subcutaneous 
tissues  as  the  result  of  surgical  Emphysema  (p.  2D3).  Herbert  French 

€RUSTS  ON  THE  SKIN.— (Sec  Scabs,  p.  599.) 

CUD-CHEWING.— (See  Merycism,  p.  388.) 

CURSCHMANN'S  SPIRALS  consist  of  a  highly  refractile  central  fibre,  and  a 
sinuous  wavy  sheath  of  mucus.  They  may  be  half  an  inch  in  length,  but  they  are  very 
slender.  They  occur  in  the  sputum  of  patients  suffering  from  true  spasmodic  asthma, 
and  they  may  be  associated  with  eosinophile  corpuscles  and  Charcot-Leyden  crystals. 
They  are  pretty  objects,  best  seen  in  fresh  sputum,  but  their  diagnostic  significance  is  very 
limited,  first  because  they  are  so  often  absent  in  cases  of  undoubted  asthma,  and  secondly 
because  they  have  been  found  in  bronchiolitis  without  asthma.  They  seem  to  be  casts 
of  the  finest  bronchioles.  It  is  probable  that,  if  there  were  doubt  as  to  whether  a  given 
ease  were  one  of  primary  emphysema  and  bronchitis,  or  of  spasmodic  asthma  that  had 
led  to  emphysema  and  bronchitis,  the  occurrence  of  typical  Curschmann's  spirals  would 
point  to  the  latter.  There  are,  however,  other  means  of  arriving  at  the  same  conclusion, 
particularly  the  histor\%  the  age  at  which  the  first  attack  began,  and  the  presence  or 
absence  of  Eosixophilia  (p.  219).  Herbert  French . 

CURVATURE,  SPINAL.— In  the  diagnosis,  the  first  thing  is  to  distinguish  between 
lateral  and  antero-posterior  deformities  ;  but  in  a  good  many  cases  scoliosis  or  lateral 
curvature  is  complicated  by  antero-posterior  deformity,  kyphosis,  or  lordosis  as  well,  and 
in  a  few  instances  of  angular  kyphosis  due  to  caries  there  is  some  lateral  deviation,  which 
is  generally  much  more  abrupt  than  is  the  cur\^e  of  scoliosis.  A  good  way  of  demonstrating 
lateral  curvature  is  to  pencil  the  skin  over  the  spinal  processes. 

LATERAL   CURVATURE. 

Tlie  following  are  the  most  important  causes  of  lateral  curvature  : — 
Inequality  in  the  lengths  of  the  lower  limbs  '   Paralysis  of  the  muscles  of  the  back,  as  in  infan- 


Weakness  of  the  muscles  of  the  back  associated 

with  bad  habits  of  standing  or  sitting 
Carrying  heavy  weights  with  one  arm  or  on  one 

shoulder 
Rickets 
Wr\'-neck,  or  other  causes  of  asymmetry  of  the  !  Hysteria. 

head    and    shoulders,  such    as    Sprengefs 

shoulder 


tile  paralysis,  peripheral  neuritis,  esj>ecialiy 
that  following  diphtheria,  and  some  of  the 
muscular   dystrophies 
Shrivelling  of  one  side  of  the  chest  as  the  result 
of  empyema  or  fibroid  lung 


Inequality  of  the  lengths  of  the  lower  limbs  is  one  of  the  commonest  causes  of  lateral 
curvature  ;  therefore  it  is  very  important  to  find  out  at  once  if  the  legs  are  equal.  The 
most  reliable  and  easy  method  of  determining  this  is  to  get  the  patient  to  stand  up  with 
both  knees  straight  and  without  resting  a  hand  upon  an>i;hing.  The  observer  then  stoops 
in  front  of  the  patient  and  places  his  thumbs,  with  their  extremities  upwards,  exactly 
upon  the  prominence  of  each  anterior  superior  spine.  The  eye  can  then  detect  even  a 
slight  difference  in  the  level  of  the  two  spines.  This  method  is  far  more  reliable  than 
measurement  from  the  anterior  superior  spines  to  the  malleoli.  Moreover,  the  latter 
method  does  not  show  shortening  due  to  flexion  and  adduction  of  the  hip-joint.  Further, 
the  foot  may  be  fixed  in  a  position  of  talipes  equinus,  which  may  make  a  short  limb 
apparently  longer  than  its  fellow,  so  that  the  anterior  spine  on  the  corresponding  side 
may  be  elevated.  When  the  anterior  spines  are  on  a  different  level,  the  tnmk  leans 
towards  the  lower  spine,  but  in  order  to  maintain  the  erect  position  the  upper  part  of 
the  body  becomes  flexed  to  the  opposite  side.  Thus,  the  spine  in  the  lumbar  region 
develops  a  curve  with  its  convexity  to  the  side  of  the  short  limb.  Lateral  curvature  due 
to  a  shortened  limb,  in  its  early  stages,  is  corrected  at  once  by  compensating  the  shortened 
limb,  and  it  also  disappears  when  the  patient  sits  on  a  flat  level  surface.  In  the  absence 
of  inequality  of  the  limbs,  muscular  iveakness  is  by  far  the  most  common  cause  of 
lateral  curvature.     The   spine  does  not  become  straight  when  the  patient  sits  on  a  flat 
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level  surface  ;  but  in  the  early  stages  of  the  deformity  the  shape  can  be  corrected  some- 
what by  muscular  effort. 

Asymmetry  of  the  chest  following  upon  empyema  or  fibroid  lung  is  easily  detected. 
The  shrivelled  side  is  generally  less  resonant  on  percussion,  and  there  are  other  signs  of 
pulmonary  disease. 

Scoliosis  secondary  to  wry-neck  is  usually  slight,  and  limited  to  the  cervical  and  dorsal 
regions.  In  growing  youths  the  carrying  of  heavy  weights  with  one  arm  or  upon  one  shoulder 
is  a  common  and  important  cause  of  scoliosis,  and  it  is  therefore  necessary  to  go  into  the 
question  of  occupation  and  habits.  For  instance,  nursery-maids  and  butchers'  boys  are 
very  apt  to  develop  lateral  cur\'ature  as  the  result  of  carrying  burdens  upon  the  right  arm. 

The  lateral  curvature  due  to  rickets  is  recognized  by  the  unusually  early  onset,  during 
the  first  or  second  year,  and  the  signs  of  rickets  in  other  parts,  especially  thickening 
of  the  lower  end  of  the  radius.  The  direction  of  the  primary  curve  is  sometimes  explained 
by  the  pressure  of  the  arm  of  the  nurse  who  carries  the  baby  too  exclusively  on  one  arm. 
Actual  paralysis  of  the  spinal  muscles  is  a  rare  cause  of  scoliosis,  and  is  to  be  recognized 
by  the  wasting  of  the  spinal  muscles,  especially  when  this  is  more  marked  on  one  side. 
The  sinking  of  the  muscles  due  to  rotation  of  the  spine  must  not  be  mistaken  for  wasting. 
There  is  usually  paralysis  of  other  muscles,  especially  those  of  the  leg.  Scoliosis  is  often 
seen  in  the  various  primary  muscular  atrophies  (p.  513),  and  in  Friedreich's  hereditary 
ataxy  (p.  512). 

Peripheral  neuritis  as  a  cause  is  nearly  always  due  to  diphtheria  or  sore  throat.  The 
history  may  indicate  this,  or  there  may  have  been  other  post-diphtheritic  paralyses, 
notably  that  of  the  soft  palate,  with  nasal  voice  and  regurgitation  of  fluid  through  tfie  nose. 
Cultivations  should  be  taken  from  the  throat,  and  the  Klebs-Loffler  bacillus  (Plate 
XXV J II,  Fig,  L,  p.  614)  may  be  found  if  sought  early  enough.  Occasionally  the  abdominal 
muscles  may  also  be  paralyzed  in  these  cases,  and  this  is  a  contributory  caus:^  of  the 
curvature. 

ANT£RO-POSTERIOR   CURVATURES. 

These  may  take  the  form  of  (1)  Kyphosis,  (2)  Lordosis. 

1.  Kyphosis  or  'hump-back,'  means  a  bending  forwards  of  the  upper  part  of  the 
back  on  to  the  lower.  The  curve  may  be  (a)  Angular,  and  limited  to  a  small  portion  of 
the  back  ;  or  it  may  be  (b)  Diffuse,  or  even  general,  extending  from  the  coccyx  to  the 
cranium. 

(a).  Angular  Kyphosis. — The  causes  of  angular  kyphosis  are : — (i)  Tuberculous  caries 
of  the  vertebrse  ;    (ii)  Growth  of  the  spine  ;    (iii)  Hydatid  disease  of  the  vertebrae. 

(i).  Caries  is  by  far  the  commonest  cause,  and  it  is  very  important  to  recognize  the 
disease  before  the  deformity  becomes  well  marked.  I 'nfortunatefy ,  it  may  be  treated 
for  a  long  time  as  stomach-ache  or  intercostal  neuralgia,  because  the  pain  is  referred  to 
the  abdomen  and  the  intercostal  regions.  During  its  active  stages  it  is  easy  to  recognize 
it  from  its  classical  symptoms  and  signs.  The  patient  avoids  all  jerky  movements,  walks 
with  a  stooping  gait,  and  grasps  with  the  hands  any  convenient  article  of  furniture.  The 
spine  is  tender  on  percussion,  also  on  pressure  upon  the  head  or  shoulders.  Local  rigidity 
of  the  back  is  noticed  when  the  patient  attempts  to  stoop.  In  later  cases,  paralysis  of 
the  legs  may  complicate  the  deformity.  In  the  quiescent  stages,  the  diagnosis  is  based 
on  the  characteristic  local  deformity  and  rigidity.  Skiagrams,  especially  those  taken 
from  side  to  side,  may  afford  material  help  by  showing  evidence  of  destruction  of  the  bodies 
of  the  vertebrae  (Fig.  195,  p.  460).  In  some  cases,  lateral  curvature  may  complicate  or 
follow  caries,  and  then  the  diagnosis  is  not  easy.  The  disease  may  have  affected  the 
bodies  of  the  vertebrae  unevenly,  leading  to  some  lateral  deviation,  which  is  usually  rather 
abrupt  and  associated  with  the  local  rigidity  characteristic  of  caries. 

(ii).  Growth  of  Hie  spine  is  a  rare  cause  of  angular  curvature.  Rapidly  developed 
curvature  in  a  patient  after  middle  age  may  be  due  to  secondary  carcinoma  in  the  bodies 
of  the  vertebrae,  and  bearing  this  possible  cause  in  mind,  the  surgeon  should  go  carefully 
into  the  history,  and  examine  every  possible  source  of  primary  carcinoma,  particularly 
the  breast.  Primary  or  secondary'  sarcoma  may  also  lead  to  deformity  of  the  spine,  and 
in  some  cases  an  ^r-ray  examination  may  give  evidence  of  the  development  of  new  bone 
in  the  growXh,  or  of  the  absorption  of  the  vertebrae. 
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(iii).  Hydatid  disease  is  a  very  rare  cause  of  spinal  curvature,  and  it  is  usually  not 
limited  to  the  spine. 

(6).  Diffuse  Kyphosis. — The  back  may  be  bent  forwards  in  a  uniform  curve  extending 
from  the  coccyx  to  the  cranium.  This  variety  is  common  in  rickets,  owing  to  the  premature 
assumption  of  the  sitting  position  when  the  bones  are  soft  and  the  muscles  of  the  back  are 
weak.  When  the  patient  is  lying  prone,  the  deformity  can  easily  be  corrected  by  raising 
the  legs.  Moreover,  there  are  other  signs  of  rickets,  such  as  enlargement  of  the  lower  end 
of  the  radius,  beading  of  the  ribs,  and  delay  in  the  eruption  of  teeth.  A  similar  deformity 
arises  from  muscular  weakness  due  to  other  causes,  such  as  idiocy  and  congenital  spastic 
paraplegia.  In  all  of  these  there  is  an  entire  absence  of  rigidity  of  the  spine.  An  extensive 
and  uniform  curve,  affecting  the  cervico-dorsal  region,  is  common  during  adolescence,  and 
is  due  to  muscular  weakness,  lazy  habits,  and  the  carrying  of  heavy  weights.     In  its  early 


Fig.  63.-^Osteitis  defonnans  in  a  mai>.  Fig.  04. — Osteitis  Ueformaiisi  in  u  woman. 

stages  the  deformity  is  easily  reducible,  and  as  a  rule  is  compensated  by  a  marked  lordosis 
in  the  lumbar  region,  and  some  tilting  backwards  of  the  occiput.  It  is  often  associated 
with  lateral  cur\^ature,  and  in  some  cases  may  be  partly  due  to  shortness  of  sight.  The 
condition  is  distinguished  from  caries  by  the  diffuseness  of  the  curvature,  the  absence  of 
pain  and  local  tenderness,  and  the  comparative  suppleness  of  the  back. 

Kyphosis  due  to  spondylitis  deformans  or  to  osteitis  deformans  (Figs,  03  and  64)  is  of 
a  more  uniform  character  without  complicating  lordosis,  and  the  deformity  is  irreducible. 
There  is  generally  evidence  of  the  disease  in  other  parts,  such  as  osteo -arthritis,  or  the 
bending  of  the  legs,  and  increase  of  the  size  of  the  head,  which  are  due  to  osteitis  deformans. 
Porters  carrying  heavy  weights  on  the  upper  part  of  the  back  prematurely  develop  the 
kyphosis  which  is  usually  associated  with  old  age.  They  frequently  have  a  bursa  over 
the  seventh  dorsal  spinous  process  {Fig.  65). 
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2.  Lordosis,    Hollow-Back. — This  deformity  is    only  common    in    the    lumbar  and 
lower  dorsal  region.     The  natural  hollow  of  the  loin  is  exaggerated,  and  usually  there  is 

either  primar>^  or  compensatory  kyphosis  in  the 
eervico-dorsal  region  {Fig,  60).  Lordosis  is 
rarely  primary,  but  it  may  be  so  in  the  early 
stage  of  lumbar  or  lumbo-dorsal  caries  in 
children,  when  the  real  cause  of  the  defornu'ty 
is  apt  to  be  overlooked.  The  abdomen  is  very 
prominent,  and  the  back  is  not  only  hollow, 
but  rigid  and  tender.  Pressure  upon  the  head 
also  causes  pain  in  the  back.  In  some  cases 
the  deformity  is  exaggerated  by  induration  or 
suppuration  in  the  psoas  nmscle,  which  com- 
plicates this  disease.  Lordosis  is  not  uncom- 
monly due  to  xoeakness  or  paralysis  of  the  muscles 
of  the  back  (Fig,  66).  It  is  particularly  impor- 
tant to  look  for  other  evidence  of  primary 
muscular  dystrophy.  The  upper  part  of  the 
back  is  then  thrown  backwards  to  facilitate  the 
maintenance  of  the  erect  position.  Lordosis  is 
often  secondary  to  the  flexion  of  hip  disease, 
which  must  not  be  overlooked.  Limitation  of 
movement  —especially  of  rotation  of  the  hip- 
joint — and  wasting  of  the  thigh,  serve  to  demon- 
strate the  existence  of  this  disease.  Lordosis 
and  the  waddling  gait  may  be  the  first  indica- 
tions of  congenital  dislocation  of  the  hip.  In 
this  condition,  which  is 
almost  confined  to  the 
female  sex.  the  erect 
position  is  maintained  only 
by  throwing  the  shoulders 

Fu;.  Gu.— Dr-xl  porter's  bur^i  over  vertebra  promiacns.         backwards    tO    an    UUUSUal 

degree  in  order  to  bring 
the  trunk  in  a  line  with  the  heads  of  the  femora,  which  are  dis- 
located backwards.  The  suspicicm  of  congenital  dislocation  of  the 
hip  may  be  confirmed  by  skiagraphy,  by  the  gliding  movements  of 
the  head  of  the  fenuir  upon  the  pelvis,  the  unnatural  width  of  the 
hips,  the  hallow  appearance  of  Scarpa's  triangle,  and  by  palpation 
of  the  head  of  the  femur  upon  the  dorsum  ilii  when  the  thigh  is 
flexed,  strongly  adducted,  and  inverted.  Contortionists  usually  have 
a  good  deal  of  lordosis  owing  to  the  unnatural  suppleness  of  the 
limibar  spine  and  the  elongation  of  the  hamstrings.  In  all  these 
conditions,  the  back  is  supple,  and  can  be  restored  to  its  natural 
shape  by  placing  the  patient  in  the  supine  position  and  Hexing 
the  thighs.  /?.  P,  Rowlands. 

CYANOSIS,  EXTREME.— Extreme  cyanosis,  blueness,  or  Avid- 
ity, is  generally  most  marked  in  the  face  ;  next  in  the  extremities, 
especially  the  hands,  feet,  ears,  and  penis  ;  and  least  in  the  trunk. 
Cases  in  which  it  is  a  prominent  symptom  may  be  divided  into  two 
main  groups,  according  as  the  cyanosis  is  present  at  or  soon  after  p^.^  ^^^ 

birth,  or  occurs  later  in  the  life  of  a  patient  originally  free  from  it.  Myopathic  ior.io>is. 

Congenital    cyanosis    of   extreme    degree   is    nearly   always   due   to 

malformation  of  the  heart,  particularly  pulmonartf  stenosis  (Fig.  67).  Patent  septum  ven- 
triculorum  may  also  produce  the  symptom,  though  not  in  so  marked  a  degree,  whilst 
patent  ductus  arteriosus,  when  it  occurs  by  itst^lf,  is  generally  not  associated  with 
cyanosis  at  all.     These  three  conditions  all  give  rise  to  loud  universal  bruits,  of  which 
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that  due  to  pulmonary  stenosis  is  purely  systolic,  with  its  maximum  intensity  in  tlie  second 
left  intercostal  space  close  to  the  sternum  ;  that  due  to  patent  septum  ventriculorum  is 
also  systolic,  but  has  its  maximum  intensity  lower  down  the  sternum,  usually  between 
the  two  third  spaces  or  fourth  ribs  ;  whilst  the  bruit  of  patent  ductus  arteriosus  is  not 
purely  systolic,  but  continues  through  both  systole  and  diastole,  with  its  maximum 
intensity  at  the  time  of  the  second  sound,  and  it  is  best  heard  in  the  third  left  intercostal 
space,  about  half  an  inch  out  from  the  sternum  ;  all  these  bruits  may  or  may  not  be  accom- 
panied by  a  corresponding  thrill,  the  latter  generally 

being  least  marked  with  patent  septum  ventriculorum. 

Extreme  Clubbing  of  the  Fingers  and  of  the 
toes  accompanies  the  cyanosis  in  most  cases  {Fig,  46, 
p.  111).  In  addition  to  these  three  types  of  con- 
genital heart  disease,  there  are  other  cases  in  which 
extreme  cyanosis,  with  or  without  clubbing  of  the 
fingers,  occurs  without  any  definite  bruits,  and  the 
dia^osis  of  the  nature  of  the  lesion  can  only  be 
guessed  at.  There  may  or  may  not  be  transposition 
of  the  great  vessels  or  of  the  viscera  at  the  same  time. 
Sometimes  there  is  a  single  large  vessel,  the  pulmonary 
SLTtery  coming  off  from  the  aorta ;  or  there  may  be 
only  one  ventricle,  or  a  single  auricle.  It  is  almost 
impossible  to  decide  between  the  various  possible 
lesions,  unless  there  is  one  of  the  definite  bfuits  just 
described.  Anomalous  cases  seldom  survive,  but  some 
cases  of  pulmonary  stenosis  or  patent  septum  ven- 
triculorum reach  adult  life,  and  patent  ductus  arteri- 
osus often  gives  little  inconvenience  to  the  patient  at 
all.     It  is  to  be  remembered  that  patent  foramen  ovale  ,,-... 

til.'  ''*'•     *"• — ■''orlnis     ctrnileus  :      concrenital 

is    quite    UndiagnOSable,    that    it    causes    no    symptoms,  puIinoimr>'    stenwis    with    e\irt'me    cyanww. 

and  is  present  in  a  large  percentage  of  normal  people. 

Cyanosis  developing  in  children  or  adults  who  have  hitherto  been  healthy,  is  generally 
due  either  to  laryngeal  or  tracheal  obstruction,  to  lung  lesions,  cardiac  failure,  obstruction 
to  the  superior  vena  cava,  or  to  some  alteration  of  the  blood  itself,  such  as  is  found  in 
splenomegalic  polycythaemia,  methsemoglobinsemia,  sulph-haemoglobinjemia,  or  the  later 
stages  of  diseases  associated  with  extreme  loss  of  fluid  from  the  tissues,  especially  cholera 
maligna.  The  differential  diagnosis  is  usually  easy  up  to  a  certain  point  ;  not  a  little 
cyanosis  may  result  from  taking  certain  drugs  either  in  large  quantities  at  a  time,  or  in 
less  quantities  continually — veronal,  trional,  sulphonal,  and  acetanilide  in  particular. 
The  urine  in  these  cases  often  reduces  Fehling's  solution,  and  may  contain  methaemoglobin, 
recognizable  by  the  spectroscope.  The  diagnosis  depends  on  a  knowledge  of  the  drug  that 
is  being  taken.  Cases  of  pancreatitis  often  exhibit  a  peculiar  cyanotic  hue.  The  fact  of 
laryngeal  obstruction  is  generally  obvious  from  the  stridor,  and  from  the  way  in  which  the 
larynx  moves  forcibly  up  and  down  with  respiration.  The  cause  of  the  obstruction  may 
be  less  easy  to  determine.  In  a  child,  a  digital  examination  of  the  back  of  the  mouth 
should  not  be  omitted,  lest  there  be  a  post-pharyngeal  abscess  or  a  foreign  body  ;  in  the 
absence  of  this,  the  most  probable  cause  is  diphtheria ;  though  it  may  be  difficult  to  dia- 
gnose forthwith  between  laryngitis  with  intermittent  spasm,  laryngismus  stridulus,  acute 
obstructive  laryngitis,  and  diphtheria,  Swabbings  should  be  taken  from  the  throat  as  far  back 
as  possible,  and  examined  bacteriologically.  The  bacillus  of  diphtheria  (Plate  XXVIII,  Fig, 
L,  p.  614)  may  be  found  on  direct  examination  of  films  stained  by  Neisser's  method  ;  but 
sometimes  they  cannot  be  found  until  cultivations  have  been  made,  and  this  takes  upwards 
of  twenty-four  hours.  If  there  has  been  no  obvious  cause  for  catarrhal  laryngitis,  such 
as  the  iidialation  of  irritant  gases  or  a  recent  attack  of  acute  bronchitis  affecting  the  large 
tubes,  it  is  better  to  assume  that  the  condition  is  diphtheria  until  it  is  proved  not  to  be  so. 
The  occurrence  of  other  cases  in  the  same  house,  or  in  the  neighbourhood,  may  assist  the 
diagnosis.  Another  condition  which  may  simulate  diphtheria  from  the  extreme  dyspnoea 
and  cyanosis  that  result  is  the  inhalation  of  a  foreign  body,  such  as  a  button,  small  shell, 
piece  of  food^  a  tooth,  and  so  on  ;  or  obstruction  to  the  trachea  by  a  bulging  caseous 
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gland  {Fig,  08).  In  an  older  person,  acute  suffocative  laryngitis  due  to  pneumoeocci  or  strepto- 
cocci is  associated  with  extreme  cyanosis  of  rapid  onset.  Tracheotomy  is  necessary,  and 
the  diagnosis  is  arrived  at  upon  bacteriological  grounds.  When  similar  acute  infective 
changes  occur,  not  in  the  larynx  only  but  in  the  root  of  the  tongue  as  well,  thence  infil- 
trating the  deep  structures  of  the  neck,  as 
left  rrtMin  bronehum  in  angina  Ludovid,  cyanosis  and  dyspnoea 

may  be  very  marked  ;  the  diagnosis  is 
suggested  by  the  acute  brawny  swelling 
of  the  neck  and  by  the  changes  in  the 
floor  of  the  mouth  and  tongue.  Severe 
dyspnoea  and  cyanosis  may  accompany 
goitresy  whether  simple,  exophthalmic,  or 
malignant ;  the  attacks  may  be  paroxys- 
mal even  though  the  thyroid  gland  itself 
does  not  seem  to  vary  in  size  ;  or  the 
cyanosis  and  dyspnoea  may  be  continuous 
when  there  has  been  rapid  enlargement 
of  the  gland  from  rarities  such  as  haemor- 
rhage into  it,  acute  suppuration  in  it,  or 
from  progressive  and  extreme  fibrosis  of 
the  organ  such  as  is  seen  in  ligneous  thy- 
roiditiSy  or  Riedel's  disease  (see  Thyroid 
Gland,  Enlargement  of,  p.  721).  It  is 
difficult  to  inspect  the  vocal  cords  in  a 
child  ;  but  in  an  adult  this  is  easier,  and 
direct  examination  serves  to  distinguish 
between  acute  or  ulcerative  lesions  of  the  larynx  and  laryngeal  paralysis  ;  the  latter,  some- 
times the  result  of  syphilitic  degeneration  of  part  of  the  vagal  centre  in  the  medulla,  is 
apt  to  produce  bilateral  abductor  paralysis  with  adductor  spasm,  which  may  come  on  acutely 
and  simulate  acute  asphyxia  from  a  foreign  body.     Tuberculous,  syphilitic  or  malignant^ 
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F'u).  r>S. — HronchoHcopic  appeiranoe  of  a  case  of  tnu-heal 
compression  from  enlrtr)?e<l  glands.  There  wjw  extreme  dyspnoea 
jiikI  cyanosis  in  this  ease,  relieved  at  once  by  tlie  pjvssage  of 
tlie  bronchoscoiM?. 


/'(■/.  OJi. — Obstnictioa  to  tlie  superior  ve:ia  cava  by  intrarliora.'ic  aneurysm.  Tiie  |>atieiit,  who  was  under  the  care 
ot  Dr.  ;>roorheud,  of  Biindlcy  Heath,  WiUj  of  normal  appearance  until,  almost  suddenly,  hi^  face  and  neck  incrca-^ed 
oDormouslj-  in  size  and  became  violaceoas  without  beincr  delinitely  a'dematous.  There  had  been  a  bnussy  cough  for 
some  time  previpu-^ly.  He  survived  the  acute  obstniction  to  his  superior  vena  cava  a  few  months,  'i'he  photofjniph, 
taken  when  he  was  lying  ill  in  betl,  shows  the  bloated  ajipearance  that  resulleil. 

variolous,  leprous,  lupoid,  and  traumatic  ulceration  of  the  larynx,  may  any  of  them  become 
acutely  infected  by  inflammatory  organisms,  and  lead  to  comparatively  sudden  and  severe 
laryngeal  stenosis  with  acute  cyanosis  ;  the  diagnosis  will  depend  upon  the  history,  bacterio- 
logical  examination,   and  direct  examination  of   the  vocal  cords.     Brighfs  disease  has 
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sometimes  caused  similar  symptoms,  due  to  acute  oedema  of  the  larynx,  and  potassium 
iodide  may  do  the  same  in  those  who  are  particularly  prone  to  iodism.  Knee-jerks  should 
be  tested,  and  the  pupils  examined,  lest  acute  attacks  of  dyspnoea  with  cyanosis  simulating 
laryngeal  obstruction  are  due  to  the  laryngeal  crises  of  tabes  dorsalis. 

Growths  of  the  lung,  particularly  if  they  give  rise  to  pleuritic  effusion  or  to  obstruction 
of  a  bronchus,  may  cause  progressive  cyanosis  ;    the  diagnosis  is  not  as  a  rule  easy  in  the 
carKer  stages,  but  if  there  is  evidence  of  progressive  interference  with  the  structures  within 
the  thorax,  with  ultimate  stenosis  of  the  superior  vena  cava,  and  the  results  of  this,  namely, 
cedema  of  the  face  and  arms,  together  with  cyanosis  of  these  parts  out  of  proportion  to 
any  similar  change  in  the  legs,  the  diagnosis  lies  between  growth,  aneurysm,  and  mediastinal 
fibrosis.     The  ir-rays  will  sometimes  be  of  material  assistance  in  deciding.     A  rare  but 
very  alarming  complication  of  thoracic  aneurj'sm  is  for  the  latter  to  open  suddenly  into 
the  superior  vena  cava  ;    the  result  is  acute  dyspnoea,  extreme  cyanosis  of  the  face  and 
hands,  and  bloated -looking  swelling 
of  the  head,  face,  neck,  arms,  and 
upper  part  of  the  chest  and  back 
{Fig.  09).  The  diagnosis  is  suggested 
at  once  by  the  suddenness  of   the 
onset     of    the    graver    symptoms ; 
thouorh  these  have  also  been  pro- 
duced in  rare  cases  by  such  lesions 
as  sudden  hcemorrhage  into  the  media- 
stinum or  thymus  gland,  or  similar 
hcemorrhage    into    an    intrathoracic 
aarconia  or  other  new  growth. 

Phthisis,  in  the  later  stages, 
particularly  when  it  advances 
rapidly  and  leads  to  generalized 
caseous  bronchopneiunonia,  causes 
extreme  cyanosis  in  some  instances. 
The  diagnosis  will  generally  have 
been  made  long  previously,  from 
the  symptoms,  such  as  haemoptysis, 
cough,  and  wasting  ;  from  the  ab- 
normal physical  signs  which  started 
at  the  apices  of  the  lungs  and  were 
progressive  ;  and  from  the  discovery 
of  tubercle  bacilli  and  elastic  fibres 
in  the  sputum,  though  there  are 
many  cases  of  minefs  phthisis  (Fig, 
70),  or  pneumonoconiosis,  in  which 
the  lung  trouble  may  be  extensive. 
yet  tubercle  bacilli  cannot  be 
found  ;  there  is  doubt  as  to  whether 
this  condition  is  always  tuberculous 
and  not  sometimes  syphilitic. 

Pneumothorax,  when  it  comes 
on  suddenly  in  a  patient  who  has  had  no  symptoms  hitherto,  leads  to  acute  dyspnaa 
and  cyanosis,  which  presently  pass  off;  the  physical  signs  are  pathognomonic,  and  the 
cause  is  generally  tubercle. 

Embolism  of  the  lung,  if  the  artery  occluded  is  of  large  size,  may  cause  sudden  death, 
so  that  the  patient  hardly  has  time  to  become  cyanosed  ;  when  the  embolus  blocks  a 
smaller  vessel,  lividity,  dyspnoea,  intrathoracic  pain,  and  hajmoptysis  are  the  most  promi- 
nent symptoms  ;  the  diagnosis  is  suggested  by  the  suddenness  of  the  onset  in  a  case  in 
which  there  is  a  cause  for  embolism,  particularly  thrombosis  of  a  vein  such  as  the  femoral 
or  iliac,  or  a  recent  surgical  operation  in  the  neighbourhood  of  a  large  vein  such  as  those 
in  the  abdomen,  or  otitis  media  with  lateral  sinus  thrombosis,  or  a  cardiac  lesion  such  as 
infective  endocarditis  of  the  right  side  of  the  heart*     There  may  be  no  abnormal  physical 


Fig.  70, — Skiaj^nm  of  a  case  of  miner's  phthisis  in  u  man,  iiffo  H.'j, 
who  had  been  a  worker  in  the  Rand  gold  mines.  Tlirce  yeart,'  history 
of  lung  trouble,  thoiit^'h  the  man  had  won  a  mile  race  a  year  aj,'o.  \o\\ 
a  typical  listhmatic  with  sputum  but  without  detectable  tubercle 
bacilli.     He  died  a  few  months  after  the  skiti^ram  was  taken. 

{Skiarjram  by  Dr.  C.  ThurMan  Holland.) 
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signs  ;  but  sometimes  the  resultant  infarct  may  be  detected  by  the  impairment  of  percussion 
note,  the  deficient  vesicular  murmur,  and  the  development  of  a  rub  over  it. 

In  childhood,  the  commonest  lung  affection  to  produce  extreme  cyanosis  is  broncho- 
pneumonia  ;  the  diagnosis  is  generally  obvious,  though  it  is  not  always  easy  to  determine 
whether,  in  a  case  in  which  there  is  some  evidence  of  larj-ngitis  at  the  same  time,  the 
cyanosis  is  due  mainly  to  the  laryngeal  obstruction  or  to  the  intrapulmonary  lesions. 
Each  may  cause  extreme  sucking  in  of  the  intercostal  spaces  and  convulsive  movements 
of  the  chest  as  a  whole  ;  but  the  best  measure  of  the  degree  of  laryngeal  obstruction  is 
the  violence  of  the  up-and-down  movements  of  the  larynx  itself.  There  may  or  may  not 
be  empyema  associated  with  bronchopneiunonia  ;  but  the  degree  of  cyanosis  will  not  help 
to  distinguish  between  these  two  ;  needling  of  the  chest  will  be  resorted  to  when  there  is 
ground  for  supposing  that  empyema  may  be  present.  Severe  bronchitis  and  emphysema 
in  middle  age  often  lead  to  marked  cyanosis  and  orthopnoea,  owing  no  doubt  to  the  failure 
of  the  right  side  of  the  heart  to  which  the  lung  trouble  gives  rise.  The  over-distended 
condition  of  the  chest,  its  small  difference  between  maximum  inspiratory  and  maximum 
expiratory  girths,  the  deficiency  of  the  vesicular  murmur,  the  rhonchi  all   over  it,  and 


Fig.  71. — Termination  of  a  cxi&c  of  lobar  f)neumonia  by  lysis  followeil  by  empyema. 

perhaps  non-consonating  rales  at  the  bases,  would  indicate  the  diagnosis,  particularly 
if  the  patient  has  inelasticity  of  the  skin  of  the  back  of  the  hands,  and  has  suffered  from 
similar  attacks  for  some  years  past,  especially  in  the  winter.  The  chief  difficulty  will  be 
to  determine  whether  the  cause  of  the  cyanosis  is  pulmonary  or  cardiac  (see  below).  Lobar 
pneumonia  as  a  cause  of  acute  cyanosis  is  diagnosed  chiefly  by  a  historj"^  of  sudden  onset, 
the  continuance  of  pyrexia  for  a  week  or  ten  days  and  ending  by  crisis  (Fig,  272,  p.  642), 
the  rapid  respiration-rate  in  proportion  to  the  temperature,  the  viscid  rusty  sputum,  and 
herpes  labialis.  Occasionally  the  pyrexia  terminates  by  lysis  or  in  some  other  atypical 
way  (Fig,  71  \  instead  of  by  crisis  ;  or  it  may  rise  again  after  the  crisis,  particularly 
when  empyema  follows  (Fig,  71).  Scmetimes  the  diagnosis  is  made  when  no  abnor- 
mal physical  signs  can  be  detected  ;  but  if  over  a  large  portion  of  a  lobe  there  is  at  the 
same  time  impairment  of  note,  with  bronchial  breathing,  bronchophony,  pectoriloquy, 
without  rales  at  the  height  of  the  malady,  but  with  fine  crepitations  at  the  beginning  of 
the  attack,  and  with  redux  crepitations  as  the  bronchial  breathing  disappears  after  the 
crisis,  the  diagnosis  will  be  obvious,  especially  if  during  the  fever  there  is  a  great  deficiency 
or  complete  absence  of  chlorides  from  the  urine. 

Asthma  is  sometimes  very  difficult  to  distinguish  from  bronchitis  and  emphysema, 
because  it  ultimately  gives  rise  to  both  the  latter  (p.  53.5).  It  may  produce  extreme  cyanosis 
during  an  attack. 
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Cardiac  causes  for  extreme  cyanosis  include  any  of  the  conditions  which  lead  to  chronic 
failure  of  the  right  side  of  the  heart.  These  may  be  classed  into  one  or  other  of  four  main 
groups,  namely  :  primary  valvular  disease  of  the  heart ;  affection  of  the  muscle  of  the  heart 
or  pericardium  ;  failure  of  the  heart  as  the  result  of  chronic  lung  lesions,  especially  emphy- 
sema, bronchitis,  fibroid  lung  and  bronchiectasis  ;  and  cardiac  failure  when  the  heart  is 
unable  to  maintain  the  high  blood-pressure  due  to  granular  kidney  or  arteriosclerosis. 
When  a  late  stage  in  the  failure  of  compensation  has  been  reached,  it  is  often  difficult  to 
determine  whether  the  primary  condition  is  kidney,  heart,  lungs,  or  arteries  ;  the  differential 
diagnosis  between  these  is  considered  on  page  14. 

Cyanosis  due  to  splenomegalic  polycythannia  {Plate  XXIX,  p.  634)  is  slowly  progressive, 
and  the  diagnosis  is  arrived  at  by  finding  in  the  patient  a  big  spleen  with  Polycythjemia 
(p.  532),  and  no  other  very  definite  lesion. 

Cyanosis  due  to  inspissation  of  the  blood  as  the  result  of  loss  of  fluid  from  the  tissues 
in  fevers,  such  as  cholera,  dysentery,  yellow  fever  or  typhus,  is  a  late  symptom  in  a 
disease  that  will  generally  have  been  diagnosed  upon  other  grounds. 

MethcemogMnruemia  and  sulph-hcemoglobincemia  are  diseases  which  have  been  grouped 
together  under  the  term  enterogenous  cyanosis.     Both  are  exceedingly  rare.     The  tint  of 
the  skin  by  itself  suggests  the  diagnosis,  being  altogether  different  from  that  of  ordinary 
cyanosis,  and  yet  not  to  be  mistaken  for  pigmentary  affections  such  as  Addison's  disease, 
argyria,  ochronosis,  or  haemochromatosis.     There  is  no  polycythflemia.     The  diagnosis  is 
established  by  spectroscopic  examination  of  the  patient's  blood,  a  suitably  diluted  specimen 
exhibiting  a  well-defined  absorption  band  in  the  red  (Fig.  35,  p.   80)  in  addition  to  the 
two  bands  of  oxyhaemoglobin  between  the  D  and  E  lines  {Fig.  30,  p.  80) ;   the  distinction 
between     sulph  -  haemoglobin    and 
methsemoglobin  is  not  easy  except 
in  the  hands  of  experts  in   blood 
chemistry  and  spectroscopy.    Some 
eases    arise   without    any   obvious 
external   cause,  and  are  to  be  dis- 
tinguished   from    those    in    which 
the     blood-changes     are     directly 
attributable  to  the  effect  of  taking 
chlorate  of  potash,  aniline  deriva- 
tives, and  possibly  other  drugs. 

Herbert  French. 

CYSTINURIA  is  the  term  used 
to  denote  the   presence   of  cystin      ^    V.         >^  X^^  ^^         \       SX-^M 

(C,H^NSO.).,   in  the   urine.     The      ^     ^  ^  '        ^  ^  ^^ 

latter  is  usually  pale,  turbid,  and 
oily  in  appearance  when  passed, 
slightly  acid  in  reaction,  with  an 
aromatic  odour  resembling  sweet- 
briar  ;  after  standing,  alkaline  de- 
composition leads  to  the  formation 
of  sulphuretted  hydrogen  and  a 
change    in   colour  from  yellow  to         ^     ..    ^     .    .  .  ,     ..     u  . 

^^.  .       ^  1.    1  ^^'J'  '-• — Cy*t»n  1"  crvsUils,  as  seen    under   the   hijfh  power   of    tiie 

green.      The    CyStm    forms    a    light-  microscope':  colourless  llat  he<agonal  plat«p. 

yellowish  deposit,  which  consists  of 

colourless  microscopic  hexagonal  plates  {Fig.  72).  The  condition  is  hereditary,  and  merely 
indicates  a  peculiarity  of  metabolism.  The  crystals  have  occasionally  given  rise  to  calculi, 
which  are  of  a  light  fawn  colour  when  first  passed  or  removed,  changing  to  green  when  they 
are  exposed  to  the  air.  Cystin  is  not  dissolved  on  heating  the  urine  or  by  adding  acetic 
acid,  but  it  is  by  mineral  acids  and  by  ammonia  ;  from  the  latter  it  can  be  recovered  by 
evaporation  :  a  chemical  test  that  has  been  recommended  is  to  boil  some  urine  with 
acetate  of  lead  and  caustic  potash  ;  if  cystin  be  present,  a  dark  precipitate  should  form, 
as  the  result  of  the  formation  of  lead  sulphide.  The  best  evidence  of  the  condition,  how- 
ever, is  the  discovery  of  the  typical  crystals  in  the  urine  microscopically.        Herbert  French. 
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DEAD  FINGERS. — Most  individuals  are  familiar  with  dead  finders  arising  in  perfectly 
normal  persons  who  have  spent  more  than  the  usual  length  of  time  in  a  swimming  bath  or 
in  the  sea  ;  sometimes  all  the  fingers  of  both  hands  will  go  absolutely  white  under  these 
circiunstances  ;  even  the  whole  hand  may  go  dead-white,  but  more  often  it  is  the  fingers 
only.    The  toes  may  be  affected  in  a  similar  way. 

Very  similar  deadness  of  the  fingers  results  from  exposure  to  cold  on  land,  though  the 
amount  of  cold  required  on  shore  is  much  greater  than  that  which  produces  dead  fingers 
in  the  water.  The  degree  of  cold  required  to  produce  this  deadness  of  the  fingers  is  much 
greater  in  the  case  of  some  individuals  than  in  that  of  others,  and  the  more  inured  the 
individual  is,  as  the  result  perhaps  of  his  occupation  or  other  circumstances,  the  less  easily 
do  his  fingers  go  dead  with  cold.  This  being  so,  it  becomes  a  difficult  point  to  decide  just 
where  deadness  of  the  fingers  ceases  to  be  a  physiological  phenomenon  and  begins  to  be 
evidence  of  a  pathological  change.  At  the  other  end  of  the  chain  one  has  Raynaud's  disease, 
which  is  one  of  the  most  characteristic  of  maladies,  the  patient's  fingers  going  dead  on  the 
least  exposure  to  cold,  and  sometimes  often  in  quite  warm  weather.  This  phase  of  local 
syncope  often  passes  on  quickly  to  one  of  local  asphyxia,  in  which  the  fingers  and  generally 
also  the  toes,  from  being  white,  go  more  or  less  purple  or  even  quite  black  {Fig,  125,  p.  256) 
and  remain  in  this  deeply  cyanotic  state  for  hours,  days,  or  even  weeks,  unless  artificial 
measures  are  resorted  to  to  restore  the  circulation.  In  the  most  severe  cases  some  portions 
of  the  affected  tissues  fail  to  recover  their  circulation  properly,  and  die  in  patches,  with  the 
result  that  indolent  ulcers  develop,  healing  slowly  to  form  depressed  scars,  and  thus  simu- 
lating to  a  minor  extent  the  effects  of  frost-bite.  Even  extensive  gangrene  and  loss  of 
fingers  results  sometimes. 

A  very  similar  condition  in  which  dead  fingers  may  be  a  symptom  results  from 
ergotism  (p.  259)  ;  and  deadness  of  the  fingers  may  be  one  of  the  phenomena  of  pellagra 
(p.  225),  although  here  erythema  is  commoner  than  acute  pallor.  Fortunately  both  pellagra 
and  ergotism  are  exceedingly  rare  in  this  country. 

Between  the  physiological  dead  fingers  of  exposure  in  cold  water  or  to  cold 
atmospheres,  and  the  pathological  deadness  resulting  from  Raynaud's  disease  as  the  result 
of  exposure  to  temperatures  which  ought  not  to  cause  deadness  of  the  digits  in  normal 
persons,  one  meets  with  varying  degrees  of  precisely  similar  changes  to  which  it  is  difficult 
to  give  an  exact  name.  For  instance,  an  apparently  healthy  ii^dividual  complains  that 
whenever  he  is  getting  up  on  a  winter's  morning  he  finds  one  or  other  of  his  fingers,  gener- 
ally a  ring  or  little  finger,  goes  dead  and  white,  and  it  is  not  until  he  comes  down 
to  breakfast  and  gets  into  a  warm  room  with  a  fire  that  the  circulation  becomes  restored 
in  it ;  what  name  is  one  to  give  to  this  ?  There  is  no  generalized  syncope  of  all  the  fingers 
such  as  one  meets  with  in  Raynaud's  disease  ;  and  yet  the  patient  suffers  from  his  dead 
fingers  without  any  cause  which  should  be  adequate.  The  complaint  is  fairly  common  ; 
generally  it  is  no  indication  of  disease.  Four  things  in  particular  need  to  be  thought  of, 
however,  before  the  trouble  is  put  into  the  category  of  personal  idiosyncrasy,  namely  : 
(1)  Cervical  rib  ;   (2)  AJeriosclerosis  ;  (3)  Occupation  ;   (4)  Blue-brain. 

Deadness  of  the  ring  or  little  fingers  may  be  one  of  the  earliest  symptoms  in  the  case 
of  a  person  who  has  a  cervical  rib  (Fig.  186,  p.  443).  Later,  more  generalized  neurotic 
symptoms  in  the  arm  and  hand  may  be  expected,  or  even  atrophy  of  the  muscles  supplied 
from  the  ulnar  part  of  the  brachial  plexus.  Although  the  rib  dates  from  birth,  it  is  remark- 
able how  it  often  produces  no  symptoms  until  adult  life  is  reached  ;  it  may  produce  no 
symptoms  at  all  even  then  ;  when  it  does  so  the  patient's  attention  is  seldom  drawn 
directly  to  the  neck,  but  nearly  always  to  something  being  the  matter  with  the  hand  or 
forearm,  especially  the  ulnar  aspect  of  the  latter  and  the  little  and  ring  fingers.  If  one 
realizes  that  the  cervical  rib  or  the  fibrous  band  which  joins  the  end  of  a  buttress  cervical 
rib  (Fig.  187,  p.  443)  to  the  first  rib,  is  liable  to  interfere  with  the  lower  trunks  of  the  brachial 
plexus,  one  can  imagine  the  various  vasomotor  and  other  nervous  symptoms  that  may 
result ;  and  if  the  possibility  occurs  to  one,  the  diagnosis  is  established  by  means  of  the 
ic-rays.  Only  when  in  place  of  any  bony  rib  there  is  but  a  fibrous  cord  representing  it  will 
the  aj-rays  fail  to  show  either  the  entire  rib,  or  more  commonly  perhaps  a  stump  representing 
the  vertebral  end  of  such  a  lib,  sufficient  nevertheless  to  indicate  the  cause  of  the  nerve 
symptoms  in  the  hand  and  arm. 

Arteriosclerosis  or  atheroma,  or  both,  may  involve  the  vessels  supplying  the  hands 
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and  produce  in  the  latter'varioiis  symptoms  of  deficient  circulation,  including  dead  fingers. 
The  patient  will  generally  be  past  middle  life,  and  as  a  rule  there  will  be  other  indications 
of  arterial  degeneration,  especially  raised  blood-pressure,  though  when  atheroma  rather 
than  arteriosclerosis  is  the  cause  the  arterial  affection  may  be  extensive  though  the  blood 
pressure  is  not  raised.  The  condition  in  the  arms  and  hands  comes  on  as  a  rule  spasmodic- 
ally, or  in  paroxysms  when  the  arms  and  hands  are  used,  and  the  remarks  made  on  page 
440  in  regard  to  intermittent  claudication  apply  here  just  as  they  do  in  the  case  of  the  leg. 
Dead  fingers  from  this  cause,  however,  are  not  met  with  frequently. 

Occupation  as  a  cause  for  dead  fingers  is  familiar  in  two  classes  of  persons  in  particular, 
namely  first,  those  whose  hands  are  immersed  for  many  hours  a  day  in  waters  of  different 
temperature,  especially  if  there  are  chemical  ingredients  such  as  carbonate  of  soda  in  the 
waters.  Dead  fingers  are  in  this  way  one  of  the  troubles  which  washerwomen  are  apt 
to  suffer  from  (p.  444).  The  nature  of  the  patient's  employment  may  suggest  this  cause 
if  inquiry  is  made  as  to  exactly  how  the  particular  individual  carries  on  his  work.  The 
other  group  of  persons  who  are  liable  to  develop  dead  fingers  in  one  hand  or  the  other  as 
the  result  of  their  occupation,  are  those  who  carry  heavy  loads  upon  one  shoulder  in  such 
a  way  as  to  depress  that  shoulder  and  push  the  head  far  over  towards  the  opposite  side. 
Apparently  what  happens  is  that  the  pushing  asunder  as  it  were  of  the  shoulder  and  the 
neck  throws  much  strain  upon  the  fibres  of  the  brachial  plexus,  and  in  some  individuals 
this  strain  leads  to  degenerative  changes  which  extend  down  the  nerve  of  the  arm  into  the 
hand.  Pains  may  be  the  most  prominent  result,  and  these  pains  are  generally  most  severe 
in  the  region  of  the  shoulder  and  the  upper  arm,  especially  in  the  parts  supplied  by  the 
circumflex  nerve.  In  other  cases,  besides  the  pain,  or  without  pain,  muscular  atrophy 
results.  In  a  few  instances  vasomotor  phenomena  predominate,  and  dead  fhigers  or  even 
a  condition  similar  to  that  of  Raynaud's  di^ase  has  resulted.  That  occupation  is  the 
probable  cause  will  be  suggested  by  the  symptoms  being  so  much  more  pronounced  in 
one  hand  than  in  the  other,  for  it  very  rarely  happens  that  the  man  will  carry  weights  first 
on  one  shoulder  and  then  upon  the  other,  so  as  to  affect  both  brachial  plexuses  alike. 

Blue-brain  is  a  descriptive  term,  coined  by  Sir  James  Goodhart  to  cover  a  very  extensive 
class  of  case  in  which  all  sorts  of  peripheral  phenomena  of  a  functional  type  have  their  root, 
in  his  opinion,  not  in  a  peripheral  cause  but  in  a  central  one  ;  and  as  the  individuals  generally 
have  what  is  called  a  poor  circulation,  with  a  tendency  to  blueness  of  the  ears  and  hands,  a 
liability  to  chilblains  and  other  phenomena  of  that  kind,  he  considers  that  they  also  have 
a  correspK)nding  tendency  to  poorness  of  the  circulation  in  the  cerebral  centres  ;  just  as 
they  have  blue  extremities,  so  they  have,  as  he  says  '  blue-brain.'  The  patients  are  not 
alj  women,  though  the  majority  are  ;  they  have  aches  here  and  pains  there  ;  the  abdominal 
aorta  is  often  unduly  pulsatile  ;  the  right  kidney  is  often  movable ;  there  is  suffering  at 
the  monthly  periods  ;  the  knee-jerks  are  exaggerated  ;  the  patients  are  of  the  nervous, 
neiurotic,  neurasthenic,  or  even  actually  hypochondriacal  type.  Amongst  the  many  symp- 
toms that  they  may  complain  of,  deadness  of  the  fingers  on  the  slightest  provocation 
may  be  one  ;  the  condition  may  then  simulate  Raynaud's  disease,  and  it  is  a  question 
whether  in  Raynaud's  disease  itself  the  vasomotor  anomaly  is  not  central  rather  than 
peripheral.  Every  practitioner  has  met  with  dead  fingers  in  patients  for  whom  they  can 
recognize  at  once  that  the  term  '  blue-brain '  fits  as  an  appropriate  label ;  for  a  full 
description  of  the  types  of  case  in  question  he  should  read  Sir  James  Goodhart's  original 
article  upon  the  subject.  Herbert  French. 

DEIAFNESS. — ^This  is  the  most  constant  symptom  of  disease  of  the  ear.  It  may  be 
present  in  one  or  both  ears,  and  may  vary  from  a  slight  deficiency,  which  may  be 
unnoticed  by  the  patient,  to  a  complete  loss  of  hearing.  The  causes  of  defective  hearing 
are  many.  In  some  cases  it  can  be  easily  reheved  ;  in  others  the  prognosis  may  be  abso- 
lutely hopeless. 

The  organ  of  hearing  consists  of  two  main  parts.  The  first  is  a  conducting 
portion  consisting  of  the  external  auditory  meatus,  tympanum,  drum,  and  ossicles — the 
function  of  which  is  to  collect  the  sound  waves  and  transmit  the  vibrations  to  the 
endolymph  of  the  internal  ear.  The  second  portion  contains  the  labyrinth — cochlea, 
vestibule,  and  semicircular  canals — in  which  are  situated  the  terminations  of  the  auditory 
nerve.     Deafness  may  be  caused  by  a  lesion  either  of  the  conducting  portion  of  the  auditory 
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apparatus,  or  of  the  internal  ear,  which  contains  the  receptive  mechanism.  The  latter — 
labyrinthine  or  nerve  deafness — is  the  more  serious  and  usually  the  more  severe,  but  the 
former  is  much  the  conmioner.  Rarely,  deafness  may  be  due  to  some  disease  of  the 
auditory  nerve  or  to  some  tumour  of  the  brain  involving  the  fibres  of  the  nerve  in  their 
intracerebral  course. 

Tests  for  Hearing. — In  the  examination  of  a  deaf  patient,  a  careful  investigation 
of  the  sense  of  hearing  is  necessary  :  (a)  To  estimate  the  severity  of  the  deafness  ;  (b)  To 
ascertain  whether  the  lesion  is  situated  in  the  conducting  apparatus,  or  in  the  labyrinth 
or  auditory  nerve.  Before  carrying  out  these  tests  it  is  well  to  examine  the  external 
auditory  meatus  with  a  speculum,  to  make  sure  that  the  deafness  is  not  due  to  the  presence 
of  a  plug  of  cerumen,  in  which  case  elaborate  hearing  tests  are  unnecessary.  The  following 
are  the  tests  usually  applied  : — 

1.  The  Whispered  Voice  Test, — ^This  consists  in  noting  the  distance  at  which  whispered 
words  are  heard.  Vowel  sounds  are  usually  heard  better  than  consonants.  The  examiner 
must  cultivate  a  whisper  of  uniform  intensity,  and  the  patient's  eyes  should  be  covered 

to  avoid  the  possibility  of  ^  lip  reading.'  Each  ear 
must  be  tested  separately,  the  other  external  audi- 
tory meatus  being  covered  by  a  finger. 

2.  The  Watch  Test, — Here  the  distance  is 
measured  at  which  the  ticking  of  a  watch  is  heard. 
The  same  precautions  must  be  taken  as  in  the 
voice  test.  The  observer  must  first  measure  the 
distance  at  which  it  can  be  heard  by  a  normal 
person.  Suppose  this  to  be  30  in.,  and  the  patient 
hears  it  at  a  distance  of  12  in. ; 
the    patient's    hearing    is    then  ~ 

described    as    JJ.     Instead    of  a 
watch,  Politzer's  acoumeter  (Fig. 
73),   an  instrument  producing  a 
Fig.  73.— loiitzer's  acoumeter.  uniform  tapping  sound,  may  be 

used. 
The  results  obtained  by  these  tests  by  no  means  always  coincide. 
Sometimes  the  whispered  voice  may  be  heard  remarkably  well  while  the 
watch  is  almost  inaudible.  This  is  more  likely  to  be  the  case  when  the 
onset  of  the  deafness  is  late  in  life.  More  rarely  the  watch  is  heard 
more  easily  than  the  voice. 

3.  Tuning-fork  Tests  are  of  the  greatest  importance,  since  it  is  chiefly 
by  these  that  labyrinthine  or  nerve  deafness  can  be  distinguished  from 
deafness  due  to  a  lesion  of  the  external  or  middle  ear.     In  the  latter 
case  the   sound  waves  arc  obstructed  on  their  way  to  the  receptive 
apparatus,  and  cannot  be  heard  when  the  fork  is  near  to,  but  not  in 
contact  with,  the  ear ;   whilst  if  the  base  of  the  fork  is  applied  to  the 
mastoid  process,   forehead,  or  chin,  the   vibrations  are  heard   readily, 
because  they  are  now  conveyed  to  the  normal    receptive    mechanism      *^with^t"piece°'^ 
directly  through  the  bone.     In  nerve  or  labyrinthine  deafness,  on  the 
other  hand,  though  the  vibrations  are  transmitted  by  the  bone,  the  sound  is  heard  poorly 
or  not  at  all,  for  the  receptive  apparatus  is  at  fault,  and   is   unable  to  respond  properly 
to  the  stimulus  of  the  sound  waves,  whether  they  reach  it  via  the  external  and  middle  ear, 
or  through  the  bone. 

The  tuning-fork  used  should  be  one  which  vibrates  256  times  per  second  (C>).  It 
should  have  a  flat  foot-piece  (Fig,  74),  so  that  it  can  be  applied  conveniently  to  the  bone, 
and  it  may  with  advantage  be  fitted  with  a  contrivance  to  prevent  the  occurrence  of  over- 
tones. In  addition,  tuning-forks  vibrating  64  times  per  second  and  1024  times  per  second 
should  be  at  hand,  for  testing  the  perception  for  high  and  low  tones.  In  an  elaborate 
investigation,  still  higher  pitched  tuning-forks  may  be  necessary.  The  following  are  special 
tests  used  in  testing  bone  conduction  in  a  deaf  patient : — 

1.  Rinne's  Test, — The  tuning-fork  is  struck  lightly,  and  the  flat  foot-piece  is  held 
steadily  against  the  mastoid  process.     Directly  the  patient  ceases  to  hear  the  sound,  he 
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raises  his  hand,  and  the  fork  is  then  held  close  to  the  external  auditory  meatus.  If  the 
sound  is  heard  again,  the  result  is  positive  ;  if  it  is  inaudible,  the  result  is  negative.  The 
test  may  also  be  carried  out  by  holding  the  fork  opposite  the  external  auditory  meatus 
first,  and  then,  when  it  is  no  longer  audible,  applying  it  to  the  mastoid.  A  useful  modifica- 
tion of  this  test  is  for  the  examiner  to  wait  until  the  fork  is  no  longer  heard  by  the  patient 
through  the  mastoid,  and  then  to  transfer  it  to  his  own  mastoid.  In  this  way  the  bone 
conduction  of  the  patient  is  compared  with  the  bone  conduction  of  a  normal  individual. 

2.  Weber's  Test. — ^This  is  especially  useful  in  unilateral  deafness.  The  vibrating  fork 
is  applied  by  the  flat  foot-piece  to  the  middle  of  the  forehead.  The  patient  is  then  asked 
in  which  ear  the  sound  is  heard  best.  If  the  deafness  is  in  the  external  or  middle  ear,  the 
sound  will  be  best  heard  on  the  deaf  side  (positive)  ;  if  due  to  a  lesion  of  the  internal  ear 
or  auditory  nerve,  it  will  be  heard  in  the  good  ear  (negative).  Great  care  has  to  be  exercised 
in  this  test  to  get  the  correct  reply  from  the  patient,  as  there  is  often  unwillingness  to 
admit  hearing  in  the  affected  ear. 

3.  GelWs  Test, — The  air-pressure  is  increased  in  the  external  auditory  meatus  by 
means  of  a  Siegle's  speculum.  The  vibrating  fork  is  then  applied  to  the  mastoid,  or  to 
the  middle  of  the  forehead.  In  a  normal  person,  bone  conduction  is  diminished.  When 
it  is  unaffected  it  is  generally  considered  that  the  foot  of  the  stapes  is  fixed. 

The  hearing  of  high  or  low  tones  is  ascer- 
tained by  using  tuning-forks  of  a  rapid  or  low 
rate  of  vibration.  Galton's  whistle  (Fig,  T^i), 
which  produces  very  high  notes,  is  also  used  for 
this  purpose.  By  means  of  this  instrument  a 
note  as  high  as  50,000  vibrations  per  second 
can  be  produced.  If  notes  of  more  than  20,000 
or  25,000  vibrations  are  not  heard,  the  auditory 
nerve  is  probably  affected.  ^^'J-  75— Gaitons  whistle. 

To  sum  up,  labyrinthine  deafness  is  indi- 
cated when  bone  conduction  is  diminished  markedly,  i.e.,  when  Rinne's  test  is  positive  and 
Weber's  is  negative.     Generally  speaking,  in  this  form  of  deafness  the  perception  of  high- 
pitched  sounds  is  diminished.     It  must,  however,  be  remembered  tliat  in  old  people  the  per- 
ception of  high  notes  is  generally  diminished  considerably  without  any  affection  of  the  nerve. 

Deafness  due  to  some  error  in  the  conducting  apparatus  is  indicated  when  bone  con- 
duction is  good,  i.e.,  when  Rinne's  test  is  negative  and  Weber's  positive.  There  is  also 
likely  to  be  j>oor  perception  of  low-pitched  notes. 

In  carrying  out  these  tests,  however,  it  must  be  remembered  that,  in  a  patient  over 
fifty,  bone  conduction  is  normally  diminished,  so  that  the  tests  are  often  inconclusive  in 
an  elderly  patient. 

Deafness  due  to  a  Lesion  of  the  Sound-conducting  Apparatus. — When  this  is 
the  case,  either  the  external  or  the  middle  ear  may  be  at  fault.  Examination  with  the 
speculum  will  readily  reveal  the  presence  of  a  plug  of  cerumefi,  polypiy  or  a  foreign  body, 
such  as  a  mass  of  wool,  which  is  not  infrequently  inserted  and  forgotten  by  the  patient. 

The  cause  of  middle-ear  deafness  will  be  diagnosed  by  considering  other  symptoms 
which  may  be  present,  such  as  pain  and  tinnitus,  together  with  an  examination  of  the 
tympanic  membrane,  and  of  the  nose  and  nasopharynx.  Deafness  is  more  or  less  marked 
in  all  inflammatory  diseases  of  the  middle  ear,  acute  or  chronic,  suppurative  or  nonsuppurative. 
It  must  be  remembered  that  there  is  not  necessarily  a  correspondence  between  the  intensity 
of  the  deafness  and  the  condition  of  the  membrane.  The  latter  may  be  destroyed  and 
hearing  may  remain  fairly  good,  while  with  a  small  perforation,  or  in  chronic  non-suppurative 
otitis  media,  with  but  little  alteration  in  the  appearance  of  the  membrane,  the  deafness 
may  be  profound. 

Catarrh  of  the  Eustachian  tube,  or  obstruction  to  this  passage  by  the  presence  of  adenoids 
or  enlarged  tonsils,  is  a  common  cause  of  deafness,  especially  in  children. 

In  some  cases  of  middle-ear  deafness,  especially  in  otosclerosis,  where  the  foot-plate  of 
the  stapes  is  fixed,  the  patient  may  hear  ordinarv'  speech  better  in  a  noisy  place  than  in  a 
quiet  room.  This  is  known  as  paracusis  Willisii,  It  is  generally  explained  by  supposing 
that  the  more  extensive  vibrations  caused  by  the  loud  noise  loosen  the  joints  between  the 
ossicles,  which  are  otherwise  abnormally  stiff. 
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In  disease  of  the  conducting  apparatus,  the  patient,  though  deaf,  not  infrequently 
hears  his  own  voice  very  loudly,  and  also  noises  in  the  nasopharynx  such  as  occur  on 
swallowing.    This  is  known  as  auiophonia. 

Hypercesihesia  acustica  is  a  term  applied  when  sounds  produce  an  actual  painful  sensa- 
tion in  the  ear.  It  may  be  present  in  acute  inflammation  of  the  middle  ear,  fevers,  and 
migraine. 

Nerve  or  Labyrinthine  Deafness  may  be  due  to  a  lesion  of  the  auditory  nerve  itself, 
which  may  be  involved  in  a  growth  of  the  temporal  bone,  or  may  show  degenerative 
changes  in  tabes.  It  may  also  result  from  a  definite  intracranial  lesion  such  as  a  tumour 
of  the  mid-brain  or  pons.  A  diagnosis  in  these  cases  will  be  made  from  the  coexistence  of 
other  nervous  symptoms  associated  with  cerebral  tumour.  In  labyrinthine  deafness  the 
following  actual  pathological  changes  have  been  found  :  (1)  Degenerative  changes  in  the 
organ  of  Corti ;  (2)  Haemorrhage  ;  (8)  Organized  inflammatory  products  ;  (4)  Rise  in 
pressure  in  the  endolymph. 

The  following  are  the  chief  causes  of  labyrinthine  deafness  : — 

1.  Extension  from  disease  of  the  middle  ear,  suppurative  (pyo-labyrinthitis)  or  non- 
suppurative (occasionally  in  otosclerosis). 

2.  Apoplectic  deafness  or  Meniere's  disease,  which  may  be  due  to  haemorrhage  or  a 
sudden  rise  of  intracranial  pressure. 

3.  Following  the  specific  infectious  fevers,  especially  mumps,  but  also  influenza, 
typhoid,  measles,  scarlet  fever,  and  others. 

4.  Syphilis.  In  the  acquired  disease,  deafness  may  occur  at  almost  any  stage.  The 
onset  is  usually  sudden,  the  trouble  is  usually  unilateral,  and  may  have  all  the  characters 
of  Meniere's  disease.  In  congenital  syphilis  the  deafness  usually  begins  between  the  ninth 
and  sixteenth  years.  Eustachian  obstruction  and  retracted  membranes  are  frequently 
present,  but  the  deaftiess  progresses  and  is  labyrinthine  in  character.  Other  signs  of 
congenital  syphilis  will  be  present  to  assist  in  the  diagnosis. 

Deafness  may  follow  an  injection  of  salvarsan.  It  may  appear  after  an  interval  of 
several  days,  or  as  long  as  three  months.  The  short  interval  is  usually  after  an  intravenous 
injection,  the  longer  when  the  drug  has  been  injected  into  the  muscles.  The  deaftiess  is 
more  or  less  absolute  and  has  the  characters  of  nerve  deafness.  By  some  this  is  regarded 
as  due  to  the  drug ;  others  regard  the  lesion  as  due  to  the  liberation  of  a  large  quantity 
of  endotoxin  consequent  upon  the  destruction  of  the  spirochaetes. 

5.  In  Bright's  disease,  leukaemia,  pernicious  and  other  anaemias.  A  haemorrhage  is 
frequently  the  cause  of  the  trouble  here. 

6.  Certain  drugs  cause  transient  deafness  of  labyrinthine  character  ;  notably  quinine, 
and  sodium  salicylate;  possibly  alcohol  and  tobacco.  Mercury  and  lead  also  arc  stated 
to  cause  deafness  sometimes. 

7.  Traumatic.  Labyrinthine  deafness  may  follow  blows,  falls,  or  fracture  of  the  bsse 
of  the  skull. 

8.  Occupations,  such  as  caisson  workers,  or  workers  in  a  continuous  loud  noise  (boiler- 
makers'  deafness). 

9.  Meningitis,  especially  cerebrospinal  meningitis  ;    and  occasionally  in  epilepsy. 
Deafness  may  also  occur  in  hysterical  individuals.     This  may  usually  be  recognized 

by  the  manner  and  aspect  of  the  patient,  and  by  the  absence  of  abnormal  physical  signs 
on  examination. 

Lastly,  it  must  be  remembered  that  deafness  may  be  complained  of  by  a  malingerer  ; 
the  fraud  is  usually  exposed  by  contradictory  replies  to  hearing  tests  with  the  eyes  bandaged, 
or  by  speaking  into  the  chest-piece  of  a  binaural  stethoscope  with  the  tube  to  the  sound 
ear  plugged  with  wool.  The  probability  is  that  the  patient  will  say  he  hears  words  spoken 
into  the  stethoscope,  but  on  removing  this  and  covering  the  sound  ear  with  the  finger,  he 
will  say  that  he  hears  nothing.  Philip  Turner, 

DEFORMITY  OF  THE  CHEST.— In  the  differential  diagnosis  of  alterations  in  the 
form  of  the  chest,  it  must  be  remembered  that  many  slight  deviations  from  its  typical 
form  are  not  produced  by  disease.  A  long  narrow  chest  {alar  chest),  or  one  flattened 
anteriorly  {flat  chest)  is  often  found  in  persons  predisposed  to  phthisis  ;  but  these  also  occur 
in  individuals  who  are  never  affected  by  this  disease.     A  long  neck  and  sloping  shoulders 
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are  also  associated  with  this  condition,  while  a  short,  thick  neck  with  high  shoulders ^is 
found  in  persons  subject  to  apoplexy.  The  alterations  in  the  form  of  the  chest  which  may 
result  from  disease  may  be  considered  under  the  following  headings  : — 

(1).  Deformities  the  restUt  of  rickets  ; 

(2).  General  changes  in  the  form  of  the  chest :  (a)  The  barrel-shaped,  (6)  Unilateral 
enlargement,  (c)  Unilateral  shrinking  ; 

(8).  Loc€U  changes  :   (a)  Bulging,  (b)  Retraction. 

Rickets. — ^The  following  deformities  of  the  chest  in  an  infant  are  due  to  rickets  : — 
The  chest  is  somewhat  pear-shaped  on  transverse  section,  and  a  long  vertical  groove 
is  often  seen  on  each  side  of  the  sternum.  Beading  of  the  sternal  ends  of  the  ribs 
takes  place,  giving  rise  to  the  rickety  rosary.  The  pigeon  chest,  in  which  the  ribs  are 
flattened  on  each  side  in  front,  so  that  the  sternum  becomes  unusually  prominent,  making 
the  chest  appear  somewhat  triangular  on  transverse  section,  is  always  due  to  rickets 
{Fig.  78).  Harrison'* s  sulcus,  a  horizontal  groove  in  the  lower  part  of  the  rickety  chest,  is 
due  to  the  sinking  in  of  the  ribs  above  the  attachment  of  the  diaphragm.    This  groove  is 


Fig.  76. — Rickety  chest- 
child,  aged  16  monthsi. 
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Fig.  78.  -Pigeon  chest- 
child,  aged  14  months. 


Fig.  77. — Normal  adult  chest. 
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fig,  79. — Fibrosis  of  the  left  lung — man,  aged  30  years.  Fig.  80. — Emphysematous  chest. 

CYRTOSCETRIC   TRAONGS   OP   VARIOUS   FORMS   OF   CHEST. 

Transverse  sections  of  various  forms  of  chest  at  the  level  of  the  sterno-xiphoid  articulation,  reduced  from 
cyrtometric  tracings.  The  dotted  lines  indicate  the  natural  shape  at  the  same  age.  The  figures  represent  the 
measurements  in  inches.    (Sawyer's  Physical  Sigru,  1908.) 

exaggerated  because  the  lower  ribs  are  pushed  out  by  the  increase  in  size  of  the  abdominal 
viscera.  All  these  deformities  are  associated  with  other  signs  of  rickets  in  the  child, 
which  make  the  diagnosis  easy. 

General  Changes. — (a).  The  Barrel-shaped  Chest  is  found  in  patients  suffering 
from  pulmonary  emphysema  (Fig,  80).  The  chest  is  enlarged  in  all  directions  and  gives 
the  appearance  which  is  assumed  by  the  normal  chest  only  after  deep  inspiration.  The 
antero-posterior  diameter  is  greatly  increased.  The  shoulders  are  higher  and  squarer 
than  in  health,  the  intercostal  spaces  are  enlarged  and  bulging,  the  dorsal  curve  of  the  spine 
exaggerated.  The  movements  of  the  chest  during  respiration  are  extremely  restricted  ; 
there  is  elevation  of  the  chest  as  a  whole  during  inspiration,  but  very  little  real  expansion. 
The  neck  appears  abnormally  short.  The  apex  beat  of  the  heart  cannot  be  felt.  On 
percussion  the  note  over  the  lungs  is  hyper-resonant,  the  cardiac  dullness  is  greatly  dim- 
inished and  often  obliterated,  and  the  upper  level  of  the  hepatic  dullness  is  lowered.  The 
breath-sounds  upon  auscultation  are  enfeebled,  and  expiration  is  markedly  prolonged. 
If  bronchitis  be  present  also,  adventitious  sounds  are  heard,  especially  sonorous  and  sibilant 
rhonchi  and  coarse  bubbling  rales.     The  heart-sounds  are  difficult  to  hear. 
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Wlienever  any  loss  of  symmetry  in  the  two  sides  of  the  chest  is  found,  the  vertebral 
column  must  be  examined  carefully,  as  the  alteration  may  be  due  to  spinal  curvature. 

(b).  A  Unilateral  Enlargement  of  the  chest  can  be  produced  by  an  extensive  pleuritic 
effusion,  a  large  empyema,  pneumothorax,  and  when  an  intrathoracic  tumour  affects  the  greater 
part  of  one  side  of  the  chest.  The  cause  of  the  enlargement  is  ascertained  by  the  physical 
examination  ;  thus  with  pleuritic  effusion,  either  serous  or  purulent  the  movements  of 
the  affected  side  during  respiration  are  restricted,  while  tho-e  of  the  opposite  side  are  exag- 
gerated ;  dullness  is  found  over  the  effusion,  while  above  it  the  note  is  usually  of  higher 
pitch  than  normal,  and  often  skodaic  ;  vocal  fremitus,  breath -sounds,  and  voice-sounds  are 
diminished  or  absent  over  the  dull  area.  At  the  upper  level  of  the  fluid  aegophony  may  be 
present,  and  the  breath-sounds  frequently  tubular.  The  presence  of  fluid  is  further  con- 
firmed by  finding  the  heart  pushed  over  to  the  opposite  side,  and  the  liver  depressed  when 
the  right  pleura  is  involved.  When  a  pneumothorax  is  present,  there  is  usually  a  history  of 
a  sudden  onset,  accompanied  by  a  severe  pain  in  the  chest  ;  the  affected  side  does  not  move 
as  freely  as  the  other  with  respiration  ;  the  heart  is  displaced  towards  the  opposite  side, 
and  vocal  fremitus,  breath-,  and  voice-sounds  are  diminished  or  absent,  though  the  affected 
side  of  the  chest  is  fully  resonant;  if  serum  or  pus  be  present  in  addition  to  air.  the 
note  is  dull  or  greatly  impaired  at  the  base  of  the  lung,  with  hyper-resonance  but  absence 
of  breath-sounds  above.  When  much  fluid  is  present,  the  note  changes  considerably  with 
the  position  of  the  patient.  The  metallic  tinkling  of  Laennec  is  sometimes  heard  over  a 
pneumothorax  ;  coughing  is  generally  required  for  its  production  ;  it  resembles  the  sound 
which  occurs  when  "  a  drop  of  water  falls  on  the  surface  of  a  fluid  contained  in  a  half-filled 
decanter."  The  bell  sound  or  '  bruit  d'airain  '  is  very  characteristic  of  a  pneumothorax  ; 
to  hear  it,  auscultation  is  performed  over  a  portion  of  the  pneumothorax,  and  a  coin  placed 
on  another  portion  is  struck  with  a  second  coin  ;  the  sound  has  a  ringing  metallic  quality 
like  that  of  the  tinkling  of  a  small  bell,  or  like  the  ring  that  accompanies  hanunering  upon  a 
blacksmith's  anvil.  Hippocratic  succussion  may  also  be  obtained  when  the  observer's  ear 
is  applied  to  the  chest  while  the  patient's  body  is  shaken  or  jolted. 

(c).  Shrinking  of  the  whole  of  one  side  of  the  chest  is  due  to  contraction  of  one  lung, 
either  as  the  result  of  a  previous  compression  by  a  large  pleuritic  effusion,  and  especially 
by  an  empyema,  or  on  account  of  fibrosis  of  the  lung  {Fig.  7i)).  The  history  of  the  patient 
often  indicates  the  cause  of  the  contraction  of  the  lung  ;  a  large  effusion  may  have  been 
aspirated,  or  an  empyema  may  have  been  drained  by  surgical  means,  leaving  the  scar  of 
the  operation.  In  other  cases  the  empyema  may  have  burst  into  the  lung,  and  there  may 
be  a  history  of  a  large  amount  of  pus  having  been  expectorated.  With  fibrosis  of  the  lung 
the  affected  side  is  retracted  and  shrunken,  the  intercostal  spaces  are  very  narrow,  and 
the  ribs  may  even  overlap.  The  shoulder  is  lower  on  the  affected  side,  and  the  vertebral 
column  is  deviated  towards  the  diseased  lung.  The  heart  is  drawn  over  to  the  affected 
side,  in  which  there  is  very  little  movement  during  respiration.  If  the  left  lung  be  affected, 
the  heart  will  be  less  covered  by  lung  than  normally,  and  so  there  may  be  a  large  area  over 
which  cardiac  pulsation  is  visible.  The  note  over  the  contracted  lung  is  impaired,  while 
on  the  opposite  side  it  is  hyper-resonant.  The  breath-sounds  are  deficient  or  absent,  and 
may  be  tubular  or  cavernous,  while  at  the  base  there  may  be  numerous  coarse  bubbling 
rales,  especially  if  there  is  bronchiectasis.  Vocal  fremitus  may  be  decreased  or  exaggerated. 
The  expectoration  is  generally  copious,  semi-purulent,  and  often  foetid.  There  is  often 
marked  clubbing  of  the  tips  of  the  fingers. 

Local  Changes. — (a)  The  cause  of  bulging  of  any  portion  of  the  chest  wall  may  be 
difficult  of  diagnosis,  though  sometimes  it  is  obvious,  as  when  an  empyema  points  externally  ; 
even  this  is  sometimes  mistaken  for  a  localized  abscess  of  the  chest  wall,  unless  a  careful 
examination  reveals  the  sign  of  fluid  within  the  chest.  In  pulmonary  emphysema,  bulging 
is  often  present  in  the  supraclavicular  and  infraclavicular  regions.  Bulging  may  also  be 
due  to  an  intrathoracic  tumour,  to  an  aneurysm  of  the  aorta,  or  to  a  tumour  or  abscess  of  the 
chest  wall.  The  most  common  situation  on  the  chest  wall  for  an  aneurysmal  swelling  is 
to  the  right  of  the  sternum  in  the  first,  second,  and  third  intercostal  spaces  ;  it  may  erode 
the  upper  part  of  the  sternum  and  so  produce  a  swelling  there,  while  in  rare  instances  it 
may  produce  a  prominence  to  the  left  of  the  sternum  ;  a  bulging  to  the  left  of  the  vertebral 
column  may  be  due  to  an  aneurysm  of  the  descending  thoracic  aorta.  The  expansile 
character  of  the  pulsation  suggests  the  diagnosis.     A  tumour  or  abscess  of  the  chest  wall 
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may  occur  in  any  situation.  The  praecordia  becomes  prominent  in  children  in  cases  of 
pericardial  effHsioriy  or  when  the  heart  is  enlarged  ;  the  situation  of  the  prominence 
indicates  its  cardiac  origin.  An  enlargement  of  the  liver  (p.  366)  may  also  produce  a  promi- 
nence of  the  ribs  under  which  it  lies  ;  a  hepatic  abscess,  a  subdiaphragmatic  abscess,  or 
an  empyema,  sometimes  point  over  the  lower  part,  of  the  chest  in  front,  while  a  psoas 
abscess  may  point  over  the  lower  ribs  posteriorly.  A  prominence  over  the  spinal  column 
in  the  dorsal  region  may  be  due  to  spinal  caries ^  or  to  a  malignant  new  growth  of  the  spine. 
An  angular  ciurvature  of  the  spine  is  most  commonly  due  to  spinal  caries,  and  any  swell- 
ing which  is  associated  with  it  may  be  produced  by  an  abscess  arising  from  the  disease. 
Bulgings  which  give  an  impulse  on  coughing,  and  which  wax  and  wane  with  respiration, 
suggest  hernia  of  the  lung,  sometimes  of  considerable  size  in  marasmic  children  suffering 
from  whooping-cough,  or  in  emaciated  phthisical  subjects  with  incessant  cough. 

(h).  Retraction  or  localized  shrinking  of  the  chest  wall  occurs  in  any  condition  in  which 
there  is  a  portion  of  lung  contracted  by  disease.  When  present  over  one  or  both  apices 
of  the  lungs,  as  shown  by  retraction  in  the  supra-  and  infraclavicular  regions,  it  is  nearly 
always  due  to  phthisis.  Unilateral  shrinkage  is  also  found  with  fibroid  conditions  of  the 
lungs  which  are  not  tuberculous,  or  after  the  absorption  of  a  pleuritic  effusion  or  the 
removal  of  the  pus  from  an  empyema.  J.  E.  H,  Sawyer. 

DELIRIUM  occurs  in  an  overwhelmingly  large  proportion  of  cases  in  the  course  of 
some  well-known  disease,  commonly  pyrexial,  and  beyond  the  fact  that  the  condition 
itself  in  such  diseases  is  a  symptom  of  somewhat  serious  import,  nothing  need  be  said  as 
regards  the  diagnosis.  There  are,  however,  a  few  prognostic  points  worthy  of  mention 
in  connection  with  such  cases.  Thus,  in  typhoid  during  the  height  of  the  fever,  in  measles, 
and  in  scarlet  fever,  the  delirium  is  commonly  in  proportion  to  the  pyrexia  in  its  violence, 
and  can  usually  be  controlled  by  controlling  the  pyrexia,  if  necessary  ;  in  the  later  stages 
of  typhoid,  a  low  muttering  delirium  is  of  very  serious  import.  In  pneumonia,  on  the 
other  hand,  some  degree  of  delirium  is  an  almost  constant  factor,  no  matter  what- the 
temperature  may  be,  and  its  significance  depends  upon  the  previous  (alcoholic)  history  of 
the  patient,  upon  the  violence  or  severity,  and  duration  or  persistence  of  the  mental 
phenomena.  In  rheumatic  fever  (unless  due  to  salicylates,  vide  infra)  delirium  is  of 
extremely  grave  significance,  being  commonly  associated  either  with  hyperpyrexia  or  with 
definite  intracranial  inflammation,  neither  of  which  is  at  all  common.  In  influenza,  too, 
it  is  a  symptom  causing  great  anxiety. 

The  difficulties  of  diagnosis  arise  chiefly  when  we  are  called  to  a  case  of  delirium  of 
which  we  have  no  previous  knowledge,  where  in  fact  our  services  are  sought  primarily 
because  the  patient  has  '  gone  off  his  head  and  is  talking  nonsense,'  and  we  must  consider 
to  what  different  factors  this  may  be  due.  The  following  table  embraces  causes  ordinarily 
met  with  : — 


Delirium  due  to  intrinsic  brain- 
cell  changes  or  to  pure  nerv^e 
influences 

Delirium  due  to  poison  arising 
in  the  body  (autogenetic) 

Delirium  due  to  microbic  activi- 
ties 


f     Mania  or  lunacy  in  all  its  forms 

-,      Pain,  occasionally  so  severe  as  to  produce  it 

[     Shock,  ditto 

Ura?mia 

Diabetes.         Anarmia.         Polycythaemia  ? 

Impending  death  from  any  cau^e. 

Fevers  of  any  kind,  known  and  unknown  as  to  their 
specific  microbic  origin 

Belladonna,  hyoscyamus,  and  their  allies  ;  alcohol 
and  other  less  common  intoxicants,  antcsthetizing 
substances,  and  hypnotics.  Lead,  and  other  metals 
occasionally.  Exceptionally,  it  arises  from  almost 
any  poison  or  drug,  most  typically,  perhaps,  from 
artificial  salicylate  of  sodium. 

As  with  all  other  tables  of  diagnostic  problems,  the  difficulties  are  much  greater  on 
paper  than  in  practice,  for  in  almost  every  case  there  is  some  one  overwhelming  and  out- 
standing fact  in  the  history  which  settles  the  matter  off-hand.  It  is  well,  however,  to 
have  some  fixed  order  of  procedure  laid  down,  which  may  take  the  following  lines  : — 

1.  Make  strict  enquiries  as  to  anything  unusual  having  been  taken  or  applied  lately. 


Delirium  due  to  chemical  agents 
introduced  from  without 
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Medicines  containing  belladonna,  drops  put  into  the  eyes,  or  some  strange  or  unusual 
vegetable  eaten,  are  the  most  likely  things. 

2.  Enquire  as  to  the  recent  health  of  the  individual  bearing  on  the  urinary  secretion, 
ansemia,  etc.  ;  also  enquire  about  incidents  that  might  have  caused  shock,  and  incidents 
suggestive  of  a  simple  idiopathic  mental  disorder. 

8.  Take  the  temperature  ;  if  materially  raised  it  suggests  some  form  of  microbic 
influence,  although  in  some,  such  as  rabies,  the  pyrexia  may  not  be  great. 

4.  Note  the  pupils ;  if  dilated  and  fixed,  they  suggest  belladonna  or  perhaps 
alcohol  — delirium  tremens  can  hardly  occur  without  a  definite  history  of  *  soaking,^  or 
an  accident ;  contracted  and  immovable  pupils  suggest  uraemia ;  unequal  pupils,  general 
paralysis  of  the  insane. 

5.  Test  the  urine  ;  this  will  go  far  in  clearing  up  urinary  causes.  Further  details 
must  be  sought  under  the  appropriate  headings. 

6.  Note  the  skin,  whether  dry  or  sweating,  whether  flushed  or  pale  ;  in  poisoning  by 
belladonna,  etc.,  it  is  often  dry  and  flushed  ;  if  connected  with  other  dangerous  chemical 
poisons,  it  is  commonly  pale  and  sweaty.  Fred,  J.  Smith. 

DIACETURIA — or  the  passage  of  diacetic  acid  in  the  urine — occurs  under  precisely 
similar  circumstances  to  Acetonuria  (p.  8).  The  following  is  the  usual  clinical  test 
for  diacetic  acid  : — ^To  one  inch  of  urine  in  a  test-tube  add  liquor  ferri  perchloridi  (B.P.) 
drop  by  drop.  For  a  moment  a  white  precipitate  of  iron  phosphate  forms,  and  then,  if 
aceto-acetic  acid  be  present,  the  liquid  becomes  deep  purple-red,  this  colour  being  dis- 
charged on  warming.  If  carbolic  acid,  salol,  or  salicylates  are  being  taken,  the  urine 
contains  phenyl  compounds  which  give  a  similar  reaction  with  ferric  chloride,  but  the 
colour  due  to  these  does  not  disappear  on  warming.  Herbert  French. 

DIARRfWEA> — It  is  important  to  remember  that  diarrhoea  is  a  symptom  and  not  a 
disease  in  itself,  and  in  every  case  one  must  try  to  discover  what  the  underlying  cause 
of  the  looseness  of  the  bowels  is.  In  order  to  do  this  it  may  be  necessary,  in  addition  to 
routine  physical  examination  in  the  ordinary  way,  to  employ  one  or  all  of  the  following 
special  methods  :  (1)  Digital  examination  of  the  rectum  ;  (2)  Inspection  of  the  lower 
colon  by  the  sigmoidoscope  ;  (8)  Investigation  of  gastric  digestion  by  test  meals  (see  p. 
319)  ;  (4)  Examination  of  the  stools  by  the  naked  eye  and  by  the  microscope.  Most  of 
these  methods  require  no  special  description,  or  have  been  dealt  with  in  other  articles, 
but  some  account  must  be  given  of  the  examination  of  the  stools. 

Various  *  test-diets  '  for  the  investigation  of  the  intestinal  functions  have  been  proposed,  but 
it  is  sufficient  to  let  the  patient  include  the  following  articles  in  the  dietary  for  about  forty-eight 
hours  before  the  stool  is  examined,  viz  :  (1)  Milk  ;  (2)  Eggs  ;  (8)  Meat  in  some  form  ;  (4)  Farin- 
aceous foods,  e.g.,  bread,  potatoes,  rice  ;  (5)  Green  vegetables  and  stewed  fruit ;  (6)  Fats,  e.g., 
butter,  bacon,  fat,  ham,  etc.  The  choice  and  amount  of  the  individual  articles  may  be  left  to  the 
patient's  taste. 

In  order  to  examine  the  stool,  a  portion  the  size  of  a  walnut  should  be  rubbed  up  with  normal 
saline  solution  to  a  fluid  consistency,  and  examined  with  the  naked  eye  against  a  dark  background. 
Normally  one  sees  a  homogeneous  fluid  made  up  of  very  small  dark-grey  particles.  In  pathological 
conditions  one  may  recognize  mucus,  pus,  blood,  parasites,  the  remains  of  connective  tissue  in  the 
form  of  yellowish-white  shreds,  brown  muscle  fibres,  and  the  residue  of  potatoes  in  the  form  of 
glossy  granules. 

For  microscopical  easamination  one  prepares  three  specimens.  The  first  is  examined  as  it  is  ; 
to  the  second  one  adds  a  few  drops  of  30  per  cent  acetic  acid,  and  heats  a  little  to  dissolve  fat ;  to 
the  third  is  added  a  little  iodine  solution. 

A  normal  stool  shows  in  the  first  preparation  a  few  muscle  fibres,  some  yellow  lumps  of  lime 
salts,  and  a  few  empty  potato  cells.  In  the  second  preparation,  a  few  fatty  crystals  ;  in  the  third 
a  very  few  violet-tinted  starch  grains.  In  pathological  conditions  one  may  find  in  the  first  prepara- 
tion many  well-preserved  muscle  fibres,  numerous  fat  droplets  and  fatty  crystals,  and  abundance 
of  potato  cells  ;  in  the  acetic  acid  preparation,  numerous  masses  of  crystals  of  fatty  acids  ;  in  the 
iodine  preparation,  an  excess  of  starch. 

In  order  to  test  for  Bile,  mix  some  of  the  stool  with  concentrated  corrosive  sublimate  solution 
and  allow  to  stand  for  twenty-four  hours.  Normally  it  turns  red  from  the  presence  of  urobilin  ; 
greenish  particles  show  the  presence  of  unaltered  bilirubin  ;  absence  of  green  or  red  colouring 
shows  that  bile  is  not  present  at  all. 

Reaction  of  the  Stool. — A  drop  of  the  stool  prepared  as  above  by  rubbing  up  with  water  is 
applied  with  a  glass  rod  to  a  piece  of  moistened  litmus  paper.  The  reaction  can  easily  be  seen  on 
the  other  side  of  the  paper.  A  normal  stool  is  nearly  neutral  ;  marked  alkalinity  indicates  putre- 
faction ;    acidity  shows  carbohydrate  fermentation. 
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Test  for  '  Occult '  Blood, — The  patient  must  have  eaten  no  red  meat  for  two  or  three  days. 
A  portion  of  the  stool  the  size  of  a  hazel-nut  is  rubbed  up  with  2  c.c.  of  distilled  water  in  a  mortar 
and  placed  in  a  test  tube.  Add  half  its  volume  of  glacial  acetic  acid,  and  shake.  Then  nearly 
fill  the  tube  with  ether,  and  reverse  several  times.  To  about  one  inch  of  the  resulting  yellow, 
translucent,  ethereal  solution,  add  :  (a)  a  few  drops  of  glacial  acetic  acid,  (6)  one  inch  of  freshly 
prepared  saturated  solution  of  benzidin  in  rectified  spirit,  (c)  one  inch  of  liq.  hydrog.  perox.  Shake, 
and  pour  a  few  drops  on  to  a  porcelain  slab.     If  blood  be  present,  a  blue  colour  appears. 

DIARRHOi:A    IN    INFANCY   AND    EARLY    CHILDHOOD. 

1.  Acate. — ^The  acute  diarrhceas  of  infancy  are  either  dyspeptic  or  infective  in  origin. 
The  infective  diarrhcBas  are  usually  spoken  of  as  '  summer  '  or  '  epidemic  '  diarrhoea.  It 
is  often  impossible  to  distinguish  sharply  between  the  simple  dyspeptic  and  the  infective 
variety,  but  it  may  be  said  that  the  greater  the  signs  of  toxaemia  (collapse,  sinking  in  of  the 
fontanelle,  inelasticity  of  the  skin,  etc.)  the  more  likely  is  it  that  the  case  is  one  of  infection. 
High  body  temperature  and  epidemic  prevalence  of  the  disease  are  also  in  favour  of  such 
a  diagnosis.  Dyspeptic  diarrhoea  may  be  due  to  mal-digestion  of  any  of  the  constituents 
of  milk.  Examination  of  the  stools  may  enable  one  to  distinguish  which  constituent  is 
at  fault,  thus  : — 

Stools  containing  white  tough  particles,  insoluble  in  alcohol  and  ether  mixture  = 
casein  indigestion. 

Green  slimy  stools  containing  small  granular  masses  soluble  in  alcohol  and  ether 
mixture  =  fat  indigestion. 

Frothy  sour  stools  =  sugar  indigestion. 

Green  stools  are  of  no  special  diagnostic  value,  as  they  merely  indicate  that  the 
contents  have  been  hurried  unduly  through  the  intestine. 

If  the  stools  contain  visible  blood  and  mucus,  and  are  passed  with  much  pain  and 
straining,  acute  colitis  may  be  diagnosed,  but  not  until  intussusception  has  been  excluded 
(see  Blx>od  per  Anum,  p.  75). 

2.  Chronic — Chronic  diarrhoea  in  infancy  may  follow  upon  an  acute  infective  diarrhoea 
or  be  dyspeptic  from  the  outset.  The  history  and  a  consideration  of  the  points  mentioned 
above  will  determine  the  diagnosis  in  most  cases,  but  it  must  be  remembered  (1)  That  an 
intestinal  catarrh  set  up  by  an  infection  may  lead  to  mal-digestion  and  persistent  chronic 
diarrhoea  in  consequence  ;  and  (2)  That  a  dyspeptic  diarrhoea  predisposes  to  the  develop- 
ment of  intestinal  infections.  The  two  classes  may  therefore  pass  into  each  other  and 
an  exact  differential  diagnosis  be  impossible. 

There  is  a  special  form  of  chronic  diarrhoea  in  early  life  which  follows  a  very  prolonged 
course,  and  to  which  the  term  "  coeliac  disease  '  or  *  the  coeliac  affection  ^  is  applied.  It 
usually  starts  in  the  second  or  third  year  of  life,  and  is  characterized  by  the  passage  of 
stools  which  are  not  very  frequent  but  are  bulky,  pale,  and  extremely  offensive,  containing 
much  undigested  fat  and  free  fatty  acids.  The  abdomen  is  tumid  and  tympanitic,  and  the 
child  wasted  and  stunted  in  growth  and  development.  This  form  of  diarrhoea  is  very 
apt  to  simulate  abdominal  tuberculosis,  and  indeed  is  usually  diagnosed  as  such  ;  but  in 
abdominal  tuberculosis  enlarged  glands  or  a  roUed-up  and  thickened  omentum  can  usually 
be  felt,  or  there  is  ascites  or  evidence  of  tuberculosis  elsewhere.  Sometimes,  however,  a 
diagnosis  is  only  possible  after  watching  the  progress  of  the  case.  If  the  stools  in  a  case  of 
chronic  diarrhoea  contain  visible  mucus  and  blood,  and  are  passed  with  much  straining, 
special  involvement  of  the  large  bowel  may  be  diagnosed  (chronic  colitis).  The  history 
will  usually  point  to  the  preceding  occurrence  of  an  attack  of  acute  colitis. 

DIARRHCEA   IN    ADULTS. 

1.  Acute. — ^The  history  is  of  great  importance.  It  may  elicit  some  indiscretion  of 
diet  (the  eating  of  unripe  fruit,  etc.),  or  the  consumption  of  some  toxic  article  of  food 
(ptomaine  poisoning)  or  irritant  drug  (e.g.,  arsenic).  In  such  cases  vomiting  is  often  present 
as  well.  In  toxic  cases  there  is  great  depression,  and  a  feeble  and,  perhaps,  irregular  pulse. 
If  there  be  fever,  one  should  think  of  an  infective  cause,  such  as  typhoid  fever,  or  dysenterj*. 
In  the  case  of  typhoid,  enlargement  of  the  spleen  is  an  early  confirmatory  sign,  but  is  some- 
times absent ;  spots  should  also  be  looked  for.  The  presence  of  leucopenia  may  be  of 
help,  and  the  pulse-rate  is  low  in  proportion  to  the  temperature.  The  agglutination 
reaction  is  not  usually  obtainable  until  the  end  of  the  first  week.     In  dysentery  there  will 
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be  tenesmus,  with  blood  and  mucus  in  the  motions.  In  the  amoebic  form,  the  Amoeba  coli 
may  be  found  in  the  stools  (see  Fig.  25,  p.  77).  In  the  specific  form,  the  blood  serum 
agglutinates  Shiga's  bacillus.  Similar  symptoms  to  those  of  dysentery  are  produced  by 
(icute  colitis,  especially  of  the  ulcerative  form. 

Appendicitis  may  begin  with  acute  diarrhoea,  and  the  possibility  of  this  should  be 
borne  in  mind. 

In  pernicious  ancemia,  exophthalmic  goitre,  and  Addison's  disease,  periodic  attacks  of 
acute  diarrhoea  are  apt  to  occur.  The  other  characteristic  signs  and  symptoms  of  these 
affections  will  be  present.  (See  AXiEMiA,  p.  24;  and  Pigmentation  of  the  Skin,  p. 
528). 

Finally,  it  should  be  remembered  that  even  although  diarrhoea  is  due  to  a  new  growth 
in  the  bowel,  it  may  begin  acutely,  and  a  rectal  examination  should  never  be  omitted. 

2.  Chronic. — Chronic  diarrhoea  in  the  adult  may  be  the  result  of  several  causes,  of 
which  the  following  are  the  chief : — 

Impaired  Gastric  Digestion  (gastrogenic  diarrhoea). — ^The  looseness  tends  to  occur  in 
bouts,  with  intervals  of  freedom.  The  stools  contain  fragments  of  connective  tissue  and 
show  under  the  microscope  an  excess  of  unaltered  muscle  fibres.  A  test  meal  reveals 
absence  or  great  diminution  of  gastric  juice  (achylia). 

Impaired  Pancreatic  Digestion  (pancreatic  diarrhoea). — ^The  stools  are  pale  or  white 
in  colour,  very  offensive,  and  show,  on  cooling,  solidified  fat  masses  ;  microscopically  they 
exhibit  excess  of  fat  globules  and  fatty  acid  crystals  along  with  undigested  muscle  fibres 
and  starch  granules. 

Local  Conditions  in  the  Colon  : — 

(a).  Fcecal  Impaction  (paradoxical  diarrhoea). — ^This  variety  is  commonest  in  elderly 
persons.  Rectal  examination  reveals  retained  faeces,  and  faecal  masses  may  perhaps  be 
felt  through  the  abdominal  wall.     A  thorough  evacuation  arrests  the  discharges. 

(6).  New  Growth, — ^There  is  nothing  absolutely  characteristic  about  this  form  of  diar- 
rhoea, but  the  motions  are  often  explosive  and  tend  to  occur  in  the  early  morning.  Blood 
may  be  present  in  the  stools,  but  not  always.  Digital  examination  of  the  rectum  or  the 
use  of  the  sigmoidoscope  will  reveal  a  growth.  It  should  be  noted  specially  that  neither 
a  sudden  beginning  of  the  symptoms  nor  the  youth  of  the  patient  excludes  the  possibility 
of  growth. 

(c).  Chronic  Catarrh  of  the  Colon  or  Rectum. — ^The  diarrhoea  in  this  variety  tends  to 
be  in  the  early  part  of  the  day  ('  morning  diarrhoea '),  the  stools  are  well-digested  and 
may  or  may  not  show  visible  mucus.  Examination  with  the  sigmoidoscope  will  show  a 
catarrhal  condition  of  the  mucous  membrane  if  the  disease  affects  the  pelvic  colon.  In 
cases  in  which  the  chief  seat  of  the  affection  is  higher  up,  it  may  only  be  possible  to  arrive 
at  a  diagnosis  by  the  method  of  exclusion. 

(d).  Ulcerative  Colitis. — ^The  stools  are  frequent,  usually  small,  often  passed  with  some 
straining,  and  contain  visible  mucus,  blood,  and  shreds.  The  sigmoidoscope  reveals  ulcera- 
tion of  the  mucous  membrane.  The  ulceration  may  be  dysenteric  or  non-dysenteric  in 
nature,  but  the  history  will  usually  enable  one  to  make  the  distinction. 

Catarrh  of  the  Small  Intestine. — ^The  stools  are  usually  copious,  fluid,  free  from  visible 
mucus  or  blood,  unless  the  colon  be  involved  as  well,  and  show  under  the  microscope 
impaired  digestion  of  all  the  food  constituents  and  the  presence  of  bile-stained  particles 
of  mucus.     Sometimes  the  diagnosis  can  be  arrived  at  only  by  exclusion. 

If  catarrh  of  the  small  intestine  be  diagnosed,  one  has  to  determine  its  cause.  The 
chief  things  to  think  of  are  :  cardiac  disease  or  cirrhosis  of  the  liver  producing  chronic 
venous  stasis  in  the  bowel ;  phthisis  or  other  forms  of  tuberculosis ;  chronic  nephritis  ; 
alcoholism  and  the  ingestion  of  irritants  (e.g.,  arsenic,  antimony). 

Lardaceous  Disease  is  a  rare  cause  of  chronic  diarrhoea  nowadays,  and  is  not  likely  to 
occur  unless  there  be  signs  of  waxy  disease  elsewhere,  e.g.,  in  the  spleen,  liver,  or  kidneys. 
There  may  be  a  history  of  prolonged  suppuration  or  tertiary  syphilis. 

Tropical  Diseases. — ^The  two  chief  tropical  diseases  causing  chronic  diarrhoea  are, 
besides  chronic  dysentery  already  mentioned,  sprtie  and  hill  diarrhoea. 

In  sprue  the  pale,  frothy,  and  copious  stools  are  characteristic,  besides  the  presence  of 
a  painful  stomatitis  involving  the  tongue  and  lining  membrane  of  the  mouth.  It  should 
always  be  thought  of  as  a  possibility  in  the  case  of  a  patient  who  has  lived  in  the  East. 
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Hill  diarrhcea,  which  is  closely  allied  to  sprue,  is  met  with  chiefly  in  Europeans  on 
their  going  to  the  hills  after  living  in  the  tropical  lowlands.  The  diarrhoea  tends  to  occur 
chiefly  in  the  early  morning,  the  stools  being  copious,  pale,  and  frothy.  The  diarrhoea 
is  accompanied  by  much  flatulence  and  distention. 

Nervous  Causes, — If  all  the  above  causes  of  a  chronic  or  recurring  diarrhoea  can  be 
excluded,  one  may  be  dealing  with  a  case  of  nervous  diarrhoea,  which  is  characterized  by  a 
tendency  for  the  bowels  to  act  directly  after  a  meal  (lientery)  or  on  excitement  or  under 
emotional  influences.  A  good  many  cases  of  so-called  *  morning  diarrhoea  ^  are  of  this 
type,  though  in  many  there  is  a  catarrhal  basis  as  well.  The  history,  the  presence  of  other 
evidences  of  nervous  irritability,  and  the  fact  that  the  general  health  and  nutrition  are 
well  maintained,  all  yield  confirmatory  evidence.  Frequent  action  of  the  bowels  may 
accompany  tabes  dorsalis,  either  in  a  late  stage  when  sphincter  trouble  has  arisen,  or  earlier 
in  the  form  of  rectal  crises  analogous  to  the  more  familiar  gastric  crises  of  this  disease. 

Robert  Hutchison, 

DIAZO-REACTION.— The  diazo-reaction  of  Ehrlich  is  obtamed  in  certam  urines 
on  testing  them  with  the  following  solutions  : — 

(2)  Sulphanilic  Acid       -         -     0-5  gram 


(1)  Sodium  Nitrite    -         -         -     05  gram 
Distilled  Water  -         -         -     100  c.c. 


Hydrochloric  Acid   -         -     0*5  ce. 
Distilled  Water        -         -    100  c.c. 


A  strong  solution  of  ammonia  is  also  required,  and  all  should  be  freshly  prepared. 
To  a  drachm  of  sulphanilic  acid  solution  add  a  drop  of  sodium  nitrite  solution,  mix  with 
a  drachm  of  the  urine,  and  add  ammonia  to  excess.  A  normal  urine  turns  brownish- 
yellow  ;  ^vhtn  the  reaction  is  positive  the  mixture  turns  deep  red,  and,  most  characteristic 
of  all,  the  froth  produced  on  shaking  the  test  tube  is  rosy  red. 

It  is  often  regarded  merely  as  an  obsolete  test  for  typhoid  fever  ;  but  it  occurs  in 
many  other  conditions — it  is  an  indication  of  abnormal  protein  metabolism,  leading  to 
the  elimination  of  certain  aromatic  substances  which  react  in  this  way  to  diazo  compounds. 
The  following  are  some  of  the  conditions  under  which  the  diazo-reaction  has  proved 
positive  : — Many  fevers,  such  as  diphtheria,  erysipelas,  measles,  pneumonia,  scarlet  fever, 
typhoid,  typhus  ;  cachectic  states,  such  as  advanced  phthisis,  cancer,  cirrhosis,  syphilis, 
malaria,  grave  anaemias  ;  and  as  the  result  of  poisoning  by  certain  drugs,  such  as  chrysarobin, 
guaiacol,  carbolic  acid,  or  opium. 

Clearly  a  reaction  which  occurs  under  so  many  difl'erent  circumstances  can  have  but 
a  limited  value.  There  are  some  who  say  that  it  has  no  value  at  all ;  others,  however, 
find  it  of  clinical  use  in  the  following  respects  :  (1)  It  is  never  normal  ;  (2)  It  is  more 
constantly  present  in  cases  of  typhoid  than  in  any  other  fever,  so  that,  other  things  being 
equal,  the  presence  of  the  diazo-reaction  may  help  in  diagnosing  typhoid  fever,  though 
the  converse  is  not  true  ;  (3)  In  cases  of  phthisis  a  positive  diazo-reaction  is  a  sign  of  iU- 
omen.  whilst  should  the  diazo-reaction  disappear  after  it  has  been  present,  this  is  evidence 
of  material  improvement,  even  though  the  physical  signs  remain  the  same. 

Herbert  French, 

DILATATION  OF  THE  HEART.— (See  Enlargement  of  the  Heart  p.  206.) 

DILATATION  OF  THE  STOMACH  presents  itself  clinically  under  two  totally 
different  aspects  :   (1)  Acute  ;   (2)  Chronic, 

Acute  Dilatation  of  the  Stomach  is  generally  a  serious  complication,  or  often  rather  a 
fatal  catastrophe,  arising  in  the  course  of  some  other  condition,  especially  : — 

In   the  course  of  acute  fevers,  especially 


After  operations,  notably  laparotomy,  per- 
formed for  whatever  cause 
After  abdominal  injury 


lobar  pneumonia 
In    the    course    of    chronic    heart    failure, 
especially  in  bad  cases  of  mitral  stenosis. 


The  diagnosis  is  generally  easy  ;  it  is  the  relief  of  the  acute  dilatation  that  is  so  difficult. 
The  blown-up,  drummy  abdomen,  the  constant  effort  to  bring  up  wind,  sometimes  in  vain, 
sometimes  with  copious  and  recurrent  eructations,  often  with  ominous  hiccough,  are 
familiar  and  much  to  be  dreaded.  Sometimes  shortly  before,  sometimes  just  after,  death, 
immense  quantities  of  blackish  brown  or  dull  greenish  brown  fluid  flow  from  the  mouth 
and  nostrils,  and  the  wonder  is  how  it  can  all  be  coming  from  one  stomach.  The  dilatation 
itself  is  of  the  nature  of  acute  paralysis  of  the  gastric  walls,  and  the  final  outflow  of  fluid 
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— which  gushes  out  rather  than  is  vomited — ^is  caused  by  the  pressure  of  the  gas  associated 
with  it,  and  not  by  active  contractions  of  the  stomach  musculature. 

Chronic  DUatatloii  of  the  Stomach  is  due  to  totally  different  causes,  which  may  be 
divided  into  two  main  groups,  namely  : — 

1.  Those  associated  with  stenosis  at  or  on  either  side  of  the  pylorus  due  to  : — 

Cicatricial  fibrosis  of  an  old  simple  gastric  ulcer 

Cicatricial  fibrosis  of  an  old  duodenal  ulcer 

Adhesions  around  or  near  the  pylorus,  the  result  of  former  local  peritonitis  due  to 
such  causes  as  :  Former  gastric  ulcer  ;  Former  duodenal  ulcer  ;  Gall-stones.  In 
many  cases  adhesions  are  found  without  any  ascertainable  cause. 


Carcinoma  of  the  pylorus 
Carcinoma  of  the  duodenum 
Carcinoma  of  the  gall-bladder 
Carcinoma  of  the  head  of  the  parcreas 


Rarities,  such  as  calcified  retroperito- 
neal cyst ;  hydatid  cyst  at  the  portal 
fissure  ;   huge  renal  tumour. 


2.  Dilatation  without  obstruction  : — 

Atony.     Over-distcntion  by  gas  or  excess  of  food  or  drink. 

In  the  consulting  room  the  two  most  suggestive  signs  of  dilatation  of  the  stomach  are  : 

(1)  A  gastric  succussion  splash,  audible  or  palpable  over  a  much  wider  area  than  normal. 
The  mere  presence  of  succussion  is  not  an  indication  of  dilatation,  for  a  normal  stomach 
containing  fluid  and  gas  gives  marked  succussion.  The  point  to  determine  is  the  area  over 
which  the  succussion  is  heard ;  and  if  it  extends  right  across  the  epigastrium  and  down  to 
the  umbilicus,  or  below  it,  when  the  patient  is  lying  down,  dilatation  is   almost  certain. 

(2)  Visible  gastric  peristalsis  over  an  unduly  large  area  (p.  521).  The  most  important 
symptom  when  there  is  pyloric  stenosis  is  the  vomiting  at  relatively  long  intervals  of  larger 
quantities  of  material  than  were  consumed  at  the  last  meal,  especially  if  remains  of  a  meal 
taken  the  day  before  can  be  recognized  in  the  vomit.  A  very  important  point  to  remember, 
however,  is  that  even  a  marked  degree  of  pyloric  stenosis,  with  extensive  dilatation,  may 
be  present  in  a  patient  who  never  vomits  at  all.  This  has  been  proved  again  and  again 
by  bismuth  and  ar-ray  examinations  followed  by  operation.  It  is  by  the  aj-rays  that  the 
diagnosis  is  made  best,  especially  by  a  series  of  examinations  after  the  original  bismuth 
meal.  If  the  bismuth  is  taken  at  11  a.m.,  none  should  be  seen  in  the  stomach  at  6  p.m. 
Very  often  in  these  cases,  however,  the  black  shadow  is  still  obvious  in  the  stomach,  even 
at  11  a.m.  on  the  following  day — after  twenty-four  hours,  and  in  some  instances  for  longer 
still.  It  is  generally  easy  to  see  the  active  peristaltic  waves  of  the  stomach  at  the  same 
time,  and  thus  distinguish  between  the  dilatations  due  to  obstruction,  and  atonic  dilatation 
in  which  the  stomach  wall  has  sagged  down  and  remains  motionless  when  seen  with  the 
o'-rays  after  bismuth.  Skiagraphy  is  infinitely  superior  to  any  other  method  of  diagnosis 
in  these  cases,  and  is  replacing  diaphany,  lavage,  inflation,  and  gastric  juice  analyses  where- 
-cver  available.  At  the  same  time  it  is  often  possible  to  detect  such  difTicultics  as  hour- 
glass stomach,  or  to  distinguish  ulcer  from  carcinoma.  Once  dilatation  from  stenosis  has 
been  demonstrated  in  this  way,  of)erative  measures  are  indicated,  for  medicinal  treatment 
cannot  cure  the  mechanical  stasis.  The  further  details  of  the  diagnosis  are  arrived  at  by  the 
surgeon  ;  even  when  the  abdomen  has  been  opened,  however,  it  is  often  exceedingly 
difficult  to  decide  whether  a  given  hard  mass  at  the  pylorus  is  malignant,  or  due  to  inflam- 
matory matting  round  an  old  simple  ulcer,  and  it  may  remain  in  much  doubt  which  of 
the  two  is  present  imtil  one  finds  that  the  patient  survives  for  years  after  his  gastro- 
enterostomy, and  thus  demonstrates  that  what  was  thought  at  the  time  to  be  a  carcinoma 
must  after  all  have  been  not  malignant,  but  the  result  of  inflammatory  matting  round  a 
simple  chronic  ulcer.  Herbert  French, 

DIPLOPIA,  or  double  vision,  may  be  either  monocular  or  binocular  ;  that  is  to  say, 
an  object  may  be  seen  double  with  one  eye,  or  single  with  each  eye  separately,  and  only 
double  when  both  eyes  are  open.  To  distinguish  between  the  two  conditions  it  is  necessary 
that  each  eye  should  be  closed  in  turn.  If  with  either  eye  the  object  is  still  seen  double, 
the  diplopia  is  monocular  and  due  to  that  eye  alone  ;  if,  on  the  other  hand,  the  object 
is  seen  double  only  when  both  eyes  are  open,  the  diplopia  is  binocular,  and  due  to  some 
disturbance  of  the  balance  of  the  two  eyes. 
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Monocular  Diplopia  may  be  due  to  :  (1)  Dislocation  of  ttie  lens  ;  (2)  Incipient 
cataract ;   (3)  Double  pupillary  apertures  ;   (4)  Low  degrees  of  astigmatism. 

In  a  case  of  monocular  diplopia  it  is  necessary  to  examine  the  eye  by  light  reflected 
upon  the  pupil  from  an  ophthalmoscope  mirror  in  a  dark  room.  Diplopia  from  a  dislocated 
or  displaced  lens  will  only  occur  when  the  edge  of  the  lens  is  in  the  pupil,  some  rays  passing 
outside  the  lens  direct  to  the  macula,  and  other  rays,  passing  through  the  edge  of  the  lens, 
being  deflected  to  a  different  part  of  the  retina.  In  these  circumstances  the  edge  of 
the  lens  will  be  seen  in  the  pupil  as  a  dark  crescentic  opacity  of  unmistakable  form  and 
appearance.  Other  symptoms  which  may  serve  to  confirm  the  diagnosis  are  increased  or 
irregular  depth  of  the  anterior  chamber  (the  space  between  the  iris  and  the  cornea),  and 
tremor  of  the  iris  during  movements  of  the  eye. 

Early  calaraci  usually  leads  rather  to  the  appearance  of  multiple  images,  than  of 
two  only,  a  candle  or  light  being  seen  as  five  or  six.  This  polyopia  is  due  to  the  fact  that 
the  lens  is  broken  up  by  cortical  cracks  and  opacities  into  sectors  of  varying  refractive 
power,  very  often  set  in  slightly  different  planes.  These  cracks  and  sectors  of  the  lens 
will  be  seen  easily  as  black  radial  opacities  on  illumination  by  an  ophthalmoscope  mirror, 
or  as  opaque  white  striae  when  the  eye  is  illuminated  from  the  front  by  a  lens. 

The  presence  of  two  pupillary  aptrhires  will  be  at  once  apparent  on  a  careful  examina- 
tion of  the  eye.  They  may  be  congenital,  or  due  to  accident  or  operation.  In  cases  of 
diplopia  due  to  multiple  pupillary  apertures,  the  double  vision  is  most  evident  when  the 
object  looked  at  is  not  in  accurate  focus. 

Should  none  of  the  three  conditions  mentioned  above  be  found,  it  is  most  likely  that 
the  diplopia  is  due  to  a  low  error  of  refraction.  In  this  condition  letters  and  test  types 
are  often  seen  accompanied  by  faint  '  ghosts '  placed  either  above  or  to  the  side  of  the 
real  letters,  and  in  some  cases  overlapping  them.  This  cause  of  monocular  diplopia  can 
only  be  determined  by  a  careful  examination  of  the  refraction  of  the  eye.  The  diplopia 
is  cured  by  the  wearing  of  suitable  glasses. 

Binocular  Diplopia  may  be  either  (1)  Physiological  or,  (2)  Pathological. 

Physiological  diplopia  occurs  unnoticed  in  all  normal  binocular  vision.  It  is  evident 
that  as  the  two  eyes  view  any  given  object  from  different  standpoints,  the  retinal  images 
must  differ  as  do  the  two  views  taken  by  a  stereoscopic  camera.  The  diplopia  is  not 
apparent,  however,  as  the  two  dissimilar  images  are  combined  by  the  higher  visual  centres 
of  the  brain  to  form  a  single  solid  conception  of  the  object  viewed.  The  amount  of 
dis-similarity  of  the  retinal  images  gives  the  impression  of  space  and  distance,  near 
objects  causing  images  more  unlike  than  those  formed  by  things  remotely  placed.  The 
dis-similarity  of  the  two  retinal  images  in  normal  binocular  vision,  giving  the  idea  of. 
space,  is  termed  in  psychology  *  disparateness  '  or  *  disparation.' 

When,  however,  owing  to  some  failure  in  the  centre  which  controls  the  mental  fusion 
of  the  two  ocular  images,  they  are  not  combined,  or  when  some  disturbance  of  the  accurately 
balanced  muscular  mechanism  upsets  the  automatic  fixation  of  both  eyes  upon  the  same 
object,  pathological  or  obvious  diplopia  results. 

Pathological  Diplopia. — Before  discussing  the  various  forms  and  causes  of  this  con- 
dition it  is  necessary  to  have  a  clear  idea  of  the  visual  process  of  localizing  objects  in  space 
— projection,  or  orientation. 

In  normal  binocular  vision,  looking  at  an  object  means  that  both  eyes  are  so  turned 
that  the  image  of  the  object  looked  at  falls  upon  the  central  most  acute  area  of  the 
retina,  the  macula  or  yellow  spot,  in  each  eye,  and  objects  other  than  that  directly 
looked  at  form  images  upon  the  retina  which  arc  more  or  less  peripheral.  From  our 
experience  of  such  sensations  and  their  locality  on  the  retina  we  are  able  accurately 
to  determine  the  relative  positions  of  objects  in  space.  The  image  of  any  object  will 
always  fall  upon  corresponding  areas  of  the  retina?  of  the  two  eyes.  These  areas,  though 
always  corresponding,  are  not  in  the  true  sense  of  the  word  symmetrical.  The  image 
of  an  object  to  the  right  of  the  eyes  falls  upon  the  nasal  side  of  the  right  and  the 
temporal  side  of  the  left  retina  ;  but  the  corresponding  areas  are  in  normal  circum- 
stances always  stimulated  simultaneously,  and  from  these  retinal  images  is  derived  the 
idea  of  the  position  of  the  object  in  space. 

If  the  normal  relative  position  of  the  two  eyes  is  upset  in  any  way  the  image  of  an 
object  no  longer  falls  upon  two  usually  corresponding  areas,  erroneous  ideas  of  projection 
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are  formed,  with  consequent  diplopia,  and  it  is  from  an  examination  of  this  diplopia  that 
we  can  ascertain  the  displacement  of  the  eye  and  its  probable  cause. 

For  example.  Fig,  81  represents  diagrammatically  a  condition  in  which  the  left  eye 
is  looking  at  or  fixing  the  object  O,  while  the  right  eye  is  pointing  abnormally  inwards — 
a  convergent  strabismus.  In  consequence  of  the  abnormal  position  of  the  right  eye,  the 
image  of  the  object  O  does  not  fall  upon  the  yellow  spot  on  the  macula,  /,  but  upon  a  point 
internal  to  it,  a.  In  ordinary  circumstances,  with  proper  fixation  of  the  two  eyes,  any 
object  whose  image  fell  upon  a  would  be  to  the  right  of  the  object  O,  hence  under  the  exist- 
ing abnormal  conditions  the  right  eye  erroneously  projects  the  object  O  to  the  position  O^, 
and  a  diplopia  results  in  which  the  right  of  the  two  images  seen  belongs  to  the  right  eye, 
and  the  left  to  the  left  eye.  This  is  termed  a  homonymous  diplopia.  Fig.  82  shows  in  a 
similar  manner  the  formation  of  a  crossed  diplopia  in  a  divergent  squint  or  strabismus. 
These  two  figures  illustrate  the  formation  of  a  diplopia  in  lateral  deviations  of  the  eyes.     A 


Fig.  81. — Uomonymoua  double  images. 


Pig.  82. — Grossed  double  ima;?cs. 


moment's  consideration  will  show  that  deviation  in  a  vertical  or  oblique  plane  will  equally 
cause  diplopia,  owing  to  the  disturbance  o^  the  normal  corresponding  areas  of  the  two 
retinae. 

It  will  be  seen  from  tlie  figures  that,  in  lateral  deviations,  a  convergent  squint  causes 
homonymous,  and  a  divergent  squint  crossed,  diplopia.  In  ocular  paralyses  the  diplopia 
will  increase  if  the  two  eyes  are  carried  in  the  direction  of  the  usual  action  of  the  paralyzed 
muscle.  As  an  example.  Fig,  81  may  be  chosen  as  a  diagrammatic  representation  of  a 
paralysis  of  the  right  external  rectus  muscle.  The  more  the  eyes  are  turned  to  the  right 
the  greater  will  be  the  convergence,  owing  to  the  inability  of  the  right  eye  to  turn  to  the 
right  to  the  same  extent  as  the  left  ;  the  greater  therefore  will  be  the  diplopia  as  the  image 
of  the  object  O  falls  farther  and  farther  round  on  the  nasal  side  of  the  right  retina,  the 
object  being  projected  farther  and  farther  to  the  right.  It  will  also  be  seen  from  this  con- 
sideration that  in  a  case  of  diplopia  from  a  muscular  paralysis  when  the  eyes  are  carried 
as  far  as  possible  in  the  direction  of  the  usual  action  of  the  paralyzed  muscle,  the  farthest 
displaced  image  always  belongs  to  the  paralyzed  eye. 

The  two  images  are  not  equally  distinct.  That  in  the  unaffected  eye  falls  upon  the 
macula  and  is  seen  most  distinctly  ;  this  is  called  the  real  image.  That  falling  upon  the 
retina  of  the  affected  eye  is  more  peripheral,  and  therefore  not  so  definite;  it  is  termed 
the  false  or  apparent  image. 

With  the  above  considerations  in  view,  and  with  a  knowledge  of  the  individual  actions 
of  the  ocular  muscles,  it  is  easy  to  elucidate  cases  of  simple  paralysis  of  one  or  more  ocular 
muscles,  but  for  convenience  of  reference  the  chart  giving  the  position  of  the  images  in 
paralysis  of  the  various  ocular  muscles  is  reproduced  on  the  following  page. 

Binocular  diplopia  may  be  caused,  as  suggested  above,  by  paralysis  of  ocular 
muscles,    but    it    may    also    arise    from    the    bodily    displacement    of    one    eye    from 
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orbital  groactk,  abscess^   or  hcpmorrha^e.       It  may  also  occur   after   some   opeiations  for 
tenotomy. 

Cases  of  displacement  of  the  eye  from  local  causes  can  usually  be  distinguished  from 
those  of  ocular  paralysis  by  the  indeterminate  character  of  the  diplopia,  which  is  accom- 
panied by  more  or  less  fixation  of  the  eyeball,  and  by  proptosis. 

Fi^.   83. To    Ill.UST«ATE  THE  BeHATIOUB   of  the   DOI-BLE    IMAGES 

IN   Paralvsis  of  the  OCI-LAH  MrsCLES. 

JJW-  di'Oed  hnf*  rc^'Trsrml  the  mpp^irmt  (ahi^f. 

■  I  Exirmal  Rectus.  I 

5  I  Diplopia  appears  in  lookin$r  toward  the  paral\~zcd  side.  I 

J  I  The  lateral  separation  of  the  images  increases  as  the  paralyied  eye      I 

•  ■         is  abducted.  ■ 

II  Internal  Rectus.  S  I 

>  Diplopia  on  looking  towards  the  sound  side.  •  I 

■  The  later  separation  of  the  images  increases  in  adduction  of  the  para-  a  I 

!  K-zed  eye.  •  ■ 

Superior  Rectus.  • 

f                    Diplopia  on  looking  up.  \ 

g                     The  vertical  distance  between  the  images  increases  as  the  paralNied  • 

#  eye  is  ele\'ated  and  abducted.  •    I 

I    '                       The  obliquity  increases  in  adduction.  I 

I                            The  lateral  separation  of  the  images  diminishes  when  the  eyes  are  I 

I  turned  laterally  in  either  direction.  | 

Inferior  Rectus.  I 

■  Diplopia  on  looking  down.  I 

The  vertical  distance  between  the  images  increases  as  the  paralyzed  I 

eye  is  depressed  and  abducted.  ^1 

^  The  obliquity  increases  in  adduction.  • 

\  The  lateral  separation  of  the  images  diminishes  when  the  eyes  are         • 

\  turned  laterallv  in  either  direction.  # 

Superior  Oblique.  ■ 

I  Diplopia  on  looking  down.  I 

The  vertical  distance  between  the  images  increases  as  the  paral\*zed       I     \ 
eye  is  depressed  and  adducted.  |        \ 

^  The  obliquity  increases  with  the  abduction.  \ 

f  The  lateral  distance  between  the  images  diminishes  when  the  e\-es  ♦ 

^  are  turned  laterally  in  either  direction. 

Inferior  Oblique. 

#  Diplopia  on  looking  up.  f 
\                          The  vertical  distance  between  the  images  increases  as  the  paralyzed                f 

\        I  eye  is  elevated  and  adducted.  I      f 

\      I  The  obliquity  increases  with  the  abduction.  I     # 

I  The  lateral  distance  between  the  images  increases  as   the  eye   is      I 

I  elevated  and  abducted.  I 

Isolated  paralyses  of  individual  ocular  muscles  or  groups  of  muscles  are  nearly  always 
nuclear  in  origin  ;  basal  growths  rarely  cause  ocular  paralyses  of  any  extent  on  one  side 
only,  the  affection  sooner  or  later  becoming  bilateral. 

In  some  rare  cases  of  convergent  or  divergent  squint  with  absence  of  binocular  vision 
and  go<xl  vision  in  each  eye,  there  may  be  the  power  of  alternate  fixation  with  more  or  less 
evident  diplopia.  As  a  rule,  however,  the  individual  has  the  power  of  suppressing  the 
image  of  the  squinting  eye,  obtaining  monocular  vision.  Herbert  L.  Eason. 

DISCHARGE  FROM  THE  EAR.— (See  Otorrucea,  p.  421.) 
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DISCHARGE,  NASAL. — A  discharge  from  the  nose  may  be  acute,  subacute,  or  chronic, 
and  it  may  consist  of  clear  fluid  almost  like  water,  of  mucus,  muco-pus,  pus,  food  regurgi- 
tated through  the  nose,  or  blood.  For  the  differential  diagnosis  of  the  causes  of  haemor- 
rhage from  the  nose,  see  Epistaxis,  p.  220. 

Regurtftatlon  of  Food  through  the  Nose  may  be  due  to  a  congenital  condition, 
especially  cleft  palate  ;  to  acquired  perforation  of  the  palate,  especially  syphilitic  ;  to  post- 
diphtheritic paralysis  ;  or  to  much  rarer  neuro-muscular  lesions,  such  as  bulbar  paralysis^ 
pseudobulbar  paralysis ,  or  myasthenia  gravis,  all  of  which  are  discussed  elsewhere. 

Serous,  Mucous,  and  Muoo-Purulent  Discharges  differ  from  each  other  chiefly 
in  degree,  for  that  which  may  begin  as  serous  may  later  become  muco-purulent  and  then 
purulent,  as  is  seen  during  the  course  of  a  common  cold.  A  watery  discharge  is  sometimes 
spoken  of  as  coryza,  though  for  the  latter  to  be  typical  there  should  at  the  same  time  be 
watering  of  the  eyes  ;  it  is  generally  acute  in  onset,  and  the  diagnosis  of  its  cause  is  not 
difficult  as  a  rule.     It  may  be  due  to  the  following  different  conditions  : — 


Common  cold,  early  stage         I    Arsenic 


{Micrococcus  catarrhalis) 
Lachrymation 
Hay  fever  {coryza  efeno) 
Measles 
lodism  or  bromism 


Local  irritants  such  as  snuff, 
ammonia  vapour,  sulphur 
dioxide,  chlorine,  and  other 
irritating  gases 

Fog 


Some    cases    of  spasmodic 

asthma 
Some    cases    of    trigeminal 

neuralgia 
Neurosis 


The  differential  diagnosis  of  these  conditions  needs  little  discussion,  a  careful  inquiry 
into  the  circumstances  of  the  case  generally  pointing  to  its  nature  at  once.  Measles 
probably  presents  the  greatest  difficulty,  for  the  coryza  precedes  the  macular  eruption, 
and  the  patient,  generally  a  child,  may  seem  to  be  suffering  merely  from  a  severe  cold, 
when  in  reality  it  is  in  the  most  infectious  stage  of  measles.  Examination  of  the  buccal 
mucous  membrane  for  Koplik^s  spots  {Plate  VIII)  may  sometimes  serve  to  distinguish  this 
malady  as  long  as  two  days  before  the  eruption  appears.  These  spots  are  individually 
small,  with  a  whitish  centre  the  size  of  a  pin's  head,  surrounded  by  a  purplish  red  blush  ; 
in  many  cases  they  are  not  single,  but  collected  into  groups  of  from  two  or  three  to  thirty 
or  more  ;  a  common  place  to  find  them  is  on  the  inner  aspect  of  the  cheeks,  in  much  the 
same  position  as  that  in  which  one  expects  to  find  brown  pigmentation  in  Addison's 
disease  ;  but  they  should  be  looked  for  also  on  the  gums,  the  inner  aspects  of  the  lips, 
and  on  the  hard  and  soft  palate. 

The  coryza  resulting  from  iodide  or  bromide  of  potassium  or  from  arsenic  may  be  very 
severe,  and  the  patient  generally  complains  of  constantly  catching  cold,  when  in  reality 
the  symptoms  are  due  to  the  drug. 

The  term  influenza  is  sometimes  applied  to  severe  febrile  colds  associated  with 
running  of  the  eyes  and  dripping  at  the  nose,  but  it  is  often  inaccurate  to  apply  the  term 
influenza  here,  for  the  symptoms  are  more  often  due  to  the  Micrococcus  catarrhalis. 
Bacteriological  detection  of  the  Bacillus  influenzae  in  the  discharge  is  essential  if  influenza 
is  to  be  diagnosed  with  accuracy. 

Excessive  secretion  by  the  lachrynial  glands  apart  from  emotion  may,  in  some 
instances,  lead  to  constant  dripping  of  water  from  the  nose  as  the  result  of  neurosis. 

One  rare  form  of  watery  discharge  from  the  nose  is  the  escape  of  cerebrospinal  fluid ; 
this  fluid  is  perfectly  transparent,  like  water,  and  it  may  be  difficult  to  recognize  its  true 
nature  unless  there  is  a  clear  history  of  the  commonest  cause  for  the  symptom,  namely, 
an  injury  to  the  head  leading  to  fracture  through  the  base  of  the  skull,  involving  one  of 
the  anterior  fossse.  The  fluid  may  drip  steadily,  at  the  rate  of  a  certain  number  of  drops 
per  minute,  and  if  it  is  collected  in  a  test-tube  it  may  be  found  to  reduce  Fehling's  solution. 
'  A  Purulent  Discharge  from  the  nose  may  result  from  that  which  has  been  in  the  first 
place  serous,  mucoid,  or  muco-purulent ;  or  it  may  have  been  purulent  from  the  beginning. 
If  it  is  acute  and  bilateral,  it  is  probably  due  to  a  local  infection  by  some  pyogenic  micro- 
organism, and  even  when  it  may  seem  to  be  due  to  nothing  more  than  a  common  cold, 
not  a  few  different  organisms  may  be  discovered  bacteriologically.  Staphylococci,  strepto- 
cocci, and  pneumococci  (see  Plate  XXVIII,  p.  614)  are  associated  not  at  all  infrequently 
with  the  Micrococcus  catarrhalis.  Influenza  bacilli  may  be  found.  In  rare  cases,  especially 
when  the  purulent  discharge  persists  longer  than  it  ought  if  it  were  the  result  merely  of  a 
coldy  and  especially  in  cases  in  which  it  is  so  acrid  as  to  produce  superficial  excoriation  and 
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KOPLIK'S       SPOTS 


INI>KX  OF  I)IA(;N0.«1S — To  flier  p.    17K 
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soreness  of  the  edges  of  the  nostrils  and  the  upper  lip,  diphtheria  bacilli  will  be  found  more 
often  than  might  be  expected.  Nasal  diphtheriay  indeed,  is  not  altogether  uncommon, 
but  it  is  difficult  to  recognize  except  by  bacteriological  examination  of  the  nasal  discharge. 
The  same  applies  to  two  very  much  rarer  purulent  lesions  of  the  nose,  namely  those  due 
to  gonococ:i  and  to  glanders.  There  may  be  a  urethral  infection  or  a  vaginal  discharge  to 
point  to  the  diagnosis  in  the  former  case,  the  patient  having  transferred  gonococci  directly 
from  the  genital  source  to  the  nose  by  means  of  the  fingers  or  a  towel.  Purulent  rhinitis 
due  to  glanders  is  fortunately  rare,  though  when  it  does  occur  it  may  escape  recognition 
entirely  in  its  curable  stage,  unless  the  patient's  occupation  as  a  groom  or  horse-dealer 
suggests  the  source  of  the  infection,  or  unless  bacteriological  methods  are  resorted  to  in 
all  cases  of  nasal  discharge  that  are  not  perfectly  straightforward. 

Chronic  purulent  nasal  discharges  are  for  the  most  part  due  either  to  lesions  of  the 
mucous  membrane  or  to  the  emptying  into  the  nose  of  purulent  collections  from  the 
antrum  of  Highmore,  frontal,  ethmoidal,  or  sphenoidal  sinus,  or  from  necrosis  of  the  nasal 
bones.  The  diagnosis  may  be  obvious  enough,  but  very  often  it  is  by  no  means  easy.  It 
is  essential  that  both  nasal  cavities  should  be  inspected  directly  in  a  good  light  by  hieans 
of  a  stpeculum  arid  mirror  ;  the  variotis  kinds  of  chronic  rhinitis  may  be  recognized  }n  this 
way  ;i  in  chronic  atrophic  rhinitis  the  amount  of  discharge  is  usually  small,  the  cavities  of  the 
nose  are  relatively  spacious,  the  smell  offensive  (ozaena),  and  there  are  generally  crust-like 
deposits  upon  the  mucous  membrane.  Chronic  hypertrophic  rhinitis  may  also  produce 
a  very  offensive  smell,  a  considerable  purulent  discharge,  and  difficulty  or  even  inability 
to  breathe  through  the  nose  owing  to  the  bulging  of  the  inflamed  mucous  membrane. 
There  may  or  may  not  be  polypi  at  the  same  time,  and  perhaps  adenoids  and  enlarged 
tonsils  owing  to  the  necessity  for  breathing  through  the  mouth.  Membranous  rhit^itis  is 
not  a  distinctive  variety,  it  being  more  or  less  an  accident  whether  the  inflamed  niucous 
membrane  produces  a  membranous  exudate  or  not ;  the  discovery  of  membrane  would 
suggest  diphtheria,  but  bacteriological  examination  alone  can  determine  whether  the 
lesion  is  diphtheritic  or  not.  Syphilis  is  responsible  for  a  large  number  of  the  cases  of 
ozsena  and  chronic  rhinitis,  especially  of  the  atrophic  form,  but  it  is  not  responsible  for 
all,  and  the  diagnosis  as  to  whether  the  lesion  is  syphilitic  or  not  will  rest  upon  concofinitant 
signs  elsewhere,  upon  the  history,  and  upon  the  result  of  Wassermann's  reaction.  Necrosis 
of  th^  nasal  bones,  if  it  occurs  spontaneously,  is  often  syphilitic,  but  it  may  also  result 
from  an  injury,  such  as  a  blow  ;  the  deformity  which  follows  the  falling  in  of  the  bridge 
of  the  nose  is  characteristic. 

Tuberculous  rhinitis  is  rare.  There  is  a  variety  of  nose  affection  called  rhinitis  caseosa^ 
but  this  is  acute  and  not  tuberculous  ;  the  appearances  might  at  first  suggest  thkt  the 
nose  \vas  filled  with  a  yellowish  diphtheritic  membrane,  but  on  cultivation  no  diphtheria 
bacilli  are  to  be  found  ;  what  micro-organism  is  the  cause  of  the  cheesy  exudate  in|  these 
cases  is  not  known  ;  if  left,  the  underlying  mucosa  is  apt  to  ulcerate,  but  imder  pimple 
antisc^itic -treatment  cure  results  in  a  week  or  a  little  more.  Rhinoliths,  although  they 
may  cause  persistence  of  a  nasal  discharge,  are  not  in  themselves  a  primary  condition, 
but  rather  the  result  of  preceding  rhinitis.  Endothelioma,  carcinoma,  or  sarcoma  affecting 
the  nose  are  not  common  except  as  the  result  of  direct  spread  to  its  interior  from  the  lip, 
jaw,  cheek,  or  forehead.  Sometimes,  however,  considerable  nasal  discharge  may  result 
from  the  growth  of  a  semi-malignant  tumour  known  as  recurrent  fibroma  or  fibrosarcoma 
arising  from  the  external  periosteum  of  the  basi-sphenoid  bone,  thus  obstructing  the  back 
of  the  nose,  and  detected  by  a  digital  examination  via  the  mouth. 

A  foreign  body  inserted  into  the  nose  by  a  child  or  by  an  insane  person  may  produce 
damage  associated  with  a  purulent  discharge,  which  may  persist  even  after  the  foreign 
body  has  been  detected  and  removed. 

Lupus  of  the  nose  is  hardly  ever  primary,  and  although  it  may  destroy  the  margins 
and  lead  to  a  purulent  discharge  from  the  nostrils,  the  diagnosis  is  generally  clear  from 
the  apple-jelly  deposits  in  the  adjacent  skin  of  the  cheeks.  Rodent  ulcer,  on  the  other 
hand,  though  starting  in  the  skin,  may  spread  deeply  into  the  nose,  causing  destruction  of 
cartilage  and  bone,  with  pain  and  purulent  discharge.  Whereas  lupus  starts  in  early  adult 
life,  rodent  ulcer  begins  at  or  after  middle  age.  Histological  examination  may  be  required 
to  distinguish  it  from  epithelioma,  though  the  latter  is  likely  to  fungate  more  and  to  have 
advanced  more  rapidly  than  rodent  ulcer  does  ;    the  latter  may  have    existed  for  years 
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without  any  rapid  advance.  Radium  treatment,  efficiently  applied,  will  cure  most  rodent 
ulcers  of  the  skin,  but  this  therapeutic  test  is  no  longer  applicable  when  the  cartilages  and 
bones  of  the  nose  have  become  involved,  for  radium  is  then  not  able  to  cure  the  rodent 
ulcer  any  better  than  it  can  cure  lupus  or  epithelioma. 

Empyema  of  one  antrum  of  Highmore  may  cause  most  troublesome  purulent  discharge 
from  the  nose,  but  it  is  not  difficult  to  diagnose  when  the  symptoms  are  definite.  The 
patient  generally  complains  that  the  pus  invariably  comes  down  one  nostril  ;  that  it  is 
associated  with  an  odour  which  is  offensive  to  himself  in  a  way  not  common  with  ozsena 
generally  ;  that  he  can  often  produce  the  discharge  by  tilting  his  head  sideways  in  the 
opposite  direction  to  that  from  which  the  discharge  comes,  and  that  he  experiences  dull 
aching  pain  in  one  side  of  the  face,  often  spoken  of  as  neuralgia,  but  upon  investigation 
proving  to  be  associated  with  tenderness  located  mainly  in  the  corresponding  superior 
maxilla.     There  may  be  a  carious  tooth,  particularly  a  canine,  from  which  infection  of 


Fiff.^\. — Transilluminations  of  the  antnim.     A  shows  the  normal  appetirance.     B  shows  no  illumination  of  the 
ri^tht  side,  owing  to  purulent  contents.    (From  Medical  Annttal,  1906.) 

the  antrum  has^^taken  place,  though  in  a  small  number  of  cases  a  more  serious  cause  exists, 
namely,  carcinoma  or  endothelioma  of  the  antrum,  which  can  seldom  be  diagnosed  until 
either  an  operation  is  undertaken  or  the  growth  itself  begins  to  cause  a  protuberance  either 
into  the  nose  or  through  the  face  ;   the  nature  of  these  growths  is  determined  histologically. 

Examining  the  patient  in  a  dark  room  by  the  introduction  of  an  electric  lamp  into 
the  mouth  or  posterior  nares,  may  reveal  empyema  of  the  antrum  by  the  transillumination 
of  the  superior  maxilla  of  the  normal  side  and  the  opacity  of  the  other  in  which  the  antrum 
is  full  of  pus  {Fig,  84). 

Empyema  of  a  frontal  sinus  has  generally  been  preceded  by  acute  nasal  catarrh,  which 
has  led  subsequently  to  severe  aching  al)ove  one  or  other  eye,  with  tenderness  on  percussion 
over  the  affected  frontal  sinus,  and  so  much  pain  in  this  region  that  the  patient  may  be 
compelled  to  hold  his  head  before  he  is  able  to  cough  or  blow  his  nose,  because  of  the 
increased  pressure  within  this  sinus  due  to  either  of  these  acts.  The  condition  nearly 
always   starts   acutely,    though  if   untreated   it  may  become   chronic   and   come  under 
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observation  only  when  the  infection  has  tracked  its  way  through  into  the  subcutaneous 
tissue  so  as  to  point  above  the  eye  or  in  the  angle  between  the  latter  and  the  nose. 

Suppuration  in  connection  with  the  ethmoidal  or  sphenoidal  sinuses  can  be  little  more 
than  guessed  at  unless  special  skill  has  been  acquired  in  the  direct  examination  of  these 
air-cells.  If,  however,  there  is  a  purulent  discharge  from  the  nose  coming  apparently 
from  high  up,  in  a  patient  who  has  neither  antral  disease  nor  infection  of  the  frontal  sinus, 
and  in  whom  local  conditions  of  the  mucous  membrane  of  the  nose  itself  can  be  excluded, 
infection  of  the  sphenoidal  or  of  the  ethmoidal  cells  is  to  be  suspected.        Herbert  French, 

DISCHARGE  FROM  THE  NH^PLE.— Discharges  from  the  nipple  may  be  divided 
into  three  classes: — (1)  Normal  discharges;  (2)  Normal  discharges  at  abnormal  times; 
(3)  Abnormal  discharges. 

Normal  Discharges. — It  is  quite  natural  for  a  woman  during  the  period  of 
pregnancy  and  lactation  to  have  a  discharge  of  milk  from  the  breast.  It  is  usually  of 
small  amount,  except  when  the  child  is  put  to  the  breast,  but  occasionally  the  flow  at  other 
times  may  be  sufficient  to  be  distressing. 

Normal  Discharges  at  Abnormal  Times. — Milk  may  come  from  the  breast  at  other 
times  than  during  pregnancy  and  lactation.  In  infants  it  may  be  found  as  the  result  of 
undue  stimulation  on  the  part  of  the  nurse,  and  it  has  been  noted  in  the  breasts  of  both 
sexes  at  the  time  of  puberty.    No  great  importance  attaches  to  it. 

Abnormal  Discharges. — Blood  or  Blood-stained  Discharge.  This  is  a  very  significant 
sign  and  should  not  be  neglected,  for  it  almost  always  indicates  the  presence  of  some 
abnormal  condition  in  the  breast  which  requires  careful  investigation.  The  commonest 
is  some  growth  involving  the  larger  ducts  in  the  neighbourhood  of  the  nipple.  This  may 
be  either  innocent — ^a  duct  papilloma  ;  or  malignant — duct  carcinoma,  scirrhous  carcinoma, 
or  sarcoma.  It  behoves  one  therefore  never  to  neglect  such  a  significant  sign.  When  a 
well-marked  lump  is  felt  the  diagnosis  can  usually  be  made  without  difficulty,  and  for  this 
the  reader  is  referred  to  the  article  on  Swelling,  Mammary  (p.  685).  Difficulty  arises  when 
there  is  no  obvious  swelling.  In  these  cases  the  breast  must  be  palpated  carefully  with 
the  flat  of  the  hand  and  also  with  the  tips  of  the  fingers,  special  attention  being  given  to 
the  part  immediately  subjacent  to  the  nipple.  If  no  swelling  can  be  made  out,  and  the 
bleeding  remains  a  persistent  sign,  it  may  become  necessary  to  make  an  incision  into  the 
breast  for  diagnostic  purposes,  recognizing  the  fact  that  a  papilloma  may  be  so  delicate 
as  to  escape  detection  with  the  finger.  Probably  the  commonest  cause  of  bleeding  is  a 
duct  carcinoma  (columnar-celled  carcinoma)  ;  after  that  duct  papilloma  and  scirrhous 
carcinoma,  and  last  of  all  sarcoma. 

A  purulent  discharge,  or  pus  mixed  with  milk,  generally  indicates  acute  suppurative 
mastitis  ;  the  other  signs  of  inflammation  or  abscess  are  well  marked  as  a  rule,  so  that  there 
is  no  difficulty  at  arriving  at  a  diagnosis.  Chronic  mastitis  seldom  causes  a  discharge 
of  pus  from  the  nipple,  but  the  symptom  is  met  with  sometimes  when  the  lesion  is  tubercu- 
lous  ;  the  discovery  of  tubercle  bacilli  in  the  discharge  will  distinguish  this  from  carcinoma, 
with  which  it  is  often  confused. 

A  discharge  of  serum  will  suggest  chronic  interstitial  mastitis  with  cyst  formation, 
but  the  symptom  is  rare. 

Hydatid  fluid  has  been  recorded  as  escaping  through  the  nipple  from  a  hydatid  cyst 

-  of  the  breast,  but  it  is  so  rare  as  to  be  a  pathological  curiosity.     The  nature  of  the  fluid 

would  be  recognized  by  the  finding  of  booklets  in  it  (Fig,  18.  p.  49).  George  E.  Gask. 

DISCHARGE,  URETHRAL.— Any  inflammatory  process  in  the  urethra  causes  a 
discharge.  Although  most  commonly  the  result  of  infection  by  the  gonococcus,  by  no 
means  every  urethritis  is  of  this  nature,  and  bacteriological  examinations  show  that  other 
organisms  besides  the  gonococcus  may  produce  a  urethral  discharge  and  the  same  sym- 
ptoms as  an  acute  gonorrhoea.  Further  than  this,  a  purulent  discharge  may  occur  in 
which  no  micro-organisms  can  be  found ;  for  instance,  when  the  urethra  has  been  injured  or 
subjected  to  irritation  by  the  injection  of  strong  solutions,  or  when  it  contains  a  foreign  body, 
such  as  a  calculus  or  a  retained  catheter.  It  is  stated  that  a  urethral  discharge  may  be 
associated  with  gout  and  rheumatism  ;  but  although  a  few  cases  of  the  former  have  come 
under  my  care,  I  have  been  unable  to  prove  that  the  small  amount  of  discharge  was  not 
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the  remains  of  a  former  uncured  urethral  infection,  or  that  it  was  directly  due  to  the  same 
source  as  the  arthritic  symptoms. 

There  is  no  doubt  that  an  acute  urethritis  may  be  caused  by  other  organisms  than 
the  gonococcus,  and  sometimes  there  is  considerable  trouble  in  completely  curing  it. 
These  cases  may  cause  complications  in  the  genito-urinary  organs  similar  to  those  due 
to  the  gonococcus,  such  as  prostatitis,  epididymitis,  or  cystitis.  They  may  arise  by  the 
infection  of  the  urethra  by  septic  instrumentation,  or  after  connection  with  a  woman 
subject  to  leucorrhoea.  A  careful  bacteriological  examination  should  always  be  made  ; 
more  than  once  the  reputation  of  a  wife  has  been  at  stake  until  it  was  proved  that  the 
husband^s  urethritis  was  of  staphylococcal  and  not  gonorrhoeal  origin.  An  acute  urethritis 
may  accompany  a  haematogenous  urinary  infection  ;  for  instance,  an  acute  pyelitis  due 
to  bacillus  coli  may  be  followed  by  acute  cystitis,  prostatitis,  and  urethritis,  in  which  no 
other  organism  but  Bacillus  coli  can  be  found. 

Cionorrhceal  Urethritis  is  due  to  the  infection  of  the  urethra  by  the  gonococcus  of 
Neisser  (Plate  XXVIII,  Fig,  /2,  p.  614).  In  form  it  is  a  diplococcus  with  flattened  surfaces 
approximating  each  other  ;  it  stains  readily  with  basic  aniline  dyes,  but  differs  from  other 
diplococci  in  being  decolorized  by  Gram's  stain.  The  gonococcus  is  seen  in  a  stained 
specimen  to  be  intraceUulctr,  penetrating  not  only  the  leucocytes  but  also  the  epithelial 
cells  found  in  a  smear  preparation,  and,  though  the  cocci  may  be  found  also  between  the 
cells,  their  appearance  in  the  cells  is  strong  evidence  of  their  specific  nature. 

In  any  case  presenting  a  purulent  discharge  from  the  urethra,  it  is  necessary,  in  order 
that  appropriate  treatment  may  be  carried  out,  to  ascertain  the  extent  of  the  infection, 
not  only  in  the  urethra  itself,  but  also  in  the  other  organs  of  the  genito-urinary  apparatus. 
For  the  purposes  of  clinical  investigation,  the  urethra  is  divided  into  anterior  and  posterior 
portions,  separated  by  the  membranous  urethra,  the  anterior  comprising  the  bulbous  and 
penile  urethra,  and  the  posterior  the  prostatic  portion.  A  urethritis  is  also,  according  to 
its  clinical  aspect,  acute  or  chronic,  the  acute  form  being  characterized  by  a  thick,  creamy, 
purulent  discharge,  with  pain,  and  the  chronic  by  a  thin,  greyish,  mucopurulent  discharge. 
Acute  gonorrhoea  affects  not  only  the  superficial  layers  of  the  urethral  mucous  membrane, 
but  also  the  sub  epithelial  tissues  and  the  glandular  elements,  causing  a  leucocytic  infil- 
tration. The  tendency  of  the  inflammation  is'  to  spread  backwards  along  the  canal,  so 
that  the  prostatic  urethra  may  become  infected,  even  in  the  acute  stage,  though  most 
frequently  this  occurs  at  a  later  period  ;  the  prostatic  and  the  ejaculatory  ducts  may 
become  infected,  and  the  inflammation  may  spread  to  the  seminal  vesicles,  epididymes, 
or  testes.  In  the  acute  stages  of  the  disease,  the  infection  of  the  anterior  urethra  is  accom- 
panied, as  a  rule,  by  redness  of  the  external  meatus,  scalding  pain  during  micturition, 
and  painful  erections  ;  occasionally  all  pain  is  absent,  especially  in  patients  previously 
infected  with  gonorrhoea.  If  the  anterior  urethra  be  irrigated  with  sterile  water  or  saline 
solution,  the  urine  passed  immediately  afterwards  will  be  quite  clear  ;  or  without  irrigating, 
if  the  urine  be  passed  into  two  glasses,  the  first  portion  will  be  turbid  from  admixture  with 
the  urethral  discharge,  whilst  the  second  portion  remains  clear. 

When  the  posterior  urethra  becomes  infected  in  the  acute  stages,  the  symptoms  are 
much  more  severe.  Micturition  is  more  painful  and  greatly  increased  in  frequency,  both 
day  and  night,  the  patient  often  being  obliged  to  pass  urine  every  half-hour.  Even  after 
irrigating  the  anterior  urethra  the  urine  passed  will  be  turbid  with  pus  that  has  accumu- 
lated in  the  prostatic  portion  or  passed  backwards  into  the  bladder,  and  the  terminal  urine 
may  be  tinged  with  blood.  In  these  circumstances  it  may  be  necessary  to  eliminate  acute 
prostatitis  or  prostatic  abscess,  either  of  which  may  complicate  an  acute  posterior  urethritis. 
In  either  condition,  micturition  may  be  very  painful,  or  there  may  be  acute  retention  ; 
the  temperature  will  be  raised,  and  in  cases  of  abscess  there  is  often  a  rigor ;  upon  rectal 
examination,  the  prostate  is  found  much  swollen,  hot  to  the  touch,  and  extremely  tender, 
whilst  with  an  abscess  a  soft  fluctuating  area  may  be  felt.  An  acute  posterior  gonorrhoea 
is  practically  always  accompanied  by  infection  of  the  bladder,  and  the  diagnosis  between 
it  and  cystitis  is  practically  impossible. 

Under  suitable  treatment  an  acute  urethritis  may  remain  confined  to  the  anterior 
urethra  and  clear  up,  but  in  less  favourable  cases  a  slight  discharge  remains.  If  this 
continues  for  longer  than  six  weeks  after  the  initial  onset,  it  is  spoken  of  as  chronic  gonor- 
rhoea or  gleet.    The  discharge  is  small  in  amount,  thin  and  watery,  or  may  be  so  slight  as 
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only  tc  be  present  in  the  morning  after  a  long  period  of  freedom  from  urination,  or  as 
filaments  in  the  urine.  There  is  no  pain  or  increased  frequency  of  micturition,  and  there 
is  no  difference  in  the  subjective  symptoms  between  an  anterior  and  a  posterior  infection, 
although  in  most  cases  of  chronic  gonorrhoea  both  are  present. 

In  any  case  of  chronic  urethral  discharge,  examination  should  be  conducted  to 
ascertain  not  only  the  seat  of  infection,  but  also  the  nature  of  the  lesion  promoting  the 
discharge.  Thus,  the  patient  should  be  directed  to  hold  urine  for  at  least  three  hours 
before  he  presents  himself  for  examination,  when  the  anterior  urethra  may  be  irrigated 
thoroughly  by  a  fairly  forcible  stream  of  sterile  water,  the  urinary  meatus  being  alter- 
nately occluded  and  opened  during  the  process,  so  that  the  whole  length  of  the  anterior 
urethra  is  distended  by  the  fluid.  The  washing  is  then  examined  for  any  threads,  which, 
if  present,  must  proceed  from  the  anterior  urethra.  The  patient  is  then  directed  to  pass 
urine  into  two  separate  glasses ;  if  there  is  turbidity  due  to  excess  of  phosphates,  this  is 
cleared  by  the  addition  of  acetic  acid,  when,  if  any  threads  or  plugs  of  muco-pus  are  present 
in  the  first  specimen,  they  probably  arise  from  the  posterior  urethra,  whereas  pus  and 
turbidity  of  the  second  show  that  cystitis  is  present  in  addition.  If  there  be  any  threads 
in  the  posterior  urethra,  or  if  only  a  small  amount  of  discharge  is  present,  it  is  advisable 
first  to  fill  up  the  bladder  with  sterile  fluid  by  direct  Janet  irrigation,  after  which  the 
prostate  is  massaged  by  a  finger  in  the  rectum,  and  the  patient  is  again  directed  to  pass 
the  fluid  from  the  bladder.  Plugs  of  muco-pus  will  be  found  if  chronic  prostatitis  is 
present.  In  any  case  the  threads  from  either  the  anterior  or  posterior  urethra  should 
be  spread  as  a  film,  stained,  and  examined  under  a  microscope  for  pus  and  micro- 
organisms. 

If  the  remaining  infection  is  found  to  be  limited  to  the  anterior  urethra,  the  latter 
should  be  examined  under  direct  vision  by  the  endoscope.  A  few  minims  of  a  3  per  cent 
solution  of  cocaine  are  injected  into  the  urethra  and,  with  aseptic  precautions,  the  largest 
sized  endoscope  tube  that  the  meatus  will  admit  comfortably  is  passed  for  about  an  inch. 
The  canal  is  then  illuminated,  and  at  the  same  time  distended  with  air  by  means  of  the 
inflating  bellows  attached  to  the  instrument ;  each  part  of  the  anterior  urethra  can  then 
be  examined  successively  as  the  endoscope  tube  is  passed  gradually  on  until  the  membranous 
portion  of  the  canal  is  reached.  It  will  be  found  much  better  to  examine  the  urethra  in 
this  manner  than  by  first  passing  the  instrument  to  the  full  extent  and  examining  the 
canal  as  it  is  withdrawn,  for  any  infection  of  the  urethral  glands,  infiltration  of  the  walls, 
or  granular  areas  are  observed  under  aero-distention  before  the  instrument  has  passed 
over  them.  When  the  whole  length  has  been  examined  under  distention,  the  air  is  allowed 
to  escape  by  opening  the  window  of  the  instrument,  and  the  canal  again  examined  from 
behind  forward  by  gradually  withdrawing  the  tube,  normal  urethral  walls  falling  together 
in  a  characteristic  striated  manner,  which  is  altered  into  a  slight  rigidity  by  infiltration, 
whilst  at  the  same  time  glandular  infection  or  ulceration  is  again  seen.  Similarly,  a  definite 
stricture  or  a  small  polypus  which  may  keep  up  a  slight  urethral  discharge  can  be  dia- 
gnosed with  certainty,  and  any  local  treatment  for  the  various  lesions  applied.  By  careful 
examination  conducted  on  these  lines  we  are  able  to  determine,  not  only  which  part  of 
the  urethra  is  producing  the  discharge,  but  also  the  nature  of  the  lesion,  so  that  appropriate 
treatment  can  be  carried  out.  In  most  cases  in  which  a  gleet  remains  in  spite  of  treatment 
with  various  kinds  of  injections,  it  will  be  found  that  there  is  an  infection  of  the  posterior 
urethra  or  prostatic  ducts,  which  no  urethral  injection  except  a  complete  irrigation  into 
the  bladder  will  reach.  There  is  often  no  abnormality  to  be  detected  on  digital 
examination  of  the  prostate  per  rectum  ;  but  after  urethral  irrigation  the  secretion 
squeezed  out  from  the  prostate  by  massage  will  usually  show  pus  corpuscles  in  addition 
to  the  refractile  globules  and  epithelium  which  are  contained  in  the  normal  prostatic 
secretion.  In  other  cases  of  obstinate  chronic  urethritis,  a  distinct  infiltrative  process 
will  be  found  in  the  anterior  urethra,  a  process  which  results  in  rigidity  of  the  urethral 
wall,  and  in  severe  cases  leads  on  to  stricture.  The  urethral  glands  are  implicated,  and 
their  secretion  gives  rise  to  the  filaments  in  the  urine.  This  infiltration  is  seen  readily 
by  urethroscopy,  but  it  may  be  imperceptible  on  the  passage  of  a  sound.  The  urethral 
meatus  is  the  narrowest  part  of  the  canal,  and  a  sound  which  will  completely  fill  the  meatus 
may  still  pass  steadily  through  an  infiltrated  portion  of  the  urethra,  even  when  its  normal 
calibre  is  diminished  considerably. 


Digitized  by 


Google 


184  DISCHARGE,    URETHRAL 

In  spite  of  all  forms  of  treatment,  a  slight  urethral  discharge  occasionally  persists, 
and  the  physician  may  be  asked  if  any  infection  remains,  or  whether  a  patient  may  be 
allowed  to  marry.  A  chronic  urethral  discharge  may  contain  gonococci  or  may  be  entirely 
free  from  any  organisms.  Obviously,  if  any  gonococci  are  found,  the  discharge  is  still 
infectious,  but  there  is  often  difficulty  in  detecting  the  organism  in  these  chronic  cases, 
whilst  in  some  they  may  be  found  if  any  slight  exacerbation  of  inflammation  occurs. 
Other  cases  again  show  a  chronic  urethral  discharge  which  resists  all  treatment,  but  which 
contains  a  few  pus  and  epithelial  cells,  though  no  organisms  can  be  found.  That  pus  cells 
are  present  in  this  small  urethral  discharge  is  no  detriment  to  marriage,  provided  that  no 
gonococci  can  be  found,  and  in  practice,  if  no  cocci  are  found  after  irritation  of  the  urethra 
by  irritant  injections,  instrumentation,  or  the  free  use  of  alcohol,  on  several  successive 
examinations,  marriage  may  be  permitted. 

A  urethral  discharge  may  in  rare  cases  be  present  in  other  conditions  than  that  produced 
by  gonorrhoea  or  septic  urethritis^  and  as  difficulty  may  arise  if  one  of  these  cases  be  met 
with,  it  is  necessary  to  mention  them. 

Herpetic  Urethritis. — The  mucous  lining  of  the  urethra  is  undoubtedly  affected  by 
herpes  in  the  same  manner  as  other  mucous  membranes,  frequently  as  a  tertiary  lesion 
of  syphilis.  There  is  irritation  of  the  urethra  during  micturition,  and  a  slight  muco-puru- 
lent  discharge  from  the  meatus.  The  small  vesicles  may  be  seen  by  the  endoscope,  and 
may  be  associated  with  herpes  of  the  prepuce. 

Soft  Sores  in  the  Uretlira  are  distinctly  uncommon.  They  occur  in  the  terminal 
portion  of  the  urethra,  and  cause  painful  micturition  and  a  profuse,  thin,  purulent  dis- 
charge, which  contains  no  gonococci.  There  may  be  other  sores  on  the  glans  penis,  and 
an  ulcerated  surface  will  be  ssen  on  endoscopic  examination.  They  occur  within  a  few 
days  of  infection,  and,  if  extensive,  may  produce  narrowing  of  the  urethra  on  healing. 

Syphilis  may  affect  the  urethra  either  as  a  hard  chancre  or  as  a  gumma. 

The  Chancre  occurs  in  the  anterior  end  of  the  urethra,  forming  a  firm  indurated  mass 
which  can  be  felt  readily  on  external  palpation.  The  meatus  is  cedematous  and  swollen, 
so  that  the  introduction  of  an  endoscopic  tube  is  impossible  ;  there  is  a  thin,  purulent, 
and  often  blood-stained  discharge  from  the  meatus.  A  urethral  chancre  must  be 
diagnosed  carefully  from  peri-urethral  infiltration  due  to  urethritis  ;  the  period  of  incuba- 
tion from  the  time  of  infection,  the  presence  of  small,  hard  inguinal  glands,  the  occurrence 
of  secondary  lesions  of  syphilis,  and  Wassermann's  serum  test  will  point  to  the  diagnosis. 

Gummaia  of  the  urethra  give  rise  to  a  watery  urethral  discharge  when  they  break  down 
and  cause  ulceration.  They  may  ulcerate  through  the  canal  and  form  fistulae,  but  may 
usually  be  recognized  on  careful  examination. 

Papiliomata  of  the  Urethra  may  occur  either  in  the  anterior  or  posterior  portion, 
as  small,  pedunculated  tumours  in  the  canal,  and  frequently  as  a  sequel  to  a  chronic  gonor- 
rhoea. They  may  arise,  however,  in  the  urethra  of  a  patient  who  has  never  had  urethritis. 
They  cause  a  thin,  scanty  discharge,  which  does  not  yield  to  injections  ;  they  are  seen 
readily  through  the  endoscope. 

Carcinoma  of  the  urethra  is  very  rare  as  a  primary  disease,  and  in  the  few  cases 
recorded  has  been  in  association  with  stricture.  It  forms  a  tumour  in  the  urethra  palpable 
from  the  exterior,  and  causes  painful  micturition  with  a  blood-stained  discharge,  and 
enlargement  of  the  inguinal  glands.  Suspicion  of  carcinoma  should  arise  if  a  hard,  irregular 
tumour  be  felt  in  the  course  of  the  urethra,  without  gonorrhoea!  infection,  in  an  elderly 
patient,  but  the  final  diagnosis  depends  on  histological  examination  of  a  portion  of  the 
growth. 

Tul>ercuiosis  of  the  Urethra  is  always  secondary  to  disease  elsewhere  in  the  genito- 
urinary tract,  usually  of  the  prostate  or  seminal  vesicles. 

Foreign  Bodies  in  the  Urethra  may  cause  a  purulent  urethral  discharge  if  they 
remain  in  the  canal  for  any  length  of  time.  They  may  be  introduced  through  the  meatus 
by  intent — matches,  pins,  etc.  ;  or  a  piece  may  be  detached  from  a  damaged  catheter  ; 
or  a  small  calculus  may  come  down  from  the  bladder  and  be  arrested.  In  the  latter  case 
the  history  is  usually  clear — sudden  stoppage  of  the  stream  of  urine  during  micturition, 
with  penile  pain  ;  a  calculus  may  be  felt  from  the  exterior  or  seen  through  the  endoscope. 

li,  II.  Jocelyn  Sivan, 
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DISCBLARGEy  VAGINAL. — In  order  to  recognize  the  varieties  of  pathological  vaginal 
discharges,  it  is  first  important  to  realize  what  the  normal  secretions  found  in  the  vagina 
consist  of.  The  secretion  normally  present  must  be  a  mixture  of  those  from  the  uterine 
body,  cervix,  and  vaginal  wall.  That  from  the  uterine  body  is  watery  and  small  in  amount, 
whilst  that  from  the  cervix  is  thick  and  mucoid,  but  clear  and  transparent,  like  unboiled 
white  of  egg.  The  vaginal  secretion  is  merely  a  transudation  of  plasma  from  the  vessels, 
mixed  with  desquamated  vaginal  epithelium,  and  in  virgins  looks  like  unboiled  starch 
mixed  with  water.  Naturally  it  is  very  small  in  amount.  The  bulk  of  the  secretion  found 
in  the  vagina  comes  from  the  cervix,  because  there  are  far  more  glands  there  than  in  any 
other  part  of  the  genital  tract. 

The  secretion  from  Bartholin's  gland,  which  is  thin  and  mucoid,  may  be  copious  under 
sexual  excitement,  but  under  normal  conditions  is  absent,  and  so  does  not  contribute  to  the 
secretions  in  the  vagina.  The  vaginal  mixed  secretions  are  acid  in  reaction,  owing  to  the 
presence  of  lactic  acid  produced  by  a  long  bacillus  which  is  found  normally  in  the  vagina. 
On  the  other  hand,  the  unmixed  uterine  secretions  are  alkaline.  Normally,  the  amount 
of  mixed  vaginal  secretion  should  do  no  more  than  just  moisten  the  vaginal  orifice.  When 
the  amount  is  so  great  as  to  moisten  the  vulva  and  consequently  stain  garments,  the 
secretion  is  pathological. 

The  composition  of  an  abnormal  secretion  varies  considerably  according  to  the  source 
from  which  most  of  it  comes.  The  commonest  type  is  the  thick  white  or  yellow  discharge 
associated  with  inflammatory  changes  in  the  cervix.  It  contains  a  large  proportion  of 
mucus,  many  leucocytes,  masses  of  shed  epithelium  from  the  vagina  (*  squames '),  and 
bacteria  of  various  kinds.  This  is  quite  typical,  and  is  produced  by  endocervicitis  and 
cervical  erosions  of  the  various  kinds.  When,  however,  there  is  a  corporeal  endometritis 
present  as  well,  the  discharge  becomes  thinned,  white,  or  yellow,  on  account  of  the  admixture 
of  much  watery  secretion  from  the  body  of  the  uterus.  The  yellow  colour  is  due  to  the 
admixture  of  red  blood  corpuscles,  and  in  some  cases  the  fluid  may  become  actually  blood- 
stained. Menorrhagia  accompanies  these  discharges  and  serves  to  distinguish  a  mixed 
corporeal  and  cervical  endometritis  from  a  simple  cervical  catarrh.  Microscopically  the 
films  made  from  the  mixed  cases  show  proportionately  less  mucus,  but  otherwise  the 
constituents  are  the  same. 

Vaginitis  rarely  exists  alone,  but  when  it  does  occur  the  discharge  is  thick  and  pasty 
if  it  is  a  simple  catarrhal  condition  :  pasty  on  account  of  the  large  admixture  of  desquamated 
vaginal  squamous  epithelium.  On  the  other  hand,  in  granular  catarrhal  vaginitis  the  dis- 
charge is  much  more  purulent  and  copious  owing  to  the  exudation  of  more  fluid  from  the 
exposed  blood  capillaries.  This  is  the  kind  of  discharge  associated  with  traumatism  of 
the  vagina,  especially  from  the  irritation  of  badly-fitting  pessaries,  and  actual  ulceration 
as  in  decubitus  ulcers  on  prolapsed  portions.  Practically  no  mucus  is  found  in  such 
discharges  unless  the  cervix  shares  in  the  inflammatory  process. 

There  is  nothing  characteristic  of  gonorrhoeal  discharges  to  the  naked  eye  or  on  simple 
microscopical  examination.  The  detection  of  the  gonococcus  alone  can  decide  the  question. 
This  is  often  a  matter  of  great  difficulty,  because  it  is  only  in  the  few  days  immediately  after 
infection  that  the  gonococcus  can  be  found  free  in  the  vaginal  discharge.  In  chronic  cases 
the  gonococcus  must  be  looked  for  in  two  places,  either  the  interior  of  the  cervix  or  in  the 
urethra  and  Skene's  tubes,  which  open  by  the  sides  of  the  meatus  urinarius.  The  best 
plan  is  to  take  some  discharge  from  within  the  cervix,  after  carefully  wiping  away  discharges 
from  the  os  uteri  with  sterile  wool,  using  a  Fergusson's  speculum.  This  discharge  should 
be  spread  on  a  glass  slide  and  put  by  to  dry.  A  second  film  on  another  slide  should  then 
be  made,  by  squeezing  the  urethra  from  behind  forwards  and  mopping  up  any  secretion 
thus  made  to  appear  on  the  meatus.  After  drying  in  the  air  the  films  should  be  fixed  by 
passing  through  a  flame,  and  then  stained  by  Gram's  method,  followed  by  neutral  red  as 
a  counter- stain.  In  films  prepared  in  this  way  gonococci  are  stained  red  whilst  organisms 
which  retain  Gram's  stain  appear  deep  violet  or  black.  The  gonococci  are  usually  found 
in  the  cytoplasm  of  the  polymorphonuclear  leucocytes  (Plate  XXVIII,  p.  614). 

Offensive  smelling  vaginal  discharge  is  associated  with  decomposition,  and  it  may  be 
that  the  discharge  itself  is  decomposing  because  it  cannot  escape  fast  enough  from  the 
passage,  or  that  the  source  of  the  discharge  is  a  decomposing  substance  like  a  sloughing 
fibroid  or  necrotic  carcinoma  of  the  cervix.     In  the  two  latter  cases  the  discharge  is  copious. 
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watery,  and  blood-stained,  with  a  horribly  foetid  smell.  When  the  discharge  itself  is  decom- 
posing, it  is  usually  thicker  and  purulent,  and  is  commonly  retained  by  pessaries  or  by 
redundant  folds  of  vaginal  mucous  membrane.  In  old  women  a  foul  discharge  may  come 
from  the  interior  of  the  uterus,  a  pyometra  ;  in  which  case  pus  can  be  made  to  flow  from 
the  OS  uteri  by  squeezing  the  uterus  or  passing  a  sound.  It  is  due  to  senile  endometritis, 
the  result  of  infection,  and  is  often  associated  with  cancer  of  the  body  of  the  uterus. 

Watery  blood-stained  discharge,  not  offensive,  occurs  in  cancer  of  the  body  of  the  uterus, 
in  early  cancer  of  the  cervix,  with  mucous  polypi,  placental  polypi,  and  hydatidiform  mole. 
The  differential  diagnosis  of  these  conditions  cannot  be  made  from  the  discharge  alone, 
but  must  rest  upon  physical  examination  combined  with  the  use  of  the  microscope  upon 
materials  removed  from  the  uterus. 

Vaginal  casts  may  be  composed  of  coagulated  surface  epithelium,  the  result  of 
astringent  injections  or  applications,  and  are  easily  recognized  with  the  microscope. 
Membranous  flakes  may  be  passed  with  discharge  in  cases  of  membranous  vaginitis.  They 
consist  of  vaginal  epithelium  entangled  in  coagulated  blood  plasma,  and  present  quite  a 
different  appearance  to  casts. of  coagulated  epithelial  layers.  These  membranous  masses 
may  be  seen  lining  the  whole  vagina,  and  are  generally  due  to  special  organisms.  The 
diphtheria  bacillus  {Plate  XXV III,  p.  614)  has  been  found  to  be  the  causal  agent  in  such 
cases,  and  in  one  investigated  by  the  writer,  the  Bacillus  coli  communis  was  the  offending 
organism.  y.  g.  Stevens. 

DIZZINESS.— (See  Vertigo,  p.  751.) 

DOUBLE  VISION.— (See  Diplopia,  p.  174.) 

DROP-FOOT. — (See  Paraplegia,  p.  510  ; 
and  Paralysis  of  One  Extremity,  Lower, 
p.  496.) 

DROP-WRIST.— (See  Atrophy,  Muscular, 
p.  65). 

DROPSY.— (See  (Edema,  p.  411.) 

DWARFISM  (Microsomia,  Nanosomia).— For 

purposes  of  diagnosis,  dwarfism  may  be  divided 
into  two  classes,  namely,  dwarfism  the  result  of 
deformity,  and  dwarfism  without  deformity.  Gener- 
ally speaking,  well-proportioned  dwarfs  owe  their 
defective  stature  to  a  generalized  delay  or  arrest 
of  development,  and  are  therefore  in  a  state  of 
infantilism,  whereas  deformed  dwarfs  are  stunted 
in  growth  only,  though  the  reduction  in  height 
may  be  due  rather  to  the  warping  or  collapse  of 
the  bony  frame-work  than  to  actual  curtailment 
of  height. 


I.    DWARFISM  THE  RESULT  OF  DEFORMITY. 


Fig.  8.> — LLxtiiiot  rickeb*.— Affe  13.  The  dwarfism 
is  moderate,  uiid  is  due  to  beiidins?  and  shortening  of 
the  thigh  and  leg  bones.  There  is  knock-knee,  the 
tibia)  are  siibre-shaped,  the  feet  Hat.  The  wri-^t-  and 
ankles  are  lai-ge ;    the  muscles  are  not  affected. 


This  kind  of  dwarfism  is  due  mainly  or  solely 

to  shortness  of  the  legs.    In  most  cases  the  primary 

fault  lies   in  the   skeleton,  but    occasionally    the 

dwarfism  has  its  source  in  deficiency  of  the  brain, 

and  still  more. rarely  is  brought  about  by  a  local  defect  of  development  implicating  the 

lower  extremities. 

A.  Skeletal   Dwarfism   is  occasioned  by  : — 

(1)  Rickets;    (2)  Achondroplasia;    (3)  Osteogenesis  imperfecta;    (4)  Anosteoplasia ; 
(5)  Osteomalacia. 

Rickety  Dwarfism  (Fig.  85)  is  usually  moderate  in  degree,  and  is  due  partly  to  actual 
shortening  of  the  bones  of  the  lower  limbs  and  partly  to  bending  (bow-legs  or  knock-knees). 
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It  may  also  be  the  outcome  of  antero-posterior  or  of  lateral  curvature  of  the  spine.  The 
skull  looks  big  and  is  of  the  square  or  hot-cross-bun  type,  with  bulging  forehead.  The 
shape  of  the  nose  is  not  affected.  There  is  often  a  pigeon  breast  or  a  transverse  groove 
round  the  lower  part  of  the  chest  (rickety  girdle,  Harrison's  sulcus),  and  an  hour-glass  shaped 
or,  at  times,  beaked  (rostrate)  pelvis.  The  muscles  are  well  developed,  and  the  body  is 
squat  and  thickset. 

In  Achondroplasia  (Fig.  86)  the  limbs  are  shorter  than  in  rickets,  and  the  stature 
less.  The  proportions  are  of  the  dachshund  pattern.  The  shortening  of  the  limbs  is  chiefly 
of  the  proximal  segment,  and  the  body,  though  actually  short,  is  relatively  long.  The 
legs  are  often  bowed,  and  there  may  be  bending  of  the  upper  limb  bones.  The  joints  are 
usually  prominent.  The  forehead  is  bulging,  the  bridge  of  the  nose  depressed.  There  is 
conspicuous  lordosis,  and  the  pelvis  is  small  and  contracted.  The  muscles  are  often  dis- 
proportionately big,  giving  the  achondroplasic  a  sturdy  appearance  and  a  surprising  degree 
of  strength.  The  Angers  are  broad,  the  three  middle  fingers  being  of  equal  length  and 
divergently  curved. 


Fig,  86. — Achondroplasia. — Age  15.  The  trunk  is  al-  Fig.  87. — OsteogenesLs  imperfecta. — 
most  of  normal  length,  and  the  limbs  very  short,  the  Ape  32.  Bending  of  the-tibiffl,  femora, 
proximal  being  shorter  than  the  distal  s<^menta.  Tlie  spine,  etc.,  began  at  five  years,  and  con- 
epiphyses  are  enlarged,  and  the  forearms  and  legs  are  tinued  for  nearly  ten  years  before  it 
curved.  The  nose  Is  deficient  at  the  bridge.  In  this  ceased.  There  was  no  epiphy.scal  en- 
case there  is  infantilism  as  well  as  dwarfism.  largement. 

Osteogenesis  Imperfecta  (osteopsathyrosis,  fragilitas  ossium)  (Fig,  87)  is  characterized 
by  brittleness  with  softening.  There  is  not  much  dwarfing,  except  as  the  result  of  the 
yielding  of  the  bones,  and  the  muscles  are  usually  weak.  The  disease  probably  sometimes 
runs  on  into  osteomalacia. 

Anosteoplasia,  or  cleido-cranial  dysostosis.  With  general  impairment  of  bone  growth, 
causing  moderate  dwarfism,  there  is  pronounced  defect  in  the  formation  of  the  membrane 
bones.  The  skull  is  rounded  and  broad,  the  face  small,  the  dentition  delayed  ;  the  clavicles 
are  rudimentary  or  absent.     The  disease  is  often  hereditary. 

In  Osteomalacia  the  dwarfism  is  due  almost  solely  to  the  crumpling  of  the  decalcified 
bones  ;  but  when  the  disease  occurs  in  childhood  there  is  also  some  diminution  of  stature 
from  arrest  of  bone  growth.    The  muscles  are  conspicuously  weak. 


Digitized  by 


Google 


188  DWARFISM 

Diagnosis  of  Skeletal  Dwarfism. — ^Though  osteogenesis  imperfecta,  rickets,  and  achon- 
droplasia can,  as  a  rule,  be  distinguished  readily  one  from  another,  cases  occur  in  which 
one  of  these  diseases  seems  to  blend  with  another,  or  at  any  rate  to  partake  of  its  characters. 
In  distinguishing  rickets  from  achondroplasia  it  must  be  remembered  that  the  most  char- 
acteristic features  of  rickety  dwarfism  are  the  bending  and  the  post-natal  origin,  and  of 
achondroplasia  the  shortness  of  the  limbs  (micromelia)  and  the  pre-natal  origin.  The 
enlargement  of  the  ends  ot  the  bones  which  is  so  distinctive  of  rickets  disappears  as  the 
disease  settles  down  and  the  bones  continue  to  grow,  whereas  in  the  hyperplastic  form  of 
achondroplasia  it  remains  throughout  life.  Extreme  softening  must  cause  us  to  suspect 
osteogenesis  imperfecta  or  osteomalacia,  even  if  there  are  rickety  enlargements  as  well, 
especially  if  the  bending  continues  to  increase  after  the  age  of  six  years. 

Dwarfism  may  be  due  solely  to  spinal  curvature.  If  a  kyphosis  it  is  usually  the  result 
of  tuberculous  disease  (caries)  of  the  spine,  but  is  occasionally  a  local  manifestation  of 
rickets,  or  possibly  of  osteomalacia.  When  of  rickety  origin  there  is  not  only  kyphosis  of 
the  dorsal  region,  but  a  compensatory  lordosis  of  the  dorso-lumbar.  If  it  begins  in  middle 
or  old  age  it  is  usually  osteo-arthritic,  but  as  a  rare  event  it  may  be  due  to  osteomalacia 
(o.  senilis).  In  the  latter  event  the  softening  is  usually  confined  to  the  spine  and  pelvis, 
and  may  take  place  with  extraordinary  rapidity,  and  be  followed  by  gradual  hardening 
and  fixation  in  the  deformed  position. 

Scoliosis  is  usually  of  mixed  origin,  the  main  factor  being  an  inherent  laxity  of  tissue 
showing  itself  in  weakness  of  the  back  muscles  and  of  the  spinal  ligaments.  This  laxity  is 
supplemented  by  faulty  positions  of  standing,  sitting,  etc.,  or  by  the  injudicious  use  of 
stays.  But  it  is  probable  that  spinal  curvature  of  sufficient  severity  to  produce  dwarfism 
is  invariably  the  result  either  of  rickets  or,  in  rare  cases,  of  a  mild  and  local  form  of 
osteomalacia. 

B.  Cerebral  Dwarfism. — ^This  form  of  microsomia  is  most  pronounced  in  microcephaly^ 
but  hydrocephaly,  porencephaly,  imbecility,  or  any  degenerative  cerebral  affection  of  early 
progressive  development  may  be  associated  with  puny  growth.  The  microcephalic  dwarf 
is  characterized  not  only  by  the  relative  smallness  of  his  head  (circumference  never  exceed- 
ing 17  ins.),  but  also  by  his  sloping  forehead,  projecting  nose,  and  receding  chin,  giving 
him  a  ferret-  or  rat-like  physiognomy.  He  is  usually  quick  of  movement,  and  restless, 
and  is  either  imbecile  or  idiotic,  according  to  the  degree  of  his  microcephaly. 

C  Dwarfism  from  Pre-natal  I^eficieiicy  of  the  Lower  Limbs. — This  is  of  two 
kinds  :  phocDmelus  and  ectromelus.  In  phocomelus  the  defect  is  in  one  or  both  of  the 
proximal  segments,  leaving  the  hands  and  feet  unaffected,  so  that  the  individual  affected 
resembles  a  penguin  or  a  seal  (phoca).  In  ectromelus  there  is  absence  of  part  or  whole  of 
the  limbs  from  the  feet  up. 

II.    DWARFISM   THE  RESULT  OF  DEFECTIVE  GENERAL   DEVELOPMENT.     INFANTILISM. 

Well-proportioned  dwarfs  are  not  invariably  of  backward  development,  for  we  meet 
with  men  of  excellent  development,  who,  if  not  actual  dwarfs,  are  so  dwarfish  in  stature 
that  we  have  to  admit  the  possibility  of  the  existence  of  a  true  dwarfism  in  which  there 
is  no  infantilism.  Nevertheless,  generally  speaking,  the  dwarf  of  correct  proportions  is 
affected  with  infantilism. 

To  Distinguish  Infantilism  from  simple  Divarfism. — Dwarfism  is  a  defect  of  growth, 
whereas  infantilism  is  a  defect  of  development.  In  determining  whether  development  is 
implicated,  stature,  ossification,  and  sex  development  are  of  great  but  not  decisive  import- 
ance. Thus  infantilism  may  co-exist  with  gigantism  ;  and  the  ossification  in  some  cases 
of  symptomatic  infantilism  is  not  only  not  delayed,  but  may  be  actually  premature.  It 
is  also  premature  in  progeria.  Moreover,  a  sexually  mature  child  of  five  or  six  does  not 
cease  to  be  a  child  because  its  ossification  and  sexual  condition  resemble  those  of  an  adult. 
Evidently  therefore  neither  height,  nor  sex,  nor  ossification  is  a  cardinal  feature  of 
infantilism.  Indeed,  in  some  cases  of  sexual  ateleiosis  the  presence  of  infantilism  is 
determined  by  the  child-like  stature,  proportions,  and  physiognomy  alone,  the  individual 
being  in  all  other  respects  a  well-developed  human  being. 

The  Forms  of  Infantilism, — Infantilism  may  be  widespread  among  whole  races  or 
nations  (racial  infantilism),  or   may   select   certain   individuals   or   families,   and   occur 
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epidemically  or  sporadically  as  morbid  infantilism  among  people  of  ordinary  development. 
Morbid  infantilism  is  of  two  sorts,  namely,  symptomatic ,  the  result  of  causes  ;  and  essential^ 
or  cr\'ptogenetic. 

A.  Symptomatic  Infantilism. 

This  is  seldom  or  never  of  extreme  degree,  has  no  uniform  type  of  physiognomy,  and, 
being  an  acquired  condition,  is  never  transmitted.  It  is  best  classified  according  to  the 
nature  of  the  cause  by  which  it  is  produced. 

It  may  be  the  result  of  intoxication  with  the  poison  of  syphilis,  wine,  tobacco,  or  with 
that  of  rheumatic,  scarlet  or  other  fever,  or  with  lead.  Herter  claims  that  the  intoxication 
may  arise  from  over-abundance  of  the  normal  flora  of  the  intestine  (intestinal  infantilism). 

It  may  be  the  result  of  correlation,  as  when  it  is  associated  with  kyphosis  or  with 
splenomegaly,  or  with  hypertrophic  cirrhosis  of  the  liver.     Perhaps  the  best  example  of  this 


Fiff.   88.— Cretiniam.— Ape  20.     Tlie  infantilism  Is  Fig.  89.— Pituitary  infantilism, 

uniform  and  extreme.  The  intelligence,  proportionH 
attitude,  manner,  correspond  with  those  of  a  child  of 
18  montli^.  The  features  are  puffed  and  distigurcd 
with  the  charticteristic  pseudo-u?dema. 

form  of  infantilism  is  that  which  is  associated  with  microcephaly.  In  some  microcephalic 
dwarfs  there  is  not  only  an  impairment  of  growth,  constituting  dwarfism,  but  the  develop- 
ment of  the  whole  body  is  stayed,  apparently  because  it  is  the  custom  for  a  certain  develop- 
ment of  the  body  to  go  with  a  certain  size  of  the  brain,  and  such  customs  are  liable  to  be 
maintained  even  under  abnormal  conditions.  Dwarfs  with  diminutive  heads  may  be  of 
just  proportions  and  of  fairly  good  intelligence,  provided  the  growth  of  the  body  is  so 
retarded  that  it  remains  in  keeping  with  the  growth  of  the  brain.  In  thymic  infantilism 
there  is  fatness  with  anaemia,  and  liability  to  syncopal  attacks,  which  often  end  in  death. 

It  may  be  due  to  the  deficiency  of  a  hormone  which  ordinarily  stimulates  development. 
There  are  two  forms  :   (a)  Thyroid,  and  {b)  Pituitary. 
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Thyroid  infantilism  in  its  most  characteristic  form — cretinism  (Fig,  88) — is  unmis- 
takable ;  but  cases  of  infantilism  occur  in  which  the  physiognomy,  stunting  of  growth, 
and  backward  sex  development  suggest  mere  thyroid  inadequacy.     Some  reserve  the  name 

of  thyroid  infantilism  for  these  cases  of 
'  myxcedeme  fruste,'  but  the  term  should 
only  be  applied  when  the  intelligence  is 
defective  and  uniform  improvement  sets 
in  as  the  result  of  giving  thyroid  extract. 
The  thyroid  inadequacy  may  however  not 
be  primary,  but  a  mere  incident  in  some 
other  form  of  infantilism,  e,g.,  ateleiosis. 

In  Pituitary  infantilism  (Froelich's 
syndrome,  Fig.  8«)  there  is  fatness]  with 
conspicuous  genital  backwardness  as  well 
as  a  general  defect  of  development. 
Polyuria  or  glycosuria  is  often  present,  and 
there  may  be  drowsiness  or  nutritional 
changes  in  the  skin  and  its  appendages. 
Sickness,  headache,  or  other  symptoms  of  a  cerebral  tumour  are  occasionally  present. 

Mongolism  (Fig,  90)  is  distinguished  from  cretinism  or  myxoedeme  fruste  by  the  pre- 
dominance of  the  imbecility  as  compared  with  the  slightness  of  other  cretinoid  symptoms. 
In  reality  the  physiognomy  is  only  cretinoid  because  it  remains  of  the  infantile  type.     It 

is  not  disfigured  by  the  thick  lips  and  general 
pseudo-cedema  of  cretinism,  and  the  tongue, 
though    sometimes   protruding,    is   not   large. 


Fig.  90. — ^rongolism. — A<?e  14.  The  general  development 
if*  delayed.  The  physiognomy  is  undeveloped,  is  without 
facial  hair,  and  is  slightly  .Mongoloid.  The  occipital  region  is 
flat.    The  boy  is  an  amiable  imbecile.  • 


Fig.  91. — Anangioplastic  infantilism. — Age  16. 
There  m  general  delay  of  development,  but  not  to  an 
extreme  degree.  Tl»e  physiognomy  and  proportions 
are  of  the  adult  pattern,  but  sex  development  is 
more  immature. 


Fig.  92. — Kssontial  Infantilism  (Ateleiosis). — An  nteleiotic 
boy,  iii^p  1*J,  stan(liii<»  beside  his  normal  and  taller  brother, 
at,'e    6   yeiirs. 
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The  eyes  remind  one  of  the  obliquely-set  eyes  of  the  Chinaman,  but  it  is  sometimes 
difficult  to  make  out  the  resemblance.  The  ligaments  are  lax,  and  mongols  are  liable  to 
become  knock-kneed  and  to  have  '  double-jointed '  thumbs.  There  is  often  some 
valvular  affection  of  the  heart. 

In  a  given  case  of  infantilism  it  may  be  impossible  to  say  how  much  is  due  to  correla- 
tion, how  much  to  intoxication,  how  much  to  hormonic  deficiency,  and  how  much  to  mere 
lack  of  nutrition.  This  may  be  said,  e^.  of  cardiac,  or  arterial,  of  renal,  and  of  pancreatic 
infant  Uism. 

Cardiac  infantilism  exists  when  there  is  some  dominating  incapacity  of  the  cardiac 
valves.  Sometimes  there  seems  to  be  a  deficient  development  of  the  whole  arterial 
system,  constituting  anan^ioplasiic  infantilism  (Fig.  91). 

In  pancreatic  infantilism  there  are 
indications  of  pancreatic  incompetence. 
The  stools  are  fatty,  copious  or  frequent, 
pale  and  offensive.  Capsules  of  iodoform 
enclosed  in  a  glutoid  envelope  (Sahli's 
capsules)  are  soluble  only  in  the  pan- 
creatic secretion,  and  are  therefore  not 
dissolved  in  this  form  of  infantilism. 
The  infantilism  is  improved  by  pan- 
creatic extract. 

Renal  infantilism  is  consecutive  to 
chronic  Bright^s  disease,  and  is  suggested 
when  there  are  polyuria,  albuminuria, 
or  other  symptoms  of  Bright's  disease, 
and  no  indication  of  a  prior  syphilitic 
or  other  intoxication. 

B.  Essential  or  Cryptiigenetic  In- 
fantUism. 

This  is  distinguished  from  symptom- 
atic infantilism  by  its  pronounced  degree, 
by  its  seemingly  spontaneous  appearance, 
and  occasionally  by  its  heredity.  There 
are  two  forms  :  aieleiosis  and  progeria, 

Aieleiosis  (Fig.  92)  is  primary,  spon- 
taneous  infantilism.     It   may   begin  at 
any  age  of  progressive  development,  and 
its  characters  are  for  the  most  part  those 
normal  to  the  age  of  its  first  appearance. 
It   usually   begins   in   infancy    or   early 
childhood,  and  the  size,  proportions,  and 
physiognomy  of  this    time    of   life   are 
perpetuated.     It  is  prone  to  be  associ- 
ated with  cryptorchism,  or   with    some 
corresponding    ill  -  development    of    the 
ovaries,    causing    divergence    into    two 
varieties,  sexual  and  asexual.     In  asexual  aieleiosis  all  the  physical  features  of  infantile 
life  are  stereotyped  ;   but  in  sexual  aieleiosis,  though  the  physiognomy  and  proportions 
remain  infantile  or  childish,  the  onset  of  puberty  (often  greatly  delayed)  brings  with  it 
some  accession  of  growth  and  the  addition  of  the  primary  and  secondary  sex  characters 
of  the  adult. 

Progeria  (Fig,  93)  is  primary,  spontaneous  infantilism  mingled  with  premature  senility 
(senilism).  Hence,  with  shortness  of  stature  and  other  indications  of  infantilism,  there 
are  baldness,  emaciation,  arterial  sclerosis,  and  general  decrepitude.  Death  from  angina 
pectoris  or  other  senile  disease  may  ensue  at  18  or  even  earlier.  Hastings  Gilford. 

DYSARTHRIA. — (See  Speech,  Abnormalities  of,  p.  626.) 

DYSCHEZIA.^See  Constipation,  p.  121.) 


Fig.  95. — Prof?eria. — Age  15.  The  stature  and  proportions 
are  childish,  but  the  physio(7noniy,  leanness,  and  baldne^  are 
elderly.  The  scalp  was  in  reality  sparsely  covered  with  prey 
hair.  The  ear  lobule  is  absent,  the  nasal  cartilages  are  con- 
spicuous, and  the  fingers  nodose  owing  to  Uie  prominence  of 
the  epiphyses. 
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DYSIDROSIS. — (See  Sweating,  Abnormalities  of,  p.  654.) 

DYSMENORRHCEA  owes  its  origin  to  a  variety  of  causes,  which  must  be  difTerentiated 
carefully  in  order  that  treatment  may  be  successful.  The  following  table  presents  the 
causes  of  the  three  common  varieties  : — 


1.  Spasmodic. 
Congenita!  malformations 
Deficient  uterine  muscle 
Long  conical  cervix 
Stenosed  external  or  inter- 
nal  OS 
Neurasthenia 


2.  Congestive. 
Endometritis 
Uterine  congestion 
Retroversion  and  flexion 
Uterine  fibroids 
Salpingo-o^phoritis 
Pelvic  peritonitis 
Small  cystic  ovary 
Neurasthenia 


8.  Membranous. 


The  distribution  of  the  cases  into  these  three  classes  is  often  easy  ;  in  the  first  place, 
because  spasmodic  cases  are  practically  always  primary ,  that  is,  they  commence  with  the 
onset  of  menstruation  ;  whilst  congestive  and  membranous  cases  are  secondary,  that  is, 
acquired  as  a  result  of  some  definite  lesion.  Further,  the  nature  of  the  pain  is  often  char- 
acteristic of  the  type  of  case,  for  in  spasmodic  cases  the  pain  is  intermittent,  griping,  and 
*  colicky,'  commencing  at  the  same  time  as  the  blood-flow,  or  only  just  before  it.  In 
the  congestive  cases,  on  the  other  hand,  the  pain  is  continuous  and  aching,  and  begins 
some  hours  or  days  before  the  flow.  In  typical  cases  also  this  pain  is  relieved  by 
the  flow.  In  the  membranous  cases  the  nature  of  the  pain  partakes  of  the  characters  of 
both  the  former  types,  being  aching  and  continuous  first  ;  then  becoming  colicky  and 
spasmodic  when  the  uterus  is  attempting  to  expel  the  characteristic  membrane  or  cast, 
and  being  finally  relieved  when  this  comes  away.  Many  cases  are  met  with  in  which  the 
pain  partakes  of  the  nature  of  both  the  congestive  and  spasmodic  types.  This  usually 
means  that  a  woman  who  originally  had  spasmodic  dysmenorrhoea  acquires  some  lesion 
which  in  its  turn  gives  rise  also  to  the  congestive  type  of  pain. 

Having  settled  that  a  case  belongs  to  one  of  the  three  main  types,  it  is  not  very  difficult 
to  work  out  the  actual  causation.  This  is  more  difficult  in  the  spasmodic  cases  than  in  the 
congestive,  because  the  latter  depend  upon  well-defined  lesions,  and  the  former  do  not. 

Spasmodic  Cases. — ^The  causation  of  this  type  of  case  is  often  obscure  ;  but  a  bi- 
manual examination,  or  a  recto -abdominal  examination  in  virgins,  will  usually  reveal  a 
condition  of  the  uterus  which  can  only  be  described  as  a  congenital  malformation.  It  may 
be  small,  but  of  the  adult  type  ;  it  often  has  an  exaggerated  anterior  bend,  the  '  cochleate  ' 
uterus  of  Pozzi ;  and,  in  addition,  the  vaginal  portion  of  the  cervix  is  often  too  long,  with 
a  conical  shape,  and  a  very  smalj  pin-hole  external  os.  Into  such  uteri  the  sound  may 
pass  with  difficulty,  owing  to  stenosis  and  rigidity  of  the  internal  os.  The  underlying  true 
cause  of  the  pain,  however,  is  commonly  admitted  now  to  be  imperfect  development  of 
the  uterine  muscle,  in  itself  again  a  congenital  malformation  of  texture  occurring  in  an 
organ  whose  external  form  also  is  malformed  The  muscle  being  imperfect  it  is  also  possible 
that  the  endometrium  is  abnormal  in  these  cases,  unduly  fibrous  perhaps,  and  resistant :  a 
point  which  our  present  knowledge  does  not  prove  or  disprove.  One  proof,  however,  of 
the  truth  of  these  views  is  the  effect  of  pregnancy  and  labour  on  such  cases.  They  are 
nearly  always  cured,  owing  to  the  great  muscular  development  during  pregnancy,  and 
the  extreme  stretching  of  the  lower  segment  during  labour.  Neurasthenia  also  colours 
and  increases  the  pain  in  these  cases  ;  but,  by  itself,  will  not  start  a  spasmodic  any  more 
than  a  congestive  dysmenorrhoea. 

Congestive  Cases. — It  is  unnecessary  to  differentiate  the  congestive  cases  as  tubal, 
ovarian,  or  uterine,  because  the  underlying  cause  in  all  is  uterine  congestion  accompanying 
such  lesions  as  are  shown  in  the  table.  The  differential  diagnosis  of  these  lesions  is  to  be 
made  by  a  careful  consideration  of  the  history,  combined  with  bimanual  examination  of 
the  pelvic  organs  and,  if  necessary,  curettage  of  the  uterus,  which  also  serves  to  cure  the 
cases  of  pure  endometritis.  Cases  due  to  endometritis  are  to  be  recognized  by  the  cardinal 
symptoms  of  this  lesion,  namely,  menorrhagia,  leucorrhcea,  often  blood-stained,  and  chronic 
backache.  These  symptoms  accompany  slight  enlargement  of  the  uterus  without  any  irregu- 
larity in  shape  such  as  would  occur  if  fibroids  were  present.  Simple  retroversion  and  flexion 
can  be  recognized  on  bimanual  examination  ;  the  fundus  wiU  be  felt  posteriorly,  the  cervix 
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looking  directly  down  the  vagina  in  a  forward  direction.  Salpingo-odphoritis  in  its  typical 
chronic  form  gives  rise  to  irregular  very  tender  swellings  on  either  side  and  behind  the  uterus, 
sometimes  forming  definitely  retort-shaped  swellings,  especially  if  pus  is  present  in  the  tubes. 
Fixation  of  these  swellings  and  of  the  uterus  is  a  very  definite  sign  of  the  disease  ;  whilst 
the  history  of  one  or  more  attacks  of  acute  illness,  with  pelvic  pain,  will  assist  to  make  the 
diagnosis  certain.  The  small  cystic  ovary  may  exist  without  obvious  salpingo-oophoritis, 
and  without  widespread  fixation.  The  ovary  is  found  to  be  permanently  enlarged  and 
irregular  in  shape  from  the  projection  of  cysts  from  its  surface.  Neurasthenia  is  included 
under  this  heading  because  any  menstrual  pain  is  made  worse  by  it,  and  only  a  very  slight  • 
lesion  need  be  present  for  this  nerve  weakness  to  accentuate  any  pain  arising  from  it. 

Membranous  Cases. — ^The  membrane,  or  cast,  is  of  two  types,  and  is  easily  recognized 
and  distinguished  from  other  uterine  casts,  such  as  those  formed  by  the  decidua  of  preg- 
nancy. The  classical  cast  of  membranous  dysmenorrhoea  is  hollow,  triangular,  not  more 
than  one-eighth  of  an  inch  thick,  and  possesses  three  openings.  This,  however,  is  not  the 
common  form  ;  for  in  most  cases  the  cast  is  solid,  and  formed  by  the  mucosa  being  rolled 
upon  itself.  These  casts  contain  connective-tissue  cells  and  uterine  glands  in  a  stroma 
which  is  crowded  with  leucocytes.  The  solid  cast  may  be  nearly  half  an  inch  thick,  and 
looks  microscopically  as  if  it  were  composed  of  endometriiun  into  which  haemorrhage  and 
leucocytic  infiltration  had  occurred.  The  glands  in  it  are  broken  up,  and  often  he  on  the 
outside.  These  casts  never  contain  any  compact  masses  of  large  cells  of  the  decidual  type, 
but  an  occasional  hypertrophied  connective-tissue  cell  may  be  found.  Decidual  casts,  on 
the  other  hand,  are  the  result  of  pregnancy,  and  consist  of  compact  masses  of  large  poly- 
gonal cells  without  any  fibrillated  connective  tissue.  They  contain  glands  with  hyper- 
trophied epithelial  linings,  and  often  show  large  haemorrhagic  foci.  The  occasional  presence 
in  them  of  chorionic  villi  absolutely  settles  the  diagnosis. 

It  must  not  be  forgotten  that  cases  of  dysmenorrhoea  may  be  mistaken  for  those  of 
abdominal  pain  due  to  other  lesions  unconnected  with  menstruation ;  and  the  differen- 
tiation of  such  cases  may  be  a  matter  of  considerable  importance.  It  is  conceivable  that 
dysmenorrhoea  may  be  mistaken  for  : — 

Appendicitis  I  Torsion  of  an  ovarian  cyst  pedicle 

Colic,  intestinal,  renal,  or  hepatic  |  Haemorrhage  from  or  into  a  Graafian  follicle 

Perforated  gastric  ulcer  I  Rupture  of  an  ovarian  cyst  or  pyosalpinx 

Ruptured  tubal  gestation  Dyspepsia  with  flatulent  distention. 

Obviously,  some  of  these  lesions  are  dangerous  to  life,  and  therefore  it  is  essential  that 
they  be  not  overlooked.  The  danger  of  this  occurring  is  increased  if  any  of  these  lesions 
start  at  or  near  the  expected  time  of  a  menstrual  period,  and  would  hardly  arise  at  all  if  a 
menstrual  period  had  taken  place  recently,  or  was  not  expected  for  some  days.  It  will 
be  noted  that  all  these  lesions  are  accompanied  by  sudden  abdominal  pain,  which  might 
perhaps  lead  to  a  suspicion  of  spasmodic  dysmenorrhoea,  but  hardly  of  congestive,  owing 
to  the  character  of  the  pain.  t,  G.  Stevens 

DYSPAREUNIA,  or  painful  coitus,  may  depend  on  a  variety  of  local  lesions  which 
require  careful  differentiation  for  their  appropriate  treatment,  or  it  may  exist  when  no 
local  lesion  can  be  found  at  all.  It  is  associated  closely  with  vaginismus,  or  painful  spasm 
of  the  levator  ani  muscle  on  attempts  at  coitus,  and  the  same  lesions  which  cause  simple 
dyspareunia  may  also  give  rise  to  vaginismus.  It  is  remarkable  that  in  some  women  a 
small  local  lesion  will  produce  no  pain  upon  attempts  at  coitus  which  in  another  will  cause 
pain  accompanied  by  violent  spasm  of  the  levator  ani.  In  some  cases  pain  arises  because 
there  is  a  difficulty  of  penetration  of  the  vaginal  orifice,  whilst  in  others  there  is  no  diffi- 
culty, but  pain  is  caused.  The  lesions  which  commonly  give  rise  to  dyspareunia  are  the 
following  : — 

Congenital  absence  of  the  Neuritis  of  the  pudic  nerve  \      Chronic  metritis 

lower  part  of  the  vagina  I      Healed  perineal  lacerations  Salpingo-oophoritis       with 

Unruptured  hymen  Urethral    caruncle  adhesions 

Inflamed  h>Tneneal  orifice  |      Urethritis  i      Anal  fissure 

Vulvitis  Cystitis  \      Thrombosed  and   inflamed 

Bartholinitis  i      Prolapsed  tender  ovaries  with  i  piles 

Leukoplakic  vulvitis  retrovertcd  utenis 


Kraurosis  vulvae 
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It  will  be  noted  from  a  perusal  of  the  above  that  the  lesions  fall  into  natural  groups, 
according  as  the  situation  of  the  lesion  is  at  the  vulva,  the  uterus  and  ovaries,  the  urinary 
passages,  or  at  the  anus  and  rectum.  Consequently  it  is  necessary  to  carry  out  a  detailed 
examination  of  any  case  of  dyspareunia  in  order  to  find  out  whether  any  of  these  well- 
defined  lesions  are  present. 

The  commonest  lesion  is  certainly  inflamed  hymeneal  remains,  very  often  gonorrhoeal 
in  origin  and  accompanied  by  redness  and  swelling  of  the  orifice  of  the  duct  of  Bartholin's 
gland.  The  lesion  is  self-evident  on  inspection,  and  the  parts  are  acutely  sensitive  to  the 
least  touch.  Leukoplakic  vulvitis  is  a  lesion  that  is  obvious  from  the  white,  sodden 
appearance  of  the  labia  minora,  and  causes  pain  on  account  of  the  sensitive  cracks  and 
fissures  which  accompany  it.  Kraurosis  vtdvce  causes  actual  contraction  of  the  vaginal 
orifice,  and  consequently  penetration  is  difficult  and  causes  pain.  The  red  projecting 
growth  from  the  meatus  urinarius,  caruncle^  is  self-evident  and  acutely  tender,  whilst 
urethritis  is  diagnosed  by  the  issue  of  pus  on  squeezing  the  urethra.  Cystitis  is  diagnosed 
by  the  presence  of  pus  and  mucus  in  the  urine,  accompanied  by  frequency  of  micturition, 
and  it  causes  pain  because  the  bladder  is  painful  in  such  cases  and  intolerant  of  the 
disturbance  caused  by  coitus.  Pudic  neuritis  is  not  a  well-defined  condition,  but  can  be 
recognized  by  tenderness  along  the  pudic  nerve  just  inside  the  vaginal  orifice,  where  the 
nerve  passes  along  the  inner  side  of  the  ischial  ramus.  In  prolapsed  tender  ovaries  and 
backward  displacements  there  is  no  pain  on  penetration  and  no  difficulty,  but  coitus  gives 
acute  pain.  The  condition  is  recognized  by  a  bimanual  examination,  the  same  remarks 
applying  to  salpingo-oOphoritiSy  bearing  in  mind  that  there  is  usually  a  fiistory  ©f  some 
acute  attack  of  pelvic  peritonitis  in  such  cases.  In  chronic  metritis  the  tubes  and  ovaries 
may  be  normal,  but  the  uterus  though  normal  in  position  is  tender  to  the  touch,  and 
consequently  coitus  causes  pain.  Anal  fissure,  thrombosed  and  inflamed  piles,  can  only 
be  recognized  by  a  careful  examination  of  the  anus  and  rectum  by  the  finger  and  speculum. 

In  the  cases  which  occur  without  local  lesions  the  vaginal  entrance  wiU  be  found  to 
be  hyperaesthetic  as  a  rule,  and  penetration  is  impossible.  Such  cases  are  almost  always 
accompanied  by  spasmodic  vaginismus.  The  most  careful  examination  fails  to  demon- 
strate a  lesion  in  such  cases,  and  they  are  usually  termed  '  neurotic '  for  the  want  of  a 
better  term.  Such  cases  do  not  necessarily  mean  absence  of  sexual  desire  ;  on  the  con- 
trary, many  such  patients  are  desirous  of  the  consummation  of  marriage.  Enlarging  the 
orifice,  or  even  child-bearing,  does  not  cure  a  true  case  of  this  nature  ;  it  must  be  in  some 
way  a  disorder  of  function  of  the  nerve  centres.  These  cases  must  be  distinguished  from 
those  in  which  the  underlying  factor  is  absence  of  sexual  desire  and  actual  dislike  of  the 
sexual  act.  Unhappy  and  unsuitable  marriages  conduce  to  this  state  of  affairs,  and  the 
patient  is  liable  to  complain  of  pain  when  dislike  is  really  what  is  meant.  There  is  no 
difficulty  in  penetration  in  such  cases.  T,  G.  Stevens. 

DYSPEPSIA. — (See  Indigestion,  p.  315  ;  and  Flatulence,  p.  240.) 

DYSPHAGIA  literally  means  difficulty  in  swallowing,  but  the  term  itself  does  not 
indicate  whether  the  difficulty  is  mechanical,  nervous,  or  due  to  pain  ;  there  are  conse- 
quently several  entirely  different  groups  of  cases,  to  each  of  which  the  term  dysphagia  has 
been  applied  : — 

1.  Dysphagia  due  to  Mechanical  Obstruction  to  the  (Esophagus. — ^The  usual 
history  of  progressive  mechanical  obstruction  to  the  oesophagus  is  as  follows  :  there  is 
Uttle  or  no  pain,  but  the  patient  notices  that  whereas  formerly  he  could  swallow  anything 
with  ease,  he  is  beginning  to  experience  difficulty  with  the  more  solid  kinds  of  food,  such 
as  meat,  dry  bread,  and  vegetables,  so  that  he  is  obliged  to  live  mainly  upon  pulpy  foods  : 
milk  puddings,  gruel,  and  the  like.  Later  he  can  swallow  only  liquids  ;  ultimately  he 
finds  that  even  these  are  apt  to  be  regurgitated  soon  after  they  have  been  swallowed,  and 
there  is  often  a  sense  of  obstruction  at  some  point  between  the  level  of  the  cricoid  cartilage 
and  the  lower  end  of  the  gladiolus,  which  latter  corresponds,  as  regards  sensation,  with  the 
cardiac  end  of  the  oesophagus.  When  with  the  above  history  the  patient  gives  a  definite 
account  of  having  swallowed  some  strong  irritant  or  corrosive  substance,  such  as  an  alkali 
or  a  mineral  acid,  the  diagnosis  of  fibrous  stricture  from  corrosive  injury  is  easy.  When 
similar  obstruction  succeeds  the  swallowing  of  a  foreign  body,  such  as  a  tooth-plate  (Fig,  94), 
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a  large  piece  of  bone,  or  a  coin,  the  diagnosis  is  also  easy  as  a  rule,  though  in  some 
cases  there  may  be  doubt  as  to  the  existence  of  a  foreign  body  in  the  oesophagus  unless  the 
oesophagoscope  is  used,  or  the  aj-rays  employed  with  or  without  bismuth  (Figf  95).  Where 
the  symptoms  are  not  directly  attributable  to  anything  of  this  nature,  however,  but  come  on 
insidiously,  the  diagnosis  generally  lies  between  squamous-celled  carcinoma  of  the  oesophagus, 
carcinoma  of  the  stomach  directly  invading  the  lower  end  of  the  oesophagus,    and  ^oor/ic 

aneurysm  stenosing  the  oesophagus  from 
outside.  The  actual  fact  of  obstruction 
has  first  to  be  determined,  and  there  is 
danger  in  passing  a  bougie  unless  aortic 
aneurysm  can  be  excluded  ;  this  exclu- 
sion is  by  no  means  easy,  however,  for 
that  variety  of  aneurysm  which  is  most 
liable  to  stenose  the  oesophagus  is  one 
affecting  the  descending  thoracic  aorta, 
so  that  it  does  not  give  rise  to  any 
tumour,  or  pulsation,  or  bruit,  and  it  is 
placed  too  far  along  the  aorta  to  cause 
inequality  of  the  pulses,  inequality  of 
the  pupils  (from  interference  with  the 
cervical  sympathetic),  paralysis  of  a 
vocal   cord   (from   interference  with  the 


Fig.  9-1. — Sudden  death  from  acute  dvspncea  and  asphyxia  : 
tooth-plate  impacted  in  the  larynx.  (From  a  case  of  Dr.  T. 
Warner  Lacey^  of  Wodmch.) 


left  recurrent  laryngeal  nerve),  tracheal  tug- 
ging, or  pain  down  either  arm.  The  only 
other  effects  besides  oesophageal  obstruction 
likely  to  be  due  to  aneurysm  in  this  position 
are  :  pain  in  the  dorsal  region  of  the  spine, 
possibly  radiating  along  the  course  of  one  or 
more  of  the  mid-dorsal  intercostal  nerves 
towards  the  left,  and  perhaps  obstruction  to 
the  lower  part  of  the  root  of  the  left  lung, 
causing  impairment  of  note,  of  air-entry,  or  of 
voice  sounds,  with  or  without  some  crackling 
rales  over  the  left  lower  lobe  behind.  If  a 
bougie  is  passed,  it  should  be  a  soft  one,  and 
extreme  care  should  be  taken  ;  but  the  danger 
may  be  avoided  in  towns  where  a;-ray  installations  exist,  for  the  obstruction  may  often 
be  demonstrated  by  making  the  patient  swallow  a  capsule  or  gruel  containing  bismuth 
or  barium  chloride  and  watching  its  course  (Figs,  96,  97) ;  while  an  aneurysm  would  cast  a 
characteristic  shadow  in  the  posterior  mediastinum.  The  older  the  patient,  the  more 
likely  is  it  to  be  carcinoma  of  the  oesophagus  and  not  aneurysm.  The  differential  diagnosis 
between  primary  growth  of  the  oesophagus  and  infiltration  of  the  oesophagus  by  a  growth 
starting  at  the  cardiac  end  of  the  stomach,  is  often  one  of  great  difliculty,  unless  there 


Fig.  95. — O^iSophagus  blocke<i  by  a  bean,  which  does 
not  show,  but  suspends  the  bismuth  food,  the  lower 
border  of  which  arches  over  the  bean.  As  a  result  of 
the  x-ray  examination  the  oesophagus  was  further 
explored  and  the  foreign  body  removal. 

(Skiajram  by  Dr.  C.  Thurslan  Holland.) 
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have  been  definite  gastric  symptoms  before  dysphagia  set  in.  Secondary  nodules  would 
naturally  be  looked  for,  especially  in  the  lymphatic  glands  in  the  lower  part  of  the  neck 
and  in  the  liver.  A  history  of  syphilis  and  evidence  of  syphilitic  aortic  regurgitation, 
especially  in  a  man  between  the  ages  of  forty  and  fifty  who  had  been  a  hard  manual 
worker  and  not  teetotal,  would  render  aneurysm  probable. 

When  aortic  aneurysm  can  be  excluded,  much  information  as  to  the  nature  of  an 
oesophageal  obstruction  may  sometimes  be  obtained  from  the  use  of  an  cesophagoscope, 

and  the  latter  can  be  used  at  the 
same  time  in  facilitating  the  re- 
moval of  such  things  as  a  foreign 
body. 

Dysphagia  lusoria  is  a  very 
rare  condition  due  to  compression 
of  the  oesophagus  by  the  right  sub- 
clavian artery  when  it  arises  from 
the  aorta  beyond  the  left  subclavian 
and  passes  to  the  right  side  either 
in  front  of  or  behind  the  oesophagus  ; 
the  diagnosis  in  such  cases  will  be 
almost  impossible,  though  it  might 
be  guessed  at  if  there  were  other 
congenital  deformities,  such  as  club- 
foot or  transposition  of  the  viscera. 
(Esophageal  pouches  cause 
symptoms  which  can  seldom  be 
interpreted  with  certainty  unless 
the  case  is  watched  for  some  time. 
Generally  the  patient  can  swallow 
with  ease  on  some  days,  but  witli 
considerable  difficulty  on  others ; 
aneurysm,  new  growth,  and  trau- 
matic or  corrosive  obstruction  to 
the  oesophagus  will  be  excluded 
partly  by  the  results  of  a?- ray  exam- 
ination and  partly  by  the  age — 
pouch  cases  are  relatively  young. 
The  point  which  suggests  the  dia- 
gnosis of  a  pouch  is  that  the  patient 
who  has  been  able  to  swallow 
perfectly  well  for  a  few  days,  and 
then  begins  to  have  difficulty  in 
getting  the  food  down,  finds  relief 
presently    on    the    regurgitation — 

Fig.  90. — Skiagram,  after  a  bismuth  meal,  showing  the  bismuth  held  /t1oai<Kr   nnf   frrkin    f  fi*»    Gl-r\mo#>1i    Kit* 

up  by  a  malicruant  stricture  of  tlie  cesophagus  at  about  the  level  of  the  ^«*^»ri>    nui   iroiu    tnc    SlUinacil    DUt 

bifurcation  of  the  trachea.  from  somc  situation  higher  up — of 

a  larger  quantity  of  food  material 
than  had  been  swallowed  immediately  before,  including  perhaps  articles  which  were  taken 
one  or  more  days  previously.  The  reason  for  these  symptoms  is  that  the  pouch  does 
not  obstruct  the  oesophagus  until  it  becomes  very  much  distended  by  the  gradual  accu- 
mulation in  it  of  portions  of  the  food  swallowed,  relief  coming  when  the  greatly  distended 
sac  empties  itself  back  into  the  oesophagus. 

2.  Dysphagia  due  to  Nervous  Causes  without  Obstruction. — The  two  commonest 
varieties  of  dysphagia  due  to  purely  nervous  causes  are  probably  post-diphtheritic  and 
hysterical.  The  former  is  characterized  by  regurgitation  of  the  food  through  the  nose, 
due  to  paralysis  of  the  soft  palate  ;  inspection  may  demonstrate  the  flaccid  condition  of 
the  latter  ;  there  may  have  been  a  history  of  sore  throat,  of  other  cases  of  diphtheria  in 
the  patient's  neighbourhood,  or  Klebs-Loffler  bacilli  may  have  been  found,  or  may  still  be 
found  in  the  patient's  throat.     When  regurgitation  of  the  food  through  the  nose  develops 
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in  a  person  who  is  not  known  to  have  had  diphtheria,  the  symptom  will  usually  arouse 
grave  suspicion  that  diphtheria  of  a  mild  type  has  occurred  but  has  been  overlooked;  There 
may  or  may  not  be  other  signs  of  peripheral  neuritis,  or  there  may  be  paralysis  of  the  ciliary 
muscles  of  the  eyes. 

Hysteria  as  a  cause  for  dysphagia  is  familiar  enough  under  the  heading  of  globus 
hystericus,  the  diagnosis  of  which  is  not  as  a  rule  difficult,  especially  if  the  patient  be  a 
young  woman  who  has  suffered  from  other  functional  nervous  affections,  for  instance 
hysterical  aphonia. 

Less  common  varieties  of  dysphagia  of  nervous  origin  are  : — 

Bulbar  paralysis,  in  which  the 
characteristic  and  progressive  difficulty 
in  the  use  of  the  lips,  tongue,  pharynx, 
and  larynx  points  at  once  to  the  dia- 
gnosis, the  only  difficulty  that  may 
arise  being  perhaps  in  distinguishing 
true  bulbar  paralysis,  in  which  the 
lesion  is  in  the  motor  nuclei  of  the 
medulla  oblongata,  from  pseudo-bulbar 
paralysis,  where  the  lesion  is  due  to 
bilateral  cortical  softening  :  in  the  true 
form  there  is  atrophy  of  the  tongue, 
in  the  pseudo  variety  the  tongue  does 
not  atrophy,  and  chiefly  upon  this 
point  is  the  differential  diagnosis 
made. 

Syphilitic  degeneration  of  the 
medullary  centres  may  produce  sym- 
ptoms not  unlike  those  of  ordinary 
bulbar  paralysis,  but  it  is  generally 
differentiated  by  the  fact  that  other 
cranial  nerves,  particularly  those  of 
the  eyeball,  are  probably  affected  at 
the  same  time,  and  there  may  also  be 
evidence  or  a  clear  history  of  syphilis, 
with  or  without  a  positive  Wasser- 
mann's  reaction. 

Lead  poisoning  and  alcoholism  may 
also  be  responsible  for  degenerative 
lesions  affecting  the  nerves  concerned 
in  the  process  of  swallowing. 

General  paralysis  of  the  insane 
ultimately  results  in  inability  to  swal- 
low ;  the  swallowing  reflex  is  amongst 
the  very  last  to  disappear,  and  the 
diagnosis  has  long  since  been  established  upon  other  grounds. 

Spasmodic  dysphagia,  due  to  spasm  of  the  muscular  coats  of  the  oesophagus  and 
pharynx,  is  probably  the  cause  of  globus  hystericus,  but  similar  spasticity  may  prevent 
swallowing  in  much  more  serious  diseases,  and  constitutes  a  prominent  symptom  in 
hydrophobia,  in  which  any  effort  to  swallow  liquids  produces  the  symptom  in  extreme 
degree.  The  history  of  a  dog-bite  as  a  source  of  contagion  is  the  chief  point  in  arriving 
at  the  diagnosis. 

Myasthenia  gravis  is  a  very  characteristic  disease,  in  which  the  muscles  that  are 
affected  are  perfectly  able  to  do  their  work  when  they  first  begin  to  contract,  but  become 
fatigued  with  great  rapidity,  so  that  after  the  first  few  contractions,  those  which  succeed 
become  less  and  less  effectual,  until  they  cease,  and  the  affected  muscles  will  only  be  able 
to  work  again  when  they  have  been  given  a  long  rest.  The  neck  muscles,  and  those  of  the 
eye,  larynx,  and  mouth,  become  involved  early  (Fig,  111,  p.  235),  and  difficulty  in  swallow- 
ing after  the  first  few  mouthfuls  is  sometimes  a  characteristic  feature  of  the  case.     The 


Fig.  97. — Skiagram  tnken  in  the  semi- lateral  position  after 
bismuth  administration  in  a  case  of  stenosis  of  the  cesophaims  by 
a  carcinoma  at  the  cardiac  orifice.  Tlie  diagnosis  was  verified  at 
subsequent  operation.  The  bismuth  had  been  taken  20  minutes 
previous  to  the  j-ray  examination  and  none  had  yet  entered  the 
stomach.  {Hkiajram  h-j  Dr.  C.  Thurstan  Holland.) 
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myasthenic  electrical  reaction  (see  Reaction  of  Degeneration,  p.  584)  serves  to  dis- 
tinguish these  cases  from  those  due  to  bulbar  paralysis. 

Finally,  there  are  very  rare  cases  in  which,  without  any  known  pathology,  the 
oesophagus  becomes  enormously  hypertrophied  and  dilated,  and  the  patient  cannot  swallow, 
though  a  bougie  passes  perfectly  well.  This  so-called  idiopathic  dilatation  and  hypertrophy 
of  the  oesophagus  is  fortunately  very  rare  ;  it  has  generally  been  regarded  as  due  to  cardio- 
spasm— an  erroneous  spasmodic  contraction  of  the  cardiac  orifice,  which  refuses  to  relax 
for  the  ingress  of  food  into  the  stomach  ;  but  a  more  recent  view  is  that  it  is  due,  not  to  any 
extra  spasm,  but  to  defective  relaxation  of  the  normal  tonicity — a  condition  to  which  the 
term  achalazia  has  been  applied.     It  leads  to  dilatation  of  the  oesophagus  behind  it,  with 

much  hypertrophy,  the  latter, 
great  though  it  is,  eventually  fail- 
ing to  overcome  the  neuro-muscu- 
lar  constriction  of  the  oesophageal 
sphincter,  though  bougies  pass 
without  difficulty.  It  may  be  recog- 
nized by  the  use  of  bismuth  or 
barium  and  the  aj-rays  {Fig,  98). 

3.  Dysphagia  due  to  Mechani- 
cal Defects  of  the  Mouth  or 
Pharynx,  the  (Esophagus  being 
Normal. — ^This  group  of  cases  in- 
cludes patients  suffering  from  such 
conditions  as  widely  cleft  palate, 
syphilitic  stenosis  of  the  pharynx, 
inability  to  use  the  tongue,  either 
because  it  is  acutely  swollen  from 
glossitis,  bee-sting,  or  angina  Ludo- 
vici,  or  because  it  is  fixed  from 
carcinomatous  infiltration,  and  so 
forth.  There  is  little  need  to  enter 
into  the  differential  diagnosis  of 
this  variety  of  dysphagia,  for  it 
can  generally  be  determined  by 
direct  examination  of  the  buccal 
cavity.  Mumps,  quinsy,  and  post- 
pharyngeal abscess  belong  to  the 
same  group,  the  last-named  caus- 
ing more  dyspnoea  than  dysphagia, 
and  being  confined  to  quite  early 
childhood. 

4.  Dysphagia  in  wliich  there 
is  no  Mechanical  Obstruction,  but 
in  which  the  Act  of  Swallowing 
causes  the  Patient  so  much  Pain 
that  he  hesitates  to  Swallow. — 

The  chief  causes  of  dysphagia  which  come  under  this  heading  are  :  Inflammatory  affections 
of  the  mouth  or  tongue,  including  the  different  varieties  of  stomatitis  (p.  542) ;  pemphigus 
or  erythema  bullosum  of  the  buccal  cavity,  evidenced  by  similar  eruption  upon  the  skin 
(see  BuLL^,  p.  96) ;  ulcers  of  the  tongue,  whether  malignant,  gummatous,  tuberculous, 
or  due  merely  to  erosion  by  a  carious  tooth  or  an  ill-fitting  tooth-plate  ;  sore  throats  of 
various  kinds  (see  Soiie  Throat,  p.  613) ;  pain  in  the  mouth,  lar>^nx,  or  oesophagus  after 
swallowing  acute  irritants  or  fluids  that  are  either  exceedingly  cold  or  burning  hot ;  and 
inflammatory  affections  of  the  larynx  and  its  immediate  neighbourhood. 

The  nature  of  the  buccal  lesions  will  generally  be  indicated  by  inspection. 

The  different  varieties  of  sore  throat  may  be  distinguished  to  some  extent  by  inspection, 
though  bacteriological  confirmation  is  usually  advisable. 

The  chief  difficulties  arise  when  the  cause  of  the  dysphagia  is  a  painful  affection  of 


Fig.  98. — Skiaj»ram  in  the  semi-lateral  poeitiori  after  administration  of 
bismuth  in  a  man,  ajfe  40,  suflteriniyr  from  *  cardiospasm  '  or  idiopathic 
dilatation  of  the  a^ophaims.  History  of  28  j'cars*  vomitinsr,  indiv'estiou, 
pain  aft«r  food.  Flad  been  to  many  physi(>ians  :  had  tuken  **  all  the 
medicines  in  the  pharmaoopti-ia,"  but  was  never  dia'/nosed  correctly  until 
bismuth  and  x-ray  examination  was  resorted  to  previous  to  a  proposed 
gastro-enterostomy.  (Skiagram  by  Dr.  C.  Thurstan  Holland.) 
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the  larynx.  Rarities  such  as  variolous,  lupoid,  leprous,  typhoidal,  decubital,  and  trau- 
matic ulcers  of  the  larynx  will  seldom  be  diagnosed  unless  there  is  obvious  collateral  evidence, 
such  as  the  eruption  of  small-pox  upon  the  skin,  residence  in  leprous  countries,  prolonged 
confinement  to  bed,  and  so  forth,  to  indicate  the  nature  of  the  case.  The  commoner 
varieties  of  laryngeal  trouble  which  produce  dysphagia  are  acute  laryngitis,  tuberculous 
laryngitis  with  or  without  ulcers,  carcinomatous  ulceration  of  the  larynx,  and  syphilis, 
Laryngoscopic  examination  is  essential,  local  anaesthesia  by  the  use  of  the  cocaine  generally 
being  necessary  first.  If  tubercle  bacilli  can  be  found  in  the  sputum,  or  if  there  are  abnormal 
signs  at  the  apices  of  the  lungs,  the  diagnosis  of  tuberculous  laryngitis  is  probable,  and 
the  pallid  swelling  of  the  aryteno-epiglottidean  folds,  and,  still  more  so,  multiple  small 
ulcers  of  the  edge  or  posterior  surface  of  the  epiglottis  or  of  the  free  edges  of  the  true  or 
false  vocal  cords,  or  similar  ulcers  in  other  parts  of  the  larynx,  bilaterally  situated,  would 
indicate  the  diagnosis  with  certainty.  The  chief  difficulty  arises  in  the  more  chronic  cases 
in  which,  after  the  larynx  has  become  involved,  tlie  lung  condition  has  improved,  and 
tubercle  bacilli  may  not  be  found  in  the  sputum.  Epitheliomatous  ulceration  of  the  larynx 
may  be  very  extensive,  and  yet  for  a  long  time  remain  confined  to  one  side  ;  this  unilateral 
distribution  of  the  infiltration  is  often  important  in  distinguishing  epithelioma  from  syphilis 
of  the  larynx,  whilst  the  latter  may  also  be  distinguished  by  the  repair  which  may  ensue 
even  after  extensive  destruction  of  the  tissues  has  led  to  much  detormity  of  the  parts.  The 
influence  of  salvarsan  or  potassium  iodide  and  mercury  upon  the  lesions  may  assist  the 
diagnosis,  and  Wassermann's  serum  test  may  be  employed.  Doubt  may  remain,  however, 
and  sometimes,  where  it  is  very  important  to  arrive  at  a  certain  diagnosis  as  soon  as 
possible,  a  small  portion  of  the  affected  tissue  may  be  excised  and  examined  microscopically. 
When  tuberculosis,  syphilis,  and  new  growth  are  excluded,  and  yet  laryngitis  is  present, 
the  probability  is  that  it  is  due  to  some  infecting  organism.  Probably  the  symptoms  will 
have  started  more  or  less  acutely,  even  though  they  persist  and  become  chronic  ;  laryngeal 
inspection  may  show  acute  hyperaemia  and  injection  of  the  parts  with  extensive  oedema 
without  ulceration,  and  the  nature  of  the  micro-organism  concerned — the  diphtheria 
bacillus,  streptococcus,  pneumococcus,  etc. — may  be  determined  bacteriologically  by 
preparing  cultures  from  local  swabbings.  It  is  possible,  of  course,  for  two  or  more  maladies 
to  occur  simultaneously,  and  it  is  particularly  difficult  to  distinguish  syphilitic  laryngitis 
from  tuberculous  in  a  syphilitic  patient  who  has  undoubted  phthisis  ;  similarly,  it  may 
be  difficult  to  distinguish  catarrhal  laryngitis  from  tuberculous  in  phthisical  patients,  and 
so  on  ;  indeed,  in  many  instances  the  diagnosis  may  be  one  of  opinion  only.  Measles  is 
very  apt  to  be  accompanied  by  laryngitis,  which  may  often  be  merely  catarrhal,  but  which 
not  infrequently  is  due  to  diphtheria  developing  synchronously  with  the  measles.  In 
order  to  exclude  diphtheria,  it  is  always  advisable  to  take  swabbings  for  bacteriological 
investigation  even  where  it  seems  almost  obvious  that  the  laryngeal  catarrh  is  merely  part 
of  the  general  coryza  of  measles.  In  all  these  cases  dysphagia  will  be  accompanied  by 
hoarseness  or  other  alteration  in  the  voice  pointing  to  an  affection  of  the  larynx. 

Uerberl  French. 

DYSPNCEA,  or  marked  difficulty  or  distress  in  breathing,  may  or  may  not  be  associated 
with  orthopnoea  :  in  the  milder  cases  a  patient  when  at  rest  has  no  dyspnoea,  the  difficulty 
with  breathing  being  brought  out  only  by  exertion  ;  nearly  all  conditions  which  may  pro- 
duce dyspnoea,  however,  are  capable  in  later  stages  of  producing  orthopnoea,  so  that  the 
causes  of  dyspnoea  and  of  orthopnoea  are  similar  in  kind  though  they  differ  in  degree.  There 
is  no  need,  therefore,  to  repeat  what  will  be  found  under  the  heading  Orthopncea  (p.  418) 
whilst  the  article  on  Breath,  Shortness  of  (p.  87)  should  also  be  consulted. 

Herbert  French. 

DYSTOCIA  signifies  difficult  birth  or  labour.  The  difficulties  of  delivery  show 
themselves  by  prolongation  or  delay  in  the  completion  of  the  stages  into  which  labour  is 
usually  divided.  Difficult  labour  is  accompanied  by  progressive  symptoms,  objective  and 
subjective,  which  are  to  be  explained  by  physiological  exhaustion,  especially  in  its  effect 
upon  the  central  nervous  system  of  the  patient.  The  results  of  difficult  labour  are  thus 
of  such  importance,  affecting,  as  they  do,  the  life  of  the  mother  and  child,  that  anticipation 
of  it,  and  therefore  early  and  appropriate  treatment,  are  of  paramount  importance  in 
scientific  midwifery. 
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The  causes  may  be  tabulated  according  as  they  occur  injthe  first  or  second  stage,  the 
first  series  delaying  the  dilatation  of  the  cervix,  the  second  the  expulsion  of  the  child.  It  is 
not  out  of  place  in  this  connection  to  add  also  the  causes  of  difficulties  in  the  separation  and 
expulsion  of  the  placenta,  for  delivery  cannot  be  said  to  be  complete  imtil  the  placenta  is 
expelled. 

Causes  of  Delay  in  Completion  of  the  Three  Stages  of  Labour. 


Ut  Stage, 
Weak  uterine  contractions 
Rigidity  of  cervix  :    relative, 
spasmodic,    cicatricial,    new 
growths 
Pendulous  belly,  causing  ante- 
version 
Early  rupture  of  membranes, 
due     to     malpresentations, 
morbid    adhesions    to    the 
lower  uterine   segment,  un- 
due friability 
Malpresentations     in    general 
Anything  which  prevents  the 
head     entering     the     lower 
uterine  segment 
Hydramnios 

Deficiency  of  liquor  amnii 
Twins. 


3rd  Stage. 
Weak  uterine  contractions 
Morbid  adhesion  of  placenta 
Uterine  spasm 
'  Hour  glass '  contraction 
Adhesion  of  membranes  . 


2nd  Stage, 

Weak  uterine  contractions 

Secondary  uterine  inertia 

Absence  of  accessory  muscular 
effort 

Rigidity  of  vagina  and  peri- 
neum 

Loaded  rectum 

Distended  bladder — cystocele 

Contracted  pelvis 

Pelvic  tumours ;  Fibromyoma, 
ovarian  tumours,  growths  of 
the  pelvic  bones,  hiematoma, 
varicose  veins,  vaginal 
growths 

Malpresentations  ;  Occi  pi  to- 
posterior,  breech,  face,  brow, 
transverse 

Any  abnormal  enlargement  of 
the  child  :  Hydrocephalus, 
meningocele,  ascites,  tu- 
mours, double  monsters, 
very  large  child 

Excessive  ossification  of  the 
head 

Short  cord  :   absolute,  relative 

Locked  twins 

From  the  above  it  will  be  seen  that  the  causes  of  delay  are  very  numerous  and  im- 
portant ;  and  the  successful  delivery  of  the  child  under  many  of  these  conditions  depends 
very  much  on  their  anticipation,  rather  than  their  recognition  when  delivery  is  already 
dangerously  obstructed.  Consequently,  accurate  diagnosis  at  the  beginning  of  labour 
will  often  save  much  trouble  to  the  practitioner,  and  danger  to  the  mother  and  child. 
Indeed,  some  of  the  dangers  of  obstructed  labour  can  only  be  avoided  satisfactorily  by 
careful  examination  of  the  patient  during  pregnancy,  say  at  the  thirtieth  week.  This 
applies  specially  to  the  recognition  of  contracted  pelves,  of  pelvic  tumours,  and  sometimes 
of  malpresentations,  and  constitutes  an  important  reason  why  every  patient  should  be 
urged  to  undergo  an  examination  during  the  later  weeks  of  pregnancy. 

The  routine  method  of  examination  of  the  pregnant  woman,  whether  in  labour  or  not, 
is  the  same  ;  and  the  deductions  to  be  made  from  it  are  identical.  The  examination  is  made 
as  follows  :   first,  by  abdominal  palpation  ;   secondly,  by  vaginal  examination. 

Abdominal  Palpation. — First  feel  for  the  foetal  head  in  the  pelvis  by  the  '  pelvic 
grip,'  or  Pawlik's  grip.  In  a  primipara  the  head  should  be  well  down  in  the  pelvis  ;  not 
necessarily  so  in  a  multipara.  Failing  to  find  the  head  in  the  pelvis,  palpate  for  it  at  the 
fundus  ;  failing  to  find  it  here,  it  will  be  found  in  one  or  the  other  lateral  situations.  If  the 
head  is  in  the  pelvis,  and  fixed,  there  can  be  no  pelvic  contraction  of  importance,  and 
tumours  of  the  uterus  or  ovaries  below  the  brim  are  quite  unlikely.  If,  however  the  head 
is  above  the  brim  and  movable  in  a  primipara,  pelvic  contraction  must  be  suspected,  whilst 
a  tumour  preventing  entrance  into  the  pelvis  is  a  possibility.  Pelvic  contraction  may  be 
verified  by  pelvimetry,  for  which  see  below.  Abnormal  presentations  are  recognized  by 
abdominal  palpation  ;  breech  and  transverse  by  the  actual  position  of  the  head  ;  occipito- 
posterior  by  the  presence  of  the  '  small  parts,'  arms  and  legs,  in  front,  and  the  absence 
of  the  back  of  the  foetus  ;  a  face  cannot  be  diagnosed  absolutely  except  in  mento-posterior 
cases,  when  the  groove  between  the  extended  occiput  and  back  will  be  felt  in  front  whilst 
the  head  remains  above  the  brim.  Hydramnios  may  be  recognized  if  there  be  fluctuation, 
and  the  foetal  parts  can  only  be  felt  by  deep  dipping  through  the  fluid.     Twins  may  possibly 
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be  recognized  by  feeling  two  heads,  and  hearing  two  foetal  hearis  beating  with  different 
rhythms. 

Vaginal  Examiiiatioii. — It  is  important  to  remember  that  very  little  can  be  made  out 
with  one  or  two  fingers.  As  a  rule,  all  that  can  be  noted  is  the  condition  of  the  canal,  whether 
narrow  or  rigid,  with  a  powerfully  acting  levator  ani  muscle,  and  the  condition  oftheos;  note 
especially  its  consistence,  and  the  integrity  of  the  membranes.  It  may  not  even  be  possible 
to  recognize  the  presentation  if  this  has  not  been  made  out  by  abdominal  palpation.  If  con- 
tracted pelvis  is  suspected,  the  important  diameter,  namely,  the  diagonal  conjugate,  should 
be  measured  with  the  fingers,  and  the  true  conjugate  estimated  by  subtracting  half  an  inch 
from  this  measurement.  The  only  accurate  instrument  for  taking  this  measurement  is 
Skutsch*8  pelvimeter  ;  but  its  use  requires  considerable  experience,  and,  in  general,  the  simpler 
method  with  the  fingers  is  sufficiently  accurate  for  most  purposes.  External  measurements 
may  be  made  to  supplement  the  important  internal  one  ;  but  they  are  not  of  the  same 
practical  importance.  When  a  difficulty  arises  in  labour,  accurate  diagnosis  is  indispensable, 
and  the  whole  hand  should  be  inserted  into  the  vagina  under  anaesthesia.  The  presenting 
part  may  then  be  grasped,  and  its  absolute  character  determined.  In  this  way  occipito- 
posterior  presentations  (the  commonest  cause  of  difficult  labour)  can  be  diagnosed  with 
certainty,  and  rectified.  Hydrocephalus  may  be  recognized  by  this  manoeuvre  ;  the  hand 
may  be  pushed  on  above  the  head  without  danger  in  most  cases,  and  the  neck  felt  for  coils 
of  cord,  the  body  of  the  child  palpated  for  the  presence  of  tumours  or  enlargement  by 
ascites.  Tumours  obstructing  delivery  are  best  felt  from  the  vagina  ;  they  are  usually 
wedged  between  the  presenting  part  and  the  sacral  promontory,  part  below  and  part  above 
this  prominence.  If  fluctuating  and  soft  they  are  usually  ovarian  cysts  ;  if  hard  and 
unyielding  they  may  be  fibromyomata  of  the  uterus  ;  but  these  also  are  apt  to  soften  during 
pregnancy,  and  to  feel  like  fluid  tumours.  Tumours  of  the  pelvic  bones  are  usually  bony,  or 
cartilaginous  ;  growths  of  the  cervix  may  be  fibroid,  but  more  commonly  are  friable  carcin- 
oraata,  bleeding  freely  on  examination. 

Little  more  than  the  method  of  examination  can  be  indicated  in  a  short  article  on  the 
diagnosis  of  a  case  of  difficult  labour ;  but  too  much  stress  cannot  be  laid  on  the  value  of 
abdominal  examination  and  palpation  as  the  most  important  means  of  gaining  information 
in  any  labour. 

Delay  in  the  ]>elivery  of  the  Placenta,  though  not  strictly  a  part  of  difficult  labour, 
presents  difficulties  in  the  completion  of  delivery,  and  must  not  be  overlooked.  The 
placenta  may  be  simply  retained  in  utero  ;  may  be  adherent  to  the  uterus,  totally  or 
partially  ;  or  may  be  retained  in  the  vagina.  In  the  first  case,  if  there  is  no  haemorrhage, 
the  placenta  is  likely  to  lie  in  the  lower  uterine  segment  and  vagina,  and  is  not  expelled 
owing  to  weakness  of  the  accessory  muscles.  If  partially  adherent,  bleeding  is  certain  to 
occur,  whilst  total  adhesion  does  not  permit  of  any  bleeding.  In  any  case  of  this  kind  if, 
after  a  sufficient  time  has  elapsed,  the  placenta  cannot  be  expressed,  the  hand  must  be 
introduced  into  the  uterus  in  order  to  diagnose  the  condition.  It  must  not  be  forgotten 
that  the  placenta  may  be  retained  above  a  spasmodic  stricture  of  some  part  of  the  uterus, 
the  so-called  hour -glass  contraction.  Haemorrhage  always  accompanies  this  condition  if  the 
placenta  is  partly  separated. 

Finally,  the  symptoms  of  exhaustion  consequent  upon  obstructed  labour  may  be  men- 
tioned. The  first  are  rise  of  temperature  and  increase  in  frequency  of  the  pulse-rate.  These 
afford  very  important  indications  of  obstructed  labour,  and  assist  us  to  distinguish  this 
from  simple  delay  from  weak  uterine  contractions,  in  which  the  pulse  and  temperature 
remain  normal.  The  later  symptoms  of  obstruction,  if  not  relieved,  are  local  and  general. 
Locally,  the  vaginal  secretions  fail,  the  parts  become  hot,  dry,  and  swollen.  The  uterus  con- 
tracts powerfully,  and  may  go  into  a  tetanic  condition,  usually  known  as  tonic  contraction,  in 
which  case  the  uterus  is  hard,  never  relaxing,  and  is  tender  to  the  touch.  The  exact  opposite 
occurs  in  uterine  inertia,  when  the  uterus  remains  flaccid,  along  with  a  normal  pulse  and 
temperature.  Later  still,  vomiting  may  occur,  signs  of  septic  infection  may  appear,  and 
rupture  of  the  uterus  may  take  place  owing  to  the  dangerous  thinning  of  the  lower  segment 
when  tonic  contraction  supervenes.  This  series  of  symptoms  should  never  occur  in  properly 
conducted  midwifery  ;  their  possible  occurrence  should  always  be  anticipated  by  correct 
diagnosis  early  in  labour,  followed  by  immediate  appropriate  treatment.  T.  G.  Sleirns. 
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EAR,  DISCHARGE  FROM.— (See  Otorrhgea,  p.  421.) 

EARACHE  is  the  term  usually  applied  to  the  pain  experienced  in  acute  inflammation 
of  the  middle  ear.  It  is  most  acute  when  suppuration  ensues.  There  are,  however,  a 
number  of  other  conditions — many  of  them  of  great  importance — which  also  give  rise  to 
otalgia  or  to  pain  roughly  localized  by  the  patient  to  the  ear. 

In  acute  otitis  media  the  pain  is  usually  dull,  continuous,  and  throbbing,  with  sharp 
exacerbations  in  which  the  pain  shoots  to  the  occiput,  to  the  top  of  the  head,  or  forwards 
to  the  temporal  region.  It  is  usually  worse  at  night — indeed  it  may  disappear  in  the  day — 
and  it  is  increased  by  pressure  over  the  tragus  and  on  opening  the  mouth.  Not  infrequently 
there  is  some  tenderness  over  the  mastoid  process.*  There  is  always  some  impairment  of 
hearing.  In  adults  there  will  probably  be  a  slight  rise  of  temperature  ;  in  children  the 
temperature  may  rise  to  103°  F.,  or  more,  the  pain  is  often  very  acute,  and  constitutional 
symptoms  may  be  very  marked,  with  convulsions,  vomiting,  and  delirium.  Such  cases 
may  be  mistaken  for  meningitis,  especially  in  children  too  young  to  talk  ;  but  in  these  little 
patients  attention  may  be  directed  to  the  trouble  by  the  extreme  tenderness  of  the  affected 
ear,  the  least  manipulation  of  which  may  cause  the  child  to  scream.  In  young  children 
the  presence  of  cerebral  symptoms  with  pyrexia  should  always  lead  to  a  careful  examin- 
ation of  the  ears.  The  presence  of  optic  neuritis  favours  a  diagnosis  of  extension  of  the 
inflammation  to  the  interior  of  the  cranial  cavity,  but  this  is  not  a  universal  rule,  for  cases 
are  recorded  in  which  otitis  media  by  itself  has  caused  optic  neuritis.  Attacks  of  earache 
in  childhood  are  frequently  caused  by  adenoids,  and  indeed,  acute  otitis  media  is  prac- 
tically always  caused  by  an  extension  of  inflammation  from  the  nasopharynx  along  the 
Eustachian  tubes.  When  suppuration  occurs,  the  membrane  becomes  perforated,  pus 
escapes,  and  the  pain  usually  ceases.  When  it  persists,  the  perforation  is  probably  too  small 
to  allow  of  satisfactory  drainage  of  the  pus.  Examination  of  the  tympanic  membrane  by 
means  of  a  speculum  will  show  redness,  loss  of  lustre,  and  probably  bulging  of  the  mem- 
brane, with  blurring  of  the  handle  of  the  malleus. 

Chronic  middle-ear  suppuration  is  usually  painless.  When  necrosis  occurs  pain  is  often 
present  and  may  be  very  acute,  but  this  is  by  no  means  invariable,  and  some  cases  of 
extensive  caries  are  remarkably  free  from  pain. 

Pain  and  tenderness  over  the  mastoid  process  are  also  present  in  acute  mastoid  abscess 
and  periostitis. 

Pain  in  the  ear  may  also  be  caused  by  the  following  lesions  of  the  external  auditory 
meatus,  which  may  be  diagnosed  on  examination  through  a  speculum  : — 

A  foreign  body,  especially  if  an  insect  finds  its  way  into  the  meatus. 

Furuncles ;  intense  pain,  often  throbbing  in  nature,  is  followed  by  a  discharge  of  pus, 
after  which  the  pain  diminishes  ;  the  meatus  is  so  tender  that  it  may  be  impossible  for  the 
patient  to  endure  the  presence  of  the  speculum. 

Cerumen  is  usually  painless,  though  sometimes  a  dull  pain  may  be  present. 

Eczema  of  the  meatus  may  be  the  cause  of  a  burning  or  smarting  pain. 

Sometimes  a  careful  examination  of  the  ear  will  fail  to  reveal  any  lesion.  Under 
these  circumstances  the  possibility  of  one  of  the  following  causes  of  referred  pain  must 
be  considered  : — 

A  carious  molar  tooth,  a  very  common  cause  of  pain  referred  to  the  ear. 

Epithelioma  of  the  tongue  or  ulceration  of  the  pharynx  or  larynx  ;  pain  in  the  ear  may 
be  a  very  troublesome  symptom  of  any  of  these. 

Acute  or  subacute  tonsillitis  often  causes  acute  pain  in  the  ear  without  any  inflammatory 
lesion  of  the  middle  ear.  Less  frequently,  suppuration  in  the  accessory  sinuses  of  the  nose 
has  a  similar  result. 

Otalgia  may  sometimes  be  neuralgic,  and  it  is  then  usually  associated  with  trigeminal 
neuralgia.  It  may  also  occur  in  nervous  anaemic  patients,  and  sometimes  must  be  regarded 
as  a  neurosis.  It  must  also  be  remembered  that  the  glenoid  lobe  of  the  parotid  gland  extends 
into  the  non -articular  portion  of  the  glenoid  fossa,  and  thus  parotitis  may  cause  pain  referred 
to  the  ear.  Similarly  otalgia  may  occur  with  osteo-arthritis  or  inflammatory  trouble  in  the 
temporo-mandibular  joint. 

Certain  diseases  of  the  auricle  may  cause  pain  more  or  less  severe  in  character.  Peri- 
chondritis is  by  no  means  uncommon.     It  may  be  traumatic  or  spontaneous,  and  in  the 
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latter  syphilis  may  be  the  cause.  Herpes,  acute  eczema,  erysipelas,  Raynaud's  disease, 
and  chilblains  are  all  accompanied  by  pain  and  may  affect  the  auricle.  Sebaceous  cysts 
and  dermoids  also  occur  here,  and  when  inflamed  will  cause  more  or  less  severe  pain.  A 
condition  known  as  '  telephone  ear  '  has  been  described  in  persons  who  constantly  use  the 
telephone.  More  or  less  severe  pain  is  present,  and  this  may  be  accompanied  by  tinnitus 
and  associated  with  the  presence  of  boils. 

Lastly,  it  must  be  remembered  that  there  is  a  lymphatic  gland  situated  over  the  mastoid 
process  which  drains  lymph  from  the  side  of  the  scalp  ;  when  inflamed,  this  gland  may  be 
the  cause  of  pain  and  tenderness,  which  may  lead  to  a  suspicion  of  suppuration  in  the 
mastoid  process.  Philip  Turner. 

ECCHYMOSIS.— ^See  Purpura,  p.  552.) 

ECTHYMA.— (See  Scabs,  p,  599.) 

EFFUSION,  PLEURAL.— (See  Chest,  Bloody  Effusion  in,  p.  102  ;  Chest,  Serous 
Effusion  in,  p.  104 ;  and  Chest,  Pus  in,  p.  103.) 

EGG-SHELL  CRACKLING.— (See  Crackling,  Egg-shell,  p.  150.) 

ELECTRICAL  REACTIONS.— (See  Reaction  of  Degeneration,  p.  582.) 

EMACIATION.— (See  Marasmus,  p.  384  ;  and  Weight,  Loss  of,  p.  768.)    ' 

EMPHYSEMA,  SURGICAL. — Surgical  or  subcutaneous  emphysema  is  due  to  disten- 
tion of  the  subcutaneous  areolar  tissues  with  air  or  gas.  The  diagnosis  of  the  condition  and 
its  cause  is  not  as  a  rule  dilBcult.  Its  commonest  starting-place  is  in  connection  with  the 
thorax,  particularly  when  there  has  been  injury  to  the  lung  tissue  by  a  broken  rib,  a  stab 
with  a  knife,  a  bullet  wound,  the  rupture  of  alveoli  due  to  excessive  coughing,  as  in  whooping- 
cough  and  bronchitis,  or  during  great  strain,  as  in  difficult  labour ;  or  by  operative  injury 
to  the  lung,  as  in  exploratory  needling  of  the  chest.  The  gas  spreads  rapidly,  and  may 
extend  over  the  greater  part  of  the  trunk  in  a  short  time,  disappearing  again  in  the  course 
of  a  few  days.     It  may  do  so  similarly  after  the  operation  of  tracheotomy. 

The  face  may  sometimes  be  almost  suddenly  involved  unilaterally  by  the  escape  of  air 
into  the  subcutaneous  tissues  from  the  upper  part  of  the  nose,  after  violent  sneezing  or 
energetic  blowing  of  the  nose. 

Rarer  causes  for  the  escape  of  actual  air  into  the  subcutaneous  tissues  are  ulcerative  or 
traumatic  lesions  of  the  oesophagus ^  stomachy  duodenum,  caecum,  bladder,  or  rectum.  Air 
escaping  in  the  areolar  tissues  around  any  of  these  parts  may  sometimes  extend  and  become 
palpable  as  crepitus  under  the  skin. 

Quite  another  type  is  that  in  which  the  gases  in  the  tissues  are  not  air,  but  the  results  of 
injection  by  gas-producing  bacteria.  Fortunately  cases  of  this  kind  are  now  rare  ;  they  were 
less  uncommon  in  the  days  of  hospital  gangrene  and  putrefaction.  The  Bacillus  coli  com- 
munis, however,  not  infrequently  liberates  gas  in  an  abscess  to  which  it  may  give  rise — for 
instance  in  the  region  of  the  vermiform  appendix — and  sometimes  subcutaneous  emphysema 
results.  Another  gas-producing  organism  that  attacks  man,  though  less  often  as  a  primary 
affection  than  intcrcurrently  during  some  other  malady,  is  the  Bacillus  derogenes  capsulaius  ; 
this,  however,  more  often  produces  gas-containing  loeuli  in  the  liver  and  other  internal 
organs  than  in  the  tissues  beneath  the  skin.  Herbert  French, 

EMPYEMA.— (See  Chest,  Pus  in,  p.  103.) 

ENLARGEMENT  OF  A  BONE.— (See  Swelling  on  a  Bone,  p.  667.) 

ENLARGEMENT  OF  THE  FOREHEAD.— Many  individuals  who  have  passed 
middle  age — males  more  so  than  females — tend  to  develop  an  increasing  prominence  of 
that  part  of  the  forehead  which  corresponds  with  the  outer  casing  of  the  frontal  air  sinuses  ; 
w^ith  the  result  that  their  eyebrows  seem  to  overhang  the  eyes  more  and  more,  and  the 
countenance  looks  different  from  what  it  did  ten  or  fifteen  years  before.  This  is  due  to  slow 
enlargement  of  the  air  cells  of  the  frontal  sinuses,  and  it  is  not  pathological.  This  normal 
enlargement  of  the  forehead  has  to  be  distinguished  from  two  diseases  which,  though  rare. 
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are  generally  recognizable  with  ease  if  the  patient  is  watched  over  a  period  of  months  or 
years,  namely,  leonHasis  ossea  and  ticromegaly. 

The  commonest  symptom  that  a  patient  suffering  from  leontiasis  ossea  complains  of  is 
that  in  former  years  he  always  took  a  certain  size  of  hat,  and  was  able  to  order  hats  without 
having  to  go  and  try  them  on  ;  of  recent  years,  however,  he  has  found  that  he  has  had  to 
get  progressively  increasing  sizes,  so  that  whereas  formerly  a  number  7  may  have  fitted  him, 
he  may  now  require  even  so  large  a  size  as  a  number  8  ;  in  a  few  exceptional  cases  special 
hats  have  had  to  be  made  for  the  patient  because  the  enlargement  of  the  head,  especially 
of  the  forehead,  has  become  tremendous,  whilst  at  the  same  time  it  may  very  likely  not  be 
quite  symmetrical.  The  general  health  remains  good,  and  if  the  patient  does  not  mind  his 
personal  appearance  and  the  size  of  his  hats,  he  lives  for  years  without  suffering  any  other 
inconvenience.  On  the  other  hand,  the  bony  changes  may  not  be  confined  to  the  skull, 
but  may  affect  the  bones  of  the  limbs  as  well,  especially  the  tibiae  ;  there  is  probably  a 
relationship  between  leontiasis  ossea  and  osteitis  deformans  or  Paget's  disease  of  the  bones 
(see  p.  155).  If  the  cranium  is  examined  after  death,  it  is  found  that  there  is  no  longer  any 
distinction  between  the  hard  ivory  bone  upon  the  surface  and  the  cancellous  bone  in  the  centre ; 
both  have  assumed  an  intermediate  character,  so  that  the  whole  bone  is  more  or  less  of  the 
same  texture,  very  thick  and  heavy,  and  in  a  condition  which  used  to  be  spoken  of  as  osteo- 
porosis.    In  some  cases  the  change  is  syphilitic. 

In  acromegaly  it  happens  very  rarely  that  the  frontal  bone  is  affected  alone  ;  much  more 
often  the  affection  of  the  forehead  is  much  slighter  than  the  increase  in  size  of  the  lower 
jaw  and  of  the  phalanges  of  the  hands  and  feet  (p.  237).  If,  however,  the  changes  were 
more  marked  in  the  frontal  bone  or  in  the  bones  of  the  skull  generally  than  in  those  else- 
where, it  is  probable  that  a  case  of  acromegaly  would  be  diagnosed  as  one  of  leontiasis 
ossea,  and  one  does  not  really  know  what 'essential  difference  there  is  between  these  two. 
Whereas,  however,  in  acromegaly  the  bigness  of  the  lower  jaw  makes  the  characteristic 
facies,  in  leontiasis  ossea  the  prominence  of  the  forehead  gives  the  face  that  leonine  character 
from  which  the  name  of  the  disease  is  taken. 

No  other  maladies  in  adults  are  likely  to  cause  uniform  increase  in  the  size  of  the  fore- 
head, but  occasionally  one  meets  with  tumours  of  the  frontal  bone  which  cause  a  symmetrical 
enlargement  of  the  forehead,  the  most  important  of  these  being  the  ixxrry  exostosis — a  non- 
malignant  tumour  which  may  arise  from  any  of  the  flat  bones  of  the  skull ;  it  grows  very 
slowly  but  enlarges  progressively,  and  in  so  doing  is  apt  to  displace  anything  which  comes 
in  its  way,  and  in  the  course  of  many  years  great  deformity  of  the  eye  or  nose  may  thus 
result.  The  slowness  of  the  growth,  and  its  very  hard  character  generally,  point  to  the 
diagnosis  at  once,  and  an  ai-ray  examination  may  help  to  confirm  it. 

Other  asymmetrical  enlargements  of  the  forehead  may  result  from  syphilitic  nodes 
caused  by  gummatous  periostitis  terminating  in  bony  organization  ;  sarcoma  of  the  peri- 
osteum, a  very  rare  primary  growth  in  this  region,  but  when  met  with  suggested  by  the 
relative  softness  of  the  mass  and  its  rapid  increase  in  size  ;  secondary  malignant  disease, 
likely  to  be  mistaken  for  primary  sarcoma  if  no  primary  growth  elsewhere  is  known,  but 
readily  diagnosed  correctly  if  the  existence,  now  or  formerly,  of  a  carcinoma  of  the  breast, 
thyroid  gland,  or  other  part  is  known. 

Any  other  tumours  in  connection  with  the  frontal  bone  are  exceedingly  rare.  The 
very  extensive  disease  of  the  frontal,  as  of  any  other  cranial  bone,  which  used  to  be  met 
with  in  syphilitic  subjects,  is  now  practically  unknown  on  account  of  the  greater  adequacy 
of  the  treatment  of  syphilis  in  its  earlier  stages. 

Lepro  y  may  be  mentioned  as  a  cause  of  enlargement  of  the  forehead  (Fig,  173,  p.  404), 
for  in  the  nodular  form  any  part  may  be  affected ;  but  it  must  be  very  rare  for  leprosy  to 
affect  the  forehead  region  only,  and  the  diagnosis  will  be  suggested  by  the  lesions  elsewhere 
and  by  the  history  of  the  case. 

The  above  remarks  apply  to  enlargement  of  the  forehead  in  adults  ;  in  children  quite 
different  causes  will  suggest  themselves,  the  three  most  important  being  :  (1)  Hydro- 
cephalus, (2)  Rickets,  (3)  Congenital  syphilis. 

It  happens  not  infrequently  that  a  child's  forehead  enlarges  very  considerably,  and 
bulges  with  much  convexity  to  such  an  extent  as  to  make  both  the  parents  and  the  physician 
fear  hydrocephalus  when  the  child  is  suffering  from  nothing  more  serious  than  rickets. 
The  diagnosis  may  be  quite  difficult  if  there  are  not  at  the  same  time  the  other  familiar 
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signs  of  rickets  mentioned  on  page  167  ;  and  there  are  not  a  few  instances  in  which  it  is 
only  when  the  case  has  been  watched  for  months  or  years  that  one  can  be  sure  that  there 
is  not  hydrocephalus.  The  same  applies  to  the  swelling  of  the  frontal  bone  that  may  result 
from  congenital  syphilis.  In  the  case  of  both  rickets  and  congenital  syphilis,  one  will 
examine  the  whole  of  the  head  carefully,  to  try  and  make  up  one's  mind  whether  the  enlarge- 
ment, which  usually  affects  not  only  the  forehead  but  also  other  parts  of  the  skull,  is  a  more 
or  less  uniform  stretching  such  as  hydrocephalus  gives  rise  to,  or  whether  there  are  not 
some  parts  which  are  enlarged  and  other  parts  which  are  more  or  less  normal.  Both 
congenital  syphilis  and  rickets  are  apt  to  produce  diffuse  round  prominences  of  the  parietal 
regions  as  well  as  of  the  frontal  regions,  so  that  there  are  four  main  bulges  with  an  antero- 
jjosterior  and  a  transverse  groove  between  them,  constituting  the  hot-cross-bun-shaped 
type  of  head ;  but  the  difficulty  of  excluding  hydrocephalus  is  made  greater  still  when,  as 
sometimes  happens,  there  is  such  thinning  of  the  bones  in  the  occipital  region  from  cranio- 
tabes  that  the  bones  can  be  dented  inwards  like  stiff  parchment ;  such  cranio-tabes  may 
result  either  from  rickets  or  from  congenital  syphilis.  One  would  then  pay  special  atten- 
tion to  the  regions  of  the  sutures  ;  if  these  are  obviously  stretched  asunder  the  case  is  almost 
certainly  hydrocephalus,  and  not  rickets  or  congenital  syphilis.  One  would  also  be  able  to 
draw  some  conclusion  perhaps  from  the  appearances  of  the  eyes,  for  the  eyeballs  will  be 
in  normal  position  when  the  cause  of  the  forehead  enlargement  is  rickets  or  congenital 
syphilis,  whilst  with  hydrocephalus  the  eyes  will  give  the  impression  of  being  displaced  ; 
sometimes  they  look  very  much  deeper  set  than  normal ;  in  other  cases  they  look  as  though 
they  are  depressed  as  the  result  of  the  downward  pressure  exerted  by  the  excess  of  fluid 
u|X)n  the  roofs  of  the  orbits.  If  the  enlargement  and  prominence  of  the  forehead  dates 
from  birth  or  soon  afterwards,  this  will  be  an  argmnent  in  favour  of  hydrocephalus  ;  if  the 
change  develops  later  in  the  infant's  or  child's  life,  there  will  almost  certainly  be  a  history 
of  a  severe  attack  associated  with  symptoms  of  increased  intracranial  pressure,  for 
probably  the  commonest  cause  of  acquired  hydrocephalus  is  a  preceding  attack  of  meningo- 
coccal meningitis,  from  which  the  child  has  recovered.  The  history,  therefore,  may  help 
in  deciding  the  diagnosis.  The  optic  discs  should  also  be  examined,  for  in  a  certain  number 
of  cases  of  acquired  hydrocephalus  there  is  optic  atrophy  {Plate  XX,  Fig.  w,  p.  418),  and 
this  is  practically  never  met  with  as  the  result  of  rickets  and  very  seldom  as  the  result  of 
congenital  syphilis.  It  is  of  course  only  when  the  degree  of  hydrocephalus  is  medium  that 
it  is  difficult  to  distinguish  it  from  the  forehead  enlargements  due  to  rickets  or  congenital 
syphilis.  Major  degrees  of  hydrocephalus  cause  such  extreme  enlargement  of  the  whole 
head,  coupled  with  such  thinning  of  the  bones  and  stretching  of  the  sutures,  that  the 
diagnosis  is  almost  unmistakable. 

Although  either  simple  or  malignant  tumours  may  affect  the  frontal  bones,  even  in  an 
infant  or  child,  they  are  very  rare.  They  should  be  diagnosed  in  the  same  way  as  similar 
tumours  in  adults.  Chlotoma  may  perhaps  be  mentioned  specially,  rare  though  it  is.  The 
tumours  in  such  a  case  are  never  single,  but  as  they  may  develop  upon  bones,  they  some- 
times attract  notice  first  in  connection  with  the  cranial  bones,  and  thus  perhaps  a  local 
enlargement  of  the  forehead  may  be  the  first  symptom  in  the  case.  There  is  a  tendency  for 
the  glands  generally  to  become  enlarged  and  sometimes  the  spleen  also,  and  in  some  respects 
the  malady  simulates  lymphatic  leukaemia.  Neoplasm  of  some  kind  will  be  an  early 
suspicion,  and  the  nature  of  the  growth  is  indicated  by  the  greenish  colour  of  the  tumour 
when  it  has  been  excised.  The  actual  diagnosis,  however,  is  made  more  often  post  mortem 
than  during  life. 

The  commonest  local  swelling  of  the  forehead  in  a  child  is  a  hcematoma  resulting  from 
injury,  and  as  the  blood  clot  is  often  quite  deep-seated  there  is  sometimes  no  discoloration 
of  the  skin,  and  some  more  serious  tumour  may  be  thought  of  until  the  disappearance  of 
the  mass  in  the  course  of  a  week  or  two  proves  its  simple  character.  Such  a  haematoma 
after  a  day  or  two  softens  in  its  central  part  in  a  remarkable  way,  leaving  very  hard 
raised  edges,  and  on  palpation  it  feels  almost  as  if  there  were  a  hard  bony  ring  with 
an  absence  of  any  bone  at  all  in  the  centre  ;  the  first  time  such  a  softening  haematoma 
of  the  forehead  is  felt,  one  can  hardly  believe  that  it  is  only  a  hcematoma  and  not  an 
actual  hole  in  the  bone  covered  merely  by  scalp  and  skin.  The  feeling,  however,  on 
palpation  is  so  characteristic  that  once  felt  the  condition  is  readily  recognizable  in  any 
subsequent  case.  HerheH  French. 
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ENLARGEMENT  OF  THE  GALL-BLADDER.— (See  Gall-Bladder  Enlargement, 
p.  252.) 

ENLARGEMENT  OF  THE  HEART  may  be  due  to  hypertrophy  of  the  walls  of  any 
of  its  cavities,  but  especially  of  the  ventricles  ;  to  dilatation  of  the  cavities  ;  or  to  these  two 
conditions  combined. 

The  most  important  physical  signs  of  enlargement  of  the  heart  are  :  (1)  Displacement 
of  the  cardiac  impulse;  (2)  An  increased  area  of  cardiac  dullness.  After  puberty  the  normal 
cardiac  impulse  is  usually  situated  in  the  fifth  left  intercostal  space,  about  three-quarters 
of  an  inch  internal  to  the  left  nipple  line.  Before  puberty  it  is  normally  in  the  fourth  left 
space  in  the  nipple  line.  When  the  heart  is  enlarged,  the  impulse  is  displaced  outwards  and 
also  downwards.  Particular  care  must  be  taken  to  determine  the  exact  position,  as  from 
this  observation  a  good  idea  of  the  particular  part  of  the  heart  which  has  enlarged  may  be 
obtained.  When  the  left  ventricle  is  much  hypertrophied,  the  cardiac  impulse  is  displaced 
more  in  a  downward  direction  than  outward,  e.g.,  it  may  be  found  in  the  sixth  or  even  the 
seventh  left  intercostal  space  in  the  nipple  line  or  outside  it.  When  the  enlargement  is  due 
to  hypertrophy  of  the  right  ventricle,  the  cardiac  impulse  is  displaced  more  in  an  outward 
direction  than  downward,  and  frequently  there  is  also  considerable  pulsation  in  the 
epigastrium. 

Where  the  cardiac  impulse  is  thus  displaced,  before  cardiac  enlargement  is  diagnosed 
the  possibility  of  its  mechanical  displacement  by  fluid  or  air  in  the  right  pleural  cavity 
pushing  it,  or  a  retracted  left  lung  pulling  it,  over  to  the  left,  must  be  excluded  by  careful 
physical  examination  of  the  front  and  the  back  of  the  chest.  In  the  case  of  pleuritic  effusion 
the  dullness  on  the  right  side  of  the  chest,  and  the  absent  or  deficient  vesicular  murmur 
would  point  to  fluid  ;  in  the  case  of  retraction  of  the  left  lung  the  left  side  of  the  chest  would 
be  smaller,  there  would  be  deficient  movement,  dullness  and  deficient  voice  sound  and 
vesicular  murmur,  or  possibly  bronchial  breathing,  consonating  rales,  and  pectoriloquy  over 
the  left  lower  lobe. 

The  character  of  the  impulse  must  be  noted  carefully,  for,  when  forcible  and  heaving, 
it  denotes  hypertrophy  ;   when  feeble  and  diffused,  dilatation. 

The  cardiac  impulse  is  invisible  and  impalpable  in  some  cases  of  enlargement  of  the 
heart,  on  account  of  emphysema  of  the  lungs.  In  these  circumstances  even  the  aj-rays  may 
be  required  before  one  can  be  sure  of  the  diagnosis  of  cardiac  enlargement. 

Careful  mapping  out  of  the  area  of  cardiac  dullness  may  afford  valuable  information 
as  to  the  part  of  the  heart  involved  in  the  enlargement.  If  the  area  of  deep  dullness  is 
increased  downwards  and  outwards,  an  increase  in  the  size  of  the  left  ventricle  is  indicated  ; 
if  upwards  and  to  the  right,  hypertrophy  of  the  right  ventricle  ;  if  in  all  directions,  enlarge- 
ment of  both  ventricles. 

Enlargement  of  the  heart  in  children  may  produce  definite  local  bulging  of  the  chest 
wall  in  the  cardiac  area. 

Having  determined  the  position  and  character  of  the  impulse,  mapped  out  carefully 
the  area  of  cardiac  dullness,  and  thus  arrived  at  the  conclusion  that  the  heart  is  increased 
in  size,  the  next  step  is  to  determine  not  only  what  particular  part  is  enlarged,  but  also  the 
actual  cause  of  the  enlargement. 

ENLARGEMENT    OF    THE    LEFT    VENTRICLE. 

The  left  ventricle  may  become  enlarged  in  : — 

1 .  Aortic  Disease  : — Stenosis  and  regurgitation  ;  regurgitation  ;  stenosis  ;  aneurysm 
of  the  first  part  of  the  aorta  involving  the  aortic  ring. 

2.  Mitral  Regurgitation  : — Disease  of  the  mitral  valve  ;  dilatation  of  the  left  ventricle 
involving  the  mitral  ring. 

3.  Arteriosclerosis  and  Granular  Kidney. 

4.  Alcoholism. 

5.  Long-continued  Over-exertion : —  Athletes  ;  workers  at  laborious  occupations, 
e.g.,  stokers,  firemen,  furnacemen,  blacksmiths. 

6.  Exophthalmic   Goitre. 

7.  Congenital   Heart   Disease. 
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1.  Aortic  Disease. 


Aortic  disease  may  cause  very  great  enlargement  of  the  heart^ — cor  bovinum  or  bovine 
heart.  In  the  Guy's  Hospital  Museum  there  is  a  heart  of  this  kind  which  weighs  53  ounces, 
the  normal  weight  being  about  10  oimces. 

Stenosis  and  regurgitation  is  the  commonest  form  of  aortic  disease,  then  regurgitation, 
and  pure  stenosis  is  the  rarest. 

Aortie  Stoiosis  and  Regurgitatioii. — ^The  cardiac  impulse  is  displaced  downwards 
and  outwards,  and  the  cardiac  dullness  much  increased  towards  the  left. 

It  may  be  in  the  fifth,  sixth,  seventh,  or  even  eighth  space  in  or  outside  the  left  nipple 
line,  and  may  be  as  far  out  as  the  anterior  axillary  line.  The  further  the  impulse  is  down 
the  larger  the  left  ventricle,  and  the  further  it  is  out  the  more  the  dilatation.  When  the 
impulse  is  forcible,  heaving,  and  limited,  it  indicates  that  hypertrophy  predominates  ;  when, 
on  the  other  hand,  the  impulse  is  diffused  and  feeble,  dilatation  preponderates.  Young 
people  may  present  well-marked  bulging  in  the  precordial  area. 

A  systolic  thrill  may  be  felt  over  the  base  of  the  heart,  especially  over  the  second  right 
intercostal  space  close  to  the  right  border  of  the  sternum.  More  rarely  a  diastolic  thrill 
may  be  felt  also  or  independently,  either  to  the  right  or  to  the  left  of  the  upper  part  of  the 
sternum. 

On  auscultation,  a  systolic  and  early  diastolic  murmur  are  heard  over  the  base  of  the 
heart.  The  former  usually  replaces  the  first  sound,  is  loudest  in  the  second  right  intercostal 
space  close  to  the  sternum,  and  is  transmitted  upwards  towards  the  clavicle  and  into  the 
carotids.  It  varies  in  character,  being  in  some  cases  soft  and  faint,  and  in  others  harsh, 
rough,  and  loud.  The  diastolic  might  be  described  as  post-systolic,  for  it  replaces  the 
second  sound  ;  it  is  generally  soft  and  blowing,  though  in  rare  instances  it  is  harsh  or  even 
musical.  It  may  be  heard  over  the  upper  part  of  the  sternum  and  on  both  sides  of  it.  When 
the  aortic  incompetence  is  due  to  fibrosis  resulting  from  endocarditis  following  acute 
rheumatism  or  chorea,  it  is  usually  best  heard  to  the  left  of  the  sternum,  loudest  in  the  third 
intercostal  space  close  to  the  sternum.  When  the  incompetence  is  due  to  syphilitic  atheroma 
or  to  aneurysm  of  the  first  part  of  the  aorta,  the  bruit  is  generally  loudest  and  best  heard 
in  the  second  space  to  the  right  of  the  sternum.  The  early  diastolic  bruit  which  denotes 
aortic  regurgitation  may  also  be  heard  at  the  cardiac  impulse,  and  in  some  cases  may  even 
be  traced  outwards  into  the  left  axilla.  It  cannot  be  mistaken  for  a  mitral  stenotic  bruit, 
because  there  is  no  interval  between  the  second  sound  and  it.  If  there  is  complete  com- 
pensation, the  first  sound  may  be  loud  and  clear  at  the  apex,  but  if  dilatation  of  the  left 
ventricle  has  occurred,  there  may  be  a  loud  blowing  systolic  murmur  replacing  the  first 
sound  and  traceable  outwards  into  the  left  axilla.  Another  bruit,  which  is  rumbling  in 
character  and  pre-systolic  in  time,  may  be  heard  at  the  cardiac  impulse  when  the  ventricle 
is  dilated,  the  so-called  Flint's  bruit  {Fig.  40,  p.  95). 

Patients  are  usually  ansemic,  and  the  carotid,  brachial,  and  other  superficial  arteries 
are  seen  pulsating  forcibly.  A  feeling  of  faintness  on  rising  from  the  supine  to  the  erect 
posture,  dizziness,  headache,  a  sensation  of  throbbing  in  the  extremities,  palpitation, 
dyspncea,  and  precordial  pain  on  exertion  are  early  manifestations  of  this  disease.  As 
compensation  fails,  the  dyspnoea  and  palpitation  increase,  oedema  of  the  legs  supervenes, 
pain  becomes  worse,  and  is  felt  not  only  over  the  region  of  the  heart,  but  tends  to  radiate 
into  the  left  shoulder  and  arm,  and  it  may  be  followed  by  attacks  of  true  angina  pectoris. 

The  curious  splashing  or  *  water-hammer '  pulse  is  pathognomonic  ;  it  is  appreciated 
best  if  the  radial  pulse  is  felt  when  the  arm  is  raised,  the  pulse-wave  striking  the  finger  with 
a  sudden  sharp  jerk,  and  then  as  suddenly  collapsing.  When  compensation  fails,  the  pulse- 
rate  may  become  rapid  and  the  beats  irregular  and  intermittent,  as  in  mitral  disease,  but 
earlier  in  the  disease  the  rate  and  rhythm  are  normal. 

Capillary  pulsation,  which  may  be  detected  in  the  lips,  finger-nails,  and  skin,  is  a  very 
characteristic  sign.  It  can  be  demonstrated  by  drawing  a  finger  nail  two  or  three  times 
across  the  skin  of  the  forehead  or  abdomen,  so  as  to  produce  a  line  of  hyperaemia,  which, 
if  watched  carefully,  will  be  seen  to  blush  and  pale  alternately,  each  blush  being  synchronous 
with  the  pulse. 

Aortie  Begurgitatioii. — ^The  symptoms  are  practically  the  same  as  in  aortic  stenosis 
and  regurgitation,  but  there  is  no  systolic  tlirill  and  no  well-marked  systolic  bruit  in  the 
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aortic  area.  The  pulse  is  of  the  typical  water-hammer  type.  The  presence  of  a  soft  systolic 
bruit  in  the  second  right  intercostal  space  close  to  the  sternum  does  not  indicate  aortic 
stenosis  unless  there  be  at  the  same  time  a  thrill  there. 

Aortic  Stenosis  is  the  rarest  form  of  aortic  disease.  In  addition  to  the  absence  of  a 
diastolic  bruit  at  the  base,  there  is  a  pulse  very  different  from  that  of  the  water-hammer 
type.  If  there  is  full  compensation  the  pulse  is  slow,  frequently  below  60,  and  it  may  be 
only  40,  or  less,  to  the  minute.  It  is  usually  regular,  long  sustained,  and  of  good  tension. 
A  sphygmographic  tracing  shows  a  slow  rise,  often  with  an  anacrotic  break  in  the  upcurve, 
a  broad  summit,  and  a  gradual  decline.  The  mere  presence  of  a  systolic  murmur  in  the 
aortic  area,  even  if  its  point  of  maximum  intensity  be  in  this  region,  is  not  sufficient  evidence 
on  which  to  base  a  diagnosis  of  aortic  stenosis.  A  little  roughening  of  a  segment  of  the 
aortic  valves,  slight  sclerosis  of  a  valve,  atheroma  or  dilatation  of  the  first  part  of  the  aorta, 
and  even  anaemia,  may  give  rise  to  a  well-marked  systolic  bruit  in  this  region.  Before 
diagnosing  aortic  stenosis  of  clinical  degree,  one  should  have  a  big  heart,  a  harsh  systolic 
bruit  in  the  aortic  area,  and  a  corresponding  well-marked  systolic  thrill. 

Aneurysm  of  tlie  First  Part  of  the  Aorta  is  another  important  cause  of  hypertrophy 
of  the  left   ventricle  if  the  dilatation  of  the   aorta   involves  the  aortic  ring,  increases 

its  circumference,  and  thus  renders 
the  aortic  valves  incompetent, 
though  the  cusps  may  be  indi- 
vidually healthy.  In  addition  to 
the  characteristic  pulse  and  the 
usual  signs  and  symptoms  of 
aortic  regurgitation,  there  may  be 
several  indications  which  point  to 
an  aneurysm  of  the  first  part  of 
the  aorta  as  the  cause  of  the  aortic 
incompetence  : — 

There  may  be  a  distinct  bulg- 
ing of  the  thoracic  wall  involving 
the  first  and  second  interchondral 
spaces  close  to  the  right  border  of 
the  sternum. 

There  may  be  well-marked 
pulsation  in  the  second  right  inter- 
chondral space  and  also  in  the  ad- 
jacent spaces,  according  to  the  size 
of  the  aneur^'sm,  close  to  the  ster- 
num ;  when  not  obvious  to  the 
hand  this  may  sometimes  be  de- 
tected by  the  ear  laid  flat  on  the 

Fig.  99. — {^bstnictioii    to   the  superior    vena   cava   by   an    aortic  php«st 

aiieuryHin  ;  collateral  circulation  throu^'h  the  dLsteiided  superlicial  veins  cnest. 

of  the  neck  and  thorax.  In  addition  to  an  iucrcasc  of 

the  cardiac  dullness  downwards  and 
to  the  left,  there  will  be  dullness  in  the  second  right  space  close  to  the  sternum. 

There  may  also  be  some  signs  of  intrathoracic  pressure  : — 

The  right  carotid  pulse  may  be  weaker  than  the  left. 

The  face  and  neck  may  be  deeply  cyanosed  if  the  aneur>  sm  has  extended  outwards 
and  has  stenosed  the  superior  vena  cava,  though  this  is  a  rare  occurrence  in  this  disease 
(Fig.  GJ),  p.  1.58).  There  may  be  a  loud  systolo-diastolic  bruit  audible  in  the  second  right 
space  over  the  superior  vena  cava,  with  maximum  intensity  an  inch  or  more  to  the  right 
of  the  sternum.  The  superficial  veins  over  the  upper  part  of  the  right  side  of  the  chest  in 
front  may  be  varicose  (Fig,  99),  and  the  direction  of  the  blood-current  in  them  may  be  from 
above  downwards,  instead  of  from  below  upwards. 

The  right  bronchus  may  be  stenosed  if  the  aneurysm  projects  posteriorly,  and  this  leads 
to  impairment  of  percussion  note  and  deficiency  in  the  vesicular  murmur  over  the  upper 
lobe  of  the  right  lung.  The  a'-rays  might  be  used  to  determine  the  diagnosis  (Fig,  100), 
though  the  aortic  diastolic  bruit  should  serve  to  distinguish  aneurysm  from  new  growth. 
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A  diagnosis  of  aortic  disease  is  incomplete  until  the  actual  cause  of  the  lesion  has  been 
determined.     It  may  be  due  to  : — 
1.  Lesions  of  the  Valves  : — 


Acute  endocarditis 

Fibrosis  after  former  endocarditis 

Infective  endocarditis 


Sclerosis  due  to  :    Strain  (persistent),  Syphilis, 

Alcohol 
Rupture  of  a  segment 
Congenital  malformation. 

2.  Dilatation  of  the  Aortic  Ring  from  Aneurysm  of  the  first  portion  of  the  Aorta. 

Lesions  of  the  Valves. 

Acute  Endocarditis  occurs  most  frequently  as  a  complication  of  acute  rheumatism, 
chorea,  or  scarlet  fever.  The  indications  of  acute  inflammation  of  the  aortic  valves  will  be 
a  systolic  murmur  in  the  aortic  area,  and  less  commonly  an  early  diastolic  (post-systolic) 
murmur,  which  first  becomes  audible  in  the  third  left  space  close  to  the  left  border  of  the 
sternum.  If  the  bruits  are  already  present 
when  the  patient  is  first  seen,  it  may  be  difficult 
to  decide  whether  they  are  due  to  existing 
acute  inflammation  or  to  fibrosis  after  former 
inflammation.  They  may  be  noticed  to  arise 
whilst  the  patient  is  under  treatment  in  bed 
for  acute  rheumatism,  and  then  their  acute 
nature  will  be  obvious.  In  cases  in  which  the 
bruits  are  due  to  acute  aortic  endocarditis  and 
not  to  permanent  fibrosis,  the  pulse  will  have 
little  of  the  water-hammer  type,  the  heart  will 
not  be  much  hypertrophied,  though  it  may  be 
dilated  from  acute  rheumatic  toxaemia,  and  the 
bruits  will  be  found,  as  the  days  go  by,  either 
to  diminish  or  increase  in  intensity,  according 
as  the  inflammation  of  the  valves  resolves  or 
passes  on  into  permanent  fibrosis. 

Fibrosis  from  Previous  Endocarditis. — 
VMien  aortic  disease  is  due  to  fibrosis  from 
previous  endocarditis,  there  will  generally  be  a 
history  of  attacks  of  acute  rheumatism,  chorea, 
scarlet  fever,  or  tonsillitis.  The  diastolic  bruit 
which  indicates  the  presence  of  aortic  regurgi- 
tation is  heard  best  along  the  left  border  of  the 
sternum,  the  point  of  maximum  intensity  being 
in  the  third  left  intercostal  space  close  to  the 

left  border  of  the  sternum.  There  will  generally  be  evidence  of  organic  mitral  disease  at 
the  same  time,  and  if  mitral  stenosis  be  associated  with  aortic  disease,  whether  there  is  a 
history  of  acute  rheumatism  or  not,  the  valvular  lesions  may  be  considered  without  doubt 
to  be  due  to  the  effects  of  former  endocarditis.  The  patients  arc  generally  children  or 
young  adults,  though  a  few  survive  into  middle  life. 

Infective  Endocarditis. — In  this  form  of  endocarditis,  in  addition  to  the  signs  and 
symptoms  of  aortic  disease,  there  may  be  others,  described  on  p.  34.  In  some  cases  bac- 
teriological examination  of  the  blood  detects  such  organisms  as  the  Streptococcus  pyogenes. 
Staphylococcus  pyogenes  aureus.  Micrococcus  rheumaticus,  Pneumococcus,  or  others. 

Sclerosis  not  due  to  former  Endocarditis  : — 

Strain. — Persistent  strain  is  an  important  factor  in  the  production  of  aortic  disease. 
Occupations  entailing  long  and  continued  manual  labour,  and  excessive  indulgence  in 
athletics,  may  thus  lead  to  incompetence.  The  tendency  is  not  nearly  so  great,  however, 
in  those  who  have  not  had  sv^jhilis  as  in  those  who  have  ;  so  that  sclerosis  from  strain 
alone  must  not  be  diagnosed  unless  there  be  neither  a  history  nor  evidence  of  rheiunatism, 
chorea,  syphilis,  or  alcoholism. 

Syphilis. — A  history  of  syphilis,  and  any  manifestations  of  this  disease  in  the  form  of 
pigmented  scars  on  the  legs,  body,  and  face,  ulceration  of  the  tongue,  patches  of  leukoplakia, 

D  14 


Fig.  100. — Skiaj^mm  of  a  lai^e  saocular  aneurysm  (A)  of 
the  ariceiiding  part  of  the  arch  of  the  aorta  ;  (B)  transverse 
arch  dlsplaoed  to  the  left ;  (C  C)  clavicles ;  (D)  dia- 
phragm ;  (E)  apex  of  left  ventricle. — By  Dr.  Alfred  C. 
Jordan. 
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ulceration,  scarring,  or  perforation  of  the  palate,  necrosis  of  the  nasal  bones,  etc.,  would 
point  to  this  disease  as  the  cause,  and  this  conclusion  would  be  strengthened  if  there  were  no 
previous  history  of  rheumatism,  scarlet  fever,  or  chorea.  The  Wassermann  reaction  may 
be  positive i  The  patients  are  nearly  always  males  who  have  worked  hard,  and  their  first 
symptoms  are  often  brought  on  by  some  undue  muscular  effort  which  strains  the  enlarged 
heart,  or  even  bursts  an  atheromatous  patch  in  the  diseased  valve.  Uncommon  before  forty, 
the  lesion  is  met  with  often  enough  between  forty  and  fifty  ;  in  many  cases  the  heart  has 
been  passed  as  normal  at  forty,  whilst  at  forty-five  the  aortic  regurgitation  is  extreme. 
These  patients  often  suffer  from  very  severe  attacks  of  angina  pectoris,  to  which  they  are 
much  more  liable  than  are  rheumatic  aortic  cases. 

Alcohol. — The  constant  use  of  alcohol  raises  arterial  tension  and  may  be  followed  by 
sclerosis.    The  general  appearance  of  the  patient,  and  the  signs  described  on  p.  726,  would 
suggest  alcohol  as  the  cause  in  the  absence  of  any  evidence  of  rheumatism  or  syphilis,  but ' 
alcoholism  without  syphilis  leads  to  definite  aortic  disease  less  often  than  it  does  to  a  generally 
hypertrophied  heart,  which  sooner  or  later  exhibits  fibroid  or  fatty  degeneration. 

Rupture  of  a  Segment  of  the  Aortic  Valve  is  a  rare  occurrence,  usually  brought  about  by 
some  severe  and  sudden  muscular  exertion.  The  following  is  a  good  illustrative  case  of 
aortic  regurgitation  caused  by  rupture  of  a  valve  segment.  A  sailor,  who  had  been  examined 
just  previously  and  passed  as  sound,  was  one  day  pulling  on  a  rope,  when  suddenly  the  strain 
on  it  was  unexpectedly  and  much  increased.  He  made  a  tremendous  effort  to  prevent  the 
rope  slipping  through  his  hands,  in  doing  so  fainted,  and  was  picked  up  in  an  unconscious 
condition  ;  on  coming  round  he  was  very  dyspnoeic,  and  complained  of  pain  in  the  pre- 
cordial region.  When  the  doctor  examined  him  again  he  foimd  a  well-marked  musical 
early  diastohc  murmur  in  the  third  and  fourth  left  intercostal  spaces  close  to  the  sternum 
and  came  to  the  conclusion  that  as  his  heart  sounds  were  normal  before  the  accident,  he 
must  have  ruptured  one  of  the  segments  of  his  aortic  valve  and  thus  caused  the  incompetence. 
There  is  always  the  probability  of  such  a  valve  having  been  previously  the  site  of  syphilitic 
atheroma,  without  bruit,  until  the  extra  strain  caused  a  weak  spot  to  give  way  suddenly. 

Congenital  Malformations  of  the  Aortic  Valves  are  extremely  rare,  and  they  are  to  be 
diagnosed  with  great  caution. 

Dilatatioii  of  the  Aortic  Ring  from  Aneurysm  of  the  first  portion  of  the  Aorta  is 
nearly  always  due  to  syphilitic  atheroma  of  the  aortic  walls,  and  in  such  a  case  it  will  be 
probable  that  there  is  syphilitic  disease  of  the  aortic  valves  themselves  also.  The  dilatation 
of  the  aorta  ('  fusiform  aneurysm ')  will  be  indicated  by  definite  impairment  of  note  in 
the  second  right  intercostal  space  near  the  sternum  ;  and  the  a?-rays  will  confirm  it.  It  will 
be  next  to  impossible  to  assess  with  any  degree  of  accuracy  how  much  of  the  aortic  regurgi- 
tation is  due  to  the  dilatation  of  the  ring,  and  how  much  is  due  to  the  concomitant  valve 
changes. 

2.  Mitral  Regurgitation. 

As  a  result  of  mitral  regurgitation  the  left  auricle  becomes  dilated  and  hypertrophied, 
the  left  ventricle  dilated  and  hypertrophied,  and  later  from  backward  pressure  the  right 
ventricle  and  auricle  may  be  affected  similarly.  The  chief  symptoms  arc  dyspnoea  on  exer- 
tion, palpitation,  congestion  of  the  face  and  lips,  cough,  possibly  haemoptysis,  oedema  of 
the  feet  and  legs,  and  later  albuminuria,  ascites  and  enlargement  of  the  liver.  In  the  early 
stages  the  pulse  may  be  regular,  full,  and  of  low  tension.  When  compensation  begins  to 
fail,  the  pulse  becomes  rapid,  irregular,  and  intermittent.  The  cardiac  impulse  is  displaced 
downwards  and  outwards.  It  may  be  in  the  fifth  intercostal  space  in  the  left  nipple  line, 
or  outside  it,  or  in  the  sixth  space  outside  the  nipple  line.  It  is  usually  diffused,  and  there 
may  be  epigastric  pulsation.  There  may  be  marked  bulging  of  the  precordial  area  in 
children.     A  systolic  thrill  is  rare,  but  it  may  be  felt  at  the  cardiac  impulse. 

The  cardiac  dullness  is  increased  outwards  and  downwards,  but  also  upwards  and  to 
the  right  when  the  right  side  is  involved. 

At  the  impulse  there  is  a  systolic  murmur,  usually  of  a  blowing  character,  which  may 
either  follow  or  replace  the  first  sound.  It  is  best  heard  at  the  cardiac  impulse,  but  it  can 
generally  be  traced  outwards  into  the  left  axilla,  can  sometimes  be  heard  behind  at  the 
inferior  angle  of  the  left  scapula,  and  can  also  be  traced  inwards  towards  the  left  border 
of  the  sternum.  The  pulmonary  second  sound  is  accentuated  or  reduplicated  in  the  second 
interspace  close  to  the  left  border  of  the  sternum. 
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When  compensation  fails,  in  addition  to  the  above  there  may  be  : — 
A  systolic  murmur,  softer  than  and  different  in  character  from  that  at  the  impulse, 
over  the  lower  part  of  the  sternum  and  the  fourth  and  fifth  left  interspaces,  due  to  tricuspid 
regurgitation  ;  oedema  of  the  feet,  legs,  and  lower  part  of  the  body  ;  abdominal  distention 
from  ascites  ;  enlargement  and  pulsation  of  the  liver  ;  signs  of  hydrothorax  ;  albuminuria. 
A  diagnosis  of  mitral  regurgitation  is  incomplete  by  itself,  for  it  may  be  due  to  different 
conditions.     It  is  necessary  to  determine,  if  possible,  the  actual  cause  of  the  defect. 

Causes  of  Mitral  Regurgitation, 

1.  Lesions  of  the  Miiral  Valve  :— 

Acute  endocarditis  I       Fibrosis  the  result  of  former 

Infective  endocarditis  |  endocarditis. 

2.  Dilatation,  or  Hypertrophy  and  Dilatation ^  of  the  Left  Ventricle,  without  organic  changes 
in  the  Mitral  Valve  itself : — 

Secondary  to  aortic  disease 

Secondary  to  increased  systemic  blood-pressure  : — 

Chronic  Blight's  disease  |      Arteriosclerosis. 

3.  Diseases  of  the  Myocardium  and  Pericardium  : — 


Myocarditis 
Fatty  degeneration 
Fibroid  degeneration 


Pericarditis 

Adherent  pericardium. 


4.  Acute  Dilatation  of  the  Heart  from  : — 
Over-exertion  |  Acute  febrile  diseases  |      Acute  nephritis. 

Lesions  of  the  Mitral  Valve: — 

Acute  Endocarditis. — Simple  acute  endocarditis  is  not  a  disease  per  se,  but  occurs  as 
a  complication  of  some  other  disorder,  especially  acute  rheumatism,  chorea,  and  scarlet 
fever.  It  sometimes  complicates  tonsillitis,  which  is  in  many  instances  a  manifestation 
of  rheumatism  occurring  without  any  changes  in  the  joints  ;  and  in  children  acute  endo- 
carditis may  be  the  only  indication  of  an  attack  of  rheumatism.  There  are  no  characteristic 
symptoms  which  point  to  acute  endocarditis.  If  in  the  course  of  acute  rheumatism  the 
patient  complains  of  a  little  palpitation,  precordial  pain,  and  distress,  and  it  is  found 
that  the  heart  action  has  increased  in  rapidity  without  any  increase  in  the  joint  affection, 
endocarditis  should  be  suspected.  The  temperature  chart  seldom  indicates  the  complication. 
At  first  the  position  of  the  cardiac  impulse  and  the  heart-sounds  remain  normal,  but  if 
watched  from  day  to  day,  endocarditis  having  developed,  the  impulse  will  be  found  to  have 
mo^ved  outwards,  the  first  sound  becomes  prolonged  and  roughened,  then  doubled,  and  in 
a  few  days  it  is  either  followed  or  replaced  by  a  localized  soft  blowing  systolic  murmur. 

Fibrosis  the  result  of  Previous  Endocarditis, — If  acute  endocarditis  of  the  mitral  valves 
does  not  resolve,  the  valve-flaps  become  sclerosed,  and  in  the  later  stages  even  calcified. 
In  many  cases  the  circumference  of  the  orifice  is  narrowed,  so  that  the  valve  is  not  only 
incompetent  but  also  stenosed.  A  diagnosis  of  fibrosis  after  endocarditis  as  the  cause  of 
mitral  incompetence  may  be  made  if  there  is  a  previous  history  of  acute  rheumatism  or 
chorea,  and  independently  of  such  a  history  if  there  is  evidence  of  stenosis  as  well  as  regurgi- 
tation. If  actual  mitral  stenosis  can  be  diagnosed  with  certainty,  it  must  be  due  to  fibrosis 
from  endocarditis,  though  there  may  of  course  be  recent  endocarditis  as  well. 

Infective  Endocarditis  of  the  mitral  valve  suggests  itself  if  there  is  a  mitral  bruit,  and 
if  any  of  the  symptoms  and  signs  mentioned  on  page  34  are  present  at  the  same  time. 

Hypertrophy   and   Dilatation  of  the  Left  Ventricle. 

Secondary  to  Aortic  Disease, — Aortic  disease  leads  to  hypertrophy  of  the  left  ventricle, 
followed  after  a  time  by  dilatation  of  that  cavity  and  mitral  regurgitation.  Marked  pulsa- 
tion of  the  superficial  arteries,  a  splashing  pulse,  capillary  pulsation,  and  the  systolic  and 
early  diastolic  murmur  at  the  base  of  the  heart,  the  former  best  heard  in  the  second  right 
space  close  to  the  sternum,  and  the  latter  in  the  third  left  space  close  to  the  left  border  of 
the  sternum,  would  indicate  the  presence  of  aortic  disease.  If  the  patient  has  suffered  from 
either  rheumatism  or  chorea,  the  mitral  regurgitation  might  be  due  to  primary  endocarditis 
of  the  mitral  valve,  but  if  the  aortic  disease  is  the  result  of  syphilis,  hard  work,  or  aneurysm 
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of  the  first  part  of  the  aorta,  then  it  may  be  assumed  that  the  mitral  regurgitation  is  the 
result  of  secondary  dilatation  of  the  left  ventricle,  and  not  of  primary  mitral  disease. 

Secondary  to  Increased  Systemic  Blood-pressure  due  to  Chronic  BrighVs  Disease, — 
Associated  with  the  increased  blood -pressure  of  chronic  Bright's  disease,  the  left  ventricle 
hypertrophies  first,  and  after  a  time,  when  compensation  fails,  dilates  ;  mitral  regurgitation 
follows,  and  may  be  succeeded  by  all  the  signs  of  backward  pressure,  such  as  oedema  of  the 
feet  and  legs,  ascites,  enlargement  of  the  liver,  hydrothorax,  haemoptysis  from  congestion 
or  infarction  of  the  lungs,  and  so  forth.  A  patient  presenting  such  a  group  of  symptoms 
may  at  a  first  glance  be  considered  to  be  a  case  of  primary  disease  of  the  heart,  but  a  careful 
investigation  will  often  enable  one  to  determine  that  the  primary  changes  have  occurred 
in  the  kidneys.  The  radial  artery  may  be  thickened  and  tortuous,  the  tension  of  the  pulse 
higher  than  in  mitral  regurgitation  from  primary  heart  disease  ;  there  may  be  albuminuric 
retinitis  and  retinal  haemorrhages  ;  the  urine  is  variable,  for  whereas  it  may  formerly  have 
been  abundant,  of  low  specific  gravity  (1008  to  1012),  with  only  a  trace  of  albumin,  heart 
failure  may  lead  to  its  being  diminished  in  amoimt,  of  specific  gravity  1020  or  more,  and 
albumin  may  be  abundant ;  microscopical  examination,  however,  will  generally  reveal 
renal  tube-casts. 

Secondary  to  Increased  Systemic  Blood-pressure  due  to  Primary  Arteriosclerosis. — In  this 
disease  there  may  be  signs  of  enlargement  of  the  heart,  mitral  regurgitation,  backward 
pressure,  and  a  tliickening  of  the  arteries,  but  in  contrast  to  chronic  Bright' s  disease  the 
urine  will  be  of  higher  specific  gravity,  and  there  will  be  no  albuminuric  retinitis.  It  often 
becomes  merely  a  matter  of  opinion,  however,  whether  a  given  patient  is  suffering  from 
arteriosclerosis  or  from  granular  kidney  ;  post-mortem  examination  may  reveal  both,  or 
arteriosclerosis  may  predominate  when  granular  kidney  had  been  diagnosed,  and  vice  versa. 

Diseases  of  the  Myocardium   and   Pericardium. 

Myocarditis — Inflammation  of  the  myocardium  is  associated  most  frequently  with 
either  pericarditis  or  endocarditis,  but  occasionally  it  may  occur  in  acute  rheumatism  as 
a  primary  condition.  1  n  one  form  of  the  disease  there  is  an  infiltration  of  leucocytes  between 
the  muscular  fibres — interstitial  myocarditis  ;  in  another  form  the  actual  muscle  fibres 
are  involved — parenchymatous  myocarditis  ;  and  there  is  a  third  variety  which  occurs  in 
pyaemia,  especially  from  bone  disease,  characterized  by  the  formation  of  abscesses  in  the 
myocardium.  The  weakened  condition  of  the  heart  muscle  leads  to  dilatation  of  the 
ventricles,  and  thus  to  enlargement  of  the  heart.  When  accompanied  by  pericarditis  or 
endocarditis,  the  signs  of  myocarditis  are  overshadowed  by  the  symptoms  associated  with 
these  other  conditions.  The  diagnosis  of  myocarditis  is  therefore  a  difficult  matter.  If  in 
a  case  of  acute  rheumatism  there  is  no  evidence  of  either  pericarditis  or  endocarditis,  but 
there  are  signs  of  cardiac  failure,  a  feeble  irregular  pulse,  a  good  deal  of  precordial  pain  and 
distress,  dyspnoea  and  palpitation,  a  tendency  to  sudden  collapse,  and  signs  of  dilatation 
of  the  left  ventricle,  with  a  feeble  cardiac  impulse  and  a  weak  first  sound,  myocarditis  may 
be  suspected. 

Fatty  Heart. — ^The  heart  may  be  covered  with  fat  (fatty  superposition) ;  fat  may 
infiltrate  between  the  muscular  fibres  (fatty  infiltration) ;  the  muscle  fibres  may  be 
degenerated,  losing  their  striation,  and  containing  fat  granules  (fatty  degeneration) ;  or  all 
these  conditions  may  be  associated.  Fatty  degeneration  may  occur  in  patches  or  be  general. 
When  general,  the  heart  becomes  enlarged  from  dilatation  as  the  muscle  becomes  flabby, 
has  less  contractile  force,  and  is  more  yielding.  It  is  a  condition  which  may  be  associated 
with  general  obesity,  severe  anaemia,  wasting  diseases  such  as  cancer,  phthisis,  phosphorus 
poisoning,  and  alcoholism.  It  may  be  a  sequela  of  severe  attacks  of  typhoid  and  other 
specific  fevers.  The  symptoms  and  signs  of  the  condition  are  due  to  the  diminished 
contractile  power  of  the  ventricles  which  leads  to  dilatation.  The  pulse  may  be  small, 
feeble,  and  slow — 30  to  40  beats  per  minute — or  it  may  be  frequent  and  irregular.  The 
cardiac  impulse  is  very  feeble  or  imperceptible.  There  may  be  an  increased  area  of  cardiac 
dullness  from  dilatation,  and  the  first  sound  may  be  very  faint.  The  patient  is  usually 
feeble  and  anaemic,  and  suffers  from  faintness  or  severe  syncopal  attacks  which  come  on 
suddenly  and  are  characterized  by  coma,  convulsive  twitching,  and  stertorous  breathing. 
CEdema  of  the  legs  and  venous  congestion  of  the  lips  and  face,  which  are  common  in  valvular 
disease,  are  usually  absent.  There  is  dyspnoea  on  exertion,  a  feeling  of  coldness  and  depres- 
sion, and  a  general  impairment  of  the  nutrition  of  the  muscles  which  are  soft,  flabby,  and 
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diminished  in  power.  In  some  cases  attacks  of  cardiac  *  asthma '  in  the  early  morning 
are  complained  of,  and  in  the  later  stages  of  the  disease  there  may  be  Cheyne-Stokes 
breathing.  The  chief  diagnostic  signs  are  the  feeble  cardiac  impulse,  the  feeble  pulse,  and 
the  weak  first  sound,  associated  with  dyspncea  and  attacks  of  syncope,  and  the  absence  of 
evidence  of  other  causes  for  the  heart  symptoms. 

Fibroid  Heart. — Fibroid  degeneration  of  the  myocardium  is  usually  associated  with 
some  obstructive  lesion  of  the  coronary  arteries  caused  by  syphilis.  It  may  be  general, 
or  rarely  localized  to  the  apex  of  the  left  ventricle  ;  in  the  latter  case  there  may  be 
thinning  and  weakening  followed  by  aneurysm  of  the  heart,  and  then  by  rupture.  It  is 
one  of  the  causes  of  sudden  death.  The  most  important  symptoms  are  :  dyspnoea  on 
slight  exertion,  palpitation,  and  precordial  pain.  The  physical  signs  are  those  of  dila- 
tation of  the  left  ventricle.  The  pulse  is  slow,  and  in  late  stages  feeble  and  irregular. 
There  may  be  severe  attacks  of  angina  pectoris.  The  diagnosis  is  more  or  less  a 
matter  of  guesswork.  Such  signs  and  symptoms  in  a  patient  who  has  had  sj-philis, 
but  neither  acute  rheumatism  nor  chorea,  and  who  has  neither  aortic  disease  nor  signs 
of  granular  kidney  or  arteriosclerosis,  might  be  considered  indications  of  this  form  of 
cardiac  degeneration. 

Pericarditis, — In  pericarditis  the  cardiac  impulse  is  usually  displaced,  and  the  area 
of  cardiac  dullness  increased.  These  physical  signs  may  be  due  to  enlargement  of  the 
heart,  or  to  effusion  of  serous  fluid  into  the  pericardial  sac,  and  it  is  very  difficult  to  differen- 
tiate between  these  two  conditions.  Enlargement  of  the  heart  due  to  dilatation  is  generally 
the  result  of  the  myocardium  being  affected  as  well  as  the  pericardium,  and  the  cardiac 
impulse  is  diffused  and  displaced  outwards.  If  there  is  an  effusion  of  serous  fluid  into  the 
pericardial  sac,  it  is  said  that  the  impulse  is  displaced  upwards  as  well  as  outwards,  so  that 
it  may  be  found  on  a  level  with,  or  above  and  external  to,  the  left  nipple,  but  this  is  a  very 
unreliable  sign.  The  dullness  is  increased  laterally  and  upwards,  and  when  carefully 
mapped  out  it  is  said  to  have  a  triangular  shape,  with  the  base  on  the  diaphragm^  and  a 
somewhat  rounded  apex  pointing  towards  the  left  clavicle,  and  reaching  to  the  second 
left  intercostal  space  or  higher.  Percussion,  however,  is  quite  unable  to  distinguish  between 
a  pericardial  effusion  and  a  much  enlarged  heart  without  effusion.  The  intercostal  spaces 
are  filled  out,  and  may  be  almost  obliterated,  so  that  the  ribs  feel  much  less  prominent  on 
this  part  of  the  chest.  On  auscultation,  in  addition  to  a  systolic  murmur  at  the  impulse 
due  to  mitral  incompetence  from  the  accompanying  dilatation  of  the  left  ventricle,  a  triple 
*  cantering '  sound,  and  perhaps  a  definite  rub,  may  be  heard  in  some  part  of  the  precordial 
region,  especially  near  the  sternum,  independently  of  respiration,  and  generally  increased 
in  intensity  by  firm  pressure  of  the  stethoscope.  The  rub  is  audible  whether  effusion  is 
present  or  not. 

Adherent  Pericardium, — Adhesions  between  the  visceral  and  parietal  layers  of  the 
pericardium  are  found  frequently  post  mortem  when  they  had  never  been  suspected  during 
life.  Sometimes,  however,  they  are  associated  with  chronic  mediastinitis,  or  what  should 
more  correctly  be  termed  mediastinal  fibrosis,  the  outer  surface  of  the  pericardial  sac 
becoming  adherent  to  the  thoracic  wall  and  to  adjacent  structures.  This  condition  usually 
leads  to  considerable  hypertrophy  and  dilatation  of  the  heart.  There  may  be  marked 
bulging  of  the  precordial  area  to  the  left  of  the  sternum.  The  cardiac  impulse  may  be  seen 
not  only  in  the  sixth  space  outside  the  left  nipple  line,  but  also  in  the  fifth,  fourth,  and  third 
left  spaces,  and  the  pulsation  may  extend  in  these  spaces  from  the  left  border  of  the  sternum 
to  the  left  nipple  line,  or  even  outside  that  line.  The  impulse  has  a  curious  wavy  character, 
and  it  may  be  noticed  that  coincident  with  the  impulse  in  the  sixth  space  there  may  be 
a  systolic  retraction  of  the  spaces  above,  or  of  the  lower  ribs  below  and  outside  the  cardiac 
area,  best  seen  when  the  patient  lies  over  to  the  other  side  with  his  left  arm  raised  above  his 
head.  If  the  heart  is  adherent  to  the  diaphragm,  there  may  be  a  systolic  retraction  of  the 
eleventh  and  twelfth  ribs  on  the  left  side  behind.  Some  cases  of  adherent  pericardium  of 
this  type  exhibit  dilatation  of  the  superficial  veins  in  the  precordial  area.  Diastolic  collapse 
of  the  cervical  veins  is  said  to  occur  also.  On  rolling  the  patient  from  side  to  side  it  is  found 
in  many  cases  that  the  cardiac  impulse  remains  nearly  in  the  same  position,  not  altering 
so  much  as  it  does  in  health  under  similar  circumstances.  Tiie  hand  placed  over  the  heart 
may  feel  a  diastolic  shock  or  rebound,  which  is  regarded  by  some  as  a  characteristic  sign 
of  the  condition.     On  auscultation  there  may  be  a  systolic  murmur  at  the  apex,  indicative 
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of  mitral  regurgitation,  and  frequently  there  is  also  a  presystolic  murmur  due  to  a  relative 
stenosis  of  the  mitral  orifice. 

There  is  also  a  therapeutic  sign  which  may  help  in  doubtful  cases.  Mitral  regurgitation 
in  young  people,  if  due  simply  to  fibrosis  of  the  valve  after  endocarditis,  will  usually  improve 
under  treatment  by  rest  in  bed  and  the  administration  of  appropriate  doses  of  digitalis. 
Where  the  mitral  regurgitation,  however,  is  associated  with  adherent  pericardium,  similar 
treatment  has  little  effect,  and  very  slight,  if  any,  improvement  follows.  If,  in  a  young 
person  who  is  presumably  rheumatic,  the  size  of  the  heart  and  the  symptoms  are  not  easily 
accountable  for  by  the  extent  of  valvular  disease  suggested  by  the  bruits,  the  patient 
probably  has  adherent  pericardium  with  mediastinal  fibrosis.  The  diagnosis,  therefore,  is 
guessed  at  rather  than  made. 

Acute  Dilatatioii  of  the  Heart 

From  Over-exertion. — Acute  dilatation  may  result  from  over-exertion.  For  example, 
if  a  man  who  has  been  run  down  from  excessive  mental  work,  and  in  consequence  is  in  poor 
condition  or  bad  training,  takes  a  holiday,  and  attempts  the  ascent  of  a  mountain  or  engages 
in  some  violent  form  of  exercise,  his  heart  is  very  liable  to  give  way  under  the  strain.  The 
chief  .indication  of  such  an  occurrence  will  be  a  feeling  of  pain,  distress,  and  discomfort  in 
the  region  of  the  heart,  dyspnoea,  and  palpitation.  The  pulse  will  be  rapid,  weak,  and 
irregular.  The  cardiac  impulse  will  be  displaced  outwards,  diffuse,  weak  and  undulating 
in  character,  and  although  a  maximum  point  of  the  impulse  may  be  visible,  it  cannot  be 
located  clearly  by  palpation.  There  will  be  epigastric  pulsation,  the  cardiac  dullness  will 
be  increased  outwards,  and  the  first  sound  will  be  feeble,  reduplicated,  or  replaced  by  a  soft 
blowing  systolic  murmur. 

From  Acute  Specific  Fevers. — Similar  signs  and  symptoms,  especially  weakness  of  the 
first  sound,  occurring  in  the  course  of  diphtheria,  typhoid  fever,  typhus,  scarlet  fever, 
erysipelas,  and  other  fevers,  would  point  to  dilatation  of  the  heart  in  consequence  of  the 
toxaemia  producing  loss  of  tone  in  the  cardiac  muscle  from  parenchymatous  degeneration. 

3.  Arteriosclerosis  and  Granular  Kidney  (see  p.  14). 

4.  Alcoholism. 

Patients  who  have  been  addicted  to  alcoholism  are  liable  to  enlargement  of  the  heart. 
It  is  a  cause  of  which  the  importance  is  frequently  overlooked.  The  usual  signs  of  hyper- 
trophy and  dilatation  may  be  present,  with  mitral  and  tricuspid  incompetence  and  signs  of 
backward  pressure.  The  enlargement  may  be  considerable.  At  a  post-mortem  examination 
it  is  by  no  means  unusual  to  find  the  heart  weighing  as  much  as  from  20  to  80  ounces.  The 
valves  are  healthy,  the  aorta  normal,  and  evidence  of  arteriosclerosis  and  granular  kidney 
is  absent.  Alcoholism  may  be  suspected  as  the  cause  of  enlargement  of  the  heart  where 
there  is  no  evidence  of  primary  valvular  disease,  adherent  pericardium,  arteriosclerosis, 
or  chronic  Bright's  disease.     Other  signs  of  alcoholism  may  also  be  present  (p.  726). 

5.  Long-continued  Over-exertion 

produces  hypertrophy  of  the  ventricles  ;  for  a  considerable  period  there  may  be  no  symptoms, 
but  after  a  time,  when  compensation  fails  owing  to  the  hypertrophy  being  insufficient  to 
continue  the  excessive  work,  dilatation  is  produced,  and  mitral  incompetence  and  signs 
of  backward  pressure  ensue.  The  subjects  of  this  form  of  enlargement  of  the  heart  are 
usually  either  middle-aged  men  who  are  robust  and  healthy  in  appearance,  but  have  had 
to  follow  for  many  years  a  laborious  occupation  entailing  severe  manual  labour,  or  else 
young  men  of  good  physique  who  have  indulged  in  excessive  athletic  exercises,  such  as 
rowing,  football,  boxing,  and  running,  often  with  insufficient  preliminary  training.  At 
first,  palpitation,  dyspnoea,  and  irregular  cardiac  action  are  noticed.  Later  the  ventricles 
dilate  and  the  mitral  valves  become  incompetent,  and  all  the  signs  of  backward  pressure 
may  follow.  Enlargement  of  the  heart  from  this  cause  is  much  more  liable  to  occur  where 
the  patient  is  accustomed  to  take  a  considerable  amount  of  alcohol.  As  a  cause  of  enlarge- 
ment of  the  heart  it  should  not  be  diagnosed  until  primary  valvular  disease,  granular  kidney, 
and  arteriosclerosis  can  be  excluded. 
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6.  Exophthalmic  Goitre. 

In  this  disease,  moderate  enlargement  of  the  heart,  as  shown  by  the  displacement 
outwards  of  the  cardiac  impulse  and  the  increased  area  of  cardiac  dullness,  is  common,  and 
is  probably  the  result  of  the  long-continued  increased  rapidity  of  cardiac  action.  It  is  rarely, 
however,  the  most  prominent  sign  of  the  disease.  It  is  distinguished  from  other  forms  of 
enlargement  by  the  presence  of  tachycardia — ^the  pulse-rate  in  a  well-marked  case  varying 
between  120  and  160,  or  being  even  higher  than  this — the  marked  pulsation  of  the  carotids 
and  other  superficial  arteries,  the  exophthalmos,  the  enlargement  and  pulsation  of  the 
thyroid  gland,  the  fine  tremor  of  the  extremities,  the  loss  of  weight,  the  excitability,  and 
the  pigmentation  of  the  skin  of  the  eyelids.  There  is  very  often  a  loud  blowing  systolic  bruit 
in  the  pulmonary  area,  less  often  one  at  the  impulse,  but  frequently  one  over  the  thyroid 
gland.  Certain  signs  associated  with  the  names  of  von  Graefe,  Stellwag,  and  Moebius 
are  not  of  the  least  value  in  making  the  diagnosis. 

7.  Congenital    Heart    Disease. 

When  there  is  a  patent  interventricular  septum  there  may  be  considerable  enlargement 
of  the  heart  from  hypertrophy  and  dilatation  of  both  ventricles.  It  is  frequently  associated 
with  some  narrowing  of  the  pulmonary  orifice.  In  addition  to  the  symptoms  common  to 
most  forms  of  congenital  heart  disease,  viz.,  cyanosis,  clubbing  nf  the  fingers  and  toes, 
dyspnoea,  and  polycythoemia,  the  cardiac  impulse  will  be  displaced  downwards  and  outwards, 
there  will  be  epigastric  pulsation,  perhaps  a  prolonged  systolic  thrill,  best  felt  over  the  third 
left  intercostal  space  close  to  the  sternum,  an  increased  area  of  cardiac  dullness  in  all  direc- 
tions, and  a  loud  systolic  murmur  at  the  base  of  the  heart,  the  point  of  maximum  intensity 
being  the  third  or  fourth  left  intercostal  space  close  to  the  left  border  of  the  sternum.  It  is 
often  very  difficult  to  say  whether  the  lesion  is  pulmonary  stenosis  or  patent  interventricular 
septum.  A  well-marked  thrill  is  associated  more  constantly  with  the  former  than  with  the 
latter,  but  the  point  of  maximum  intensity  of  the  murmur  produced  by  pulmonary  stenosis 
is  in  the  second  left  space,  close  to  the  left  border  of  the  sternum,  whereas  in  patent  inter- 
ventricular septum  the  murmur  is  loudest  lower  down. 

ENLARGEMENT   OF    THE    RIGHT    VENTRICLE. 

When  the  enlargement  of  the  heart  is  due  to  hypertrophy  or  dilatation  of  the  right 
ventricle,  the  cardiac  impulse  is  displaced  outwards  more  than  downwards,  there  is  frequently 
well-marked  epigastric  pulsation,  and  the  dullness  is  increased  upwards  and  to  the  right 
rather  than  to  the  left.     The  causes  of  enlargement  of  the  right  ventricle  are  as  follows  : — 

1.  Diseases  of  the  Left  Side  of  the  Heart: — 

Mitral  stenosis 

All  the  conditions  which  cause  enlargement  of  the  left  ventricle  (p.  206). 

2.  Diseases  of  tlie  Lung : — 

Fibroid  lung 

Chronic  bronchitis  and  emphysema. 

3.  Diseases  of  tlie  Right  Side  of  the  Heart : — 

Congenital  pulmonary  stenosis 

Pulmonary  incompetence  :    (i)   Due  to  dilatation  of  the  pulmonary  artery  ; 
(ii)  Due  to  infective  endocarditis  of  the  pulmonary  valve. 

1.  Diseases  of  the  Left  Side  of  the  Heart. 

Mitrai  Stenosis. — ^This  is  a  common  and  most  important  cause  of  enlargement  of  the 
right  ventricle.  The  obstruction  to  the  flow  of  blood  from  the  left  auricle  into  the  left 
ventricle  leads  to  hypertrophy  and  dilatation  of  the  left  auricle,  passive  congestion  of  the 
lungs,  red  and  brown  induration  of  these  organs,  thickening  dilatation  and  atheroma  of  the 
branches  of  the  pulmonary  arteries  in  the  lungs  as  a  result  of  the  increased  tension  in  these 
vessels.  All  these  changes  increase  the  amount  of  work  to  be  performed  by  the  right  side 
of  the  heart,  and  are  responsible  for  the  hypertrophy  of  the  right  ventricle,  by  which 
means  compensation  may  be  maintained  for  some  time.     When  the  right  ventricle  dilates. 
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compensation  fails.  In  the  early  stages  the  pulse  shows  little  variation  from  the  normal, 
and  there  may  be  no  obvious  symptoms  pointing  to  the  existence  of  mitral  stenosis.  In  more 
advanced  phases  the  pulse  becomes  rapid,  small,  and  irregular.  The  cardiac  impulse  is 
displaced  outwards,  and  pulsation  occurs  in  the  epigastrium  and  in  the  third,  fourth,  and 
fifth  intercostal  spaces  close  to  the  sternum.  On  placing  the  palm  of  the  hand  over  the 
region  of  the  cardiac  impulse  and  the  adjacent  fourth  and  fifth  intercostal  spaces,  a  character- 
istic thrill  may  be  felt.  It  usually  has  a  curious  rough  grating  quality.  It  is  diastolic  in 
rhythm,  and  may  be  felt  to  terminate  suddenly  in  a  sharp  shock  which  is  synchronous  with 
the  apex  beat.  The  dullness  is  increased  upwards  from  the  third  left  rib  to  the  second, 
or  even  higher  ;  it  extends  well  to  the  right  of  the  sternum,  but  it  does  not  reach  far  to  the 
left,  though  in  a  few  cases  it  extends  to  the  left  nipple  line,  even  when  mitral  stenosis  is  the 
only  lesion  present.  The  more  the  dullness  extends  to  the  left,  however,  the  less  likely  is 
the  diagnosis  of  mitral  stenosis  alone  to  be  correct.  At  or  just  inside  the  cardiac  impulse, 
a  loud,  rough,  rumbling,  vibrating  bruit  may  be  heard,  which  runs  up  to,  and  is  continuous 
with,  a  loud,  accentuated,  slapping  first  sound,  which  may  or  may  not  be  followed  by  a 
systolic  murmur.  This  characteristic  bruit  may  occupy  the  whole  of  the  diastole,  and  may 
commence  with  a  doubling  of  the  second  sound.  It  increases  in  intensity  until  it  finally 
ends  in  the  loud  first  sound.  It  may,  however,  be  shorter,  and  commence  in  the  middle  or 
latter  part  of  diastole.  It  is  usually  termed  presystolic,  as  it  runs  up  to  and  is  continuous 
with  the  first  sound.  The  other  abnormal  signs  to  which  mitral  stenosis  may  give  rise  are 
described  on  pages  S3  and  94. 

All  the  Conditions  which  cause  Enlargement  of  the  Left  Ventricle. — Whenever 
compensation  begins  to  fail  in  cases  of  mitral  regurgitation  from  any  cause,  aortic  disease, 
enlargement  of  the  left  ventricle  from  chronic  Bright's  disease,  arteriosclerosis,  alcoholism, 
or  other  causes  discussed  above,  and  there  is  backward  pressure  through  the  lungs,  hyper- 
trophy of  the  right  ventricle  serves  to  maintain  compensation  for  a  time.  The  increase  in 
the  size  of  the  right  ventricle  would  be  indicated  by  the  advent  of  epigastric  pulsation  and 
a  further  increase  of  the  dullness  to  the  right  of  the  sternum,  but  the  diagnosis  of  its  cause 
would  rest  upon  data  already  discussed  under  the  heading  of  mitral  regurgitation  (see  p. 
210). 

2.  Diseases  of  the  Lung. 

Fibroid  Lun^  gives  rise  to  symptoms  and  physical  signs  so  characteristic  that  there 
is  rarely  any  difficulty  in  making  a  diagnosis.  The  hypertrophy  of  the  right  ventricle  is  of 
secondary  importance,  and  does  not  become  manifest  until  late  in  the  disease.  The  retraction 
of  the  lung  draws  the  heart  over  towards  the  affected  side,  and  in  consequence  of  the 
displaced  cardiac  impulse  and  the  increased  area  of  pulsation,  it  may  appear  to  be  much 
larger  than  it  really  is.  When  the  right  lung  is  affected,  there  may  be  well-marked  epigastric 
pulsation,  and  the  cardiac  impulse  may  be  to  the  right  of  the  sternum  in  the  fifth  intercostal 
space,  the  maximum  point  being  in  some  cases  as  far  out  as  the  right  nipple  line.  When 
the  left  lung  is  affected,  the  heart  may  be  pulled  over  towards  the  left,  so  that  the  cardiac 
impulse  is  situated  in  the  anterior,  or  even  in  the  mid-axillary  line.  In  consequence  of  the 
shrinking  of  the  lung,  more  of  the  anterior  surface  of  the  heart  will  lie  in  contact  with  the 
thoracic  wall,  and  there  may  be  therefore  an  increased  area  of  visible  pulsation  in  the  second, 
third,  or  fourth  intercostal  space.  In  addition  to  displacement  of  the  cardiac  impulse,  there 
is  diminution  in  the  size  and  decrease  in  the  movement  of  the  affected  side  of  the  chest, 
the  shoulder  is  drawn  down,  the  spine  curved  with  the  concavity  towards  the  affected  side  ; 
there  is  increased  tactile  vocal  fremitus,  impairment  of  note  on  percussion,  and  possibly 
a  cracked-pot  sound  ;  and,  should  there  be  dilated  bronchial  tubes,  there  are  cavernous 
or  amphoric  breathing,  bronchophony,  pectoriloquy,  and  loud  crackling  rales.  With  the 
exception  of  compensatory  emphysema,  there  may  be  no  sign  of  disease  in  the  other  lung, 
a  point  which  helps  to  distinguish  this  condition  from  phthisis.  The  chief  symptoms  are 
chronic  cough,  dyspnoea,  abundant  expectoration  on  rising  in  the  morning,  the  sputum 
often  being  fcrtid  on  account  of  the  bronchiectasis  so  frequently  associated  with  fibroid  lung. 
The  patient  may  be  well  nourished  and  show  no  signs  of  loss  of  flesh.  Haemoptysis  occurs 
occasionally,  but  no  tubercle  bacilli  will  be  found  in  the  sputum.  There  is  often  extreme 
clubbing  of  the  fingers. 

Chronic  Bronchitis  and  Emphysema   may  so  increase  the  volume  of  the  lungs  that 


Digitized  by 


Google 


ENOPHTHALMOS  217 

they  cover  the  anterior  surface  of  the  heart  completely  ;  consequently  the  cardiac  impulse 
may  be  invisible,  the  superficial  cardiac  dullness  diminished  or  absent,  and  the  heart  sounds 
faint  or  even  inaudible.  In  these  circumstances  it  is  not  an  easy  matter  to  diagnose  enlarge- 
ment of  the  heart.  Should  there  be  dilatation  of  the  right  ventricle  as  well  as  hypertrophy, 
and  also  tricuspid  regurgitation,  a  systolic  murmur  may  be  heard  over  the  lower  part  of  the 
sternum  and  in  the  fourth  and  fifth  left  intercostal  spaces  close  to  the  sternum,  and  cedema 
of  the  legs,  ascites,  enlargement  of  the  liver,  and  albuminuria  may  also  be  present.  If,  in 
addition,  there  are  signs  of  pulmonary  emphysema,  viz.,  the  cubical  chest,  wide  epigastric 
angle,  increased  tactile  vocal  fremitus,  hyper-resonant  percussion  note,  diminished  area 
of  hepatic  and  cardiac  dullness,  increased  voice  sounds,  diminished  vesicular  murmur  with 
prolongation  of  the  expiratory  sound,  with  or  without  non-consonating  rales  and  rhonchi, 
and  if  there  are  no  indications  of  fibrosis  of  the  heart  valves  from  former  endocarditis, 
chronic  Bright's  disease,  or  primary  arteriosclerosis,  enlargement  of  the  heart  with  failure 
of  compensation  as  a  result  of  chronic  bronchitis  and  emphysema  may  be  diagnosed. 

3.  Diseases  of  the  Right  Side  of  the  Heart. 

Pulmonary  Stenosis. — ^This  is  the  commonest  form  of  congenital  heart  disease.  In 
addition  to  cyanosis,  clubbing  of  the  fingers  and  toes,  polycythaemia,  dyspnoea,  and  signs 
of  hypertrophy  of  the  right  ventricle,  there  is  usually  a  well-marked  systolic  thrill  over  the 
second  left  intercostal  space  close  to  the  sternum,  and  a  loud,  rough  systolic  murmur  in  the 
same  position.  The  murmur  is  not  transmitted  to  the  carotids  in  the  neck,  as  is  that  of 
aortic  stenosis. 

Pulmonary  Incompetence. — This  lesion  may  be  associated  with  congenital  pulmonary 
stenosis,  or  may  be  due  to  infective  endocarditis  (especially  gonococcal),  but  by  far  the 
commonest  cause  is  functional  incompetence  from  dilatation  of  the  pulmonary  artery  and 
orifice  secondary  to  the  high  tension  produced  in  the  pulmonary  circulation  by  mitral 
stenosis.  It  may  be  difficult  to  distinguish  from  aortic  regurgitation  ;  the  early  diastolic 
bruit  of  pulmonary  incompetence  is  most  audible,  however,  in  the  third  and  fourth  left 
intercostal  spaces  midway  between  the  left  nipple  line  and  the  left  border  of  the  sternum, 
whereas  in  aortic  disease  the  diastolic  bruit  is  usually  heard  best  in  the  third  left  space  close 
to  the  left  border  of  the  sternum.  The  visible  pulsation  of  the  superficial  arteries,  and  the 
collapsing  pulse,  which  are  so  characteristic  of  aortic  incompetence,  are  not  present  in 
cases  of  pulmonary  incompetence.  Herbert  French, 

ENLARGEMENT  OF  THE  KIDNEY.— (See  Kidney,  Enlargement  of,  p.  352.) 

ENLARGEMENT  OF  THE  LIVER.— (See  Liver,  Enlargements  of  the,  p.  366.) 

ENLARGEMENT  OF  THE  LYMPHATIC  GLANDS.— (See  Lymphatic  Gland 
Enlargement,  p.  376.) 

ENLARGEMENT  OF  THE  SALIVARY  GLANDS  (See  Swelling  of  the  Salivary 
Glands,  p.  694). 

ENLARGEMENT  OF  THE  SPLEEN.— (See  Spleen,  Enlargement  of,  p.  628.) 

ENLARGEMENT  OF  THE  THYROID  GLAND.— (See  Thyroid  Gland  Enlarge- 
ment, p.  721.) 

ENOPHTHALMOS  (or  Retraction  of  ttie  Eyeball).— This  may  occur:  (i)  In 
wasting  diseases  ;  (2)  In  paralysis  of  the  cervical  sympathetic  ;  (3)  In  various  congenital 
affections. 

The  enophthalmos  in  wasting  diseases  is  due  to  the  absorption  of  the  orbital  fat, 
and  the  diagnosis  as  regards  the  eye  presents  no  difficulty. 

Enophthalmos  due  to  paralysis  of  the  cervical  sympathetic  is  always  associated  with 
the  other  well-defined  symptoms  of  this  condition,  namely,  diminution  in  the  size  of  the 
palpebral  aperture,  constriction  of  the  pupil,  and  absence  of  sweating  and  blushing  on  the 
paralyzed  side.  The  pupil  is  constricted  owing  to  the  paralysis  of  the  dilator  fibres,  the 
pupil  therefore  not  dilating  in  a  feeble  light. 
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In  certain  congenital  cases  there  is  well-marked  retraction  associated  with  defective 
or  irregular  movements  of  the  affected  eyeball.  The  ocular  muscles  are,  as  a  rule,  inserted 
much  farther  back  in  the  sclerotic  than  is  normally  the  case.  The  condition  appears  to 
be  due  to  the  absence  or  defective  insertion  of  the  extrinsic  muscles  of  the  eye,  and  may 
be  recognized  by  its  existence  since  birth.  Herbert  L.  Eason. 

ENURESIS  occurs  almost  exclusively  in  children,  and  although  most  frequently 
confined  to  the  night,  it  may  occur  in  the  day.  It  must  be  distinguished  from  incontinence 
of  urine  ;  the  patient  has  usually  full  control  of  micturition  during  the  day,  although  some- 
times the  desire  to  urinate  must  be  satisfied  quickly  or  a  little  dribbling  may  take  place. 
The  child  completely  empties  the  bladder,  often  without  waking,  once  or  several  times 
during  the  night.  The  bladder  need  not  be  quite  filled  for  micturition  to  occur,  for  it 
takes  place  in  the  early  hours  of  the  night. 

Enuresis  is  often  accompanied,  and  may  be  caused,  by  slight  affections,  such  as 
phimosis,  balanitis,  small  urinary  meatus,  vulvitis,  constipation,  or  intestinal  worms,  the 
correction  of  which  remedies  the  trouble,  but  in  other  cases  there  seems  nothing  to  promote 
the  excitability  of  the  detrusor  muscle.  It  is  cured  not  infrequently  by  an  operation  for 
the  removal  of  enlarged  tonsils  and  adenoid  gro\^i;hs,  or  after  the  administration  of  small 
doses  of  thyroid  extract.  It  has  been  stated  that  the  condition  is  due  to  faulty 
development  or  deficient  innervation  of  the  sphincter  muscle,  or  to  spasm  of  the 
detrusor  ;  but  this  is  difficult  to  prove.  If  the  sphincter  muscle  were  paralyzed  or 
deficient,  there  would  be  true  incontinence  of  urine,  whereas  this  is  not  so,  and  the 
children  are  often  of  good  development  and  health.  It  is  probable  that  the  infantile 
condition  in  which  the  detrusor  muscle  holds  the  mastery  over  the  sphincter  persists, 
a  relative  disparity  between  the  innervation  of  the  two  sets  of  muscles  allowing  the 
detrusor,  which  normally  is  held  in  check  by  the  sphincter,  to  overcome  the  compara- 
tively weak  action  of  the  latter.  When  enuresis  persists  throughout  childhood,  it  may 
disappear  at  puberty,  when  the  prostate  gland  enlarges  and  strengthens  the  action  of 
the  sphincteric  apparatus. 

It  is  important  to  exclude  both  pyelitis,  phosphaturia,  and  oxaluria  before  a  diagnosis 
of  simple  enuresis  is  made.  In  either  case  nocturnal  micturition  maj*^  be  the  chief 
symptom  ;  microscopical  examination  of  the  centrifugalized  deposit  will  detect  the  pus 
cells  or  the  excess  of  calcium  oxalate  crystals,  and  a  bacteriological  examination  of  a 
specimen  of  urine  passed  directly  into  a  sterile  bottle  or  obtained  by  a  catheter  should  be 
made  in  order  to  diagnose  or  exclude  coli  bacilluria  (p.  69). 

In  most  cases  no  source  of  irritation,  alteration  in  the  urine,  or  disease  of  the  bladder 
can  be  found.  The  child  is  nervous  and  sensitive  from  a  feeling  of  shame  due  to  attempts 
by  the  parent  to  cure  the  trouble  by  punishment.  In  some  the  enuresis  may  accompany 
a  minor  epileptic  attack,  in  which  case  there  may  be  longer  intervals  than  is  usual  in  simple 
enuresis,  or  there  may  be  a  history  of  epilepsy,  insanity,  or  other  nerve  trouble  in  the 
parent.  /?.  //.  Jocehjn  Stcan. 

EOSINOPHILIA  denotes  a  relative  increase  in  the  coarsely  granular  eosinophile  cells 
of  the  blood  (Plate  II,  Fig.  L,  p  22) ;  it  is  determined  by  preparing  blood  films  and  making 
a  differential  leucocyte  count.  Normally,  the  coarsely  granular  eosinophile  cells  vary 
from  0  to  2  per  cent  ;  the  point  at  which  eosinophilia  begins  is  quite  arbitrary  ;  but  one 
may  say  that  although  it  is  unusual,  under  perfectly  healthy  conditions,  to  find  more  than 
2  per  cent  of  these  cells  in  the  differential  count,  they  should  reach  5  per  cent  or  more 
before  the  term  eosinophilia  is  applied  to  the  condition.  It  is  probable  that  some  normal 
people  have  upwards  of  5  per  cent  of  these  cells,  but  beyond  this  point  they  are  nearly 
always  pathological. 

One  may  divide  the  causes  of  eosinophilia  under  main  headings  as  follows  : — 

1.  Conditions  in  which  Eosinophilia  is  slight,  inconstant,  and  of  little  diagnostic 
significance : — 

Post-febrile  states,  after  : — 

Scarlet  fever  Acute  articular  rheumatism         Varicella 

Pneumonia  Measles  Malaria. 
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Affections  of  the  bone-marrow  : — 

Splenomedullary  leukaemia  I     Rickets  I     Osteomalacia 

Sarcoma  of  bone  I     Osteomyelitis  | 

Addison's  disease. 

From  certain  chemicals,  particularly  camphor,  sulphuretted  hydrogen. 
In  ovarian  maladies. 
Gonorrhoea. 

During  the  positive  stage  of  tuberculin  reaction. 

Some  cases  of   mahgnant  disease,  especially  when  there  are  metastases — carcinoma, 
lymphosarcoma. 

2.  Conditions  in  wliicta  Eosinopliilia  may  be  marked. 

(a).  Spasmodic  Asthma, 

(6).  Certain  Skin  Diseases^  more  particularly  the  bullous  dermatoses  : — 


Pemphigus 
Erythema    bullosum 


Dermatitis  herpetiformis  (Duh- 

ring's  disease) 
Hydroa 


Herpes  iris,  or  erythema  iris 
Herpes  gestationis 


It  is  much  rarer  in  other  cases  of  skin  disease,  but  is  noted  occasionally  in  psoriasis, 
eczema,  and  exceptionally  in  some  other  affections  of  the  skin. 


(c).  Certain  Parasitic  Affections,  particularly  : — 

Ankylostomum    duo-     |     Bothriocephalus  latus 

denale  Tsenia  solium 

Bilharzia  hsematobia     |     Taenia  mediocanellata 

It  is  much  less  constant,  and  indeed  generally  absent,  in  cases  of  : — 


Filaria  sanguinis  hominis 
Trichina  spiralis 


Ascaris  lumbricoides 
Trichocephalus  dispar 


Oxyuris  vermicularis 
Pediculus  capitis 
Pediculus  pubis 


Pediculus  corporis 
Acarus  scabiei 


The  list  above  almost  speaks  for  itself,  and  little  discussion  is  needed.  None  of  the 
conditions  named  is  necessarily  associated  with  eosinophilia,  but  the  coarsely  granular 
cosinophile  cells  often  reach  a  figure  between  5  and  15  per  cent  in  the  differential  count 
in  many  of  the  diseases  that  come  under  headings  (a),  (6),  and  (c),  whilst  sometimes  during 
paroxysmal  asthma  they  may  reach  25,  50,  or  even  more  per  cent,  and  they  are  often  over 
20  per  cent  in  the  severer  forms  of  parasitic  disease.  The  eosinophilia  of  leukaemia  has 
often  had  stress  laid  upon  it  in  text-books,  but  as  a  matter  of  fact,  although  the  coarsely 
granular  cosinophile  cells  per  cubic  millimetre  of  blood  may  be  considerably  above  the 
normal  along  with  all  the  other  corpuscles,  yet  when  reduced  to  percentages  in  the  differ- 
ential leucocyte  count,  the  cosinophile  corpuscles  seldom  number  more  than  2  or  3  per 
cent  of  all  the  white  cells  present. 

The  value  of  eosinophilia  in  discriminating  between  artificial  bleb-formation  and  a 
true  bullous  dermatosis  is  mentioned  in  the  article  upon  Bull^  (p.  96). 

The  difficulty  sometimes  present  in  deciding  whether  in  a  given  case  the  lesion  is 
primary  emphysema  and  bronchitis,  or  primary  asthma  succeeded  by  emphysema  and 
bronchitis,  is  discussed  on  page  535  ;  and  the  value  of  eosinophilia  in  discriminating 
between  truly  asthmatic  cases  and  those  which  simulate  asthma  but  are  really  cardiac, 
renal,  or  bronchitic,  is  there  referred  to.  It  should  be  noted  that  the  eosinophilia  is  not 
confined  to  the  blood,  being  present  also  in  the  cells  in  the  sputum  ;  it  occurs  during  the 
paroxysms  of  asthma,  and  rapidly  disappears  in  the  intervals. 

When  a  patient  is  suffering  from  an  obscure  form  of  anaemia,  and  when  the  blood  at 
the  same  time  exhibits  considerable  eosinophilia,  the  latter  may  sometimes  be  the  first 
suggestion  that  there  is  a  serious  parasitic  infection  in  the  case,  and  careful  examination 
of  the  fceces  or  urine  for  the  parasites  themselves  or  for  their  ova,  with  the  administration 
of  anthelmintic  drugs,  may  then  be  resorted  to  for  confirmation  of  the  diagnosis  (see 
Parasites,  Intestinal,  p.  519).  Persons  who  have  been  resident  in  the  tropics  are  more 
liable  to  unsuspected  infection  of  this  kind  than  are  others.  Herbert  French. 
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EPIPHORA,  or  overflow  of  the  tears,  may  be  due  to  (1)  Increased  secretion  ;  (2)  The 
puncta  lachrymalia  not  being  in  close  apposition  to  the  globe  ;  (3)  Obstruction  of  the  lachrymal 
canaliculi  or  duct. 

1.  The  most  familiar  cause  of  epiphora  due  to  increased  secretion  of  tears  is  the  act 
of  weeping,  in  which  the  flow  is  due  to  psychical  stimuli.  Epiphora  may  also  occur  in  the 
lachrymation  caused  by  conjunctivitis^  corneal  ulcers,  and  other  inflammatory  affections 
of  the  eye  (p.  231). 

2.  Tears  only  find  their  way  down  the  canaliculi  by  capillary  attraction,  the  puncta 
lachrymalia  being  applied  closely  to  the  surface  of  the  globe.  In  feudal  paralysis,  owing 
to  the  failure  of  the  orbicularis  palpebrarum  muscle,  the  lids  are  no  longer  braced  up  against 
the  eye,  and  the  lower  lid  droops  away  from  the  globe.  The  tears  collect  in  the  sulcus 
thus  formed,  and  run  over  on  to  the  cheek.  The  condition  is  easily  diagnosed  by  the 
inability  to  close  the  eye  entirely,  either  by  passive  or  active  movements.  In  cases  of 
chronic  marginal  blepharitis,  hypertrophy  of  the  lid-edge  and  the  conjunctiva  results  in  a 
slight  eversion  or  ectropion.  The  punctum  lachrymale  of  the  lower  lid  is  no  longer  in 
apposition  with  the  eye,  and  epiphora  follows,  causing  continual  moisture  of  the  edge  of 
the  lids  and  aggravation  of  the  original  condition.  Cicatricial  ectropion  from  bums,  injury, 
sclerodermia,  or  lupus  of  the  cheek  may  also  result  in  epiphora  ;  and  so  may  severe  proptosis 
(see  Exophthalmos,  p.  229),  resulting  from  tumours  or  inflammation  at  the  back  of  the 
orbit,  or  from  Graves's  disease. 

3.  The  lachrymal  ducts  may  be  congenitally  obstructed.  The  obstruction  is  usually 
unilateral,  and  is  due  to  a  plug  or  septum  of  uncanalized  epithelium  situated  in  the  lower 
part  of  the  duct.  The  epiphora  is  as  a  rule  not  evident  till  the  seventh  or  eighth  day,  at 
which  period  the  infant  first  begins  to  shed  tears,  and  owing  to  the  suppuration  of  the  tears 
collected  in  the  lachrymal  sac  the  malady  may  be  mistaken  for  a  chronic  conjunctivitis. 
The  unilateral  nature  of  the  affection,  and  the  presence  of  tears  or  pus  in  the  sac,  are  the 
diagnostic  signs,  and  the  obstruction  may  generally  be  cured  by  a  single  probing  of  the 
duct  through  the  dilated  but  uncut  canaliculus.  Congenital  absence  of  one  or  both  canaliculi 
has  been  recorded.  Stenosis  of  the  lachrymal  duct  may  also  occur  as  the  result  of  catarrhal 
congestion  of  the  mucous  membrane,  or  from  some  organic  obstruction,  due  to  cicatrization 
following  abscess  in  the  lachrymal  sac  or  necrosis  of  the  bones  forming  the  walls  of  the  duct. 
The  diagnosis  can  only  be  made  by  syringing  through  the  canaliculi  ;  in  catarrhal  obstruc- 
tion, fluid  can  usually  be  forced  into  the  nose,  but  in  organic  stricture  it  is  returned  through 
the  other  canaliculus.  In  such  cases  the  stenosis  can  be  relieved  by  the  passage  of  a  probe, 
after  slitting  the  lower  or  upper  canaliculus,  or  by  various  operations,  which  are  now  on 
their  trial,  for  the  formation  of  a  permanent  direct  opening  from  the  lachrymal  sac  into 
the  nasal  cavity. 

Excision  of  the  lachrymal  sac  for  chronic  suppuration  is  always  followed  by  epiphora, 
but  this  condition  may  often  be  preferable  to  the  discomfort  caused  by  recurrent  lachrymal 
abscess  and  to  the  risk  of  corneal  ulcer  with  hypopyon. 

Injury  to  the  duct  or  canaliculus  may  also  cause  permanent  epiphora.     Herbert  L,  Easou. 

EPISTAXIS — rhinorrhagia,  or  bleeding  from  the  nose,  may  be  due  to  local  or  general 
causes,  or  to  a  combination  of  both.  In  many  cases  it  occurs  spontaneously  and  no  cause 
can  be  indicated. 

Local  Causes. 

Injury, — A  blow,  fracture  of  the  base  of  the  skull,  a  foreign  body  in  the  nose,  operation 
on  the  nose,  violent  coughing,  sneezing  or  nose-blowing,  nose-picking. 

Ulceration. — Traumatic,  syphilitic,  malignant,  tuberculous,  leprous. 

New  Growth. — Adenoid  growths,  polypi,  fibroma,  angioma,  malignant  disease. 

Varicosity  of  the  Veins  of  the  nasal  mucosa  :    multiple  hereditary  telangiectases. 

Acute  Infective  Inflammation. — Severe  catarrh,  diphtheria,  scarlet  fever,  influenza. 

General  Causes. 

High  Arterial  Blood-pressure,  such  as  obtains  in  granular  kidney  and  chronic  renal 
disease,  arteriosclerosis,  gout,  cirrhosis  of  the  liver,  heart-disease. 

High  Venous  Blood-pressure  in  bronchitis,  emphysema,  dilatation  of  the  right  heart ; 
in  cerebral  congestion,  when  blood  passes  from  the  superior  longitudinal  sinus  by  an 
emissary  vein  going  through  the  foramen  caecum  to  the  nasal  mucosa  :  in  *  determination 
of  blood  to  the  head  '  ;   in  schoolboys  and  children  after  taking  violent  exercise. 
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Altered  Conditions  of  the  Blood, — Haemophilia,  pernicious  ansemia,  purpura,  scurvy, 
leuksemia,  chlorosis,  jaundice,  and  the  onset  of  acute  specific  fevers,  particularly  enteric, 
scarlet  fever,  and  measles. 

Alterations  in  Atmospheric  Pressure. — Mountaineering,  diving,  caisson  disease. 

Epistaxis  of  Obscure  Origin,  often  attributed  to  congestion,  and  occurring  : — In 
childhood  ;  at  puberty,  especially  in  girls  ;  as  the  alleged  vicarious  menstruation  ;  as 
the  result  of  sexual  irritation  in  either  sex  ;  in  women  at  the  menopause. 

In  some  cases  the  blood  issues  from  both  nostrils  ;  in  the  majority,  particularly  when 
the  cause  of  the  bleeding  is  local,  from  one  only.  But  it  must  be  remembered  that  nose- 
bleeding  may  occur  without  any  blood  coming  from  the  anterior  nares  ;  if  the  patient 
is  lying  down  the  effused  blood  runs  down  the  sides  or  floor  of  the  nose,  passing  through 
the  posterior  nares  and  entering  the  nasopharynx  ;  when  this  occurs  the  patient  may 
cough  and  spit  it  up,  when  haemoptysis  will  be  observed  ;  if,  on  the  other  hand,  he  swallows 
the  blood,  he  may  vomit  it  later,  when  haematemesis  will  take  place.  In  the  not 
uncommon  instances  in  which  either  of  these  events  occurs  from  epistaxis,  careful  enquiry 
should  sufUce  to  make  the  diagnosis  clear  ;  but  it  should  not  be  forgotten  that  either 
haematemesis  or  haemoptysis  may  indicate  nothing  more  serious  than  an  attack  of  nose- 
bleed inn 

In  every  case  of  epistaxis,  the  history  of  the  attack  should  be  gone  into  carefully. 
Particular  enquiry  should  be  made  as  to  any  sort  of  trauma  that  might  account  for  it, 
and  also  as  to  the  occurrence  of  previous  attacks  of  nose-bleeding.  More  important  still 
is  a  careful  examination  of  the  local  conditions  of  the  nose,  with  use  of  a  nasal  speculum 
to  dilate  the  nares,  and  of  a  mirror  and  lamp  to  secure  a  good  illumination.  In  many  cases 
the  bleeding  point  can  be  seen,  whether  the  haemorrhage  be  arterial  or  venous,  the  so- 
called  "  seat  of  election '  of  epistaxis  being  a  small  and  perhaps  ulcerated  spot  on  the 
cartilage  of  the  septum  not  far  from  its  junction  with  the  ethmoid  and  vomer.  In  other 
instances  no  such  bleeding  point  can  be  seen,  the  blood  oozing  from  the  mucous  membrane 
generally.  The  urine  should  be  tested  for  albumin  and  the  arterial  blood-pressure  measured 
instrumentally. 

Recurrent  Epistaxis  at  irregular  intervals  is  likely  to  be  due  to  some  local  cause. 
For  example,  a  small  ulcer  on  the  septum  nasi,  due  perhaps  to  injury  in  the  first  instance, 
may  scab  over  from  time  to  time  but  never  heal  satisfactorily  ;  a  comparatively  trifling 
injury,  such  as  that  occasioned  by  blowing  the  nose,  may  suffice  to  detach  the  scab, 
epistaxis  following.  Malignant  disease  of  or  about  the  nose,  and  also  adenoid  vegetations, 
often  give  rise  to  repeated  nose-bleeding.  Epistaxis  has  been  a  prominent  symptom  in 
the  rare  hereditary  disease  in  which  numerous  friable  telangiectases  appear  about  the 
surfaces  of  the  body  and  on  mucous  membranes. 

Considerable  aid  in  diagnosing  the  probable  cause  of  an  epistaxis  is  afforded  by  the 
age  of  the  patient.  In  infancy,  the  cause  is  likely  to  be  local  injury  by  a  fall,  a  foreign 
body,  the  habit  of  nose-picking,  or  syphilitic  disease  of  the  nasal  bones.  In  childhood, 
falls  and  blows  on  the  nose  are  common,  the  temptation  to  insert  foreign  bodies  up  the 
nose  still  asserts  itself,  adenoid  growths  in  the  nasopharynx  are  common  ;  and  general 
causes  such  as  heart-disease,  diseases  of  the  blood,  or  obscure  conditions  of  local  congestion, 
may  exist  and  account  for  the  onset  of  epistaxis.  About  the  age  of  puberty  nose-bleeding 
may  occur  in  either  sex,  and  particularly  in  girls,  not  only  in  consequence  of  the  causes 
enumerated  already,  but  also  spontaneously.  In  the  healthy,  or  apparently  healthy, 
young  adulty  almost  any  of  the  list  of  local  and  general  causes  may  account  for  nose- 
bleeding  ;  diagnosis  here  must  rest  upon  the  results  of  the  examination  into  the  local 
conditions  of  the  nose,  and  the  general  state  of  the  organs  of  the  body.  In  the  old,  on  the 
other  hand,  and  in  middle-aged  patients  of  plethoric  habit,  high  blood-pressure  with  or 
without  general  arterial  disease  is  the  most  important  cause  of  epistaxis  ;  it  may  be  a 
natural  remedy  for  the  plethora  from  which  such  persons  suffer,  and  not  infrequently  does 
relieve  them  from  such  symptoms  as  a  sense  of  fullness  and  congestion  of  the  head,  tinnitus 
aurium,  or  the  appearance  of  flashes  of  light  or  muscac  volitantes  before  the  eyes.  In 
other  instances,  it  may  serve  as  a  warning,  drawing  attention  to  the  abnormally  high  blood- 
pressure  and  to  the  chronic  interstitial  nephritis  or  arteriosclerosis  that  underlies  it. 

A,  J.  J  ex- Blake. 

ERUCTATIONS.— (See  Fi.vtulence,  p.  240  ;  and  Heartburn,  p.  296.) 
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ERUPTIONS,  BULLOUS,  VESICULAR,  Etc.— (See  Bull^,  Vesici^s,  Etc.) 

ERYTHEMA  signifies  a  pathological  reddening  of  the  skin  from  vascular  hypenemia, 
the  redness  disappearing  on  pressure,  to  return  when  the  pressure  is  removed.  There  is  no 
strict  line  at  which  one  can  say  mere  redness  of  the  skin  ends  and  actual  erythema  begins. 
For  instance,  Flushing  (p.  241)  would  hardly  merit  the  term  erythema  in  some  cases, 
though  it  would  in  others  ;  clinically,  however,  there  is  seldom  dilTiculty  in  deciding  what  is 
erythema  and  what  is  not.  It  may  be  local  or  general,  and  may  be  due  to  many  causes, 
including  the  following  : — 

1.  Drugs. 

(a).  External  Applications,  including  all  Rubefacients : — 


Turpentine 
Poultices 
Mustard  plasters 
Ammonia 
Croton  oil 
Cantharides 
Capsicum 
Carbolic  acid 


Mineral  acids 
Alkalies 

Alcohol  and  alcoholic  prepar- 
ations 
Chrj'sarobin 
Oil  of  cade 
Strong  mercurials 
Iodoform 


(6).  Medicines  taken  by  the  Mouth : — 


Copaiba 

Cubebs 

Sandalwood  oil 

Belladonna 

Atropine 

Salicylates 

Aspirin 

Sulphonal 

Veronal 


I    Trional 
Chloral 

Chloral  hydrate 
Butyl  chloral  hydrate 
Chloralamide 
Antipyrin 
Arsenic 
Quinine 
Boric  acid 


(c).  Therapeutic  Agents  injected  Hypodermically  : — 

Antistreptococcus  serum 
Antitetanic  serum 
Antipneumococcus  serum 
Salvarsan 


Normal   horse  serum 
Antidiphtheritic 

senim 
Anti-anthrax  senim 


Arnica 
Mesotan 

Methyl-salicylic  acid 
Certain  soaps 
-V-ray  dermatitis 
Badium  applications. 


Bhubarb 
Benzoic  acid 
Mercury 
Bromides 
Iodides 
Pilocarpine 
Valerian 
Chlorate  of  potash 


Neosalvarsan 

Atoxyl 

Sodium  cacodylatc. 


(d).  Therapeutic  Agents  injected  per  Rectum  : — 

Soap  and  water  enema t a  |      Other  eneniata 

2.  Erythema  Artefactum  (Malingering). 

3.  Irritants  affecting  Woricers  at  Certain  Trades,  in  which  they  have  to  handle  or 
come  in  contact  with  erythema-producing  substances,  such  as  : — 

Turpentine  Fishermen  handling  jelly-fish.  Satin-wood  sawdust 

Varnish  sea  eats,  weevers  and  other  Leaves  of  Primula  obconica 

Aniline  dyes  Tar  products                        [fish  Leaves  of  Bhus  toxicodendron 

Volatile  oils  Besins  Juice     of     knot-grass     (Poiy- 

Scents  Vanilin                                                    gonum  avieulare) 

4.  After  Operations  sometimes,  perhaps  the  result  of  the  anaesthetic. 

5.  Extremes  of  Heat  or  Cold  : — 

Erythema  solare  |     Erj'thema  ab  igne  |     Erv'thema  a  frigore 

6.  Around  Inflammatory  Fod,  such  as  : — 

Over  any  abscess  as  it  nears  the  surface — api>endicular,  mastoid,  dental, 
hepatic,  axillary,  inguinal,  a  pointing  empyema,  and  so  on. 

Bound  superficial  inflammations  of  the  skin,  such  as  boils,  carbuncles,  furuncles, 
malignant  pustules,  and  so  on  ;  or  as  part  of  other  skin  lesions,  such  as  eczema, 
lupus  erythematosus,  urticaria,  ringworm,  tinea  versicolor,  erj'thema  iris, 
hydroa,   erythema  nodosum,  phlebitis,  cellulitis,  lymphangitis. 

7.  As  part  of  a  General  Illness,  in  which  other  symptoms  are  likely  to  be  even  more 
prominent : — 

Cerebrospinal  menin-    i    Ptomaine  poisoning  I    Leprosy 

gitis  I    Malaria  )    Dengue. 
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8.  As   a  Prominent  Symptom  of  a  Disease  which  may   or  may  not  present  other 


symptoms  at  the  time. 

(a).  Localized  Erythema  : 

Erysipelas 
Small-pox 
Gout 

Erythromelalgia 
Ravnaud^s  disease 


Erjiihema  induratum  (Bazin's 

disease) 
Polymyositis 
Trichinosis 
Rat-bite  fever 


(6).  Generalized  Erythema  : 

Scarlet  fever 
Measles 

German  measles 
'  Fourth  '  disease 


Acute  rheumatism 
Parasitic  toxaemias,  e.g., 

Hydatid  disease 

Tapeworm 


from 


Generalized  Erytliema  without  obvious  cause: — 

Erythema  simplex         I    Erj'thema  multiforme 


Pellagra 
Meige's  disease 
Angioneurotic  oedema. 


Filariasis 
Trypanosomiasis. 
Snake  bite 


Erythema      exfoliativum 
seu  scarlatini forme. 


In  arriving  at  the  cause  of  erythema  in  any  particular  case,  the  diagnosis  is  very  often 
obvious  when  the  possibilities  are  borne  in  mind.  Indeed,  many  of  the  conditions  men- 
tioned in  the  list  above  do  not  require  any  further  discussion.  The  appearance  of  the  part 
affected  will  often  suggest  that  some  external  application  is  the  cause  :  vesiculation  may 
result  from  almost  any  of  the  substances  which,  in  weaker  solution,  produce  erythema 
only  ;  there  is  nothing  pathognomonic  about  the  naked-eye  appearances  from  which  to 
tell  the  application  used  ;  the  history  as  to  what  the  patient  has  been  applying  to  the  skin 
is  needed  ;  and  if  malingering  by  surreptitious  application  is  suspected,  the  cessation  of 
the  lesions  when  the  patient  is  placed  under  circumstances  where  further  applications  are 
not  possible  will  confirm  this.  One  point  of  importance  is  that  the  red  patches  produced 
by  carbolic  acid  may  be  such  as  to  simulate  tinea  circinata  ;  but  the  absence  of  spores  upon 
the  hairs  removed  from  the  patch  when  they  are  examined  microscopically  will  exclude 
this. 

Local  reaction  from  the  application  of  ir-rays  on  repeated  occasions  is  familiar ;  it 
differs  from  »r-ray  cancer  in  that,  though  the  erythema  may  persist  for  weeks,  or  may 
develop  into  a  vesicular  eruption  (ar-ray  dermatitis  or  a?-ray  bum),  which  may  be  very 
resistant  to  treatment,  it  ultimately  subsides,  leaving  a  brown  pigmented  stain,  whereas 
a!-ray  cancer  progresses  in  spite  of  cessation  of  the  use  of  the  rays,  leads  to  progressive  if 
slow  destruction  of  the  affected  parts,  and  ultimately  behaves  like  an  ordinary  epithelioma. 

Radium  bums  are  less  common  than  they  used  to  be,  because  of  greater  knowledge  of 
the  methods  of  screening  the  skin  from  the  effects  of  the  superficial  rays  by  means  of  lead 
or  silver  sheets  ;  but  most  radium  applications  are  followed  by  some  degree  of  local  reaction, 
of  which  erythema  is  a  prominent  feature,  for  a  week  or  ten  days,  after  which  the  reaction 
subsides  rapidly  though  often  followed  by  local  brown  pigmentation  of  the  skin. 

The  phenomena  of  serum  reactions  are  familiar  ;  the  effects  are  due  to  the  serum 
itself  rather  than  to  the  antitoxin  it  contains,  and  they  form  part  of  what  is  known  as 
anaphylaxis.  The  injection  of  any  foreign  proteid  into  the  system  is  followed  by  chemical 
reactions  in  the  body  antagonistic  to  the  injected  proteid,  and  when  these  reactions  are  at 
their  height  the  body  is  extra-sensitive  (anaphylactic)  to  a  further  injection  of  the  same 
foreign  proteid.  In  the  case  of  horse-serum  this  state  of  anaphylaxis  reaches  its  height 
about  eight  or  nine  days  after  the  original  injection  ;  it  is  at  this  time  that  the  symptoms 
of  '  serum  disease  '  show  themselves  clinically.  The  patient  begins  to  ache  all  over,  with 
more  or  less  acute  pains  in  the  back  and  limbs,  sometimes  referred  particularly  to 
the  joints  ;  headache  is  usual,  and  there  may  be  vomiting  ;  the  temperature  rises  moder- 
ately, the  tongue  is  coated,  and  appetite  fails  ;  at  the  same  time  a  blotchy  red  eruption 
appears  upon  the  skin,  sometimes  universally,  but  generally  with  maximum  intensity  round 
the  site  of  the  inoculation.  There  is  intense  itching,  the  patient  may  not  be  able  to  sleep, 
and  may  not  have  enough  fingers  to  scratch  himself  with.  The  eruption  is  sometimes  a 
pure  urticaria,  but  quite  as  often  generalized  erythema  preponderates,  with  multiple  urti- 
carial wheals  amongst  the  erythema.  Vesication  is  imcommon.  These  symptoms  last 
but  a  day  in  mild  cases, — two,  three  or  even  four  days  in  others.     They  nearly  always 
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subside  spontaneously,  but  in  a  few  instances  the  serum  reaction  has  been  so  intense  as  to 
prove  fatal. 

The  erythema  which  sometimes  follows  the  injection  of  salvarsan,  neosalvarsan^ 
aioocyU  or  sodium  cacodylaie  may  be  severe  for  a  time,  but  it  is  usually  transient,  and  it 
only  develops  in  a  small  minority  of  cases.  It  is  probably  due  to  the  arsenic  which  is 
present  in  relatively  high  proportions  in  organic  combination  in  these  drugs. 

The  erythema  that  may  follow  enemata  is  generally  universal,  and  for  the  time  being 
the  patient  looks  very  much  as  if  he  had  scarlet  fever.  Indeed,  the  physician  may  be 
unable  at  the  moment  to  make  sure  that  it  is  not  scarlatina,  especially  if  the  case  is  febrile 
already.  The  erythema  disappears  in  about  twenty-four  hours  or  less,  is  not  accompanied 
by  vomiting,  sore  throat,  or  albuminuria,  and  is  not  followed  by  desquamation.  The  fact 
that  it  has  followed  directly  after  the  administration  of  an  enema  is  the  main  point  in  the 
diagnosis. 

Erythema  due  to  the  various  trade  causes  mentioned  under  Group  3  in  the  above 
list  may  not  be  relegated  to  its  correct  cause  unless  the  nature  of  the  patient's  occupa- 
tion is  fully  understood :  but  a  general  indication  which  is  common  to  all  this  group  of 
erythemata  is  that  the  patient  does  not  suffer  when  he  is  away  from  his  work,  but 
gets  recurrences  when  he  returns  to  his  old  surroundings.  The  same  applies  to  the  effects 
of  certain  garden  and  hot-house  plants,  though  here  the  source  of  the  irritant  may  escape 
diagnosis  unless  the  possibility  is  borne  in  mind  ;  particularly  in  the  case  of  persons  living 
in  houses  upon  which  RhiLS  toxicodendron  is  growing  in  place  of  ampelopsis  as  a  Virginia 
creeper.  Knot-grass  is  a  common  weed  in  some  districts,  but  it  is  not  likely  to  produce 
erythema  unless  the  patient  has  recently  been  indulging  in  extensive  weeding  operations 
in  the  garden. 

The  stings  of  jelly-fish  are  familiar  to  bathers  as  well  as  to  fishermen,  and  in  addition 
to  intense  itching  and  irritation,  acute  oedema  may  result  and  generalized  erythema  and 
urticaria.  The  skin  eruption  may  not  be  confined  to  the  part  actually  stung  by  the  jelly- 
fish, for  sometimes  after  a  latent  period  of  from  twelve  to  twenty-four  hours  there  may  be 
a  generalized  erythematous  eruption  although  the  jelly-fish  sting  may  have  been  purely 
local.  It  is  not  so  much  the  small,  flat,  gelatinous  jelly-fish  that  are  the  worst  offenders  in 
this  respect,  as  the  much  larger  ones  with  long  red  streamers. 

The  effects  of  being  pricked  by  the  spines  on  the  gills  or  fins  of  certain  fish,  especially 
sea-cats  and  weever  fish,  are  familiar  to  most  fishermen  ;  in  addition  to  acute  irritation  of 
the  skin,  with  or  without  urticaria,  there  may  be  intense  swelling,  vomiting,  headache,  and 
a  feeling  of  such  illness  that  the  patient  may  be  confined  to  bed  in  a  temporarily  serious 
condition  for  several  days.  Sometimes,  indeed,  the  local  spot  which  has  been  pricked  may 
fester  and  remain  a  sore  for  many  months. 

Most  of  the  trade  irritants  are  apt  to  go  further  than  the  production  of  erythema,  an 
acute  vesicular  dermatitis  being  even  commoner  as  the  result  of  irritants  mentioned  on 
page    222. 

Little  need  be  said  about  the  erythema  following  upon  operations,  or  that  which  follows 
upon  extremes  of  heat  or  cold.  Local  er>i:hema,  especially  of  the  feet,  was  very  common 
amongst  those  who  had  to  man  the  trenches  in  the  Great  War  ;  in  most  instances  it  stopped 
short  of  actual  frost-bite  with  gangrene,  but  the  erythema  persisted  for  weeks  or  months, 
accompanied  by  swelling,  and  great  local  pain  and  consequent  limping  gait. 

One  need  not  discuss  from  the  point  of  view  of  the  erythema  itself  the  reddening  that 
may  be  associated  with  abscess  formation,  phlebitis,  cellulitis,  lymphangitis,  etc.,  men- 
tioned in  Group  6  in  the  above  list.  The  diagnosis  is  indicated  by  other  symptoms  that 
will  be  present. 

Ptomaine  poisoning  is  characterized  much  more  by  acute  vomiting,  accompanied  or 
followed  by  severe  recurrent  diarrhoea,  than  it  is  by  erythema  ;  but  in  some  cases  in  which 
er>'thema  is  a  prominent  feature  it  may  make  the  diagnosis  less  easy  than  when  it  is  absent. 
When  a  single  patient  is  attacked,  the  nature  of  the  condition  may  be  difficult  to  determine 
unless  enquiry  into  the  previous  dietary  shows  that  some  particular  food  likely  to  produce 
ptomaine  poisoning  has  been  partaken  of  ;  the  erythema  generally  comes  on  either  at  once 
or  else  twenty-four  hours  or  more  after  the  food  in  question.  It  is  noteworthy  that  precisely 
similar  erythema  may  result  in  some  cases  from  the  ingestion  of  foods  which  do  not 
make  other  persons  ill  at  all,  in  which  respect  there  are  personal  idiosyncrasies  to  crab, 
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strawberries,  and  occasionally  to  other  quite  ordinary  foods  which  the  patient  can  never 
take  without  suffering  from  erythema  or  urticaria,  or  both. 

In  cerebrospinal  meningilis  generaHzed  erythema  is  only  one  of  many  possible  skin 
eruptions  ;  herpes  facialis  is  much  commoner,  and  a  vesicular  eruption  on  the  trunk  and 
limbs  is  more  usual  than  one  which  is  purely  erythematous.  Most  characteristic  of  all, 
however,  are  purpuric  spots,  varying  in  size  from  mere  petechiae  to  relatively  large  purple 
blotches,  though  this  purpura  develops  in  less  than  half  the  cases  ;  at  the  same  time  there 
will  in  most  cases  be  somnolence,  headache,  green  vomit,  and  pyrexia  to  indicate  the  nature 
of  the  malady,  the  diagnosis  of  which  is  confirmed  by  finding  meningococci  after  lumbar 
puncture. 

In  malaria  acute  erythema  is  not  common  ;  the  patient  will  generally  give  a  charac- 
teristic history  of  recurrent  rigors  with  intervals  of  perfect  health,  and  he  will  have  lived 
or  be  living  in  a  malarial  district ;  haematozoa  {Plate  VI,  p.  32)  will  be  looked  for  in  the 
blood. 

Leprosy  is  discussed  on  page  403,  and  dengue  on  i)age  466 ;  patchy  erythema  is 
almost  constant  in  the  latter,  but  is  not  so  frequent  in  the  former. 

The  main  characters  of  each  of  the  various  diseases  that  may  be  associated  with  local- 
ized erythema  mentioned  in  Group  8  (a)  in  the  list  above,  are  described  in  other  parts 
of  this  volume  :  erysipelas  on  page  674  ;  small-pox  on  p)age  560  ;  erythromelalgia  on  page 
256 ;  Raynaud's  disease  on  page  256 ;  erythema  induratum,  or  Bazin's  disease,  on  page 
404  ;  polymyositis  and  trichinosis  on  page  464  ;  and  rat -bite  fever  on  page  598. 

Pellagra,  rare  though  it  is  in  this  country,  has  now  been  recognized  in  so  many 
individual  ()atients  and   in  such  various  parts  of  Great  Britain,  that  it  merits  special 


Fig.  101. — ^Temperature  chart  of  the  last  five  weeks  of  an  exacerbation  of  pellasrra  in  a  case  which  occurred  in  the  south 
of  England.    The  patient  liod  been  ill,  with  fever,  for  seven  weeks  before  he  was  admitted  to  hospital. 

mention,  for  although  it  is  much  commoner  in  other  countries,  especially  Italy,  it  seems 
likely  that  it  would  be  diagnosed  correctly,  and  more  often,  if  its  chief  characters  were  more 
familiar.  The  malady  is  one  of  months  or  years  as  a  rule,  and  a  certain  proportion  of  the 
cases  recover.  The  disease  starts  as  a  rule  with  acute  gastro-intestinal  disturbances  in  the 
form  of  nausea,  vomiting,  and  diarrhoea,  which  last  is  generally  severe  and  sometimes  intract- 
able. Acute  ptomaine  poisoning  may  be  simulated  at  this  stage ;  but  the  diarrhoea,  which 
is  seldom  absent,  persists  in  a  way  that  will  exclude  ptomaine  poisoning,  whilst  at  the  same 
time  there  is  generally  a  remarkable  soreness  of  the  mouth  and  tongue  and  considerable 
salivation,  such  as  does  not  accompany  ptomaine  poisoning.  Such  an  attack  may  subside, 
to  recur  after  an  interval  of  days  or  weeks,  and  sooner  or  later  nervous  symptoms  of  a 
serious  nature  are  added.  These  nerve  symptoms  may  take  the  form  simply  of  progressive 
weakness,  but  more  often  they  may  simulate  some  gross  intracranial  change  on  account  of 
the  severity  of  headache  with  vomiting  and  giddiness,  semi-coma,  and  even,  in  exceptional 
cases,  optic  neuritis  or  optic  atrophy.  Hallucinations  are  common,  and  not  a  few  of  the 
patients  become  actually  insane,  though  this  does  not  happen  as  a  rule  until  the  disease 
has  been  present  for  some  time.  During  exacerbations  there  may  be  pyrexia,  sometimes 
of  long  duration  (Fig.  101),  though  generally  not  of  severe  degree.  The  two  chief  groups 
of  symptoms  which  call  attention  to  the  seriousness  of  the  patient's  illness  in  its  earlier 
stages  are  the  gastro-intestinal  on  the  one  hand,  and  the  cerebral  upon  the  other.  If  either 
of  these  were  present  alone  the  correct  diagnosis  would  probably  never  strike  one,  but  the 
characteristic  feature  which  may  very  likely  call  one's  attention  to  the  nature  of  the  case, 
rare  though  the  condition  is,  are  the  changes  in  the  skin.  A  few  days,  weeks,  or  months 
after  the  fbst  onset  there  develops  on  the  backs  of  the  hands  a  remarkable  discoloration 
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which,  at  first  red  and  erj'^thematous,  presently  becomes  more  pigmented,  so  as  to  resemble 
a  condition  of  extreme  sunburn.  The  skin  soon  becomes  not  only  dark  but  thickened  and 
rough,  and  presently  also  cracks  or  fissures  may  occur  and  desquamation  follows.  Such 
an  attack  of  erythema  of  the  dorsal  surface  of  the  hands  may  subside,  to  recur  again  after 
an  interval,  and  it  may  then  spread  to  the  face  or  other  parts,  remaining  nearly  always 
symmetrical  (Plate  IX).  There  is  a  well-defined  line  of  demarcation  between  the 
erythematous  or  pigmented  parts  and  the  normal  skin  immediately  above  it.  It  is  by 
these  skin  changes  that  the  disease  is  recognized,  and  it  is  generally  upon  looking  back 
over  the  history  that  one  realizes  that  the  previous  cerebral  or  gastro-intestinal 
attacks  were  part  of  the  same  malady.  Cases  have  been  recorded  in  patients  who  have 
never  been  out  of  London,  whilst  in  some  village  districts  in  Hampshire  and  in  some 
parts  of  Scotland  several  consecutive  cases  have  been  recognized  in  the  same  valley, 
and  there  is  a  belief,  not  yet  proved,  that  the  disease  is  microbic,  and  spread  by  infection 
from  water  derived  from  particular  soil ;  though  there  is  an  alternative  theory  that  it  is 
a  malady  of  diet,  pellagra  having  been  attributed  to  maize  in  much  the  same  way  that 
beri-beri  is  to  decorticated  rice. 

Both  Meige's  disease  and  angioneurotic  oedema  are  characterized  by  oedema  rather 
than  by  erythema  in  the  great  majority  of  cases  (p.  411)  ;  in  each  of  these  two  conditions, 
however,  which  are  doubtless  in  their  primary  pathology  related  to  one  another,  both  being 
functional  disorders  of  the  vasomotor  system,  the  patient  is  liable  to  acute  attacks  associ- 
ated with  vomiting,  possibly  diarrhoea,  malaise,  generalized  backache  and  limb  pains, 
pyrexia  amounting  to  101°  or  102°  F.,  and  acute  erythematous  eruptions  which  may  be 
localized  or  general.  The  erythema  is  very  similar  to  that  of  erysipelas,  especially  when 
the  attack  is  localized,  and  it  is  more  than  probable  that  when  the  first  attack  occurs 
erysipelas  will  be  diagnosed.  The  attack  may  last  a  day  or  two,  or  a  week,  and 
then  subside  either  completely,  or,  in  Meige's  disease  particularly,  there  may  be  a  tempo- 
rary or  even  permanent  increase  in  the  localized  oedema.  The  exact  nature  of  such  an 
attack  may  escape  recognition  until  familiarity  with  them  is  established  by  their  recurrence 
in  the  same  patient  at  intervals  of  months  or  years,  each  subsequent  attack  being  ver>' 
similar  to  the  one  before  ;  another  point  which  may  assist  the  diagnosis  even  in  a  first 
attack  is  the  occurrence  of  similar  pyrexial  and  erythematous  bouts  in  other  members  of 
the  same  family,  for  both  Meige's  disease  and  angioneurotic  oedema  are  familial  disorders. 

The  erythemata  due  to  parasitic  toxaemia,  especially  to  hydatid  disease^  tapeworm 
infection,  filariasis  and  trypanosomiasis  may  sometimes  be  extreme,  and  in  a  case  of 
severe  erythema  with  constitutional  symptoms  in  which  no  apparent  cause  can  be  found, 
examination  of  the  faeces  for  tapeworm  ova  should  not  be  omitted.  In  some  cases  of 
hydatid  disease,  generalized  erythema  has  been  the  first  symptom  to  draw  attention  to 
the  fact  that  anything  was  wrong,  but  to  attribute  such  erythema  to  hydatid  infection 
would  be  exceedingly  difficult  unless  upon  physical  examination  some  evidence  of  a  cyst 
in  the  liver,  in  the  peritoneum,  or  elsewhere  could  be  found.  If  the  possibility  were 
suspected,  but  no  confirmatory  signs  discovered,  an  additional  test  is' the  specific  hydatid 
serum  reaction,  for  which  blood  can  be  taken  from  the  patient,  as  in  testing  the 
Wassermann  reaction,  and  sent  to  a  special  laboratory  for  examination.  If  there  were 
acute  erythema  from  hydatid  disease,  the  hydatid  would  almost  certainly  be  active  and  the 
patient's  blood  serum  would  give  a  positive  hydatid  precipitin  reaction  ;  whilst  Eosinophilia 
(p.  218)  would  probably  be  pronounced  also.  The  erythema  of  filariasis  and  of  trypanoso- 
miasis may  occur  early  in  the  infection  ;  the  nature  of  the  malady  would  be  proved  by 
the  discovery  of  filaria  embryos  (Plate  XXVIH,  Fig.  F,  p.  614),  or  of  trypanosomes  (Plate 
XXVIII,  Fig,  G,  p.  614)  in  the  patient's  blood,  though  the  nature  of  the  infection  would 
first  be  suggested  by  the  history  of  residence  in  countries  in  which  one  or  other  of  these 
parasites  is  prevalent. 

There  remain  for  discussion  erythema  simplex,  erythema  multiforme,  erythema 
exfoliativum  seu  scarlatiniforme  ;  scarlet  fever  ;  German  measles  ;  '  fourth '  disease  ; 
and  the  erythema  of  acute  rheumatism.  When  erythema  due  to  any  of  these  causes  is 
met  with,  the  main  object  in  the  diagnosis  will  be  to  either  recognize  or  exclude  scarlet  fever. 
It  will  be  found  in  practice  that  it  is  sometimes  quite  impossible  to  be  certain  whether  a 
given  generalized  erythema  is  that  of  scarlet  fever  or  not.  So  much  a  matter  of  opinion 
may  it  be  that  even  at  a  consultation  between  the  highest  physicians  some  will  consider 
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PELLAGRA 


This  patient  is  a  man  who  had  a  severe  attack  of  pelluLrra  diirim?  the  summer  of  1910,  and  went  into  complete 
remission  in  about  two  montlLS.  lie  luis  not  come  under  observation  since.  Note  Ie?ioii<<  on  hiinds,  lower  part  of 
forearms,  forehead,  side  of  the  nose,  and  cliin. —  The  Photograph  is  by  Dr.  Beverley  H.  Tucker,  U.S.A. 

Reproduced  hy  permUsion  from  *  The  Medical  Annual .^ 
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the  lesion  to  be  that  of  scarlet  fever,  others  will  say  that  in  their  opinion  it  is  certainly  not 
scarlet  fever.  The  importance  of  the  decision  lies  in  deciding  whether  the  patient  should 
be  sent  to  a  fever  hospital  or  not.  If  the  condition  is  not  scarlet  fever,  then  by  so  sending 
the  patient  to  a  fever  hospital  one  renders  him  liable  to  get  scarlatina  if  his  erythema  is  of 
some  other  kind.  If,  on  the  other  hand,  his  condition  is  really  one  of  scarlet  fever,  and  it 
is  regarded  as  non-scarlatinal  from  the  atypical  character  of  the  rash,  other  individuals 
in  the  household  or  community  may  catch  the  infection  if  the  patient  is  treated  as  suffering 
from  some  other  form  of  erythema.  The  right  thing  to  do  under  such  circumstances  is  to 
isolate  the  patient  as  though  it  might  be  scarlet  fever,  until  the  progress  of  the  case  and 
other  circumstances  prove  that  it  is  not ;  carrying  out  the  isolation  in  a  separate  room, 
in  which  the  patient  himself  runs  no  risk  of  infection  from  other  scarlatinal  cases.  In  not 
a  few  such  instances  there  will  be  doubt  for  all  time  as  to  whether  the  patient  has  had 
scarlet  fever  or  not ;  because,  especially  now-a-days,  the  scarlatinal  rash  is  sometimes 
almost  transient  and  is  often  atypical.  The  important  points  to  pay  attention  to  are  : 
the  onset  of  the  illness  on  the  day  before  the  rash  appears  with  vomiting  as  an  early  sym- 
ptom ;  the  extreme  redness  of  the  throat,  fauces,  and  pharynx  ;  the  coated  tongue,  perhaps 
with  red  fungiform  papillas  projecting  through  the  pallor  of  the  fur ;  pyrexia  of  102°  or 
103°  F.,  which  if  the  case  be  followed  should  fall  by  lysis  and  reach  normal  about  the  end  of 
the  first  week  if  there  are  no  complications  such  as  otorrhoea  or  adenitis  ;  tender  swellings  in 
the  neck  ;  absence  of  all  rash  upon  the  face,  forehead,  scalp,  or  behind  the  ears,  associated 
with  a  bright  scarlet  erythematous  eruption  all  over  the  trunk  and  limbs,  beginning  at  the 
root  of  the  neck  and  extending  thence  downwards.  This  erythematous  eruption  will  be 
found  on  careful  inspection  to  be  not  purely  erythematous,  but  an  erythema  associated 
with  very  fine  red  dots,  which  show  up  best  if  some  affected  part  of  the  skin  is 
pressed  gently  with  a  glass  spatula  or  microscope  slide,  so  that  after  the  redness  of  the 
erythema  has  disappeared  by  the  compression  the  minute  red  dots  can  still  be  seen.  It  is 
a  *  punctate '  erythema.  If  with  these  characteristics  the  patient  also  has  a  mild  degree 
of  albuminuria,  the  diagnosis  of  scarlatina  is  exceedingly  likely  ;  and  if  after  ten  days  or  a 
fortnight  the  characteristic  ]>eeling  develops,  starting  round  small  pin-prick-like  foci  and 
extending  thence  concentrically  away  from  the  central  minute  hole,  the  diagnosis  is  almost 
certain.  Upon  the  hands  and  feet  the  desquamation  does  not  have  this  pin-hole  type, 
the  surface  epidermis  coming  off  rather  in  flakes  or  casts  than  in  fine  scales. 

One  of  the  most  difficult  skin  affections  to  distinguish  from  true  scarlatina  is  erythema 
scarlaliniforme,  which  has  also  been  called  erythema  exfoliativum  ;  with  this,  either  at  the 
same  time  that  the  rash  appears,  or  a  few  hours  before  it,  the  patient  becomes  suddenly 
ill,  with  shivering  and  loss  of  appetite,  and  there  may  be  reddening  of  the  tonsils  and  fauces, 
and  a  condition  of  tongue  very  like  the  strawberry  tongue  of  scarlet  fever,  with  pyrexia. 
Erythema  scarlatiniforme  is  apt  to  recur  in  the  same  patient,  and  the  difficulty  of  diagnosis 
will  be  much  less  after  a  second  or  later  attack  than  it  is  in  a  first,  but  most  cases  are  dia- 
gnosed as  scarlet  fever  in  their  first  attack.  Owing  to  the  close  resemblance  between  the 
two  diseases,  it  is  certainly  right  that  such  patients  should  be  isolated  in  any  case.  Two 
p>oints  of  distinction  between  the  two  that  are  worthy  of  special  note  are :  first,  that  with 
scarlet  fever  the  desquamation  seldom  begins  before  the  end  of  the  first  week  and  is  usually 
not  at  all  marked  until  even  later  than  this ;  in  erythema  scarlatiniforme  desquamation, 
which  may  be  extreme,  generally  starts  whilst  the  erythema  is  still  present,  often  on  the 
second  or  third  day,  and  nearly  always  not  later  than  the  third  or  fourth  ;  and  secondly, 
that  the  erythema  of  scarlet  fever  may  last  twelve  hours  or  less,  and  seldom  has  a  duration 
of  as  much  as  a  week,  whilst  that  of  erythema  scarlatiniforme  may  persist  for  two  or  three 
weeks,  or  in  some  cases  even  for  a  month  or  more. 

Erythema  multiforme,  which  is  one  of  the  erythemata  which  may  be  classed  as 
apparently  idiopathic,  seeing  that  no  cause  is  known,  is  generally  distinguished  from  other 
forms  by  the  fact  that  it  is  very  seldom  purely  erythematous.  There  are  nearly  always 
vesicles  or  even  bullec  at  the  same  time  (p.  756),  whilst  scarlet  fever  and  the  other  erythe- 
mata we  are  discussing  practically  never  become  vesicular. 

Erythema  simplex,  which  may  also  resemble  mild  scarlet  fever,  or  be  mistaken  for  it, 
is  perhaps  even  more  liable  to  be  mistaken  for  mild  erysipelas  ;  it  is  seldom  universal ; 
much  more  often  it  occurs  in  local  patches.  If  there  are  several  patches  on  different  parts 
of  the  body  at  the  same  time,  erysipelas  would  be  unlikely,  nor  is  the  edge  of  each  red  patch 
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as  much  raised  or  as  sharply  defined  as  is  that  of  erysipelas  ;  in  addition  to  which  there 
are  few  if  any  constitutional  symptoms,  and  little  pyrexia  or  none.  Sometimes  the  patches 
come  and  go  over  a  |>eriod  of  days  or  weeks,  either  in  the  same  or  in  different  parts  of  the 
body,  and  then  the  term  erythema  fugax  is  applied.  The  diagnosis  of  erythema  simplex 
can  only  be  made  when  the  circumstances  of  the  case  lead  one  to  exclude  all  other  possi- 
bilities, and  the  main  difficulty  will  be  to  be  certain  that  the  patient  is  not  having  a  very 
mild  and  atypical  attack  of  scarlet  fever.  In  all  such  eases  very  careful  watch  should  be 
kept  upon  the  condition  of  the  urine,  lest  there  should  be  nephritis  really  of  scarlatinal 
origin,  which  if  not  looked  for  in  this  way  may  escape  detection  altogether  ;  the  patient 
coming  under  observation  ten  or  fifteen  years  later  with  a  Rose-Bradford  kidney  (p.  11) 
arising  out  of  a  condition  which  was  so  mild  as  to  be  diagnosed  erythema  simplex,  when 
it  was  reaUy  scarlatina. 

Acxtte  rheumatism  is  liable  to  be  associated  with  various  skin  eruptions,  including  not 
only  subcutaneous  nodules  (p.  405)  and  erythema  nodosum  (p.  404),  but  also  generalized 
erythema.  Doubt  has  been  expressed  as  to  whether  some  of  the  cases  in  which  joint  pains, 
transient  bruits  and  erythema  have  been  attributed  to  acute  rheumatism  are  really 
rheumatic  at  all ;  but  in  the  absence  of  proof  to  the  contrary,  one  must  in  the  meanwhile 
allow  that  the  older  teaching  may  be  correct,  and  that  acute  generalized  erythema  closely 
simulating  scarlet  fever  may  be  associated  with  rheumatic  fever.  If  there  are  no  joint 
pains  in  such  a  case  the  diagnosis  will  be  very  difficult,  but  if  there  are  joint  pains  and 
pyrexia,  and  if  both  the  pyrexia  and  the  joint  pains  disappear  within  thirty-six  or  forty- 
eight  hours  after  the  administration  of  salicylate  of  sodium  in  appropriate  doses,  the 
probability  will  be  that  the  patient  is  sufTering  from  acute  rheumatic  erythema.  The 
erythema  itself  is  of  little  moment  in  such  cases  ;  the  main  point  in  the  case  is  to  eliminate 
the  possibility  of  scarlet  fever  with  joint  pains,  and  if  there  is  doubt  it  will  be  better  to 
treat  the  patient  as  a  possible  case  of  scarlet  fever  than  to  assume  too  readily  that  the  con- 
dition is  rheumatic.     Sore-throat  may  be  a  marked  feature  in  either  case. 

This  leaves  for  discussion  measles,  German  measles,  and  ''fourth '  disease.  Both  measles 
and  German  measles  are  nearly  always  maculo-papular  rather  than  purely  erythematous 
as  regards  the  skin  eruption,  and  the  rash  in  both  these  diseases  affects  the  face  and  the 
neck  as  much  as,  and  even  sooner  than,  the  body  or  limbs ;  whereas  in  scarlet  fever  the 
actual  exanthem  does  not  attack  the  face  at  all,  though  the  latter  often  has  a  characteristic 
appearance  of  pinkness  of  the  cheeks  with  pallor  round  the  nose  and  mouth,  the  general 
tone  and  appearance  having  been  described  as  the  '  peach-blossom '  fecies.  In  measles, 
moreover,  there  will  almost  certainly  have  been  some  constitutional  symptoms  for  about 
three  days  before  the  rash  appears,  especiaUy  running  at  the  eyes  and  nose  simulating  a 
common  cold  ;  in  addition  to  which  a  very  helpful  p)oint  in  differential  diagnosis  is  the 
development  of  Koplik's  spots  (Plate  VIII,  p.  178)  within  the  mouth.  These  may  occur 
singly,  but  more  often  they  are  in  groups  varying  in  number  from  two  or  three  to  a  score 
or  more,  each  spot  having  a  pale,  almost  white,  centre,  the  size  of  a  small  pin's 
head,  surrounded  by  a  deep-red  injected  periphery  ;  they  are  to  be  expected  upon  the  inner 
surface  of  the  cheeks,  upon  the  mucous  surfeu^  of  the  lips,  and  sometimes  upon  the  gums, 
generally  at  some  little  distance  from  the  teeth.  They  may  also  develop  upon  the  mucous 
membrane  of  the  soft  or  hard  palate,  though  here  they  may  be  simulated  by  particles  of 
milk  if  care  is  not  taken  to  see  whether  or  not  they  are  removable  by  means  of  a  soft  brush. 

German  measles  is  more  apt  to  simulate  scarlet  fever  than  ordinary  measles  is,  and 
with  German  measles  there  are  no  Koplik's  spots  to  help  one.  The  rash,  however,  if 
inspected  carefully  in  different  parts,  will  generally  be  found  to  be  a  characteristic  macular 
one  somewhere,  and  it  will  be  found  upon  the  face  or  forehead,  or  behind  the  ears,  which 
will  not  be  the  case  with  scarlet  fever.  The  constitutional  symptoms  are  generally  slight, 
even  though  the  rash  is  very  extensive,  and  a  very  helpful  point  in  diagnosis  is  the  presence 
in  German  measles  of  generalized  enlargement  of  the  lymphatic  glands,  including  not  only 
those  in  the  neck,  axillae,  and  groins,  but  also  those  in  the  occipital  region.  In  scarlet  fever, 
although  the  glands  in  the  neck  may  be  swollen  and  very  tender,  those  in  the  occipital 
region  and  elsewhere  are  not  generaUy  enlarged. 

The  chief  remaining  difficulty  is  in  connection  with  what  has  been  called  '  fourth ' 
disease.  Though  this  is  accepted  by  many  observers  as  being  a  distinct  entity,  its  exist- 
ence is  not  allowed  by  all.      It  has  struck  many  observers,   however,  that  patients  who 
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The  hand  of  a  pellatrrin.    Note  the  areas  of  slouprhinq:,  and  the  deep  fissure  between  the  Index 
and  middle  finecrs. — The  Photograph  is  by  Dr.  Beverley  R.  Tucker,  U.S.A. 
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have  been  known  to  have  had  German  measles  and  ordinary  measles  and  scarlet  fever 
definitely  in  the  past,  may  yet  develop  an  acute  erythematous  exanthem  which  has  some 
of  the  characteristics  of  measles,  some  of  the  characters  of  German  measles,  and  some  of 
the  characters  of  scarlet  fever,  without  nevertheless  being  typical  of  any  one  of  these  three. 
The  malady  may  spread  through  a  school  or  a  household  or  institution,  and  produce  similar 
characteristics  in  other  individuals  who,  not  having  had  scarlet  fever  or  measles  before, 
if  seen  by  themselves  would  be  diagnosed  as  suffering  from  one  or  other  of  the  three 
better  known  maladies.  As,  however,  in  such  an  epidemic  it  may  attack  those  who  have 
had  scarlet  fever  before  and  also  those  who  have  had  measles  before,  and  those  who  have 
had  German  measles  previously,  in  addition  to  those  who  have  had  all  three  before,  those  who 
have  had  most  to  do  with  cases  of  this  kind  incline  to  the  belief  that  there  is  a  definite 
*  fourth  disease '  distinct  from  the  other  three.  It  is  a  relatively  mild  malady,  with  some 
pyrexia  and  some  constitutional  disturbance,  but  not  much  of  either,  and  in  all  cases  there 
is  a  widespread  erythematous  or  maculo-erythematous  eruption.  There  are  no  points 
which  are  distinctive  of  the  malady,  however,  and  if  it  exists  at  all  it  can  only  be  diagnosed 
when  circumstances  suggest  that  patients  are  suffering  from  it  who  ought  not  to  be  liable 
to  any  one  of  the  three  better  known  exanthems  of  similar  type.  The  weak  point  in  the 
argument  is  that  it  is  a  well-known  fact  that  although  German  measles,  measles,  and  scarlet 
fever  protect  against  subsequent  attacks  of  the  same  maladies  in  most  individuals,  there 
are  some  who  may  have  not  only  two  but  three  or  even  several  separate  attacks  of  either 
German  measles  or  measles  or  scarlet  fever  ;  and  it  is  on  this  account  that  one  cannot  say 
definitely  that  there  is  such  a  disease  at  all  as  the  '  fourth '  disease.  Hence  its  diagnosis  in 
any  particular  instance  must  necessarily  be  one  of  opinion  only.  Jlerbrrt  French- 

ERYTHRiEMIA.— (See  Polycythemia,  p.  532.) 
ERYTHRASMA.— (See  Fungous  Affections  of  the  Skin,  p.  251.) 
ERYTHROPSIA.— (See  Vision,  Defects  of,  p.  762.) 

EXOPHTHALMOS  (or  Proptosis)— May  be  bilateral  or  unilateral. 

Bilateral  Exophthalmos. — ^The  commonest  cause  of  this  condition  is  Graves's  disease, 
in  which  the  exophthalmos  is  associated  with  other  general  symptoms,  such  as  tachycardia, 
swelling  of  the  thyroid  gland,  fine  tremors,  and  general  ner\'ousness.  The  eyes  are  pushed 
forward  to  a  varj'mg  extent  {Fig,  114,  p.  236),  in  some  cases  the  protrusion  being  so  great 
that  they  cannot  any  longer  be  covered  entirely  by  the  lids.  The  protrusion  causes  the 
upper  lid  to  be  unusually  raised,  and  the  eyes  look  wide  open,  giving  the  patient  an  expres- 
sion of  alarm  or  astonishment  (Stell wag's  sign,  due  to  spasm  of  the  levator  palpebrse 
superioris).  When  the  eyes  are  lowered,  the  upper  lids  do  not  descend  to  the  same  extent 
as  the  cornea,  but  leave  a  broad  portion  of  the  sclerotic  visible  above  the  cornea  (von  Graefe's 
sign).  Winking  takes  place  less  frequently,  and  convergence  of  the  eyes  is  sometimes 
rendered  difhcult  (the  sign  of  Moebius) 

Bilateral  exophthalmos  may  also  be  caused  by  thrombosis  of  the  cavernous  sintises. 
This  condition  is  usually  secondary  to  some  furuncle  or  carbuncle  of  the  skin  of  the  face  in 
the  region  of  the  eye,  to  orbital  cellulitis,  or  suppuration  in  the  accessory  sinuses  of  the 
nose.  It  usually  starts  on  one  side,  and  invariably  spreads  to  both  in  the  later  stages  of 
the  attack.  The  eyes  are  protruded  and  fixed,  the  eyelids  are  red  and  engorged,  and  the 
frontal  and  ophthalmic  veins  are  dilated  and  full.  Movements  of  the  eyes  are  very  limited, 
and  there  is  much  swelling  and  induration  of  the  orbital  tissues.  In  association  with  the 
orbital  infiltration  there  is  often  some  swelling  in  the  region  of  the  mastoid  process,  owing 
to  the  exit  in  this  region  of  an  emissary  vein  in  connection  with  the  sinuses  that  communi- 
cate with  the  two  cavernous  sinuses.  This  condition  is  nearly  always  fatal,  as  it  is  followed 
by  a  suppurative  meningitis. 

Unilateral  Exophthalmos  may  be  due  to  : — 


Orbital  cellulitis 

Thrombosis  of  the  cavernous  sinus 

Orbital  periostitis 

Meningocele  and  encephalocele 

Gumma 

New  Growth 


Exostosis 
Tubercle 

Arteriovenous  aneurysm 
Distention  of  the  accessory  sinuses 
of  the  nose. 
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The  diagnosis  of  orbital  cellulitis  and  thrombosis  of  the  cavernous  sinus  presents  little 
difficulty,  owing  to  the  symptoms  of  acute  inflammation  that  are  present,  orbital  cellulitis 
being  distinguished  from  cavernous  sinus  thrombosis  by  the  fact  that  it  is  usually  unilateral 
and  there  is  no  oedema  in  the  mastoid  region. 

Orbital  periostitis,  especially  in  more  chronic  cases,  may  give  rise  to  varying  degrees  of 
proptosis,  and  in  the  absence  of  any  obvious  thickening  of  the  orbital  margins  the  diagnosis 
may  be  obscure.  In  any  periosteal  inflammation  of  long  standing,  a  skiagram  will  usually 
show  a  definite  increase  of  density  in  the  affected  bone. 

Meningoceles  and  encephaloceles  may  in  some  cases  be  difficult  to  diagnose  from  der- 
moid cysts.  The  latter  are  usually  placed  anteriorly  in  the  orbit,  and  do  not  therefore 
cause  any  proptosis,  though  they  may  displace  the  eyeball.  A  meningocele  usually  presents 
itself  through  a  gap  between  the  ethmoid  and  the  frontal  bones  {Fig.  102),  and  is  attached  to 
the  bone.  An  opening  may  sometimes  be  found  through  which  the  meningocele  communi- 
cates with  the  cranial  cavity.  Meningoceles  sometimes  pulsate  in  association  with  the 
arterial  and  respiratory  oscillations.  They  may  also  be  diminished  in  size  by  pressure  of 
the  fingers,  as  the  fluid  can  be  squeezed  into  the  cranial  cavity.  In  many  cases  an  explora- 
tory puncture  is  the  only  means  of  making  a  certain  diagnosis. 

A  gumma  of  the  orbit  can  only  be  diagnosed 
from  the  patient^s  general  history,  evidence  of 
specific  disease  elsewhere,  a  rapid  improvement 
in  the  condition  after  the  administration  of 
salvarsan,  mercur\%  or  iodide  of  potassium, 
and  perhaps  a  positive  Wassermann's  serum 
reaction. 

A  growth  of  the  orbit  has  usually  no  distinc- 
tive feature,  and  can  only  be  diagnosed  by 
means  of  an  exploratory  operation  and  the 
removal  of  a  portion  for  microscopical  examina- 
tion ;  but  it  is  to  be  remembered  that  tumours 
of  the  optic  nerve  can  usually  be  diagnosed  with 
accuracy  by  the  fact  that  they  always  produce 
some  compression  of  the  eyeball  in  the  antero- 
posterior diameter.  Cases  of  proptosis,  there- 
fore, in  which  there  is  increasing  hj-permetropia 
on  the  affected  side,  may  be  ascribed  to  a 
primary  tumour  of  the  optic  nerve. 

Ivory  exostoses  or  osteomata  usuallv  arise 
i^It^X'T^  rJToi'i;:'^,:^!.  '"Xra       f^^™  t^e  frontal  bone  and  are  attached  by  a 

dratcing  in  tfte  Gordon  Museum,  Guy's  Hospital.)  broad  baSC,  SO  that  their  rcmOVal  prCSCntS  VCry 

great  difficulty  ;  the  diagnosis  depends  on  their 
slow  growth  and  excessive  hardness  ;  a  skiagram  shows  their  presence  with  great  certainty. 

Some  cases  of  tuberculous  disease  of  the  orbit  may  closely  simulate  orbital  cellulitis  or 
distention  of  the  accessory  sinuses  of  the  nose,  and  the  diagnosis  can  only  be  made  with 
certainty  after  excision  of  a  portion  of  the  infiltrated  tissue  and  a  microscopical  examina- 
tion of  the  fragment. 

An  arterial  aneurysm  is  nearly  always  associated  with  a  pulsating  exophthalmos,  in 
which  there  is  protrusion  of  the  eyeball  and  dilatation  of  the  blood-vessels  of  the  retina, 
lids,  and  conjunctiva.  There  is  distinct  pulsation  of  the  eyeball,  and  a  loud  blowing  murmur 
on  examination  with  the  stethoscope.  Compression  of  the  carotid  on  the  same  side  dimi- 
nishes the  pulsation  and  the  sound.  The  usual  cause  of  arterial  aneurysm  is  the  rupture 
of  the  carotid  into  the  cavernous  sinus  as  the  result  of  an  injur>\  Rare  cases  are  also  seen 
of  intermittent  exophthalmos,  which  appears  only  at  intervals  or  when  the  head  is  depressed. 
These  are  usually  due  to  varicose  veins  in  the  orbit  not  in  communication  with  an  artery. 

The  protrusion  of  the  eyeball  in  dilatation  of  the  accessory  sinuses  of  the  nose  is,  as  a 
rule,  less  an  exophthalmos  than  a  displacement  of  the  eyeball  downwards  and  outwards. 
In  dilatation  of  the  frontal  sinus  there  may  be  some  thickening  and  fullness  of  the  supra- 
orbital ridge  associated  with  pain  and  tenderness  over  the  eyebrow.  In  dilatation  of  the 
ethmoidal  cells  there  is  usually  a  definite  swelling  to  be  felt  at  the  inner  side  of  the  orbit. 
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A,  Acute  conjunctivitis.     B,  Acute  iritis,     c,  'Jlimcoina.     D,  Tlilyt'tonular  conjunctivitis.     E.  Follicular  conjunctivitis. 
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which  is  compressible  though  not  distinctly  fluid.  Dilatation  of  the  sphenoidal  sinus  is 
sometimes  accompanied  by  neuritis  or  atrophy  of  the  optic  nerve.  In  all  cases  of  proptosis 
due  to  sinus  trouble  of  any  duration,  there  is  evidence  in  the  nose  of  inflammation  of  these 
cavities,  the  usual  symptom  being  the  existence  of  pol>T)i  or  of  definite  swellings  in  the 
region  of  the  infundibulum.  Herbert  L,  Ea*^on. 

EXPECTORATION.— (See  Sputa,  p.  641  ;   and  Hemoptysis,  p.  285.) 

EXTENSOR  PLANTAR  REFLEX.— (See  Babinski's  Sign,  p.  68.) 

EYE,  A€UTE  INFLAMMATION  OF.— Acute  inflammation  of  the  eye  may  be  due 
to  three  main  types  of  disease,  conjunctivitis^  iritis^  and  glaucoma.  The  character  of  the 
inflammation  varies  with  the  type  of  the  disease,  but  certain  symptoms,  such  as  pain^ 
photophobia  (intolerance  of  light),  and  lachrymation,  are  common  to  all  inflammatory  condi- 
tions, and  are  therefore  of  little  diagnostic  value. 

In  conjunctivitis  the  conjunctival  vessels  are  dilated,  bright  red,  and  injected  ;  they 
are  freely  movable  over  the  subjacent  sclerotic,  and  the  injection  is  most  evident  in  the 
equatorial  region  of  the  ball  of  the  eye,  the  circumcomeal  portion  of  the  conjunctiva,  owing 
to  its  firmer  attachment  to  the  sclerotic  in  this  region,  being  relatively  paler.  The  cornea 
is  usually  clear  and  polished,  unless  there  are  corneal  ulcers  (see  below) ;  the  anterior 
chamber  and  iris  are  normal  in  appearance,  the  pupil  is  black,  and  the  iris  active.  There 
is  always  more  or  less  secretion  of  purulent  material,  which  collects  at  the  inner  angle  of 
the  palpebral  aperture  and  on  the  edge  of  the  lids,  especiaUy  after  sleep.  The  eye  feels  hot 
and  dry,  and,  owing  to  the  oedema  of  the  inner  surface  of  the  lids  and  the  enlargement  of  the 
lymphoid  follicles,  there  is  a  feeling  of  grittiness  as  of  sand  or  dust  in  the  eye. 

In  the  ordinary  infectious  or  catarrhal  ophthalmia  ('  pink  eye  ')  the  inner  conjunctival 
surface  of  the  lids  is  velvety  and  swollen,  but  there  is  little  or  no  oedema  of  the  conjunctiva 
covering  the  eyeball.  In  gonorrhoeal  conjunctivitis  by  contrast,  a  brawny  oedema  of  the 
lids  and  intense  swelling  and  oedema  of  the  conjunctiva,  which  is  raised  all  round  the  comeo- 
sclerotic  margin  (chetnosis)y  is  a  prominent  symptom.  In  the  earlier  stages  of  the  infection, 
the  discharge  is  yellow,  serous,  and  blood-stained,  but  rapidly  becomes  purulent  and 
extremely  profuse.  The  cornea  ulcerates  as  a  rule,  its  substance  apparently  melting  away 
in  a  characteristic  manner.  Gonorrhoea!  ophthalmia  of  the  new  born  (ophthalmia  neona- 
torum) exhibits  similar  symptoms,  early  and  destructive  ulceration  of  the  cornea  being  one 
of  its  most  serious  complications.  In  follicular  conjunctivitis  the  conjunctiva,  especiaUy 
of  the  lower  lids,  is  studded  with  small  raised  lymphoid  follicles,  which  are  transparent  and 
gelatinous  in  appearance.  In  trachoma  the  conjunctiva  is  also  studded  with  enlarged 
follicles,  but  in  this  disease  they  are  found  particularly  on  the  under  surface  of  the  upper 
lid  and  in  the  upper  conjunctival  fornix.  The  follicular  enlargement  is  associated  with 
considerable  thickening  and  oedema  of  the  tissues  of  the  upper  lid  causing  a  partial  ptosis, 
with  profuse  lachrymation  and,  in  the  later  stages,  with  a  vascular  opacity  (pannus)  of 
that  part  of  the  cornea  which  is  usually  covered  by  the  upper  lid.  In  the  later  stages  of 
trachoma  the  infiltration  is  followed  by  the  formation  of  fibrous  tissue,  causing  bending  of 
the  tarsal  fibro-cartilage,  entropion,  and  trichiasis.  In  phlyctenular  conjunctivitis  there 
are  to  be  seen  one  or  more  round  yellowish  raised  masses  at  the  corneo-sclerotic  margin 
surrounded  by  a  localized  area  of  vascular  conjunctiva.  In  some  cases  the  phlyctenules 
may  encroach  upon  the  corneal  surface,  being  followed  by  a  trail  or  leash  of  conjunctival 
vessels.  Chronic  conjunctivitis  in  adults  is  sometimes  characterized  by  being  confined  to 
the  inner  and  outer  angles  of  the  palpebral  aperture  (angular  conjunctivitis),  the  infection 
being  due  in  this  case  to  the  diplobaciUus  of  Morax-Axenfeld.  In  this  form  of  conjunctivitis 
the  edges  of  the  lids  as  well  as  the  conjunctiva  are  moist  and  red,  especially  at  the  inner 
and  outer  canthus. 

In  membranous  conjunctivitis,  which  may  be  due  either  to  the  diphtheria  bacillus  or 
more  commonly  to  staphylococci,  the  under  surface  of  the  lids  is  covered  with  a  yellowish- 
white  membrane  which  can  be  peeled  off,  leaving  a  raw  bleeding  surface. 

Corneal  ulcers  are  always  apparent  as  greyish  or  white  opacities  of  the  cornea  over 
which  the  cornea  has  lost  its  polish.  There  may  be  only  infiltration  of  the  cornea,  or  in 
more  serious  cases  actual  loss  of  substance,  which  may  ultimately  lead  to  perforation  of 
the  cornea.     In  certain  cases  of  corneal  ulcer  there  may  be  pus  in  the  anterior  chamber 
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(hypopyon).  The  diagnosis  presents  no  difficulty,  as  their  existence  is  always  obvious 
if  the  cornea  be  carefully  examined. 

In  iritis  the  inflammation  of  the  eye  presents  rather  different  characteristics.  As  the 
iris  receives  its  blood  supply  from  the  deeper  ciliary  vessels,  the  dilatation  of  these  shows  a 
marked  contrast  to  that  of  the  conjunctival  vessels.  The  injection  is  most  evident  in  the 
circumcorneal  region,  the  equatorial  region  of  the  eyeball  being  paler,  and  the  colour  of  the 
injection  being  not  bright  red,  but  rather  of  a  more  dusky  or  violet  character.  The  cornea 
retains  its  polish,  but  the  aqueous  is  usually  turbid,  and  there  may  be  actual  punctate  deposit 
of  fibrin  and  leucocytes  on  the  posterior  surface  of  the  cornea  {keratitis  punctata)  or  a  deposit 
of  pus  at  the  lower  part  of  the  anterior  chamber  between  the  cornea  and  the  iris  (hypopyon). 

Owing  to  the  increased  vascularity  of  the  iris,  and  to  the  exudation  into  its  substance, 

its  volume  is  increased  and  its  mobility  impaired ;  hence  the  pupil  is  small  and  sluggish  or 

,  inactive.     The  presence  of  blood  and  exudate  in  the  substance  of  the  iris  also  changes  its 


I 


Conjunctiva 


Cornea 


Anterior  chamber 


Iris 


Pupil 


Tension 


CONJUNCTIVITIS 


L 


iRms 


GLAUOOUA 


Conjunctival  vessels 
bright  red  and  in- 
jected ;  movable 
over  subjacent  scler- 
otic :  injection  most 
marked  away  from 
comeo-sclerotic  mar- 
gin ;  colour  fades  on 
pressure 


Clear,  sensitive 


Clear,  normal  depth 


Normal  colour 


Black,  active 


Normal 


Ciliary  vessels  in- 
jected, deep  or  blu- 
ish-red ;  most  mark- 
ed at  comeo-solero- 
tic  margin  ;  colour 
does  not  fade  on 
pressure 


Clear,  sensitive 


Both  conjunctival 
and  ciliary  vessels 
injected 


Steamy,  hazy,  insen- 
sitive 


Aqueous    turbid.      Very  shallow 
anterior        chamber  , 
slightly  shallow  i 


Injected,  swollen,   ad-     Injected 
herent    to  lens,  and 
muddy  coloured  t 


May     be     filled     with  ,  Dilated,  fixed,  rather 
lymph,  small,  fixed    '       green 


Normal 


Raised 


colour, — a  blue  iris  becoming  greenish,  and  the  fine  detail  of  the  iris  structure  is  blurred  and 
obliterated.  In  the  later  stages  adhesions  will  occur  between  the  iris  and  the  lens  at  the 
point  of  their  immediate  contact,  the  edge  of  the  pupil  ;  in  the  constricted  state  of  the 
pupil  these  may  not  be  seen,  but  on  dilatation  with  atropine  these  adhesions  or  posterior 
synechias  will  prevent  the  enlargement  of  the  pupil  at  certain  points,  and  it  will  therefore 
be  irregular  in  shape  ;  small  masses  of  iris  pigment  may  also  be  seen  on  the  anterior  surface 
of  the  lens  where  the  mydriatic  may  have  broken  down  some  of  the  weaker  adhesions. 
Lymph  may  be  exuded  into  the  pupillary  aperture,  where  it  will  be  recognized  as  a  filmy 
grey  membrane  completely  or  partially  blocking  the  pupil. 

Inflammatory  glaucoma  is  an  acute  disease  of  the  later  years  of  life,  attacking 
women  more  frequently  than  men,  hypermetropes  rather  than  myopes,  and  especially 
those  who  use  their  eyes  for  close  work  to  a  considerable  extent.  It  comes  on  in  bouts, 
often  precipitated  by  ocular  strain  or  indiscretions  of  diet  or  regimen.  It  may  affect  one 
eye  only  at  first,  but  later  both  eyes  are  usually  attacked. 
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F.  Chronic  blqiharitis.     Q.  Interstitial  keratitis.     H,  Trichoma.     |.  Hypopyon  ulcer  of  c-onicii, 
K,  Subconjunctival  luu  norrhage  from  injury. 
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At  first  the  chief  complaint  is  of  attacks  of  temporary  obscuration  of  vision,  the  appear- 
ance of  halos  or  rainbows  round  lights,  and  unusually  rapid  increase  of  presbyopia,  or  failure 
of  accommodAion  for  near  vision.  During  a  mild  attack  there  is  often  a  feeling  of  tension 
in  the  eyes  and  a  dull  frontal  headache  in  addition  to  the  loss  of  vision.  In  severe  attacks 
the  pain  is  very  violent,  radiating  from  the  eye  to  the  head,  the  ears,  and  the  teeth,  and  is 
associated  with  sickness,  the  latter  symptom  often  causing  the  condition  to  be  mistaken  for 
migraine  or  sick  headache.  The  lids  may  be  ccdematous  and  the  conjunctiva  injected. 
The  cornea  is  hazy  and  anaesthetic,  the  anterior  chamber  is  shallow,  the  iris  discoloured, 
and  the  pupil  dilated  and  fixed.  The  eye  is  hard  to  the  touch  and  very  tender.  Vision 
fails  rapidly,  diminishing  in  a  few  hours  from  normal  to  the  bare  perception  of  light.  In 
the  acute  stages  the  optic  disc  is  not  visible  owing  to  the  opacity  of  the  cornea,  aqueous, 
and  vitreous ;  but  ultimately,  when  the  media  clear,  the  optic  disc  will  be  seen  to  be  white 
and  excavated  (Plate  XX,  Fig,  r,  p.  418). 

Subacute  or  simple  glaucoma,  but  for  its  slower  course  and  the  absence  of  severe 
attacks,  resembles  acute  glaucoma. 

The  importance  of  discriminating  between  iritis  and  glaucoma  cannot  be  over-empha- 
sized ;  the  use  of  atropine  or  some  similar  mydriatic  is  the  sine  qua  non  of  the  treatment  of 
iritis,  whilst  in  glaucoma  it  is  disastrous. 

The  points  which  serve  to  differentiate  these  three  conditions  from  one  another  are 
summarized  in  tabular  form  on  page  232.  Herbert  L.  Eason, 

EYE,  PAIN  IN.— (See  Pain  in  the  Eye,  p.  445.) 

EYES,  BLA€K  SPE€KS  BEFORE  THE.— (See  Black  Specks  before  the  Eyes, 
p.  71.) 

FACE,  SWELLING  OF  THE.— 

(See  Swelling  of  the  Face,  p.  673.) 

FACE,  ULCERATION  OF  THE. 

— (See  Ulceration  of  the  Face,  p. 
735.) 

FACIAL      PARALYSIS.  — ( See 

Paralysis,  Facial,  p.  491.) 

FACIES,  ABNORMALITIES  OF. 

— ^The  study  of  the  face  in  health  and 
disease,  while  it  cannot  replace  careful 
systematic  examination  of  the  body  as 
a  whole,  may  in  many  cases  direct  the 
experienced  observer's  attention  to  the 
most  likely  field  in  which  to  find  data 
for  his  diagnosis.  Observation  and 
experience  alone  can  teach  the  student 
to  detect  all  the  features  of  a  face. 
Photographs  and  drawings  can  only 
illustrate  the  coarse  and  obvious  defects 
which  are  present  when  the  face  is  at 
rest  or  when  some  particular  move- 
ment is  being  sustained.  The  more 
subtle  abnormalities  of  expression,  the 
play  of  the  emotions,  and  the  response 
of  the  features  to  intelligence,  are  often 
too  fleeting  and  too  mobile  to  allow  of 
reproduction  on  paper,  and  sometimes 
so  intangible  as  to  defy  any  effort  to 

describe  them.      Even   if  the  pen    of  a  ^^9-  1<>3.— a  femnlo  cretin,  to  show  the  •  froir-belly. 

skilled  artist  could  succeed  in  portray- 
ing the  passive  vacant  aspect  of  a  chronic  alcoholic,  it  must  necessarily  fail  to  depict  the 
traitorous  tremor  which  hovers  about  the  corners  of  his  mouth  when  he  opens  it  to  proclaim 
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his  temperance.     The  shifty  eyes  of  the  drug-taker,  the  fatuous  placidity  of  the  patient 
with  advanced  insular  sclerosis,  the  anxious  look  bom  of  abdominal  disease,  the  explosive 

suddenness  with  which  the 
victim  of  double  hemi- 
plegia bursts  into  laughter 
or  tears,  are  only  a  few  of 
the  many  familiar  and 
striking  lessons  of  the  face 
which  must  be  seen  in  real 
life  if  they  are  to  be  leprned 
and  utilized.  On  the  other 
band,  there  are  facies  the 
description  and  illustration 
of  which  may  serve  to  im- 
press their  more  important 
features  on  the  minds  of 
those  to  whom  they  are  not 
familiar. 

Fig.  lOi.— Myxedema  :  the  character-  Fig.  105.— The  same  patient  as  Fig.  101,                   CrC  tin  Old    FaClCS. 

istic  facies,  illustrating  the  broadening  of  previous  to  the  development  of  mv-\  oedema  Cf\Tnr\aTt»r\  with  th#»  cTf>n«>rnl 

the  feaUires  and  the  malar  Uush.    (Com-  iFrom    pholograpfis    kindlf/    lent    by    Dr.  ^"*"P»reu  Willi  llie  general 

l>are  Fig.  105.)                    9  Jjale  While.)  StUUtcd  grOWth  of  the  rCSt 

of  the  body,  the  head  is 
relatively  large.  The  face  is  broad  and  remarkable  for  thick  eyelids,  broad  flat  nose, 
thick  lips,  and  large  coarse  ears.     The  mouth  is   usually  open  and   expressionless,   the 

tongue  may  be  more  or  less 

constantly  protruded,  and  the 

chin  is  poorly  developed  (see 

Dwarfism,  p.  186).    The  hair 

is  scanty  and  brittle,  the  skin 

coarse,  dry,  and  often  almost 

yellow.    Confirmation   of  the 

diagnosis  may  be   sought  in 

the  dwarfed  size  of  the  child, 

the   pendulous    '  frog    belly ' 

{Fig.    103),   and     the    thick 

pads  of   subcutaneous   tissue 

especially  frequent  above  the 

clavicles.    The  lack  of  mental 

development,  the  slow  pulse, 

i'w?.  ion.— Congenital  syphilK  showincr      and     subnormal    temperature  Fig.    107.— Fjvcies    of    congenital 

prominent  forehead  and  dopres.se<l  na.s;il  ,    .      .1  „  ^ii^i^^i    ^:^4...«^  svphilLs.  shovvincr  notched  teeth  and 

brid-e.  complete  the  Clmical   picture.         g^fe  an-les  of  the  mouth. 

{Photo  by  Dr.  Tinuiic  Short.)  Myxosdematoiis  Facics, —  <^''«'^<'  ^'J  ^'■-  -^^  -^-  ^'''  "''''^"•) 

The  dulled  intelligence  of  the 
patient  is  betrayed  by  the  apathetic  physiognomy  {Fig,  104).     Fig.  105  shows  the  same 
patient  previous  to  the  attack.     The  skin  of  the  myxoedematous  face  is  coarse,  dry,  and 
sallow,  with    occasional   cyanotic  areas  over  the  cheeks.  ^ 

The  puffiness  of  the  eyelids  may  suggest  nephritis,  but  the 
subcutaneous  tissue  is  everj'^here  of  firm  consistence,  and 

podgy  rather  than  cedematous.     The  nose  is  broadened,  ^ 

the  ears  thickened,  and  the  lips  so  much  swollen  that  | 

more  than  the  usual   amount   of   mucous   membrane   is  j 

exposed.  The  hair  is  scanty,  receding  from  the  forehead, 
and  the  eyebrows  poorly  marked.  Similar  conditions  of 
hair  and  skin,  together  with  brittle,  striated  nails,  are  found  v 

elsewhere.     Masses  of  fatty  tissue,  like  those  described  in        F^g.  los.— nutciansonian  notched  teeth. 

i#  J  ..,  JI..-1.  1  jai  ri*'rt)"i     Inlroducdon     lo     Surgery,     Vroi. 

cretuis,  may  be  found  scattered  about  the  neck  and  trunk.      iiuUi^rford  Morisoa.) 

The  slow  speech,  the  expressionless  face,  and  the  general 

attitude  of  the  patient  may  suggest  paralysis  agitans,  but  the  diagnosis  may  be  made  by 
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Fig.  109.— Myopatliic  faciei:  the 
loose  pout  due  to  weakness  of  the 
orbicularis  oris. 

{PhoUt  by  Dr.  S.  A.  K.  WUxon.) 


Fig.    110. — Myopathic     facies :     tlie 
transverse  smile. 

(Photo  by  Dr.  S.  A.  K.  Wilson.) 


paying  attention  to  the  features  just  mentioned,  and  by  observing  the  slow  pulse  and 
subnormal  temperature,  and  the  effects  of  thyroid  treatment. 

Congenital  Syphilitic  Fades. — ^The  victims  of  congenital  syphilis,  after  ten  or  twelve 
years  of  age,  may  present  a   facies  which  is  characteristic — an  overhanging  forehead, 
perhaps  frontal  bosses,  a  depressed  nasal  bridge  (Fig,  106),  striated  scars  radiating  from 
the  corners  and  other  parts  of  the  lips  (Fig.  107),  with  a  sallow,  earthy  complexion. 
Closer    observation    of    the 
eyes  and  teeth  may  detect 
the  opacities  of  old  keratitis 
and  the  changes  in  the  upper 
incisors  which   are   claimed 
by  Hutchinson  to  be  patho- 
gnomonic (Fig.  108).     These 
teeth  are  wide-gapped,  irreg- 
ular,   and    so    deficient    in 
enamel  over  the  anterior  and 
median  parts   of  their   cut- 
ting edge  that  the  resulting 
crescentic  notch  gives  them 
a  striking  appearance.    Such 
a     facies    may     accompany 
deafness,  mental  deficiency, 
physical    infantilism,    tibial 
deformities,  and  chronic  ar- 
thritis, especially  of  the  knee 
joints.     The  diagnosis  may  be  clinched  if  the  blood  gives  a  positive  VVassermann  reaction. 
Myopathic  Facies. — ^Many  cases  of  myopathy  show  no  characteristic  facies ;  others  are 
remarkable  for  the  loose  pout  of  their  lips  at  rest  (Fig.  109),  and  the  '  transverse '  character 
of  their  smile  (Hre  en  trovers^  Fig.  110).    Both  features  are  due  to  deficient  facial  muscula- 
ture, and  particularly  to  weakness  of  the  orbicularis  oris.     The  paresis  of  the  orbiculares 
palpebrarum  is  only  striking  when  an  attempt  is  made  to  close  the  eye,  although  it  may 
sometimes  lead  to  prominent  and  perhaps  staring  eyeballs.     In  other  instances  there  is  a 

droop  of  the  upper  eyelids 
rather  than  any  tendency 
to  exophthalmos.  The  in- 
ability on  the  part  of  the 
patient  to  whistle  or  to 
blow  out  his  cheek  quickly 
demonstrates  the  weakness 
of  the  orbicularis  oris,  if  it 
is  not  made  obvious  by 
the  large  amount  of  labial 
mucous  membrane  exposed 
while  the  mouth  is  at  rest. 

Myasthenic  Fades. — In 
patients  suffering  from  my- 
asthenia gravis  there  are 
two  types  of  facies  which 
can  hardly  be  reproduced 
by  other  diseases.  The  first 
illustrates  the  exhaustion  of 
the  patient  (Fig.  Ill);  she 
can  hardly  keep  her  eyes  open,  and  her  chin  tends  to  drop  exhausted  on  her  chest.  The 
second  depends  on  the  characteristic  myasthenic  smile,  sometimes  more  appropriately 
named  a  sneer  (Fig.  112).  This  unfortunate  and  misleading  facial  expression  is  the  result 
of  deficient  action  on  the  part  of  the  zygomatic  and  risorius  muscles,  and  exemplifies  the 
curious  way  in  which  some  muscles  are  affected  and  others  escape,  in  this  disease,  even 
when  they  derive  their  innervation  from  the  same  source.     The  accompanying  photograph 


{Reproduced  from  Blocks  kindly  Iciu  by  Messrs.  Mcicmillan  J;  Co.) 


Fig.  111. — Myasthenic  facies:  the 
appearance  of  fatigue  produced  by  tlie 
drooping  of  tiie  eyelids  and  dropping  of 
the  jaw  is  very  apparent. 


Fio.  112. — Myasthenic  faciei  :  to 
illustrate  a  *  nasal '  smile  on  The  left 
side  of  the  face,  and  a  natural  smile 
on  the  ri-'ht. 
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shows  how  a  slight  asymmetry  in   the  muscular  affections  may  be  responsible  for  very 
different  expressions  on  the  two  sides  of  the  face. 

The  Fades  of  Exophthalmic  Goitre, — The  facial  appear- 
ance in  Graves's  disease  depends  chiefly  upon  the  '  stare ' 
{Fig.  113).  Surprise  or  fear  is  suggested  by  the  prominence 
of  the  eyeballs  and  the  retraction  of  the  eyelids.  The 
degree  of  exophthalmos  varies  greatly,  and  it  is  not  present 
in  all  cases  ;  sometimes  it  occurs  on  one  side  and  not  on 
the  other.  Close  observation  shows  that  the  sclera  is  visible 
between  the  edge  of  the  iris  and  the  eyelids,  and  that  the 
usual  harmony  of  movement  between  the  eyeball  and  the 
eyelid  is  lacking.  Normal  winking  is  frequently  much 
diminished  or  entirely  in  abeyance.  The  surface  of  the  con- 
junctiva may  be  abnormally  bright  and  glistening,  and  the 
secretion  of  tears  may  be  excessive.  In  contrast  with  the 
white  of  the  eyeballs,  there  is  often  considerable  dark  pig- 
mentation of  the  eyelids,  which  may  also  be  the  site  of  some 
/•i^.  113.— Kxophthaimiceoitre.  oedcma.     The    sizc   of  the   pupils   varies,  undue  dilatation 

(Pir.to  by  Dr.  s.  A.  K.  Wilson.)        occurring  Only  in  exceptional  cases.      A  moist  skin  and  a 

readiness  to  flush  may  often  be  remarked  in  the  face . 
The  Fades  of  Paralysis  Agitans. — In  this  disease  a 
cardinal  symptom  is  muscular  rigidity,  which  affects  the 
skeletal  muscles  generally  as  well  as  those  of  the  face.  The 
ocular  muscles,  however,  escape.  It  is  due  to  this  fact  that 
while  the  face  as  a  whole  is  expressionless,  '  starchy  '  or 
'  masked  '  (Fig.  114),  the  eyes  appear  to  move  with  natural 
or  even  abnormal  rapidity  ;  for  instance,  they  will  turn 
in  the  direction  to  which  the  patient  desires  to  look,  before 
the  head  has  assumed  a  corresponding  position.  Frequently 
the  face  has  a  staring  expression,  the  eyelids  being  con- 
stantly retracted  by  the  tonic  spasm  of  the  orbiculares 
palpebrarum.  An  absence  of  normal  winking  has  been 
noted  and  ascribed  to  the  same  cause.  In  contrast  with  the 
slow  development  of  facial  expression  under  the  influence  of 
emotion,  there  is  sometimes  marked  want  of  control  over  the 

fully-developed  emotional  movement,  and  the  patient  com-        Fig  114.— Facies  of  paralysis  airitans, 
plains  that  the  exuberance  of  his  laughter  or  tears  is  entirely      '^'**^^"»  ^^^  ^^^  "^'"'«  expression. 
out  of  proportion  to  his  feelings  of  merriment  or  sorrow. 

Tabetic  Fades. — In  a  considerable  percentage  of  cases  of 
locomotor  ataxy  the  appearance  of  the  face  is  sufficiently 
striking,  to  a  close  observer,  to  afford  a  clue  to  diagnosis. 
The  small  size  or  the  inequality  of  the  pupils  may  first  attract 
attention.  The  slight  drooping  of  the  upper  eyelids,  com- 
bined with  some  wrinkling  of  the  forehead  (Fig.  115),  due  to 
a  compensating  effort  on  the  part  of  the  frontalis  muscle, 
gives  a  sad  expression.  This  drooping  of  the  eyelid,  which 
may  be  termed  pseudo-ptosis  or  hypotonic  ptosis,  is  not  due 
to  any  paresis  of  the  levator  palpebran  superioris,  as  may  be 
shown  by  the  raising  of  the  lid  when  the  patient  is  looking 
up.  It  really  depends  on  the  fact  that  this  muscle,  like  most 
of  the  muscles  of  the  body,  is  in  a  condition  of  hypotonia. 
This  allows  the  action  of  gravity  to  assert  its  influence,  with 
the  result  that  the  lid  hangs  like  a  half-raised  curtain  in 
./ptJ,";7?;;*;lT.LT'wuu'Sa7Xt;  front  of  the  eyeball.  In  other  respects  the  face  may  be 
ami  the  vvrinkiiui?  Of  the  forei.emi,  which     normal,   but   thc  majority  of   tabctics  have    a  sallow  com- 

coiitril)uto  to  the  expression  of  sadness.  ,       .  _  ,...,  ,         .  »    .       .  »      .  i  •    i 

(piioto  by  Dr.  s.  A.  K.  wiUon.)      plcxion  and  vcry  little  subcutaneous  fat,   two  facts   which 

contribute  to  their  generally  unhealthy  aspect.     The  writer 

believes  that  many  victims  of  this  disease  exhibit  a  deficiency  of  the  emotional  reflex 
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movements  of  the  facial  muscles.      Durin*?  conversation,  the  play  of    their  features  in 
response  to  the  subject  of  their  talk  is  not  so  noticeable  as  that  of  healthy  individuals. 

Fades  of  Acromegaly. — In  the  course  of  acromegaly,  changes  in  appearance  frequently 
take  place  to  such  a  degree  that  the 
patient  becomes  unrecognizable  by 
friends  who  have  known  him  only 
before  the  onset  of  his  disease.  These 
changes  are  the  result  of  abnormal 
growth  on  the  part  of  the  bony  and 
subcutaneous  tissues  in  many  parts  of 
the  body,  and  especially  in  the  skull 
and  extremities.  The  characteristic 
facies  is  brought  about  by  osseous 
hyperplasia  of  the  frontal  ridges,  the 
mastoid,  zygomatic,  malar,  and  nasal 
processes,  while  the  lower  jaw  is 
usually  enlarged  in  all  directions. 
The  prominent,  arched  brows,  with 
retreating  and  wrinkled  forehead,  the 
massive  nose,  the  long,  thick  upper 
lip,  and  the  heavy  chin  {Fig,  116) 
form  the  most  conspicuous  features. 
The  lower  set  of  teeth  may  project 
some  distance  in  front  of  the  upper, 
and  they  are  unduly  wide  apart. 
The  tongue  may  be  so  enlarged  as  to 
keep  the  mouth  open  and  to  display 
many  fissures  and  indentations  as 
the  result  of  its  pressure  against  the 
teeth.  The  increased  weight  of  the 
lower  part  of  the  face  tends  to  make 
the  head  lean  forward  and  perhaps 
ultimately  to  rest  upon  the  sternum. 
In  some  cases  the  lower  jaw  is  not 

affected,  and  the  face  may  be  described  ^^'  n^.-Acromegaiy. 

as  abnormally  square  (type  carrie). 

Facies  of  Mongolian  Idiocy, — This  facies  is  so  characteristic  that  the  diagnosis  may 


Fig.  117. — Achondroplasia.                             Fig.    118.— A     Mongolian    idiot    in  Fig.  110. — A  Mongolian  idiot,  show- 

{Phcto  by  Dr.  i(.  A.  K.  Wilson.)          infancy.    The   photoimiph    shows   the  in«   a   large   llabby   tongue,    which    is 

oblique  palpebnil  Assures  and  the  large  deeply  fissured.                                 •        ^ 

protruding  tongue.  {'Pftoio  by  Dr.  S.  A.  K.  Wilson.)   g 

often  be  made  at  sight  {Fig.  117  ;  see  also  Dwarfism,  p.  186).   The  head  is  brachycephalic  ; 
the  palpebral  fissures  slant  obliquely  inwards  and   downwards  towards  a  broad  flat  nose. 


Digitized  by 


Google 


238  FACIES,    ABNORMALITIES    OF 

rendered  even  broader  by  the  presence  of  epicanthus  ;  the  eyelids  show  signs  of  chronic 
blepharitis  ;  the  ears  are  large  and  pitcher-shaped  ;  the  lips  are  fissured  and  often  left 
open  to  allow  a  coarse  tongue  to  protrude  {Figs,  118,  119)  ;  the  forehead  is  downy,  and  the 

hair  of  the  scalp  scanty,  wiry,  and  frequently  mouse- 
coloured  ;  the  complexion  is  florid  and  mottled.  The 
almond-shaped  eyes,  the  presence  of  epicanthus,  the 
florid  complexion,  and  the  absence  of  fatty  masses 
serve  to  distinguish  the  Mongolian  from  the  cretinoid 
idiot ;  in  case  of  doubt  the  benefit  or  otherwise  of 
thyroid  treatment  may  clinch  the  diagnosis. 

Fades  of  Familial  Lenticular  Degeneration. — ^Tlie 
characteristic  facies  of  this  disease  is  only  seen  in 
advanced  cases,  and  may  be  described  as  one  of  fixed 
emotion.  The  slightest  attempt  to  engage  in  con- 
versation may  evoke  an  expression  of  exaggerated 
mirth  (Fig,  120)  which  takes  a  long  time  to  wear  off 
and  is  quite  unlike  that  seen  in  other  diseases  of  the 
nervous  system,  although  perhaps  related  to  the  spastic 
smile  of  double  hemiplegia.  The  accompanying  photo- 
Fig.  130.— Facies  of  familial  lenaciiiar  graph  also  iUustrates  thc  tendency  to  fall  to  one  side 

degeneratioQ,  q^  l^j,e  Other  when  in  the  sitting  position. 

E,  Farquhar  Buzzard. 
FJE£ES^  BLOOD  IN.— <Sec  Blood  per  Anum,  p.  75  ;  and  ISIel.ena,  p.  385.) 

FiECES,  FAT  IN.— (See  Fatty  Stools,  p.  239.) 

FiECES,  INCONTINENCE  OF.— {See  Incontinence  of  Faeces,  p.  313.) 

FiECES,  MUCUS  IN.— (See  Mucus  in  the  Stools,  p.  898.) 

FiECES  PASSED  PER  URETHRAM.— Faeces  or  faecal  fluid  arc  only  passed  per 
urethram  when  the  bladder  is  in  fistulous  communication  with  some  part  of  thc  bowel,  or 
with  some  faeculent  abscess  cavity  infected  with  the  Bacillus  coli  communis.  Pneuma- 
turia  (p.  529)  is  liable  to  occur  at  the  same  time.     The  chief  causes  are  as  follows  : — 

Cancer  of  the  bladder  op>ening  into  the  rectum  or  into  some  loop  of  bowel  which  has 
become  adherent  to  the  bladder. 

^              *  xu      •        -J  1           I  opening  into  the  bladder  either  directly,  or  through 

Cancer  of  the  sigmoid  colon       )■  '^^,      *     ,.          „        .  ^           .         ,                      ** 

^              if  ^u  the  medium  of  an  intervening  abscess. 

Cancer  of  the  caecum  )  ® 

Cancer  of  the  uterus  oJ)ening  both  into  the  bladder  and  into  the  rectum. 

Proctitis  and  periproctitis  leading  to  the  formation  of  an  abscess  which  opens  into 

the  bladder. 
Prostatitis  and  prostatic  abscess  opening  into  the  rectum. 
Rectovesical  fistula  from  injury  and  sloughing,  particularly  after  childbirth. 
Caseous  tuberculous  disease  opening  both  into  the  bladder  and  the  rectum. 
Appendicular  abscess  opening  into  the  bladder. 
An  abscess  resulting    from  acute    diverticulitis  (Telling's  disease)  opening  into  the 

bladder. 

The  pas^ge  of  faeces  in  the  urine  may  be  simulated  by  some  cases  of  very  foetid  cystitis, 
when  the  bladder  has  been  infected  by  the  Bacillus  coli  communis. 

If  the  symptom  is  due  to  cancer,  it  matters  little  which  viscus  is  the  primary  site  by 
the  time  the  growth  has  involved  both  bladder  and  bowel.  The  diagnosis  resolves  itself, 
therefore,  into  one  between  malignant  conditions  on  the  one  hand  and  non-malignant  on 
the  other.  If  malignant  disease  is  not  obvious,  it  will  nearly  always  be  advisable  to  resort 
to  surgical  measures  in  the  hope  of  curing  the  primary  condition — rectal,  appendicular, 
prostatic,  or  otherwise.  The  commonest  causes  other  than  malignant  are  local  sloughing 
of  the  parts  after  labour,  and  faeculent  appendicular  abscess  opening  into  the  bladder.  The 
diagnosis  will  be  suggested  by  the  history  and  confirmed  by  local  examination  or  explora- 
tion. Herbert  French. 
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FiECES,  PUS  IN.— (See  Pus  in  the  Stools,  p.  557.) 
FiECES,  SAND  IN.— (See  Sand,  Intestinal,  p.  599.) 
FiGCES,  WORMS  IN.— (See  Parasites,  Intestinal,  p.  519.) 
FAINTING  ATTACKS.— (Sec  Coma,  p.  117.) 
FAT  IN  URINE.— (See  Chyluria,  p.  108.) 

FATTY  STOOLS. — ^All  stools  contain  a  little  fat ;  many  contain  more  than  they 
should,  the  fact  being  discoverable  on  analysis,  although  it  may  not  be  obvious  to  the  un- 
aided eye  :  the  relative  proportions  of  saponified  and  of  unsaponified  fats  may  have  an 
important  bearing  on  the  diagnosis  of  pancreatic  lesions  (see  Cammidge's  Pancreatic 
Reaction,  p.  100).  Fatty  stools  in  which  the  fat  is  obvious  to  the  naked  eye  are  rare  ; 
when  they  do  occur  they  indicate  one  of  three  things  :  either  that  enormous  amounts  of  fat 
are  being  ingested — more  than  can  be  absorbed  by  the  normal  mucosae  ;  or  that  the  secre- 
tions are  defective,  so  that  even  ordinary  amounts  of  fat  remain  unabsorbed  ;  or  that  the 
food  is  being  hurried  through  the  alimentary  canal  so  fast  that  much  fat  remains  undigested. 

It  is  easy  to  exclude  the  first  of  these  three  possibilities  by  regulating  the  diet  ;  the 
other  two  factors  generally  occur  together,  and  the  chief  diseases  in  which  fatty  stools  may 
be  a  prominent  feature  are  : — 

1.  Those  associated  with  severe  diarrhcea,  especially  where  the  patient  may  be  having 

an  abundance  of  milk,  as  in  : — ^Typhoid  fever  ;    Infantile  diarrhoea  ;   Sprue. 

2.  Those  associated  with  jaundice,  especially  where  the  cause  of  the  latter  also  prevents 

the  pancreatic  secretions  from  entering  the  duodenum,  such  as  : — Chronic  pan- 
creatitis ;  Carcinoma  of  the  head  of  the  pancreas  ;  Carcinoma  of  the  duodenum, 
inclu4ing  the  ampulla  of  Vater. 

The  diagnosis  of  Group  1  need  not  be  discussed  further  here,  for  it  will  be  indicated 
by  other  sjrmptoms  than  the  fatty  stools.  The  different  maladies  belonging  to  Group  2, 
on  the  other  hand,  may  be  indicated  directly  by  the  fatty  condition  of  the  stools.  If,  for 
instance,  there  is  doubt  as  to  whether  the  patient  is  suffering  from  gall-stones  obstructing 
the  common  bile-duct,  or  from  chronic  pancreatitis,  the  occurrence  of  pale  abundant  stools 
upon  the  surface  of  which  an  iridescent  scum  of  fat  is  obvious,  will  be  in  favour  of  the  latter, 
for  fat  can  be  digested  to  a  far  greater  extent  without  bile  but  with  pancreatic  juice  than 
it  can  be  without  the  latter.  The  symptom  affords  no  means  of  distinguishing  inflamma- 
tion from  new  growth,  however  ;  the  distinction  between  these  will  depend  mainly  upon 
the  duration  of  the  symptoms — growth  of  the  pancreas  kills  within  a  few  months  of  produc- 
ing fatty  stools,  whilst  chronic  pancreatitis  may  continue  for  years,  or  even  get  quite  well. 
Other  points  to  be  on  the  watch  for  would  be  the  presence  of  a  tumoiTir,  of  a  dilated  gall- 
bladder, or  of  secondary  deposits.  The  age  of  the  patient  is  seldom  much  help,  for  neither 
disease  is  common  before  adult  life.  The  distinction  between  carcinoma  of  the  head  of  the 
pancreas  and  carcinoma  of  the  ampulla  of  Vater  and  duodenum  may  be  next  to  impossible 
without  laparotomy  or  post-mortem  examination  ;  although  carcinoma  of  the  head  of  the 
pancreas,  rare  though  it  is,  is  much  commoner  than  new  growth  starting  in  the  duodenum. 

Herbert  French. 

FEVER. — (Sec  Pyrexia,  p.  563  and  p.  571  ;    and  Hyperpyrexia,  p.  309.) 

FINGER,  SORE. — Digital  lesions  may  be  erythematous,  papular,  vesicular,  bullous, 
pustular,  squamous,  or  ulcerative,  representing  a  long  list  of  cutaneous  affections.  The 
erythematous  affections  which  may  attack  the  fingers  arc  erythema,  lupus  erythematosus, 
eczema,  urticaria,  chilblains,  and  frostbite  ;  the  papular,  lichen  planus  and  lichen  annularis, 
pityriasis  rubra  pilaris,  angiokeratoma,  eczema,  and  papular  sx^^hilides  ;  the  vesicular, 
scabies,  cheiropompholyx  (dysidrosis),  eczema,  dermatitis  herpetiformis,  chilblains,  the 
irritation  set  up  by  the  habitual  handling  of  sugar,  or  (in  washerwomen)  by  immersion  in 
water  containing  soda,  or  by  contact  with  such  vegetable  irritants  as  rhus,  mustard,  thapsia, 
the  common  orange,  eucalyptus  leaves,  arnica,  etc.  ;  the  bullous,  pemphigus,  epidermolysis 
bullosa,  dermatitis  herpetiformis,  scabies,  leprosy,  and  syphilis  (chiefly  in  infants)  ;  the 
pustular,  scabies,  boils,  w^hitlow,  impetigo  contagiosa,  eczema,  and  pustular  syphilide ; 
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the  sqtiamotis,  psoriasis,  eczema,  ichthyosis,  lichen  planus,  syphilis,  acanthosis  nigricans, 
and  verruca  necrogenica  ;  the  ulcerative,  bedsore,  chilblains  and  frostbite,  aj-ray  ulcer, 
dissection  wounds,  lupus  vulgaris,  lupus  erythematosus,  leprosy,  chancre  and  syphilitic 
ulcer,  epithelioma,  Raynaud's  disease,  diabetic  gangrene,  trophic  ulcer,  and  scleroderma. 

The  diagnosis  of  these  various  affections  will  be  found  under  the  names  of  the  primary 
lesions — papules,  vesicles,  etc. — and  here  it  is  only  necessary  to  particularize  bedsore, 
diabetic  gangrene,  verruca  necrogenica  and  dissection  wounds,  and  chancre.  Bedsore  on 
the  fingers  is  caused  by  friction  between  the  knuckles  and  the  bedclothes  as  the  patient 
raises  himself  to  the  sitting  position.  It  begins  as  erythema,  and  its  significance  can  hardly 
be  mistaken,  though  its  presence  in  such  a  situation  may  take  the  nurse  by  surprise. 
Diabetic  gangrene  most  frequently  attacks  the  toes  or  other  part  of  the  foot ;  but  occasion- 
ally it  has  been  observed  in  the  penis,  and  I  have  seen  cases  in  which  the  fingers  have  been 
affected.  Post-mortem  wart,  or  post-mortem  pustule,  the  condition  sometimes  met  with 
chiefly  on  the  knuckles  and  in  the  interdigital  folds  in  those  who  have  to  handle  dead  bodies, 
whether  of  human  beings  by  mortuary  attendants  or  of  the  lower  animals  by  butchers  and 
slaughterers,  is  a  form  of  tuberculosis,  caused  by  infection  with  living  bacilli  from  the  dead 
tissue.  It  is  sometimes  met  with  also  in  colliers,  in  whom  the  site  of  inoculation  is  probably 
an  abrasion  received  in  the  handling  of  coal.  The  pustule,  beginning  as  a  flat  papule, 
dries  up  and  forms  a  scab,  which,  when  it  falls  off,  leaves  a  surface  that  is  made  irregular 
by  overgrowth  of  papillie.  These  grow  and  become  harder,  until  they  form  a  warty  mass. 
The  avocation  of  the  patient  will  suggest  the  true  nature  of  the  lesion.  Of  dissection 
wounds,  consisting  of  pustules  or  small  abscesses  on  the  site  of  a  pimcture  or  scratch,  or  of 
lymphangitis  and  cellulitis,  which  may  be  followed  by  pyjemia,  the  history  will  supply  the 
diagnosis.  In  chancre  of  the  flnger,  usually  met  with  in  midwives,  nurses,  and  medical 
men,  but  occasionally  in  others,  a  favourite  situation  of  the  sore  is  at  the  lateral 
nail-groove,  and  in  many  cases  the  lesion  flrst  attracts  notice  as  a  persistent  fissure.  If  the 
sore  undergoes  induration,  and  there  is  general  enlargement  of  glands  with  the  other  well- 
known  secondary  symptoms,  the  diagnosis  can  no  longer  be  doubtful. 

Dairymaids,  milkers,  and  other  farm  hands  sometimes  develop  acute  or  chronic  sores 
upon  their  fingers  due  to  cow-pox  caught  from  the  teats  or  udders  of  infected  cows,  and 
such  patients  may  inoculate  others  who  have  no  work  that  is  connected  directly  with  cows. 
The  appearances  are  those  of  persistent  boils  or  whitlows,  and  the  diagnosis  may  be  very 
difiicult  unless  the  source  can  be  traced.  Two  other  varieties  of  whitlow  may  pass  entirely 
without  recognition  unless  bacteriological  methods  are  resorted  to,  namely,  onychia  or 
perionychia  due  to  Klebs-Loeffler  bacilli  (digital  diphtheria)  and  similar  trouble  due  to 
the  Bacillus  coli  communis.  Malcolm  Morris. 

FINGERS,  CLUBBED.— (See  Clubbed  Fingers,  p.  111.) 

FINGERS,  DEAD.— (See  Dead  Fingers,  p.  162.) 

FINGERS,  NUMBNESS  OF.— (See  Sensation,  Abnormalities  of,  p.  604.) 

FITS.— (See  Convulsions,  p.  143.) 

FLATULENCE. — It  is  important  to  distinguish  between  (1)  Gastric  flatulence,  in 
which  wind  is  eructated  ;  and  (2)  Intestinal  flatulence,  in  which  it  is  passed  p)er  anum. 

Gastric  Flatulence. — Before  concluding  that  excess  of  gas  is  being  produced  in  the 
stomach,  it  is  necessary  to  exclude  the  possibility  of  air-swallowing  (dtrophagia,  eructatio 
nervosa).  This  is  common,  but  is  apt  to  be  interpreted  wrongly.  It  is  met  with  often  in 
women  about  the  menopause  ;  it  is  also  by  no  means  infrequent  in  young  men  prone  to  be 
•  neurotic,'  or  to  exhibit  signs  of  neurasthenia  or  psychasthenia,  though  otherwise  healthy. 
Eructatio  nervosa  is  recognized  by  the  violence  of  the  belching  and  the  excessive  amount  of 
wind  expelled.  It  comes  on  in  attacks  both  by  day  and  by  night,  sometimes  waking  the 
patient.  If  a  patient  can  belch  '  to  order,'  one  may  conclude  with  almost  perfect  cer- 
tainty that  he  is  sufTering  from  this  form  of  neurosis  ;  and  by  watching  him  during  the 
attack  one  can  recognize  that  he  is  gulping  down  air. 

True  gastric  flatulence  is  present  to  a  greater  or  less  degree  in  many — one  might  almost 
say  in  all — forms  of  gastric  disorder.     For  purposes  of  diagnosis  one  must  distinguish 
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between  the  cases  in  which  gas  is  produced  by  fermentation  in  stagnating  gastric  contents, 
and  those  in  which  no  such  fermentation  is  taking  place.  In  the  former  the  stomach  is 
dilated,  vomiting  is  almost  certainly  present ;  if  examination  of  the  gastric  contents  shows 
delay  in  their  transmission,  and  the  presence,  probably,  of  sarcinae  {Fig.  121)  and  yeasts, 
one  may  diagnose  pyloric  obstruction,  either  simple  or  malignant.  In  these  cases  the  eructa- 
tions are  sometimes  offensive,  revealing  the  existence  of  putrefaction  in  the  gastric  contents. 
Bismuth  and  a?-ray  examination  will  confirm  the  delayed  emptying  of  the  stomach. 

Non-fermentative  flatulence  occurs  in  almost  all  forms  of  functional  disorder  of  the 
stomach  ;  but  is  specially  prone  to  occur  in  gastric  atony.  In  that  case  there  will  be  a  well- 
marked  splash  over  the  gastric  area,  even  some  hours  after  a  meal,  but  without  any  evidence 
of  actual  dilatation  of  the  organ,  although  there  may  be  some  gastroptosis.  (See  also 
Indigestion,  p.  315.)  In  other  forms  of  gastric  disorder  flatulence  is  only  a  minor  sym- 
ptom, and  of  little  diagnostic  value. 

Flatulence  is  also  not  an  uncommon  symptom  in  emphysema  of  the  lungSy  and  in  cases 
of  cardiac  disease,  especially  when  due  to  degeneration  of  the 
heart  muscle.  In  elderly  persons  these  conditions  should  always 
be  looked  for.  In  angina,  also,  flatulence  may  be  a  prominent 
symptom,  but  in  that  case  the  attacks  tend  to  come  on  after 
exertion,  and  are  accompanied  by  the  characteristic  pain  of 
angina. 

Intestinal  Flatulence  may  be  either  acute  (see  Meteorism, 
p.  388),  or  chronic  (intestinal  flatulence  proper).  In  the  latter 
case  it  is  often  attended  by  colicky  pain,  which  is  relieved  by 
the  passage  of  wind.  It  is  important  to  note  that  flatulence  is 
not  a  feature  of  ordinary  constipation.  When  marked,  it  is  sug-  ^.^  i2i.-sarcina  v^ntricuii. 
gestive  either  of  chronic  obstruction  or  of  intestinal  fermentation.  cMedium  power  of  the 

If  obstruction  be  present,  coils  of  intestine  undergoing  peri-  ™  croscope.) 

staltic  contraction  are  often  to  be  seen,  and  there  is  pronounced 

constipation,  sometimes  alternating  with  diarrhoea.  A  diagnosis  of  the  exact  cause  of  the 
obstruction  may  necessitate  the  use  of  the  sigmoidoscope,  bismuth  and  the  ic-rays,  or  even 
of  an  exploratory  operation.  In  cases  of  intestinal  fermentation,  either  constipation  or 
diarrhoea  may  be  present.  Microscopic  examination  of  the  stools  is  often  of  help  in 
elucidating  the  nature  of  the  fermentative  process,  undigested  muscle  fibres  (proteid 
fermentation  or  putrefaction)  or  an  excess  of  starch  cells  (carbohydrate  fermentation) 
being  seen.     (See  also  Diarrh(ea,  p.  170.)  Robert  Hutchison. 

FLUSHING. — The  difference  between  flushing  and  blushing  is  that  the  former  only 
occasionally,  the  latter  invariably,  arises  from  emotion — shyness,  shame,  and  modesty. 
A  flush  may  begin  instantaneously  in  all  the  parts  in  which  it  is  felt,  or,  arising  in  a  lower 
region,  it  may  ascend,  to  the  head,  or,  beginning  in  the  head,  it  may  descend  to  some  part 
of  the  body,  or  it  may  pass  both  upwards  and  downwards.  The  sensation  varies  in  severity, 
and  may  be  actually  painful.  The  nerve-storm  generally  ends  in  a  cold  stage,  though  this 
may  precede  the  hot  stage.  The  cutaneous  symptoms  may  be  accompanied  or  foUowed 
by  nausea,  vomiting,  fainting,  a  sense  of  suffocation,  numbness,  tremors,  tinnitus,  giddiness, 
palpitation,  paresis.  The  physical  states  and  conditions  from  which  flushing  arises  include 
menstruation  and  menstrual  irregularities,  the  climacteric,  pregnancy,  lactation,  chlorosis, 
indigestion,  feeble  circulation,  general  debility  ;  it  may  also  be  an  expression  of  emotion, 
may  be  caused  by  alcoholic  indulgence,  or  may  merge  into  an  epileptic  aura.  If  it  becomes 
chronic,  the  skin  of  the  face,  especially  of  the  flush  area — the  middle  third  of  the  face — is 
reddened  [permanently,  and  the  case  becomes  one  of  rosacea  ;  sooner  or  later  the  sup>erficial 
vessels  undergo  dilatation  ;  hypersecretion  and  retention  of  sebaceous  matter  follow,  and 
inflammation  may  be  set  up  ;  the  inflammatory  process,  becoming  chronic,  may  give  rise, 
especially  if  the  patient  is  much  exposed  to  the  weather,  to  hypertrophic  thickening  of  the 
skin  of  the  nose,  with  lobulation  (rhinophyma). 

The  condition  or  habit  which  is  the  cause  of  rosacea  will  be  deduced  from  the  history, 
esp)ecially  as  regards  tea,  alcohol,  and  dyspepsia,  and  from  examination  of  the  patient. 
Rosacea  is  distinguished  from  acne  vulgaris  by  the  absence  of  comedones,  the  redness  of 
the  affected  surface,  the  limitation  of  the   eruption  to   the  face,  the  telangiectasis,  the 
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hypertrophy,  and  by  its  being  an  affection  of  middle  life  rather  than  of  puberty.  It  differs 
from  lupus  erythematosus  in  the  absence  of  scaliness  and  of  atrophic  scarring,  in  the  border 
which  is  not  raised  and  shows  no  signs  of  active  spreading,  and  by  its  fluctuations. 
Seborrhcnc  eczema  may  be  met  with  in  the  flush  area,  but  it  is  usually  associated  with 
seborrhoea  capitis,  there  is  no  telangiectasis,  and  the  affected  surface  is  oily  or  scaly.  From 
tertiary  syphilides,  rosacea  is  distinguished  by  its  slow  course,  its  symmetry,  the  dilatation 
of  blood-vessels,  and  the  absence  of  any  tendency  to  ulceration  and  scarring,  or  to  atrophy. 
In  syphilis,  further,  there  will  be  the  stigmata  or  the  history  of  earlier  lesions. 

Malcolm  Morris. 

FOOT-DROP. — (See  Paraplegia,  p.  510 ;  and  Paralysis  of  one  Extremity 
(Lower),  p.  496.) 

FOOT,  ULCERATION  OF  THE.— (See  Ulceration  of  the  Foot,  p.  735.) 

FOREHEAD,  ENLARGEMENT  OF.— (See  Enlargement  of  the  Forehead,  p.  203. ) 

FORGETFULNESS.— (See  Amnesia,  p.  19.) 

FORMICATION.— (See  Pruritus,  p.  540.) 

FOUL  BREATH.— (See  Breath,  Foulness  of  the,  p.  86.) 

FRACTURE,  SPONTANEOUS.— Spontaneous  fracture  signifies  fracture  of  a  bone 
from  causes  which  ordinarily  would  have  been  inadequate.  Tremendous  muscular  efforts 
sometimes  lead  to  the  breaking  of  bones  without  any  external  violence,  but  this  variety 
would  not  be  included  under  the  heading  of  spontaneous  fracture  if  the  degree  of 
muscular  effort  seemed  adequate.  A  man  has  been  known,  for  instance,  to  dive  into 
shallow  water,  and  in  order  to  bring  himself  to  the  surface  quickly,  and  prevent  his  head 
from  striking  the  bottom,  he  has  used  his  neck  muscles  so  strenuously  in  bending  his  head 
back  as  actually  to  fracture  his  vertebrae.  This  fracture  is  not  spontaneous,  but  due  to 
excessive  muscular  exertion.  There  are  three  main  groups  of  causes  for  true  spontaneous 
fracture,  namely,  excessive  brittleness,  or  innate  lack  of  strength  of  the  bones — fragilitas 
ossium ;  general  paralysis  of  the  insane ;  and  unsuspected  lesions  of  the  bones,  particu- 
larly myeloid  sarcoma,  chloroma,  tuberculous  caries,  or  secondary  deposits  of  carcinoma 
or  sarcoma. 

Fragilitas  Ossium. — When  the  first  fracture  occurs  in  such  a  patient,  there  may  be 
doubt  as  to  the  diagnosis  ;  but  when  repeated  breaking  of  different  bones  occurs,  in  each 
case  from  apparently  trivial  causes,  the  diagnosis  becomes  clear.  The  undue  fragility  may 
show  itself  in  early  life,  but  more  often  not  until  the  patient  has  reached  adult  stature  and 
weight.  There  is  a  very  remarkable  familial  type  of  the  disease,  in  which  successive 
generations  contain  some  members  who  have  fragile  bones  amongst  others  who  are  healthy  ; 
the  latter  have  white  sclerotics,  whilst  those  exhibiting  fragilitas  ossium  have  sclerotics 
that  are  definitely  blue — sometimes  even  dark  blue.  Both  bones  and  sclerotics  lack 
part  of  their  proper  matrix  ;  the  diagnosis  is  easy,  though  the  condition,  termed  '  blue 
sclerotics  with  brittle  bones,'  is  rare. 

Two  maladies  which  differ  from  fragilitas  ossium,  and  yet  which  may  cause  undue 
bending,  or  partial  or  green-stick  fracture  of  bones,  are  rickets  in  children,  in  which  disease, 
for  a  time  at  least,  there  is  excess  of  preparation  for  bone  formation,  but  deficiency  in  com- 
pleting the  ossifying  process,  so  that  the  bones,  being  unduly  soft,  not  only  bend,  but  also 
give  way  as  a  green  stick  would,  causing  the  partial  or  green-stick  fracture  ;  and  mollities 
ossium,  a  rather  rare  affection  in  this  country,  though  reported  to  be  less  uncommon  in 
certain  parts  of  the  Continent,  notably  in  the  Rhine  valley,  coming  on  especially  after 
pregnancy,  and  associated  with  concentric  thinning  of  the  bones  from  the  marrow  outwards ,^ 
so  that  they  eventually  consist  of  a  mere  shell,  which  bends  with  undue  ease,  and  may 
sometimes  break  spontaneously.  The  relationship  to  pregnancy  may  suggest  the  diagnosis, 
and  there  is  no  other  disease  which  produces  the  same  degree  of  pathological  softening  and 
fragility  of  the  bones  in  adults  ;  active  rickets  is  practically  confined  to  young  children,, 
only  a  few  cases  having  been  recorded  during  adolescence  and  none  in  adult  life. 
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Spontaneous  fractures  in  general  paralysis  of  the  insane  occur,  like  the  aural  haemato- 
mata  of  this  disease,  at  a  late  stage  when  the  patient  is  bedridden.  They  may  arouse 
suspicion  that  the  attendants  have  been  unduly  rough  in  their  handling  of  the  patient ; 
but  so  atrophic  do  the  tissues,  and  particularly  the  bones,  become,  that  the  latter  may 
fracture  from  slight  and  otherwise  inadequate  causes.  The  diagnosis  will  have  been  made 
months  or  more  previously,  by  reason,  first,  of  the  mental  changes  of  the  patient,  particularly 
ideas  of  grandeur  ;  and  secondly,  by  the  occurrence  of  convulsive  seizures  after  there  have 
been  changes  in  the  patient's  mental  condition  for  a  longer  or  shorter  time.  The  case  is 
generally  that  of  a  man  who  has  suffered  previously  from  syphilis,  for  which  treatment 
was  not  very  prolonged,  and  whose  business  has  entailed  much  mental  hard  work,  and 
possibly  worry,  in  a  city.  Confirmatory  evidence  may  be  obtained,  if  need  be,  by  finding 
relatively  large  numbers  of  small  lymphocytes  in  the  cerebrospinal  fluid  removed  by  lumbar 
puncture,  and  Wassermann's  serum  reaction  for  syphilis  may  be  positive. 

Before  concluding  that  spontaneous  fracture  of  a  bone  is  due  either  to  neurotrophic 
causes,  or  to  fragilitas  ossium,  it  is  important  to  exclude  the  possibility  of  primary  or 
secondary  new  growth  in  the  affected  bone,  or  tuberculous  caries.  It  may  be  that  the  patient 
is  already  suffering  from  a  bony  swelling,  such  as  myeloid  sarcoma,  before  the  fracture  takes 
place,  or  it  may  be  known  that  there  is,  or  has  been,  a  primary  growth  elsewhere  ;  for 
instance,  in  the  p>elvis,  breast,  stomach,  or  thyroid  gland,  in  which  case  the  spontaneous 
fracture  of  a  bone  would  suggest  that  a  second  metastasis  has  occurred  at  the  site  of  firac- 
ture,  eroding  the  bone  until  it  finally  broke  from  a  trivial  cause.  The  chief  difficulties  arise, 
first,  when  there  are  no  symptoms  of  the  primary  growth  itself,  for  instance  in  the  case 
of  a  diffuse  carcinoma  of  the  stomach  of  the  indiarubber-bottle  type  ;  and  secondly,  when 
the  patient  is  really  suffering  from  tuberculous  caries  whose  existence  has  been  entirely 
unsuspected.  As  an  instance,  one  might  mention  the  case  of  a  woman  fifty  years  of  age, 
who,  seeming  to  be  in  perfectly  robust  health,  was  standing  in  her  kitchen,  when  her  son 
entered  unexpectedly,  causing  her  to  start  suddenly,  giving  her  body  a  twist  at  the  same 
time.  This  movement  was  followed  immediately  by  paralysis  of  both  legs,  and  it  seemed 
as  though  the  sudden  muscular  exertion  had  led  either  to  a  haemorrhage  or  to  a  fracture- 
dislocation  of  the  spine  ;  the  cause  for  the  fracture  was  in  itself  inadequate,  however,  and 
it  would  not  have  produced  the  symptoms  had  there  not  been  spinal  caries  which  had  been 
slowly  eroding  the  bones  for  some  time  previously,  until  they  now  gave  way  as  the  result  of 
what  would  otherwise  have  been  a  trivial  movement.  The  diagnosis  in  cases  of  the  kind 
depends  chiefly  upon  remembering  the  possibilities,  and  not  omitting  a  most  careful  exami- 
nation of  every  part  of  the  body.  When  the  a?-rays  are  available,  they  may  sometimes  be 
of  considerable  value  in  detecting  a  neoplasm  (Fig,  286,  p.  673)  or  a  tuberculous  focus 
(Fig,  195,  p.  460)  in  the  affected  bone  Herbert  French. 

FRAGILITAS  OSSIUM.— (See  Fracture,  Spontaneous,  p.  242.) 

FREQUENCY  OF  MICTURITION.— (See  Micturition,  Abnormalities  of,  p.  393.) 

FULLNESS,  SENSE  OF. — A  sense  of  fullness  is  experienced  when  the  tension 
exerted  on  the  muscle  fibres  of  the  stomach  or  intestines  is  greater  than  normal. 

Localization, — A  sense  of  fullness  felt  in  the  upper  part  of  the  abdomen,  in  the 
neighbourhood  of  the  umbilicus,  and  in  the  lower  part  of  the  abdomen  is  generally  due  to 
distention  of  the  stomach,  small  intestines,  and  colon  respectively. 

1.  Gastric  Fullness. — ^The  bulk  of  gastric  contents,  whether  fluid  or  gas,  required  to 
produce  a  sense  of  fullness  depends  upon  whether  the  tone  of  the  muscles  of  the  stomach 
is  (a)  Normal,  (b)  Excessive,  or  (c)  Deficient.  The  sensation  is  the  same  in  each  case  ;  the 
patient  commonly  believes  it  is  due  to  excess  of  gas  in  the  stomach,  and  it  is  generally 
thought  that  tone  is  deficient ;  but  the  former  is  rarely  true,  and  the  latter  is  certainly  not 
more  commonly  the  case  than  the  reverse. 

(a).  In  normal  individuals  the  sensation  of  fullness  is  produced  by  eating  very  rapidly, 
as  the  intragastric  pressure  rises  owing  to  the  relaxation  of  tone,  which  should  proceed 
pari  passu  with  the  increasing  bulk  of  the  gastric  contents,  taking  place  with  insufficient 
rapidity. 

(b).  When  the  tone  of  the  stomach  is  increased,  a  comparatively  small  quantity  of 
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food  produces  a  sensation  of  fullness  unless  the  food  is  eaten  with  extreme  slowness.  In 
rare  cases  the  stomach  is  abnormally  small,  owing  to  infiltration  of  its  walls  with  cancer 
(leather-bottle  stomach.  Fig,  132,  p.  270) :  as  its  capacity  cannot  then  increase  at  all  by 
relaxation  of  its  muscular  coat,  a  very  small  quantity  of  food  produces  an  immediate  rise 
in  intragastric  pressure  and  a  corresponding  sensation  of  fullness. 

(c).  In  atonic  dilatation  of  the  stomach  the  muscle-fibres  are  relaxed  completely 
before  any  food  is  eaten  ;  the  weight  of  the  food,  however  slowly  it  is  eaten,  stretches  the 
fully  relaxed  fibres  from  the  minute  it  is  eaten,  and  a  sensation  of  fullness  is  felt. 

In  slighter  cases  (hypotonus)  the  muscle-fibres  are  not  relaxed  completely,  but 
complete  relaxation  occurs  as  soon  as  a  small  quantity  of  food  has  been  eaten  ;  any 
further  addition  to  the  gastric  contents  produces  a  sense  of  fullness. 

From  these  considerations  it  is  clear  that  :  (1)  If  a  sense  of  fullness  is  only  felt  when 
an  excessive  quantity  of  food  is  eaten,  the  size  of  the  stomach  is  probably  normal,  and  the 
excess  is  the  cause  of  the  symptom  ;  (2)  If  it  is  only  felt  when  food  is  eaten  very  rapidly, 
the  size  of  the  stomach  is  probably  normal,  and  the  bolting  is  the  cause  of  the  symptom  ; 
(3)  When  it  is  felt  in  spite  of  the  food  being  normal  in  quantity  and  eaten  at  the  normal 
rate,  it  is  due  to  hypertonus  or  hypotonus  if  it  can  be  prevented  by  eating  small  meals 
very  slowly,  and  to  atony  or  to  leather-bottle  stomach  if  this  is  not  the  case. 

The  distinction  can  only  be  made  with  certainty,  however,  by  estimating  the  tone  of 
the.stomach  directly,  or  indirectly  from  its  size,  a  hypertonic  stomach  being  small,  whereas 
a  hypotonic  or  atonic  stomach  is  large. 

Although  percussion  gives  some  idea  of  the  quantity  of  gas  in  the  stomach,  it  does  not 
help  in  the  determination  of  its  size,  and  auscultatory  [percussion  and  friction  have  been 
shown  by  means  of  the  aj-rays  to  be  quite  valueless  so  far  as  the  stomach  is  concerned. 

Splashing  and  succussion  occur  in  the  normal  stomach  after  an  ordinary  meal  ;  if, 
however,  they  can  be  produced  after  drinking  two  ounces  of  water  on  an  empty  stomach, 
atony  is  probably  present. 

Inflation  is  the  only  method  apart  from  the  ar-rays  which  gives  definite  information  as 
to  the  size  and  tone  of  the  stomach.  The  patient  drinks  on  an  empty  stomach  two  quanti- 
ties of  water  in  rapid  succession  :  IJ  drachms  of  sodium  bicarbonate  are  dissolved  in  one 
and  IJ  drachms  of  tartaric  acid  in  the  other.  At  the  body  temperature  and  atmospheric 
pressure,  1700  c.c.  of  carbon-dioxide  are  evolved.  The  normal  stomach  has  a  capacity  of 
600  to  1200  c.c.  when  filled  rapidly  :  the  1700  c.c.  of  gas  are  therefore  subjected  to  a  con- 
siderable degree  of  tension  ;  a  certain  amount  of  discomfort  is  felt,  and  the  gas  is  expelled 
rapidly  on  sitting  up.  When  the  tone  of  the  stomach  is  excessive,  the  capacity  is  less  than 
600  c.c,  and  when  it  is  deficient  it  is  more  than  1700  c.c.  ;  in  the  former  case  a  sensation 
of  painful  fullness  is  produced,  and  the  gas  is  expelled  violently  on  sitting  up ;  whereas  in 
the  latter  case  no  discomfort,  and  sometimes  actual  relief,  is  experienced,  and  the  gas  can 
be  expelled  only  with  difficulty.  The  tumour  formed  with  a  hypertonic  stomach  is  gener- 
ally situated  too  high  to  be  accessible  for  palpation,  but  when  it  can  be  reached  it  is  found 
to  be  firm  and  well  defined  ;  with  a  normal  stomach  it  is  also  firm  and  well  defined,  and  is 
often  visible  through  the  abdominal  wall,  whereas  with  a  hypertonic  stomach  it  is  soft, 
and  its  outline  is  less  easy  to  determine  by  palpation  and  percussion.  When  the  inflated 
stomach  is  outlined  by  means  of  palpation  and  percussion,  the  distance  between  the  lesser 
and  greater  curvatures  of  the  stomach  should  be  between  3  and  4  in.,  and  the  greater  curva- 
ture should  reach  within  an  inch  of  the  umbilicus.  The  distance  between  the  curvatures 
in  a  hypertonic  stomach  is  less  than  3  in.,  and  the  greater  curvature  is  more  than  an  inch 
above  the  umbilicus  ;  in  atonic  dilatation  the  distance  is  more  than  4  in.,  and  the  greater 
curvature  often  reaches  below  the  umbilicus. 

The  size  and  tone  of  the  stomach  can  be  determined  most  accurately  with  the  aj-rays 
after  a  meal  of  porridge  containing  2  oz.  of  barium  sulphate.  Owing  to  the  adaptation 
of  the  tone  of  the  normal  stomach  to  the  volume  of  its  contents,  there  is  little  difTerence  in 
the  upper  level  of  the  semi-fluid  chyme  as  seen  in  the  erect  position,  whether  the  volume 
is  5  oz.  or  2  pints,  and  the  greater  curvature  is  not  more  than  an  inch  above  or  an  inch 
below  the  umbilicus  (Fig,  122).  A  hypertonic  stomach  is  diagonal,  or  even  horizontal,  instead 
of  almost  perpendicular,  as  in  normal  individuals,  and  its  lowest  extremity  is  situated  at 
least  an  inch  and  often  considerably  more  above  the  umbilicus.  An  atonic  stomach  does  not 
adapt  itself  to  the  volume  of  its  contents  :  food  taken  when  it  is  empty  drops  at  once  to  its 
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most  dependent  part,  instead  of  being  held  up  for  a  few  seconds  by  the  tonic  contraction* 
of  the  body  of  the  stomach.  As  more  and  more  food  is  taken,  the  upper  surface  of  the 
gastric  contents  gradually  rises,  but  it  never  reaches  the  height  observed  in  normal  and 
hypertonic  stomachs  after  the  first  two  or  three  mouthfuls  of  food  are  swallowed.  The 
gastric  tone  is  insufficient  to  withstand  the  weight  of  the  food,  and  the  greater  curvature 
consequently  sinks  as  the  quantity  of  gastric  contents  increases. 

Most  patients  ascribe  a  sense  of  fullness  in  the    epigastrium   to  *  wind,'   and  try  to 
relieve  their  discomfort  by  eructation  ;  as,  however,  it  is  rare  for  excess  of  gas  to  be  present, 
the  attempt  leads  to  aerophagy.     The  sense  of  fullness  is  thus  often  aggravated  by  aero- 
phagy,  though  primarily  due  to  some  other  cause.     In  addition  to  ascertaining  the  tone 
and  size  of  the  stomach,  it  is  therefore  necessary  to  discover  whether  the  sense  of  fullness 
is  in  part  due  either  to  excess  of  gas  produced  by  fermentation  or  to  secondary  aerophagy. 
The  presence  of  excess  of  gas  in  the  stomach  can  be  ascertained  most  readily  by  means  of 
the  aj-rays,  as  it  is  often  difficult  to  distin- 
guish by  percussion  whether  a  resonant 
area  corresponds  to  a  collection  of  gas  in 
the  stomach  or  in  the  splenic  flexure. 

Excess  of  gas  is  only  produced 
in  the  stomach  when  evacuation  is 
delayed  :  this  never  occurs  in  a  hyper- 
tonic stomach,  and  only  in  a  normal 
stomach  when  an  excessive  quantity  of 
food  has  been  eaten.  In  atonic  dila- 
tation of  the  stomach  stasis  is  never 
sufficiently  great  for  much  fermentation 
to  occur,  the  only  condition  in  which  it 
is  really  active  being  dilatation  due  to 
pyloric  obstruction.  This  can  readily 
be  distinguished  from  atonic  dilatation 
with  the  a?-rays,  even  before  the  onset 
of  visible  peristalsis  and  the  character- 
istic vomiting  of  large  quantities  of 
food  eaten  many  hours  earlier,  by  the 
excessive  activity  of  peristalsis,  the 
occurrence  of  retro-peristalsis,  and  the 
presence  of  a  large  residue  in  the 
stomach  six  hours  after  a  barium  meal. 
The  diagnosis  of  pyloric  obstruction  is 
confirmed  if  the  passage  of  a  stomach- 
tube  at  9  a.m.  shows  that  remnants  of 

a   dinner   taken   at   9    p.m.    the   previous  ,,^  122.-Skiagram  taken  in  the  vertical  position,  showing  u 

evening  are  still  in  the  stomach,  nothing  bismuth  meal  in  a  normal  adult  stomach, 

,         .  ,  .  J         1       •         J.U  {Skiagram  by  Dr.  C.  Thurstan  Holland.) 

havmg    been    eaten    or   drunk    m    the  v    ~y        y 

interval. 

Aerophagy  can  be  diagnosed  with  certainty  if  eructation  occurs  six  or  more  times  in 
rapid  succession,  or  if  it  occurs  before  breakfast,  unless  food  is  present  in  the  stomach  as  a 
result  of  pyloric  obstruction.  Finally,  it  is  quite  easy  to  watch  the  whole  process  of  aero- 
phagy with  the  a;-rays. 

2.  Intestinal  Fullness. — A  sense  of  fullness  in  the  lower  part  of  the  abdomen  is  almost 
invariably  due  to  the  excessive  tension  on  the  intestinal  walls  produced  by  the  presence  of 
an  excessive  quantity  of  gas.  The  only  symptom  which  proves  conclusively  that  this  is 
the  case  is  the  passage  of  excess  of  flatus,  particularly  if  it  is  found  to  relieve  the  discomfort. 
In  the  absence  of  evidence  of  a  hypertonic  condition  of  the  colon,  such  as  occurs  in  spastic 
constipation  (Fio.  52,  p.  124),  a  sense  of  fullness  in  the  lower  part  of  the  abdomen  may  be 
presumed  to  be  due  to  the  pressure  of  an  excessive  quantity  of  gas.  Spastic  constipation 
is  much  more  often  accompanied  by  pain  than  a  sense  of  fullness  :  it  can  be  recognized  by 
the  contracted  condition  of  parts  of  the  colon,  the  situation  and  degree  of  the  spasm 
varying  from  one  examination  to  another,  and  with  more  certainty  by  means  of  the 
a:-rays  after  a  barium  meal  or  a  barium  enema. 
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Intestinal  flatulence  may  be  due  to  the  excessive  production  of  gas  in  tlie  intestines 
from  excessive  fermentation  or  putrefaction,  retention  of  gas  behind  a  faecal  mass  in 
constipation,  the  passage  of  some  of  the  swallowed  air  into  the  intestines  in  severe  cases 
of  aerophagy,  and  deficient  absorption  of  gas  due  to  the  impeded  venous  circulation  in 
cirrhosis  of  the  liver  and  heart  failure.  The  stools  should  always  be  examined  :  if  they 
are  bubbly,  acid  in  reaction,  and  contain  obvious  excess  of  vegetable  residue,  intestinal 
fermentation  is  probably  the  cause  ;  if  they  are  alkaline  in  reaction,  have  a  putrefactive 
odour  and  contain  obvious  fragments  of  meat,  excessive  putrefaction  is  probably  present. 
On  incubating  some  of  the  stool  made  thin  with  water  for  twenty- four  hours  in  an 
apparatus  in  which  the  gas  evolved  can  be  collected,  it  is  found  that  little  or  no  gas  develops 
and  the  stool  remains  neutral  in  reaction  if  there  is  no  abnormal  bacterial  activity.     When 

excess  of  gas  is  evolved,  it  is  due 
to  fermentation  if  it  is  odourless 
and  the  stools  have  become  very 
acid,  and  to  putrefaction  if  it  has 
an  unpleasant  odour  of  putrefac- 
tive products  and  the  st(K)I  is  very 
alkaline. 

In  the  absence  of  excessive 
fermentation  or  putrefaction,  a 
history  of  constipation  would  sug- 
gest that  that  is  the  cause  of  the 
flatulence  (vide  Constipation,  p. 
l*.n).  Aerophagy  only  leads  to 
intestinal  flatulence  when  it  is  so 
well  marked  as  to  be  easily  recog- 
nized {vide  supra),  and  an  examin- 
ation of  the  liver  and  heart  show 
whether  it  is  due  to  deficient 
absorption  of  gas  from  cirrhosis  or 
heart  failure.  Arthur  F.  Hurst. 

FUNGOUS  AFFECTIONS 
OF     THE    SKIN.— We   here  in- 

clu(!e  (1)  Favus  ;  (2)  Ringivorm  ; 
(8)  Eczenia  marginatum  /  (4)  Tinea 
imbricaia  ;  (5)  Tinea  versicolor  ; 
and   (6)  Erythrcsma. 

1.  FAVUS  in  man  is  due  in 
about  99  per  cent  of  cases  to 
inoculation  with  the  Achorion 
Schonleinii,  Four  other  achorions, 
of  animal  origin,  have  been  identi- 
fied, and  it  has  been  proved  that 
the  affection  can  be  comnumi- 
..     ,.„     .,  ,  .,  ,    ,  .  .  .  ,    .    ,  cated  from    animals  to  man,  but 

rij.  123. — l-uviKs:    allowing  thn  vorv  \viil<»  db^tritiution  ov(r  iho  bodv,  .18  . 

well  as'  th"  S4aip.  '  tlic  mstauccs  are  so  rare  as  to  be 

(From  m.sea.ses  of  the  Skin,  Sir  Malcolm  Morris.)  negligible.     BctWCen  the  achorions 

on  the  one  hand  and  the  micro- 
sporons  and  trichophytons  on  the  other  (see  p.  247),  there  are  close  morphological  resem- 
blances, but  the  clinical  dififerences  are  well  marked. 

Favus,  while  showing  a  distinct  preference  for  the  scalp,  may  attack  any  part  of  the 
skin  (Fig.  123),  and  even  a  mucous  membrane.  The  characteristic  lesion — a  tiny  sulphur- 
yellow  disc  with  a  cup-like  depression  in  the  centre,  resembling  both  in  colour  and  in  shape 
a  honeycomb,  and  in  hairy  parts  pierced  by  a  hair — can  hardly  be  mistaken  on  account  of 
its  peculiar  mousy  smell.  The  lesion  begins  as  a  collection  of  whitish  material,  somewhat 
resembling  a  pustule,  which  grows  and  presently  becomes  dry  and  friable.  The  cup-like 
disc  can  then  be  detached  from  the  epidermis,  leaving  a  pimply,  smooth,  greasy  surface. 
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As  they  grow,  the  discs  often  run  together.  In  a  later  stage  roughish  crusts  are  formed, 
separated  by  pale,  bluish-pink  scars.  The  crusts,  when  broken  up,  are  seen  under  the 
microscope  to  consist  of  spores,  varying  much  both  in  size  and  shape,  and  of  short  threads 
of  mycelium,  which  may  penetrate  into  the  mucous  layer  of  the  epidermis,  and  may  even 
reach  the  derma  ;  this  never  occurs  in  trichophj'tosis.  Hairs  affected  with  favus  are  dis- 
coloured and  lustreless  ;  they  may  fall  out,  but  do  not  break  ofT  as  in  ringworm.  Under 
the  microscope  one  may  see  in  favus-hairs  segments  of  fungus  12-15  fi  in  length,  dicho- 
tomized at  an  acute  angle.  If  the  nails  are  affected,  the  ungual  cells  will  be  found  to  be 
separated  by  irregular  threads  of  mycelium,  or  by  spores. 

In  the  less  characteristic  cases  the  lesions  must  be  examined  closely  under  a  good  lens 
for  remains  of  the  yellow  discs  of  favus  or  the  broken  hairs  of  ringworm.  If,  owing  to 
applications  to  the  skin,  the  crusts  are  lacking,  treatment  should  be  stopped  for  a  few  days, 
when  the  whitish  points  and  the  discs  will  usually  reappear.  In  prolonged  cases  the  crusts 
may  be  replaced  by  an  irregular,  lumpy,  dirty-yellowish  accumulation,  but  the  odour  of 
favus  will  still  remain.  At  this  stage  the  disease  may  resemble  psoriasis  of  the  scalp  ;  but 
there  is  a  much  greater  loss  of  hair,  the  scales  are  less  pearly,  and  even  when  no  discs  or 
sulphur-yellow  scabs  can  be  seen  about  the  edges,  the  lustreless  hair  and  the  atrophic 
scarring  left  by  the  scabs  are  sufficiently  distinctive  of  favus.  The  scarring  may  suggest 
lupiis  erythematosus  of  the  scalp,  but  in  that  affection  the  crusting  and  the  mouse-like  odour 
are  absent,  while  generally  there  are  characteristic  lesions  on  the  face.  From  both  eczema 
and  seborrhcea  favus  is  differentiated  by  the  fact  that  its  lesions  are  never  diffuse,  but  always 
have  a  definite  margin.     In  alopecia  areata  there  is  no  scaling,  crusting,  or  cicatrix. 

2.  RINGWORM — ;\  hether  of  the  scalp,  the  beard,  the  hairless  skin,  the  mucous  mem- 
brane, or  the  nails — is  due  to  fungi  belonging  to  two  different  families,  the  microspora  and 
the  trichophyta,  each  of  them  comprising  a  number  of  different  species.  In  the  one  case 
the  affection  is  styled  microsporosi^,  or  tinea  with  small  spores  ;  in  the  other,  trichophytosis y 
or  tinea  with  large  spores.  Eleven  species  of  ringworm  microsporons  have  been  identified  ; 
of  the  trichophyta,  upwards  of  thirty.  Only  four  species  of  the  microspora,  and  the  same 
number  of  species  of  the  trichophyta,  are  of  importance.  The  four  microsporons  are  M. 
Audouini,  M,  felineum^  M,  cants,  and  M,  tardum  ;  the  four  trichophytons,  T,  crateriformey 
r.  acuminatum,  T,  sulphureum,  and  T.  violaceum.  In  both  families  some  of  the  species 
are  of  animal  origin,  and  it  is  these  which  account  for  nearly  all  the  inflammatory  forms  of 
ringworm,  including  kerion. 

Of  the  microsporons,  the  type  species  is  M.  Audouini,  which  is  the  cause  of  some 
90  per  cent  of  the  juvenile  ringworm  of  London.  It  is  also  the  cause  of  much  of  the 
juvenile  ringworm  of  Paris,  though  of  much  less  than  was  the  case  a  few  years  ago.  M. 
felineum  and  M.  canis,  closely  allied  species,  are  responsible  for  an  appreciable  percentage 
of  human  ringworms — the  one  in  England,  the  other  in  France.  M.  tardum  is  met  with 
occasionally  in  France.  Of  the  four  clinically  important  species  of  trichophytons,  the  one 
encountered  most  frequently  is  T.  craterifonne  ;  next  comes  T.  acuminatum,  then  T.  sul- 
phureum,  which,  however,  is  not  known  in  France  ;  and  lastly  T.  violaceum,  A  fifth  species 
of  trichophyton,  T.  rosaceum,  which  chiefly  affects  the  beard,  but  also  the  hairless  skin,  is 
said  to  be  relatively  not  infrequent  in  Northumberland  and  Durham. 

The  division  of  the  ringworms  into  a  small-spored  and  a  large-spored  group  may  easily 
lead  to  confusion  in  diagnosis,  for  among  both  microsporons  and  trichoph^'tons  the  spores 
vary  considerably  in  size,  according  to  the  species.  Those  of  the  microsporons  may  be  as 
large  as  4  fi,  while  those  of  the  trichophytons  may  be  as  small  as  3  ^  ;  the  limits  of  the  one 
are  2  to  4  ^,  and  of  the  other,  3  to  8  yu.  Clinically,  therefore,  microsporosis  and  tricho- 
phytosis are  to  be  differentiated  from  each  other  not  alone  by  the  size  of  the  spores,  but 
also  by  their  shape  and  arrangement  and  modes  of  growth. 

First,  as  to  shape  :  In  microsporosis  the  spores  are,  speaking  generally,  round  or  oyoid  ; 
in  trichophj'tosis,  they  tend  to  be  square  with  rounded  angles,  or  oblong  with  sharper 
angles.  Still  more  important,  for  diagnosis,  is  the  arrangement  of  the  spores.  In  micro- 
sporosis they  are  dotted  about  irregularly,  and  the  mycelium  interwoven  with  them  is 
curved  and  branching,  and  irregularly  jointed.  In  trichophytosis  they  are  arranged  in 
regular  chains,  and  the  mycelium  is  short  and  regularly  jointed.  In  microsporosis  the 
fungus  forms  a  greyish  sheath  around  the  hair — ^whether  of  the  scalp  or  of  the  body — which 
it  eats  away,  fraying  the  edges,  penetrating  to  the  interior  of  the   shaft,   and  growing 
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downwards  towards  the  root.  Presently  the  hair  breaks  off,  at  some  distance  from  the 
follicular  orifice,  and  the  parasitic  sheath  is  disintegrated  and  may  be  seen  as  a  patch  of 
ash-coloured  scales  on  the  epidermis.  In  trichophytosis,  the  parasite  attacks  the  root  of 
the  hair  first,  and  grows  upward.  The  hairs  are  broken  off  short,  and  no  sheath  is  to 
be  seen  outside  the  follicular  orifice.  It  should  be  added  that  some  small-spored  tricho- 
phytons form  a  sheath  outside  the  hair  like  that  of  microsporosis,  but  the  spores  observe  the 
chain-formation  which  is  characteristic  of  trichophytosis,  and  this  is  never  present  in 
microsporosis.  These  small-spored  trichophytons  are  all  pyogenic,  and  are  the  cause  of 
many  cases  of  kerion. 

Trichophytons  may  be  either  endolhrix  or  endo-ectothria;.  If  the  parasite  penetrates 
the  hair  between  the  cuticle  cells  and  develops  entirely  within  the  hair-structure,  it  belongs 
to  the  endothrix  class.  If  it  develops  not  only  within  the  hair,  but  also  continues  to  pro- 
liferate in  the  follicle  outside,  it  must  be  allocated  to  the  endo-ectothrix  class.  The  great 
majority  of  the  cases  of  scalp  trichophytosis,  both  in  London  and  in  Paris,  are  due  to  endo- 
thrix infections  ;  but  the  endo-ectotriches  are  responsible  for  most  of  the  ringworms  of  the 
hairless  skin,  for  nearly  all  the  adult  ringworms,  and  for  the  majority  of  specially  inflam- 
matory cases. 

Sabouraud  divides  the  endotriches  into  (1)  True  endotriches,  and  (2)  Neo-endotriches, 
the  distinguishing  feature  between  them  being  tfiat  in  the  latter  the  early  (neo)  stage  of 
the  attack,  the  stage  in  which  the  outside  of  the  hair  is  assailed,  is  prolonged.  If  the  parasite 
is  a  true  endothrix,  it  is  easy  to  miss  the  invasion  stage,  so  short  is  it ;  if  it  is  a  neo-endothrix, 
the  invasion-stage  is  so  protracted  that  it  is  possible  to  mistake  the  case  for  one  of  tricho- 
phytosis due  to  an  endo-ectothrix.  The  endo-ectotriches  are  subdivided  into  those  with 
large  spores  (megaspores),  and  those  with  small  spores  (microi'des).  It  is  the  latter  which, 
as  mentioned  above,  may  be  mistaken  for  microsporons,  unless  the  chain-formation  be 
looked  for.  In  the  case  both  of  the  microspora  and  of  the  trichophyta  cultures  may  have 
to  be  grown  to  distinguish  between  the  different  species.  There  are  four  microspora  of 
human  origin,  and  these  give  either  a  small  or  medium  culture  ;  to  this  group  belong 
M,  Audouini  and  M.  tardum.  The  seven  species  of  animal  origin  yield  a  large,  enduring 
culture  ;  in  this  group  occur  the  two  remaining  species  of  clinical  importance,  M,  cams 
and  M.  felineum.  In  the  first  group  pleomorphism  is  never  met  with  ;  in  the  second, 
on  a  suitable  medium,  a  white  downy  pleomorphism,  quite  different  from  the  mother 
culture,   is  exhibited. 

Of  trichophyton  cultures  there  are  four  main  types  :  (1)  The  crateriform  or  acuminate  ; 
(2)  Those  with  large  white  growths,  either  powdery  or  velvety  ;  (3)  The  faviform  ;  (4)  A 
single  species,  Epidermophyton  inguinale,  which  is  the  cause  of  eczema  marginatum.  In 
the  first  group,  to  which  belong  all  the  four  clinically  important  species,  the  culture  resembles 
the  crater  of  a  volcano,  and  is  white,  cream,  or  primrose-coloured,  or  it  is  like  a  mountain 
peak  ('  acuminate ')  and  is  grey  or  yellowish  in  colour.  The  parasites  of  this  cultural 
group  are  all  endotriches.  In  the  second  group  the  cultures  are  very  large  and  white,  some 
of  them  powdery,  others  velvety.  The  species  which  yield  cultures  of  this  type  are  all 
endo-ectotriches,  and  are  of  animal  origin.  The  three  species  which  give  cultures  like  those 
of  the  parasites  of  favus,  although  the  clinical  course  of  the  lesions  and  the  appearance  of 
the  fungus  in  the  hair  leave  no  doubt  that  they  are  trichophytons,  are  also  of  animal  origin. 
The  Epidermophyton  inguinale  yields  a  yellow-orange  culture,  dry  and  powdery,  but  often 
white  and  velvety  as  the  result  of  pleomorphism. 

Ringworm  of  the  Scalp  {Tinea  tonsurans). — Both  the  small-spored  and  the  large- 
spored  ringworm  of  the  scalp  begin  alike  as  a  small  red  papule,  which  develops  near  the 
orifice  of  a  hair-follicle  ;  the  size,  and  yet  more  the  shape  and  arrangement  of  the  spores, 
and  the  way  in  which  the  hair  is  attacked,  help  to  distinguish  between  them  ;  in  trichophy- 
tosis there  is  a  much  smaller  number  of  stumps  to  be  seen  with  the  naked  eye,  and  on  the 
surface  of  the  scaly  patches,  among  the  remaining  healthy  hairs,  one  may  detect  those 
dark  points  to  which  the  affection  owes  its  name  of  '  black-dot  ringworm.'  These  dots 
are  pigmented,  coiled-up  hair-stumps.  If  the  whole  scalp  is  thus  affected,  the  case  becomes 
one  of '  disseminated  ringworm.'  In  trichophytosis,  again,  the  scales  are  scantier,  or  may 
even  be  absent,  and  the  outline  of  the  lesions  is  not  so  rounded  or  so  well-defined.  As  a  rule 
it  is  not  difficult  to  distinguish  tinea  tonsurans,  whatever  its  form,  from  other  scalp  affec- 
tions, the  clinical  picture — the  broken  hairs,  the  black  dots,  the  slight  scaliness,  the  promi- 
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nent  follicles,  the  baldness,  in  varying  degrees,  of  the  involved  area — being  sufficiently 
distinctive.  In  favus  there  is  the  same  dull  and  brittle  condition  of  the  hair,  but  the  patches 
are  not  generally  circular,  while  in  ringworm  the  cup-shaped  crusts  are  absent,  there  is  no 
mousy  smell,  nor  is  the  skin  atrophic.  The  broken  hairs  distinguish  tinea  tonsurans  from 
pityriasis  of  the  scalp  and  from  psoriasis  of  the  hairy  skin,  in  both  which  affections  the 
hairs  fall  out  unbroken.  In  psoriasis,  too,  there  is  a  greater  degree  of  scaliness,  generally 
it  is  not  the  scalp  only  that  is  affected,  nor  is  loss  of  hair  usual,  though  it  occurs  sometimes. 
In  the  anomalous  form  of  ringworm  known  as  tinea  decalvans,  or  bald  ringworm,  in  which 
the  hair  falls  out  in  places  leaving  smooth  bare  patches,  confusion  with  alopecia  areata  may 
be  avoided  without  much  difficulty  ;  the  billiard-ball  smoothness  of  the  patches  in  the 
latter  condition  is  not  present  in  ringworm.  Another  differential  feature  is  the  shape  of 
the  short  hairs  found  at  the  edge  of  the  patches  :  in  tinea  tonsurans  they  are  bent,  whereas 
in  alopecia  areata  they  may  be  compared  to  a  note  of  exclamation.  In  the  latter  condition, 
too,  the  hairs  that  remain  are  free  from  fungus.  In  the  infrequent  cases  of  inflammatory 
ringworm,  a  condition  somewhat  resembling  impetigo  or  eczema  may  be  set  up  ;  but  the 
broken  stumps  and  the  limited  area  of  the  affection,  together  with  the  history'  of  the  case, 
should  prevent  confusion  with  those  affections.  In  these  forms  of  ringworm  again,  the 
lesions  are  sharply  defined,  and  the  pustules  are  invariably  situated  round  the  hairs. 
Seborrhoea  can  be  ruled  out  by  remembering  the  greasiness  of  the  scales,  the  diffusion  of  the 
condition  over  the  whole  scalp,  and  the  absence  of  patches  of  baldness. 

Ringworm  of  the  Beard  (Tinea  sycosis). — From  ordinary  sycosis  this  affection  is 
distinguishable  by  its  more  rapid  spread,  and  the  greater  lumpiness  of  the  affected  surface. 
In  sycosis  vulgaris,  too,  the  pustules  are  usually  pierced  by  a  hair,  and  are  quite  small,  and 
unless  there  is  much  more  suppuration  than  is  usual,  the  hairs  do  not  fall  out.  Tinea  sycosis 
differs  from  eczematous  folliculitis  in  the  absence  of  the  serous  discharge  that  marks  the 
latter  affection.  In  the  eczematous  condition,  again,  there  is  but  slight  if  any  loosening  of 
the  hairs,  so  that  if  they  are  extracted  they  bring  with  them  their  root-sheaths.  The  affec- 
tion is  not  confined  to  the  hairy  parts,  as  in  tinea  sycosis,  nor  do  the  patches  assume  the 
ring-like  form.  The  ring- formation  is  absent  also  in  seborrhoea,  nor  is  the  hair  involved  as 
in  beard-ringworm.  In  the  circinate  tubercular  syphiloderm,  the  border  of  the  lesion  is 
darker  in  colour  and  more  infiltrated,  and  there  is  either  atrophy  or  pigmentation,  or  both. 
Occasionally  the  severer  cases  of  ringworm  of  the  beard  take  the  form  of  a  single  tumour- 
like formation  which  may  be  mistaken  for  a  carbuncle,  but  the  inflammation  is  almost  always 
less  active  than  in  carbuncle,  and  the  swelling  and  pain  are  correspondingly  less.  In  any 
clinically  doubtful  case  examination  of  the  hairs  under  a  microscope  will  show  whether  or 
not  the  case  is  one  of  beard  ringworm  by  revealing  the  presence  or  the  absence  of  the 
trichophytic  fungus. 

Ringworm  of  the  Body  Skin  {Tinea  circinata), — The  small,  red,  slightly  raised 
spot  which  is  the  first  visible  lesion  of  ringworm  of  the  body,  gradually  spreads  at  the  edge 
and  becomes  scaly.  Fading  away  at  the  centre,  the  redness  leaves  a  slightly  discoloured 
branny  area  which  forms  the  inside  of  a  red  ring.  The  circle  slowly  enlarges  without  any 
widening  of  the  edge.  Usually,  though  not  always,  there  are  several  rings,  sometimes, 
though  seldom,  arranged  concentrically,  and  those  adjoining  each  other  may  run  together. 
Frequently,  as  the  .edge  advances,  there  is  no  involution  in  the  centre,  the  lesions  then 
appearing  not  as  rings  but  as  patches.  As  a  rule  inflammation  is  present  in  varying  degrees, 
and  the  neighbouring  lymphatic  glands  may  be  slightly  enlarged. 

These  symptoms,  with  the  tingling  and  itching,  form  an  ensemble  which  can  hardly 
be  mistaken  for  any  other  affection.  In  eczema  seborrhodcum  the  scales  are  greasy,  and 
often  there  are  projections  into  the  glandular  openings.  In  psoriasis  the  skin  is  affected  in 
ring-like  areas,  but  all  the  other  characters  are  different.  From  the  circinate  tubercular 
syphiloderm,  ringworm  of  the  body  may  be  distinguished  in  the  same  way  as  ringworm  of 
the  beard  (see  above).  As  a  rule  microscopic  examination  will  disclose  the  ringworm 
fungus — usually  a  trichophyte — without  difficulty  ;  but  occasionally  the  parasitic  elements 
are  deep-seated,  and  must  be  sought  in  a  section  of  the  affected  tissue. 

Ringworm  of  the  Nails  (Onychomycosis)  usually,  though  not  invariably,  appears  in 
association  with  trichophytosis  of  the  beard  or  of  the  body  skin.  The  first  visible  lesion 
shows  as  greyish  stains  under  the  borders  of  the  nail  and  at  the  root.  Inflammation  of  the 
matrix  follows  and  the  structure  of  the  nail  degenerates,  becoming  thickened,  spongy,  and 
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more  or  less  brittle,  with  a  dulled  surface.     When  exfoliation  occurs  a  mass  of  disintegrated 
nail  substance  is  seen,  in  which  the  fungus  may  be  found. 

Similar  changes  may  arise  in  connection  with  gout,  rheumatism,  and  other  constitu- 
tional disorders — ^those  for  instance  in  which  there  is  impaired  nutrition — ^as  well  as  in  such 
inflammatory  affections  as  eczema  and  psoriasis.  From  all  such  cases,  the  presence  of  the 
parasitic  elements  will  suffice  to  differentiate  onychomycosis.  In  the  onychomycosis  of 
favus,  the  stains  under  the  borders  of  the  nail  are  yellower,  and  the  mycelial  elements 
shorter  and  less  regular. 

3.  ECZEMA  MARGINATUM. — In  this  form  of  ringworm  of  the  body,  more  frequent 
in  tropical  climates  than  in  Europe,  the  parts  attacked  chiefly  are  the  lower  portion  of  the 
abdomen,  the  groins,  the  buttocks,  the  fold  of  the  nates,  and  the  axillae — -parts,  that  is, 
where  the  skin  surfaces  are  in  contact.  The  hair  is  never  involved.  The  characteristic 
feature  of  the  lesions  is  their  broad,  bluff  margin  ;  it  is  scaly,  and  as  a  rule  papular.  They 
are  often  eczematoid,  but  they  can  be  distinguished  from  eczema  and  from  eczema  sebor- 
rhccicum  by  their  gradual  spread  and  broad,  elevated  margin  and  by  the  ring-like  forma- 
tion of  the  early  stage.  If  any  <'oubt  remains,  the  microscope  will  clear  it  up  by  revealing 
the  parasite,  the  Epidermophyion  inguinale. 

From  eczema  marginatum,  dhohie's  itch  is  differentiated  very  imperfectly.  It  is  in 
fact  a  popular  name  for  all  epiphytic  skin  diseases  of  warm  climates,  but  usually  it  connotes 
diseases  of  this  group  of  which  the  sites  are  the  inguinal  regions  and  the  axillae.  Castellani 
distinguishes  two  fungi  as  the  cause  of  dhobie's  itch,  besides  Epidermophyion  inguinale, 
namely  E.  Perneti  and  E.  rubrum  ;  and  Manson  holds  that,  in  many  cases,  the  parasites 
concerned  are  Microsporon  minuiissimum  and  M.  furfur.  For  practical  purposes,  dhobie's 
itch  may  be  regarded  as  another  name  for  eczema  marginatum. 

4.  TINEA  IMBRICATA — known  also  as  Tokelau  ringworm — was  formerly  peculiar 
to  certain  oceanic  tropical  climates  in  the  East,  but  now  has  a  wider  distribution.  The 
fungus  has  not  yet  been  classifled  definitely.  Sabouraud  holds  it  to  be  a  trichophyton 
allied  to  species  of  animal  origin  met  with  in  Europe  ;  by  other  authorities  it  is  regarded 
as  a  lepidophyton  ;  so  far  it  has  not  been  cultivated.  The  affection  to  which  it  gives  rise 
is  characterized  by  a  concentric  arrangement  of  closely-set  rings  of  scaly  epidermis.  The 
conditions  from  which  it  has  to  be  distinguished  are  tinea  circinata  and  ichthyosis.  From 
the  former  it  is  differentiated  by  the  greater  abundance  of  the  fungus  elements,  the  tendency 
of  the  process  to  spread  centripetally,  the  absence  of  marked  inflammation  or  congestion 
of  the  rings,  their  concentric  disposition,  and  the  greater  size  of  the  scales.  From  the  latter, 
by  the  presence  of  the  fungus,  the  concentric  arrangement  of  the  scales,  and  the  fact  that 
the  attached  border  of  each  scale  is  towards  the  periphery,  the  free  border  being  towards 
the  centre  of  the  circle,  or  group  of  circles,  to  which  the  scale  belongs. 

5.  TINEA  VERSICOLOR — often  styled  pitvTiasis  versicolor — is  caused  by  the  Micro- 
sporon furfur,  the  mycology  of  which  is  little  understood.  The  disease  is  contagious,  but 
only  in  a  low  degree.  The  lesions,  confined  to  the  horny  layer  of  the  epidermis,  take  the 
form  of  roundish,  scaly  patches,  with  a  definite  margin,  and  of  a  colour  varying  from  fawn 
to  liver — in  coloured  races,  grey  or  white  ;  in  persons  who  have  lived  in  warm  climates,  it 
may  be  black.  The  hair  is  not  assailed,  nor  are  the  hands  and  feet.  As  a  rule  the  lesions 
are  limited  to  the  trunk,  particularly  the  front  of  the  chest,  but  occasionally  they  extend  to 
the  upper  parts  of  the  limbs  :  they  have  been  mistaken  for  secondary  syphilides,  but  the 
colour  and  distribution,  and  the  large  patches  in  which  they  are  found,  should  serve  to 
obviate  the  confusion.  In  exceptional  cases  the  face  may  be  invaded,  and  the  affection 
might  then  be  confounded  with  chloasma.  From  pityriasis  rosea  and  from  eczema  sehor- 
rhoeicum  it  may  be  distinguished  by  the  absence  of  inflammatory  reaction,  except  in  persons 
who  perspire  freely  ;  in  pityriasis  rosea,  too,  the  upper  parts  of  the  limbs  are  affected  equally 
with  the  trunk.  The  lesions  of  tinea  versicolor  offer  some  resemblances  to  the  pigmentary 
patches  sometimes  met  with  in  leprosy  ;  but  from  these,  as  from  the  other  cutaneous  mani- 
festations mentioned,  they  may  be  differentiated  almost  certainly  by  the  ease  with  which 
the  scales  can  be  detached  by  a  stroke  of  the  finger-nail,  and  quite  certainly  by  the  fungus 
elements  which  may  be  detected  in  the  scales  after  these  have  been  treated  with  potash. 
The  spores  are  rounded  and,  like  the  mycelium,  have  a  double  contour  with  a  diameter  of 
3  to  5  yu  ;  they  are  generally  grouped  together  in  masses,  suggesting  a  resemblance  to 
bunches  of  currants. 
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6.  ERYTHRASMA,  due  to  the  Microsporon  minuHssimum,  presents  several  points  of 
resemblance  to  tinea  versicolor.  In  both  it  is  only  the  horny  stratum  of  the  epidermis 
that  is  affected,  nor  is  the  hair  ever  attacked.  In  both  there  is  but  a  low  degree  of  con- 
tagiousness. The  lesions  offer  some  likeness  to  those  of  tinea  versicolor,  but  they  are 
reddish-brown  in  colour,  and  their  usual  site  is  the  genito-crural  region  or  the  axillse,  or 
both,  though  occasionally,  in  fat  subjects,  there  may  be  extension  to  the  abdominal  and 
submammary  folds  and  those  of  the  large  joints.  In  rare  cases,  erythrasma  resembles 
one  type  of  eczema  marginatum,  but  is  distinguished  from  that  affection  by  its  low  degree 
of  contagiousness  and  slow  evolution,  and  by  the  absence  of  inflammation,  which  also 
distinguishes  it  from  eczema  seborrhoeicum  and  from  pityriasis  rosea.  Any  doubt  between 
erythrasma  and  any  other  affection,  including  tinea  versicolor,  may  usually  be  cleared  up 
by  examination  of  a  preparation  under  a  microscope  of  sufficiently  high  power.  The 
spores  of  M,  minuiissimum,  like  the  threads  of  mycelium,  are  extremely  minute,  having 
a  diameter  of  about  0*6  /i.  The  mycelial  threads,  of  the  same  diameter,  are  so  abundant 
and  so  twined  together  as  to  form,  here  and  there,  a  network  over  the  epidermic  cells. 

Malcolm  Morris, 

GAIT,  ABNORMAIiTIES  OF.— As  a  genuine  aid  to  diagnosis  the  gait  cannot  be  of 
much  real  assistance.  There  are,  however,  several  diseases  and  affections  which  produce 
manifest,  and  in  some  cases  peculiar,  alterations  in  gait.  In  some  respects,  indeed,  the 
gait  is  a  diagnOvStic  point  in  identity,  though  this  probably  also  depends  on  the  total  back 
or  front  view  of  the  individual,  rather  than  on  real  peculiarities  of  gait  as  such. 

In  analyzing  gait  for  diagnostic  purposes,  we  find  that  it  consists  of  co-ordinate  and 
painless  movements  of  the  muscles  of  the  lower  limbs  and  pelvis — often,  indeed,  sinking 
into  purely  reflex,  or  at  least  subconscious,  movements— and  these  are  associated,  in  easy 
and  ordinary  walking,  with  rhythmical  movements  of  arms,  body,  and  head.  The 
directions,  therefore,  in  which  it  can  be  disordered  are  :  (1)  Inco-ordination  ;  (2)  Local 
loss  of  power  ;   (3)  Pain  calling  attention  to  the  movements. 

1.  Inco-ordinatioii. — The  test  for  the  presence  of  this  is  the  complaint  of  the  patient  „ 
that  he  feels  unsteady  in  walking,  especially  on  turning  or  walking  on  imeven  ground,  or 
on  walking  or  standing  with  the  eyes  shut ;  and  if  co-ordination  only  be  at  fault,  it  will 
then  be  found  that  on  testing  the  legs  for  simple  movements,  such  as  flexion  and  extension, 
the  power  of  the  muscles  is  unimpaired.  Having  discovered  inco-ordination,  the  next 
question  is,  to  what  may  this  be  due  ?  Tabes  dorsalis,  ataxic  paraplegia  (combined  lateral 
and  posterior  sclerosis),  disseminated  sclerosis^  and  hereditary  ataxy  (Friedreich's  disease), 
are  far  and  away  the  commonest  causes  of  this,  in  the  order  of  mention  ;  their  differential 
diagnosis  depends  on  many  other  symptoms  and  signs,  discussed  elsewhere.  Cerebellar 
disease  causes  rather  a  reeling  in  the  gait  than  a  simple  inco-ordination  in  the  individual 
movements  ;  and  here  again,  other  symptoms  will  be  to  the  front.  Localized  paralyses 
of  eye  muscles  may  also  cause  inco-ordination  ;  this  will  probably  cause  complaints  of 
double  vision,  and  may  be  diagnosed  by  the  fact  that  the  patient  walks  better  with  one 
eye  shut  than  with  both  open — in  cases  of  some  duration  it  is  quite  likely  that  this  simple 
test  will  not  discover  which  is  the  affected  eye. 

2.  Local  Less  of  Power  is  well  illustrated  by  the  waddling  gait  of  j9sew</o-/?i//>erfro/>/?K 
paralysis,  calculated  to  get  the  weight  of  the  body  as  speedily  as  possible  on  the  foot  as 
a  basis.  The  diagnosis  depends  on  the  peculiar  way  in  which  the  patient  climbs  up  himself 
(see  Paraplegia,  p.  510).  Another  condition  in  which  the  loss  of  power  is  due,  not  to  the 
muscles  themselves,  but  to  the  position  of  their  attachments,  is  seen  in  congenital  dislo- 
cation of  the  hips  ;  the  gait  here,  too,  is  waddling,  the  lower  part  of  the  back  exhibits 
extreme  lordosis,  and  the  belly  is  thrown  forward  through  attempts  to  balance  the  pelvis 
on  the  loose  supports  at  the  hips. 

Other  forms  of  local  loss  of  power  betray  themselves  by  a  limp  or  by  a  dragging  of 
the  foot  or  leg,  and  (or)  peculiar  positions  of  the  feet,  and  possibly  by  wasting  of  muscles 
generally  or  locally  ;  measurements  must  of  course  be  made  if  wasting  be  suspected. 
Infantile  paralysis,  and  old  hemi-  or  mono-  or  para-plegias  are  the  common  causes  of  this, 
if  it  be  unassociated  with  pain,  and  enquiry  must  be  made  as  to  mode  of  onset  and 
duration,  in  completing  diagnosis. 

3.  Pain  on  Walking  is  at  once  obvious,  because  complained  of  by  the  patient  ;  acute 
inflammatory  troubles  of  muscles,  joints,  or  tissues  will  be  obvious  on  examination,  and 
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chronic  joint  troubles,  osteo-artliritis,  etc.,  may  be  discovered  easily,  chronic  gonorrhoea 
or  pyorrhoea  alveolaris  not  being  forgotten  as  possible  causes  of  these.  One  thing  that 
may  escape  observation  is  hip-joint  disease,  when  pain  in  the  knee  may  be  the  complaint. 

The  only  other  caution  we  can  administer  here,  is  to  warn  practitioners  against  any 
hasty  conclusions  as  to  the  nature  of  a  disease  from  the  gait  ;  the  high -stepping  gait  of 
tabes,  the  shuffling  gait  of  lateral  sclerosis,  the  festinating  gait  of  paralysis  agitans,  are 
all  easy  enough  of  recognition  when  a  diagnosis  is  made,  but  are  too  frequently  absent 
or  atypical  to  allow  much  diagnostic  superstructure  to  be  built  on  them  alone. 

Fred  J.  Smith. 

GALL-BLADDER    ENLARGEMENT. 

Physical  Signs. — ^The  only  physical  method  of  examination  which  is  of  material 
assistance  in  detecting  enlargement  of  the  gall-bladder,  is  palpation  ;  inspection,  percussion, 
and  auscultation  seldom  help.  On  careful  palpation  one  may  feel  an  oval,  smooth  swelling, 
which  may  be  no  larger  than  a  hen's  egg,  or  as  big  as  a  swan's,  moving  downwards  close 
behind  the  anterior  abdominal  wall  when  the  patient  inspires,  descending  either  from 
beneath  the  right  costal  margin  near  the  tip  of  the  ninth  rib,  or  approaching  the  under 
surface  of  an  enlarged  and  palpable  liver  in  the  right  nipple  line.  The  tumour  generally 
extends  inwards  as  well  as  downwards  as  it  grows,  so  that  it  may  ultimately  cross  the 
middle  line  below  the  level  of  the  umbilicus.  It  may  be  large  enough  to  be  palpable 
bimanually  in  a  thin  patient ;  but  it  seldom  fills  out  the  loin  in  the  way  that  a  renal 
tumour  would.  It  may  or  may  not  be  tender,  according  as  the  cause  of  the  enlargement 
is  associated  with  inflammation  or  not  ;  it  feels  firm  and  tense  rather  than  hard  ;  on 
careful  percussion  it  may  be  found  to  give  an  impaired  note,  but  it  is  seldom  quite  dull 
unless  it  is  very  big. 

Diagnosis  from  otlier  Swellings. — It  has  to  be  distinguished  particularly  from  four 
groups  of  conditions  which  may  simulate  it : — (1)  From  carcinoma  arising  in  the  bile- 
ducts  or  gall-bladder,  and  replacing  the  latter  with  new  growth  ;  (2)  From  tumours  in 
or  attached  to  the  liver  in  the  neighbourhood  of  the  gall-bladder  ;  RiedeFs  lobe  ;  secondary 
new  growth  ;  or  more  rarely  gumma,  abscess,  or  hydatid  cyst ;  (3)  From  movable  kidney 
or  hydronephrosis  ;  (4)  From  tumours  in  organs  in  the  neighbourhood,  such  as  carcinoma 
of  the  pylorus,  carcinoma  of  the  duodenum,  carcinoma  of  the  transverse  colon,  carcinoma 
or  sarcoma  of  the  right  suprarenal  capsule  or  right  kidney. 

Carcinoma  of  tlie  GaU-bladder. — It  may  be  difficult  to  decide  whether  a  given  mass 
is  merely  an  enlarged  gall-bladder,  or  a  growth  replacing  the  latter  ;  in  either  case  there 
may  be  a  history  of  gall-stones,  with  biliary  colic,  pyrexia,  and  even  jaundice,  extending 
over  years  ;  for  primary  new  growth  of  the  gall-bladder  is  nearly  always  secondary  to, 
and  associated  with,  gall-stones.  The  rapidity  of  the  enlargement,  in  the  absence  of  any 
definite  cause,  may  suggest  growth,  particularly  in  a  person  of  the  cancer  age  ;  careful 
palpation  may  show  that  the  mass  is  not  smooth  as  most  gall-bladder  enlargements  them- 
selves are,  but  more  or  less  nodulated  or  covered  with  bosses  or  irregularities,  which  in 
themselves  suggest  new  growth  ;  in  some  cases  there  may  be  secondary  deposits  in  the 
liver,  and  sometimes  the  enlargement  of  the  left  supraclavicular  gland  points  to  malignant 
disease  with  metastasis.  Notwithstanding  these  points,  however,  the  differential  diagnosis 
may  be  so  difficult  that  laparotomy  will  be  resorted  to  in  order  to  decide  it. 

The  Tumours  attached  to  or  in  the  Liver  that  are  most  likely  to  be  mistaken 
for  enlargement  of  the  gall-bladder,  or  vice  versa,  are  Riedel's  lobe,  secondary  carcinoma 
or  sarcoma  of  the  liver,  and  much  more  rarely  gumma,  abscess,  or  hydatid  cyst.  A  RiedeVs 
lobe  (see  p.  366)  may  be  quite  impossible  to  distinguish  by  physical  examination  from  an 
enlarged  gall-bladder  or  from  a  movable  kidney.  Owing  to  the  absence  of  symptoms, 
there  is  seldom  need  for  laparotomy  ;  but  sometimes  the  lobe  arouses  such  alarm  lest  it 
be  some  more  serious  condition  that  laparotomy  may  be  resorted  to  and  the  diagnosis 
verified  in  that  way. 

Secondary  new  grmvth  in  the  liver,  whether  carcinoma  or  sarcoma,  nearly  always  causes 
very  considerable,  and  sometimes  enormous,  enlargement  and  great  hardness  of  the  organ, 
not  infrequently  associated  with  Jaundice  (p.  331),  Ascites  (p.  52),  or  both.  The  diagnosis 
depends,  first,  upon  the  discovery  of  a  primary  growth,  which  in  the  case  of  carcinoma 
is  likely  to  be  in  the  stomach,  duodenum,  pancreas,  colon,  or  rectum  ;  or  in  the  case  of 
sarcoma,  the  eye — some  of  the  greatest  enlargements  of  the  liver  being  due  to  secondary 
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deposits  of  melanotic  sarcoma,  secondary  to  a  primary  ocular  growth  ;  and  secondly, 
on  the  discovery  in  the  liver  of  several  separate  nodules,  some  of  which  may  be  felt 
to  be  umbilicated,  that  is  to  say,  depressed  in  their  central  part  and  raised  around  the 
edges. 

Gumma  of  the  liver  is  not  very  frequent  nowadays,  and  when  it  occurs  is  apt  to  be 
mistaken  for  new  growth  unless  there  is  an  obvious  history  of  syphilis,  or  the  effects  of 
tertiary  lesions  are  visible  elsewhere,  especially  gummatous  lesions  of  the  skin  or  tongue. 
The  diagnosis  may  be  confirmed  by  obtaining  a  positive  Wassermann's  serum  reaction, 
or  by  the  beneficial  effects  of  giving  salvarsan,  or  potassium  iodide  and  mercury,  though 
these  drugs  do  not  always  cause  a  gumma  of  the  liver  to  disappear  rapidly.  In  cases  that 
have  come  to  laparotomy  the  diagnosis  between  gumma  and  new  growth  is  by  no  means 
easy  even  when  the  liver  is  inspected. 

Abscess  of  the  liver  (see  p.  869),  if  it  is  to  simulate  an  enlargement  of  the  gall-bladder, 
is  likely  to  be  a  single  large  one,  which  if  it  has  not  arisen  in  some  pre-existent  mass,  such 
as  a  gumma,  new  growth,  or  hydatid  cyst,  is  likely  to  have  been  acquired  in  a  tropical 
country,  where  the  patient  may  have  suffered  from  amoebic  dysentery.  The  diagnosis 
may  not  be  evident  until  laparotomy  is  resorted  to,  or  until  the  mass  is  punctured  with  an 
exploring  needle,  when  the  chocolate-and-milk  appearance  of  the  pus  obtained  may  be 
characteristic. 

Hydatid  cyst  of  the  liver  is  seldom  situated  in  such  a  position  as  to  cause  difficulty  of 
diagnosis  from  gall-bladder  enlargement,  the  cyst  being  more  often  embedded  in  the  liver 
substance,  or  projecting  from  its  upper  surface.  The  diagnosis  might  be  arrived  at  if  the 
patient  were  known  to  have  had  hydatid  cysts  elsewhere  ;  but  in  most  cases  it  is  only  when 
laparotomy  has  been  performed  that  the  correct  diagnosis  can  be  made.  It  might  have 
been  suggested  by  the  occurrence  of  eosinophilia,  and  also  by  a  specific  hydatid  serum 
reaction,  though  neither  of  these  is  likely  to  be  found  unless  the  hydatid  cyst  has  produced 
toxic  symptoms,  because  latent  hydatid  cysts  cause  no  symptoms^ 

The  Distlnctloii  between  an  Enlarged  Gall-bladder  and  a  Movable  Kidney  or 
Hydronephrosis  might  seem  to  offer  no  difficulty  ;  but  chnically  the  distinction  is  not 
always  easy.  There  is  often  no  jaundice  to  suggest  gall-bladder  trouble,  nor  need  there 
be  any  obvious  urinary  changes  to  suggest  kidney,  so  that  the  diagnosis  has  to  be  made 
chiefly  by  palpation.  One  would  lay  stress  upon  the  fact  that  the  gall-bladder  is  more 
easily  felt  anteriorly  than  posteriorly,  whilst  the  reverse  is  the  case  with  the  kidney  ;  that 
the  kidney  is  the  more  freely  movable  of  the  two,  as  a  rule  ;  that  it  is  seldom  possible  to 
demarcate  the  upper  pole  of  an  enlarged  gall-bladder  in  the  way  that  a  movable  kidney 
can  sometimes  be  made  out  ;  that  with  a  kidney  tumour  the  loin  is  dull,  whilst  with  gall- 
bladder enlargement  it  is  resonant ;  and  that,  on  rather  firm  bimanual  palpation,  the 
peculiar  sickening  sensation  that  the  patient  may  complain  of  is  more  characteristic  of 
kidney  than  it  is  of  gall-bladder. 

Tumours  of  other  Organs  simulating  Enlargement  of  the  Gall-bladder  have  to 
be  distinguished  partly  by  the  fact  that  new  growths  of  the  pylorus,  duodenum,  transverse 
colon,  or  suprarenal  capsule,  big  enough  to  simulate  an  enlargement  of  the  gall-bladder, 
will  seldom  have  the  smooth  oval  outline  that  the  latter  nearly  always  possesses.  There 
may,  moreover,  be  distinct  symptoms  attributable  to  the  primary  growth,  such  as 
dilatation  of  the  stomach,  coffee-ground  vomit,  or  there  may  be  secondary  deposits  in  the 
liver,  in  the  left  supraclavicular  gland,  or  elsewhere,  to  indicate  the  diagnosis.  It  is  not 
easy,  however,  to  exclude  enlargement  of  the  gall-bladder  without  resorting  to  laparo- 
tomy in  some  of  these  cases. 

The  Cause  of  Enlargement  of  the  Gall-bladder— Having  decided  that  a  given 
tumour  is  an  enlargement  of  the  gall-bladder,  it  is  necessary  to  determine  to  which  of 
the  following  causes  it  is  due  : — 

Empyema  of  the  gall-bladder  i   Typhoid  Fever 

Chronic  panerealitis  '  Obstruction  of  the  common  bile-duct  by  a 


Carcinoma  of  the  head  of  the  pancreas 
Cholecystitis     from  :  —  (i)  Gall-stones  ; 
(ii)  New  growth 


gall-stone 

Obstruction  of  the  cystic  duct  by  gall  stone 
Simple  mucocele. 


It  is  noteworthy  that  gall-stones  lead  to  enlargement  of  the  gall-bladder  far  less  often 
than  might   be   expected  ;   if  the  inflammation  they  lead  to,  and  which  leads  to  them. 
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does  not  go  on  to  empyema  of  the  gall-bladder,  the  latter  usually  becomes  thick-walled, 
contracted,  and  embedded  in  dense  adhesions,  the  latter  preventing  it  from  dilating  even 
when  the  cystic  or  common  bile-ducts  become  obstructed  by  a  stone.  It  is  the  exception 
to  find  a  very  big  gall-bladder  with  gall-stones.  Indeed,  in  a  middle-aged  patient  in  whom 
there  has  not  been  any  very  definite  attack  of  biliary  colic,  the  occurrence  of  progressive 
and  considerable  enlargement  of  the  gall-bladder,  associated  with  a  deepening  jaundice 
and  no  ascites,  should  always  arouse  serious  suspicion  of  there  being  a  lesion  of  the  head 
of  the  pancreas  which  has  extended  along  the  pancreatic  duct  so  as  to  occlude  the  common 
bile-duct  gradually,  the  commonest  cause  of  these  symptoms  being  either  chronic  pancrea- 
titis or  carcinoma  of  the  head  of  the  pancreas.  The  greater  the  epigastric  pain  in  such  a 
case,  especially  if  it  is  paroxysmal,  and  such  as  to  suggest  gall-stones,  the  more  likely  is 
the  lesion  to  be  chronic  pancreatitis  rather  than  new  growth,  and  the  suspicion  may  be 
confirmed  by  Cammidge's  Pancreatic  Reaction  (p.  100).  There  are,  of  course,  cases  in 
which  gall-stones  are  the  cause  of  the  enlargement ;  but  when  this  is  so,  there  is  nearly 
always  tenderness  over  the  gall-bladder,  and  pain  when  it  is  palpated  firmly,  associated 
with  a  rise  of  temperature,  possibly  with  rigors,  especially  if  the  inflammation  has  spread 
to  the  bile-ducts  (infective  or  suppurative  cholangitis).  Leucocytosis,  with  a  relative 
increase  in  the  polymorphonuclear  cells,  would  indicate  that  in  addition  to  gall-stones 
there  is  suppurative  inflammation — that  is  to  say,  empyema  of  the  gall-bladder — requiring 
surgical  treatment. 

Another  important  cause  for  empyema  of  the  gall-bladder  is  typhoid  fever.  The 
diagnosis  is  not  difficult  as  a  rule,  for  there  will  be  no  question  of  new  growth  or  of  gall- 
stones in  most  of  the  cases,  and  the  patient  will  have 
been  suffering  from  a  prolonged  asthenic  fever  which 
will  have  been  diagnosed  already  by  Widal's  test.  In- 
fection of  the  gall-bladder  by  typhoid  bacilli  is  relatively 
common,  and  seeing  that  gall-stones  are  seldom  if  ever 
primary,  but  rather  the  result  of  preceding  microbial 
inflammation  in  the  gall-bladder,  it  is  not  surprising 
that  gall-stones  are  more  common  in  patients  who  have 
previously  had  typhoid  fever  than  in  other  persons. 
Apart  from  gall-stone  formation,  however,  slighter 
degrees  of  inflammation  of  the  gall-bladder  by  Bacillus 
typhosus  are  common,  and  it  is  thought  that  the  con- 
tinued infectivity  of  the  excreta  in  typhoid-carriers  is 
due  to  the  constant  discharge  of  infected  bile  from  the 
gall-bladder,  persisting  sometimes  for  thirty  years  or 
Fig.  124.— choiesterin  crystals.  morc.     In  a  Certain  number  of  typhoid  patients  rapid 

(High  power.)  enlargement  of  the  gall-bladder   occurs  owing  to  the 

bacillary  infection,  and  there  are  instances  in  which  the 
distention  has  become  so  great  that  the  gall-bladder  has  ruptured  spontaneously  and 
produced  general  peritonitis.  Sometimes  the  inflammatory  products  discharge  themselves 
naturally  by  the  bile-passages  ;  but  it  is  often  necessary  to  open  and  drain  the  gall-bladder, 
the  diagnosis  of  the  nature  of  the  empyema  being  settled  by  bacteriological  examination 
of  its  contents.  It  is  noteworthy  that,  whereas  in  uncomplicated  cases  of  typhoid  fever 
Widal's  reaction  rapidly  becomes  negative  during  convalescence,  when  there  are  persistent 
bacillary  complications  the  serum  test  may  remain  positive,  or  at  least  partly  positive, 
over  much  longer  periods.  When  an  empyema  of  the  gall-bladder  due  to  typhoid  fever 
remains  latent  for  weeks  or  longer,  the  nature  of  the  case  may  be  suggested  by  the  previous 
history,  and  by  the  persistence  of  the  positive  serum  reaction. 

Simple  mucocele  of  the  gall-bladder  is  probably  the  result  of  former  catarrh  of  the 
cystic  duct,  or  of  a  gall-stone  which  has  disappeared  ;  in  many  cases  it  may  be  i.npossible 
to  determine  the  precise  cause  ;  the  gall-bladder  may  become  greatly  distended  with 
perfectly  colourless  mucoid  fluid,  free  from  bile  pigment,  though  sometimes  containing 
crystals  of  cholesterin  {Fig,  124).  The  fluid  is  sterile.  There  are  usually  no  symptoms  ; 
the  patient  may  by  chance  have  discovered  the  tumour  for  herself.  Such  a  mucocele  may 
be  mistaken  for  a  movable  kidney,  and  the  diagnosis  of  the  nature  of  the  mass  is  some- 
times obscure  until  operation  is  resorted  to.  Herbert  French. 
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GANGRENE. — ^When  any  necrotic  tissue  becomes  infected  with  putrefactive  micro- 
organisms, the  resulting  condition  is  known  as  gangrene — dry,  moist,  or  spreading.  (Sec 
also  Gangrene  of  the  Lung,  p.  259). 

CAUSES    OF    GANGRENE. 
Local   Traumatic  Causes: — 

Severe  bruising  or  crushing  of  the  tissues 

Prolonged  pressure- splint-sores,  bed-sores 

Extreme  heat  or  cold — burns,  frostbite,  etc. 

The  action  of  strong  chemicals — acids,  alkalies,  phenol,  etc. 

The  action  of  powerful  electric  currents,  or  of  lightning. 

Lowered  Vitality  of  the  Tissues,  either  (a)  Local,  or  (6)  General. 

Local :   adjacent  to  the  infected  area  in  such  acute  infections  as — 


Septic  wounds 

Erysipelas 

Anthrax 


Gonorrhoea 

Syphilis 

Diphtheria 


Scarlet  fever 
Cancrum  oris. 


General :   occurring  after  some  slight  injury,  as  a  complication  or  sequela  of — 

Diabetes  I  Measles 

Enteric  fever  I  Infantile  marasmus 

Small-pox  '  Cholera 

Chicken-pox  Plague 


Yellow  fever 
Malaria 

Poisoning  by  snake- 
venom. 


Disturbances  of  the  Innervatioii  of  the  Tissues,  such  as  occur  in — 


Raynaud ^s  disease  I  Tabes  dorsalis 

Erythromelalgia  Leprosy 

Peripheral  neuritis  '  Hemiplegia 

Syringomyelia  ,  Myelitis 

Stoppage  of  the  Circulation,  due  to — 

Embolism 
Thrombosis 

Endarteritis  ;   senile  gangrene 
Occlusion     of    vessels,     complete     or 
partial,    by — Ligature,   tight    band- 


Meningo-myelitis 
Lesions  of  the  spinal  cord 
and  Cauda  equina. 


ages,     splints ;     Pressure     of    new 
growths ;      Pressure    of   aneurysms 
or  effused  blood 
The  arterial  spasm  of  ergotism,    the 
so-called  *  epidemic  gangrene.' 


Speaking  generally,  more  than  one  of  the  causes  enumerated  above  will  be  at  work 
in  the  production  of  gangrene  in  any  particular  instance.  Thus,  in  the  gangrene  following 
severe  injury  to  one  of  the  extremities,  stoppage  of  the  circulation  through  the  affected 
part  is  usually  observed  in  addition  to  the  direct  injury  caused  by  the  mechanical  crushing 
of  its  tissues.  Again,  in  cancrum  oris  or  noma — the  name  given  to  the  spreading  gangrene 
of  the  soft  tissues  of  the  mouth  and  cheek  occurring  in  debilitated  children  after  measles 
or  scarlet  fever — ^great  feebleness  of  the  circulation  contributes  to  its  production,  in  addition 
to  the  lowered  vitality  of  the  necrotic  tissues  (Fig,  24,  p.  74).  A  diabetic  patient  with 
gangrene  may  owe  it  partly  to  the  impoverished  or  altered  quality  of  his  blood,  partly 
to  the  arteriosclerosis  that  is  often  associated  with  diabetes,  and  partly  to  peripheral 
neuritis  occurring  as  a  further  complication  of  his  disease. 

In  dry  gangrene,  or  mummification,  the  affected  part  of  the  body,  usually  the  distal 
end  of  a  limb,  becomes  livid  and  cold,  and  gradually  blackens  as  the  blood-pigment  diffuses 
out  of  the  blood-corpuscles  and  enters  the  tissues  ;  the  part  withers  as  the  fluid  in  it 
evaporates.  It  is  a  slow  process  ;  putrefaction  is  little  in  evidence,  and  there  is  no 
markedly  offensive  odour  about  the  part,  for  it  is  too  dry  to  afford  a  satisfactory  culture- 
medium  for  the  bacteria  of  putrefaction  ;  between  this  dry  gangrenous  tissue  and  the 
adjoining  healthy  part  of  the  limb  is  an  inflammatory  zone  :  the  line  of  demarcation 
{Plate  XIV,  p.  258).  Dry  gangrene  is  common  in  cases  of  embolism  or  other  complete 
obstruction  of  the  arteries,  in  senile  gangrene,  and  in  Raynaud's  disease  {Plate  XIII) ;  the 
affected  part  is  converted  ultimately  into  a  shrunken,  black,  and  mouldy-smelling  mass. 

Moist  gangrene,  sphacelus,  or  sloughing,  may  often  be  seen  after  severe  crushing  of  a 
leg  or  an  arm,  when  the  distal  portion  of  the  limb  dies  and  putrefies.  At  first  hot,  red, 
and  painful,  the  crushed  extremity  presently  becomes  mottled,  purplish,  and  cold,  as  the 
circulation  through  it  stops.     Putrefaction  soon  appears  in  the  dead  tissue,  the  skin  rising 
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into  discoloured  blebs,  which,  on  rupture,  give  issue  to  offensive  sanious  fluid.  A  dusky 
red  line  of  demarcation  separates  the  gangrenous  from  the  adjoining  healthy  part. 
'  Sloughing  '  is  the  name  commonly  given  to  the  putrefactive  separation  of  smaller  parts 
of  the  soft  tissues  from  the  body  ;  sloughs  are  the  localized  gangrenous  patches  that  result 
from  most  of  the  injuries  described  under  the  first  heading. 

Spreading  gangrene  is  the  form  due  to  infection  by  special  virulent  bacteria  such  as 
Bacillus  atrogenes  capsulatus,  which  cause  death  of  the  tissues  in  which  they  grow  and 
spread.  Fatty  acids,  sulphides,  and  gases  are  among  the  chemical  compounds  formed  by 
these  micro-organisms,  and  it  is  to  them  that  the  offensive  odour  is  due. 

THE  DIAGNOSIS. 

Traumatic  Local  Causes  and  Lowered  Vitality  of  tlie  Tissues. — Gangrene  being 
an  infective  necrosis  of  some  part  of  the  body,  producing  changes  obvious  to  the  eye  and 
nose,  the  fact  of  its  occurrence  can  rarely  be  difficult  to  determine.  The  history  of 
exposure  to  one  or  another  of  the  forms  of  severe  injury  or  infection,  or  of  exposure  to 
some  injury  or  infection  that  would  be  unimportant  if  it  occurred  in  a  healthy  person, 
but  may  lead  to  gangrene  in  severely  debilitated  patients,  ought  to  be  elicited  readily. 

Disturbances  of  the  Innervation  of  the  Tissues. — Gangrene  due  to  disturbances 
in  the  innervation  of  the  tissues  is  commonly  described  as  a  trophoneurosis  or  trophic 
change.     It  may  be  either  chronic  or  acute  in  its  onset. 

Gangrene  of  a  Chronic  Type. — In  Raynaud's  disease  gangrene  may  affect  the  tips  of 

the  fingers  or  the  toes,  less 
often  the  edges  of  the  ears  and 
the  end  of  the  nose  or  tongue. 
It  is  often  symmetrical,  and  is 
preceded  by  the  other  two  well- 
known  stages  of  the  disease, 
namely,  local  syncope,  in  which 
the  affected  extremities  become 
cold,  numb,  and  white ;  and 
local  asphyxia  (Fig,  125),  in 
which  they  turn  from  white  to 
blue-grey  or  purple.  Rarely, 
Raynaud's  disease  is  character- 
ized only  by  recurring  attacks 
of  necrosis  in  the  extremities 
(Fig.    126).      It    is    a    chronic 

Fig.  125.— Raynauds  disease  :  stage  of  local  asphyxia.  affection,      and     gangrene     Onlv 

occurs  in  marked  cases  and  in 
their  later  stages,  although  it  may  be  seen  at  any  age.  As  a  dry  gangrene  attacking  the 
superficial  and  terminal  parts  of  some  of  the  digits,  it  may  bear  some  resemblance  to 
senile  gangrene  (Plate  XIV,  p.  258) ;  this,  however,  generally  attacks  only  one  limb,  usually 
a  foot ;  it  is  more  extensive  and  progressive  than  the  gangrene  of  Raynaud's  disease  ; 
and  it  is  associated  with  well-marked  disease  of  the  arterial  walls. 

Gangrene  may  be  a  part  of  the  manifestations  of  erythromelalgia,  a  rare  and  chronic 
disease  of  adults  who  do  hard  work  while  exposed  to  considerable  changes  of  temperature. 
It  is  characterized  by  pain,  heat,  and  flushing  of  one  or  more  of  the  extremities,  all  aggra- 
vated when  the  limb  is  allowed  to  hang  downwards.  The  colour  varies  from  rosy  red  to 
purple,  and  the  affected  parts  are  hot :  hence  the  condition  should  not  be  confused  with 
Raynaud's  disease.  The  gangrene  of  erythromelalgia  is  confined  to  the  extremities  and 
may  be  symmetrical  ;  as  a  rule  it  is  more  narrowly  localized  and  less  superficial  than  the 
gangrene  met  with  in  Raynaud's  disease. 

Gangrene  is  a  rare  complication  of  peripheral  neuritis  due  to  alcoholic,  arsenical,  or 
other  forms  of  poisoning  (p.  65)  ;  it  occurs  only  in  patients  exhibiting  the  vasomotor 
type  of  neuritis.  This  closely  resembles  Raynaud's  disease,  with  which,  indeed,  some 
hold  it  to  be  identical.  The  gangrene  is  symmetrical ;  the  patient  will  very  probably 
exhibit  other  symptoms  of  peripheral  neuritis — disturbances  of  sensation,  tremor,  paresis, 
wasting,  trophic  changes — and  a  history  of  alcoholic  excess  may  be  obtainable. 
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PLATE     XIII 

SYMMETRICAL      GANGRENE      OF      THE      FINGERS      IN      RAYNAUD'S      DISEASE 


RrpriKiucctl  htj  permission  of  the  llouste  CommUtcr  of  *'/.  George's  Hospital 
from  a  iratcr-colour  dmtring  by  the  late  l)r,  E.  A.  Wilson. 
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Gangrene  of  the  skin  and  superficial  tissues  of  the  hands  or  feet,  or  of  the  finger-ends, 
may  be  met  with  in  syringomyelia  ;  this  disease,  if  associated  with  painless  whitlows  on 
the  fingers,  is  known  as  Morvan's  disease.  This  gangrene  is  to  some  extent  traumatic, 
and  may  be  symmetrical  ;  but  the  diagnosis  should  not  be  difficult,  for  in  most  cases  three 
prominent  symptoms  are  seen  in  syringomyelia  :  (a)  Loss  of  the  sensations  of  pain  and 
of  temperature,  tactile  sense  being  preserved  over  the  anaesthetic  area — the  '  dissociated 
anaesthesia  '  of  Charcot,  (b)  Trophic  changes  about  the  extremities,  often  originating 
in  some  neglected  or  unnoticed  injury  ;  hypertrophy  or  atrophy  of  the  skin  or  nails  ; 
trophic  changes  in  the  joints,  the  so-called  '  Charcot's  joints '  ;  brittleness  of  the  long 
bones,  with  a  tendency  to  spontaneous  fracture,  (c)  Progressive  muscular  atrophy, 
invading  the  hands  first,  later  the  forearms,  arms,  and  shoulders  ;  atrophy  of  the  spinal 
muscles  may  ensue,  giving  rise  to  spinal  curvature.  Thus  the  gangrene  of  syringomyelia 
is  characterized  by  its  painlessness,  and  by  its  combination  with  other  well-marked  special 
symptoms  ;  in  addition  the  hands  often  present  certain  deformities,  '  Claw-hand  '  (p. 
109)  resulting  when  the  muscular  atrophy  of  the  hands  is  marked,  '  succulent  hand  ' 
when  much  hyperplasia  and  redimdancy  of  the  soft  parts  of  the  hand  and  fingers  occur. 

Gangrene  of  the  toes  may  occur  in  tabes  dorsalis,  usually  in  connection  with  a 
perforating  ulcer  about  the  ball  of  the  big  toe  {Fig,  297,  p.  736).     The  process  is  slow 


Fig.  12fi. — The  effect  of  Raynaud's  disease  after  it  lias  produced  recurrent  necrosis  of  the  fincers. 

and  painless,  not  symmetrical  ;  and  is  associated  with  the  other  main  signs  of  tabes 
(p.  609).  Gangrene  of  a  similar  sort,  and  similarly  started  by  some  ulceration  or  a 
neglected  injury,  is  common  in  leprosy  of  the  smooth  or  anaesthetic  type.  It  occurs  only 
in  the  later  stages  of  this  disease,  and  from  its  rarity  calls  for  no  further  consideration 
here. 

Gangrene  of  an  acute  type,  attributable  to  trophic  changes,  occurs  in  the  form  of 
decubitus  acutus,  or  acute  bedsore  in  certain  acute  disorders  or  infections  of  the  central 
nervous  system  or  spinal  cord,  producing  both  paralysis  and  anaesthesia.  Within  a  few 
days  or  even  hours  of  the  primary  lesion,  secondary  changes  are  seen  in  the  skin  and  soft 
tissues  where  they  are  most  exposed  to  pressure — about  the  buttock,  sacrum,  coccyx, 
iliac  crest,  great  trochanter,  tibia,  or  heel,  according  to  the  position  in  which  the  paralyzed 
patient  lies.  When  the  pressure  is  unduly  great  or  protracted  the  skin  turns  red  or  purple, 
and  unless  most  carefully  protected  presently  undergoes  extensive  and  spreading  necrosis 
and  gangrene.  Hot-water  bottles  that  would  expose  an  ordinary  patient  to  no  discomfort 
or  danger,  may  set  up  analogous  necrosis  and  gangrene  if  allowed  to  remain  too  long 
or  too  closely  in  contact  with  the  skin  of  a  paralytic  patient  liable  to  the  formation  of 
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bedsores.  The  prolonged  application  of  an  ice-bag  may  do  the  same  ;  indeed,  the  use  of 
ice-bags  over  long  periods  may  be  followed  by  gangrene  even  in  patients  who  arc  free  from 
any  nervous  disorder,  and  particularly  in  patients  who  are  very  fat.  The  chief  nervous 
lesions  in  which  the  acute  bedsore  is  seen  are  the  following  :  hemiplegia,  whether  due  to 
cerebral  embolism,  haemorrhage,  or  thrombosis  ;  acute  infections  of  the  spinal  membranes 
or  cord,  such  as  meningitis,  myelitis,  or  meniri go-myelitis,  whatever  the  nature  of  the  infec- 
tion ;  transverse  lesions  of  the  spinal  cord  or  cauda  equina,  such  as  are  caused  by  fractures 
or  fracture-dislocations  of  the  spinal  column,  or  by  penetrating  wounds  involving  the 
spinal  cord.  These  bedsores  occur  only  in  the  anaesthetic  areas,  and  hence  tend  to  escape 
the  notice  of  the  patient,  who  may  also  be  unconscious  or  delirious.  It  is  most  important 
to  keep  a  sharp  look-out  on  the  skin  over  all  the  bony  prominences  exposed  to  pressure 
in  these  patients,  so  that  an  incipient  bedsore  may  be  detected  at  once,  and  its  spread 
checked  by  suitable  treatment.  Once  well  established,  the  acute  bedsore  tends  to  spread 
in  area  and  in  depth  in  spite  of  the  most  careful  treatment,  and  brings  about  the  death  of 
the  patient  by  septic  absorption,  pyaemia,  or  the  exhaustion  consequent  to  prolonged 
suppuration. 

Stoppage  of  the  Circulation. — Among  the  most  important  and  extensive  causes  of 
gangrene  are  those  in  which  the  exciting  factor  is  some  more  or  less  complete  vascular 
obstruction,  with  consequent  stoppage  of  the  circulation,  and  the  death  of  those  tissues 
whose  blood-supply  is  cut  off.  Occlusion  of  arteries  is  more  important  than  that  of  the 
veins,  but  in  exceptional  cases  moist  gangrene  of  some  distal  part  follows  blocking  of  the 
veins  by  thrombosis  or  by  pressure  from  without,  while  the  arteries  are  still  patent.  The 
importance  and  amount  of  the  pathological  changes  following  vascular  obstruction  depend 
on  the  extent  to  which  collateral  channels  are  able  to  carry  on  the  circulation  through  the 
affected  area.  If  they  are  ill-developed,  the  consequences  of  th6  stoppage  are  serious. 
Embolism  is  likely  to  occur  in  patients  who  have  valvular  disease  of  the  heart,  with  vege- 
tations on  the  mitral  or  aortic  valves  that  may  be  swept  off  into  the  blood-stream  ;  or 
the  embolus  may  be  derived  from  a  blood-clot  formed  in  a  diverticulum  of  one  of  the 
chambers  of  the  left  heart,  or  in  an  aneurysm,  or  upon  the  surface  of  a  rough  atheromatous 
aorta.  Thrombosis,  whether  arterial  or  venous,  may  be  suspected  in  patients  in  whom  no 
source  for  an  embolus  can  be  detected,  but  who  exhibit  widespread  arterial  degeneration, 
phlebosclerosis,  or  local  disease  that  may  spread  to  some  vessel  and  set  up  clotting  in  its 
contents.  The  occurrence  of  arterial  embolism,  in  the  leg  for  example,  is  marked  by  a 
sudden  and  very  severe  pain  in  the  limb  about  the  level  of  the  blockage.  The  parts 
beyond  become  numb,  cold,  insensitive  ;  pulsation  can  no  longer  be  felt  in  tlie  arteries 
distal  to  the  obstruction.  The  gangrene  that  follows  is  usually  of  the  dry  type.  Very 
similar  symptoms  may  mark  the  occlusion  of  an  artery  in  the  leg  by  thrombosis,  but  the 
onset  is  usually  much  more  gradual,  and  the  pain  may  be  terribly  protracted  and  severe. 

Senile  gangrene  occurs  in  patients  of  advanced  years  with  extensive  arterial  sclerosis  ; 
in  many  instances  they  also  give  a  history  of  gout,  or  suffer  from  diabetes  mellitus.  It 
is  in  reality  a  form  of  occlusive  gangrene,  due  either  to  the  clotting  of  blood  on  the  diseased 
and  roughened  arterial  intima,  or  to  increasing  obstruction  of  the  arterial  lumina  by  a 
proliferative  endarteritis.  It  is  often  of  insidious  onset  and  confined  to  one  lower  limb, 
just  as  embolic  gangrene  may  be  ;  but  it  tends  to  spread  upwards  slowly  and  indefinitely, 
a  tendency  that  finds  a  natural  explanation  in  the  extensive  character  of  the  arterial 
degeneration  that  goes  with  it.  It  is  not  often  symmetrical  ;  if  more  than  one  limb  is 
affected  the  lesions  are  successive  in  their  development. 

Little  need  be  said  about  the  gangrene  that  follows  complete  or  partial  occlusion  of 
the  vessels  by  the  other  causes  enumerated  above.  The  gangrene  will  be  secondary  to 
some  primary  lesion  that  will  seldom  fail  to  be  obvious.  The  ligature  of  an  artery  in  the 
course  of  a  surgical  operation — of  the  femoral,  for  example,  in  the  treatment  of  popliteal 
aneurysm — has  caused  gangrene  of  the  leg  in  patients  whose  collateral  circulation  unfortu- 
nately proved  to  be  inadequate.  The  application  of  tight  bandages  round  a  limb,  possibly 
to  check  haemorrhage,  may  cause  similar  gangrene  if  they  are  left  on  too  long.  Neiv 
growth  readily  compresses  or  invades  veins  or  even  arteries  in  exceptional  cases,  and  renders 
them  impervious  ;  in  either  case  gangrene  of  some  distal  part  may  result.  The  new  growth 
may  be  primary,  or  a  secondary  deposit  growing  perhaps  in  a  lymphatic  gland.  Thus 
carcinoma  in  the  mammary  gland,  or  endothelioma  of  the  lung  or  pleura,  may  lead  to 
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secondary  deposits  about  the  axillary  and  subclavian  vein  and  artery  ;  and  these  may  be 
so  extensive  as  to  obstruct  the  circulation  through  the  arm,  and  set  up  moist  gangrene 
in  the  fingers.  Similar  gangrene  of  the  fingers  may  result  from  the  vascular  obstruction 
caused  by  a  large  intrathoracic  aneurysm,  or  by  blood  that  has  escaped  and  clotted  round 
the  vessels  of  the  arm. 

The  epidemic  gangrene  of  ergotism  is  only  of  historic  interest  in  Great  Britain,  although 
it  is  said  to  occur  still  in  Russia.  It  is  seen  only  in  persons  who  consume  quantities  of 
mouldy  rye  ;  it  appears  not  to  occur  in  human  beings  as  the  result  of  excessive  doses  of 
the  pharmaceutical  preparations  of  ergot.  Minor  degrees  of  ergotism  may,  however, 
simulate  Raynaud's  disease  or  erythromelalgia.  Gangrene  due  to  ergot  is  dry,  chronic  in 
progress,  extremely  painful,  and  usually  asymmetrical ;  it  results  in  much  disfigurement 
from  loss  of  tissue,  and  has  had  a  high  mortality  in  many  of  its  epidemics. 

A,  J.  J  ex-Blake. 

GANGRENE  OF  THE  LUNG  occurs  when  a  portion  of  this  organ  undergoes  necrosis 
and  then,  owing  to  invasion  by  one  or  more  of  many  kinds  of  bacteria,  putrefies. 
It  usually  occurs  in  senile,  intemperate,  diabetic,  or  debilitated  patients.  Most  often  it 
affects  a  circumscribed  area  of  lung  tissue  only,  but  it  may  be  a  diffuse  process  involving 
a  whole  lung.  It  occurs  as  a  rare  complication  of  pneumonia  or  bronchopneumonia  ; 
and  as  a  comparatively  common  complication  of  aspiration  pneumonia  due  to  direct 
infection  of  the  lung  by  bacteria  contained  in  food,  mucous  secretions,  or  foreign  bodies 
generally  (peas,  beans,  fish-bones,  extracted  teeth,  etc.).  that  have  made  their  way  past 
the  larynx  and  into  the  trachea  or  bronchi.  Gangrene  may  also  result  from  an  extension 
of  the  infection  in  such  chronic  suppurative  affections  of  the  lungs  as  chronic  pulmonary 
tuberculosis,  bronchiectasis,  or  foetid  bronchitis.  In  other  instances  the  infecting  agent 
reaches  the  lungs  by  the  blood-stream  •;  thus  gangrene  may  follow  pulmonary  embolism 
if  the  emboli  contain  septic  or  putrefactive  bacteria,  secondary,  for  instance,  to  lateral 
sinus  thrombosis  the  result  of  middle-ear  disease  ;  or  it  may  result  from  penetrating  wounds 
of  the  lung,  or  from  the  spread  of  infection  from  the  pleura,  peritoneum,  or  pericardium 
to  the  tissue  of  the  lungs. 

Gangrene  of  the  lung  is  characterized  by  great  prostration,  irregular  fever,  cough, 
and  in  most  cases  the  expectoration  of  copious,  fluid,  frothy  sputum  of  disgusting  odour. 
The  sputum  settles  into  three  layers  on  standing,  and  the  lowermost  of  these  contains 
fragments  of  elastic  tissue.  Severe  haemoptysis  from  gangrenous  erosion  of  a  blood-vessel 
may  be  noted  in  chronic  cases.  In  a  few  cases  the  sputum  lacks  the  indescribable  but 
characteristic  foctor,  oftenest  so  in  diabetics  or  children.  The  physical  signs  of  gangrene 
of  the  lungs  are  in  no  way  distinctive  ;  more  or  less  extensive  consolidation  or  infiltration 
of  the  affected  part  will  be  indicated  early  in  the  disease,  and  later,  when  the  gangrenous 
tissue  has  softened  and  been  expectorated,  the  signs  of  a  cavity  may  appear.  Occurring 
as  a  terminal  event,  shortly  before  the  death  of  an  exhausted  and  debilitated  patient, 
pulmonary  gangrene  may  not  be  suspected,  and  so  may  escape  detection. 

As  a  rule,  however,  the  diagnosis  presents  no  great  difficulty,  being  suggested  by  the 
supervention  of  copious  and  highly  offensive  expectoration  in  a  patient  known  to  be 
suffering  from  one  or  another  of  the  diseases  already  mentioned.  The  gangrene  may, 
however,  be  simultaneous  with  the  development  of  an  aspiration  pneumonia,  and  this  con- 
dition may  therefore  be  considered  more  fully.  It  is  often  set  up  by  the  entry  of  a  foreign 
body  into  the  trachea  or  a  bronchus  ;  it  may  follow  stenosis  of  a  bronchus  from  any  cause, 
such  as  syphilis,  or  the  pressure  of  an  aneurysm  or  of  a  new  growth  ;  it  may  result  from  the 
establishment  of  a  fistula  from  the  oesophagus  to  the  trachea  or  a  bronchus  as  a  terminal 
event  in  malignant  disease  of  the  air-passages  or  oesophagus  ;  it  is  seen  in  patients  with 
spreading  infections  of  the  mouth,  pharynx,  or  larynx  ;  it  occurs  in  the  insane,  or  in 
persons  with  extensive  laryngeal  or  bulbar  paralysis  who  are  constantly  exposed  to  the 
danger  of  swallowing  food  directly  into  their  air-passages  ;  and  it  is  observed  occasionally 
ofter  operations,  particularly  those  on  the  mouth,  pharynx,  larynx,  or  trachea,  when 
infective  matter — e.g.,  mucus,  sputum,  a  fragment  of  a  tooth  that  has  just  been  extracted 
— has  made  its  way  into  the  bronchi  while  the  patient  was  under  the  influence  of  a  general 
anaesthetic.  All  the  causes  just  enumerated  are  dependent  on  exceptional  circumstances 
or  conditions  that  should  be  distinguished  fairly  easily  or  remembered  by  the  patient  ; 
but  in  not  a  few  instances  gangrene  of  the  lung  has  followed  bathing,  diving,  or  accidental 
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immersion,  though  the  patient  could  not  call  to  mind  that  he  inhaled  any  water  ;  in  the 
same  way  the  origin  of  other  eases  of  pulmonary  gangrene  has  remained  obscure  until 
the  patient  has  coughed  up  a  piece  of  bone,  a  fragment  of  a  tooth,  part  of  an  ear  of  corn, 
or  some  other  foreign  body  that  he  had  no  recollection  of  having  inhaled  down  his  trachea. 

In  patients  with  pycemia,  gangrene  of  the  lung  due  to  multiple  embolic  pulmonary 
abscesses  would  be  suggested  if  the  patient  should  develop  the  signs  of  pulmonary  con- 
solidation, cough,  and  offensive  expectoration.  Similar  symptoms  occurring  after  wounds 
or  contusions  of  the  lungs  would  make  the  same  diagnosis  highly  probable. 

Greater  difficulty  is  experienced  in  deciding  whether  gangrene  of  the  lung  has  occurred 
in  a  patient  suffering  from  bronchiectasis,  foetid  bronchitis,  chronic  pulmonary  tuberculosis 
with  cavity  formation,  or  putrid  empyema  discharging  through  the  lung,  where  expectoration 
of  highly  offensive  sputum  was  already  present.  Elastic  fibres  and  shreds  of  pulmonary 
tissue  may  be,  and  often  are,  present  in  the  sputa  of  all  these  conditions  ;  but  they  are 
commonest,  and  present  in  greatest  amount,  in  pulmonary  gangrene.  Again,  the  onset 
of  pulmonary  gangrene  is  often  acute,  and  accompanied  by  much  prostration,  no  doubt 
due  to  septic  absorption  ;  these  facts,  coupled  with  evidence  of  appropriate  changes  in 
the  physical  signs  of  the  patient's  lungs,  should  assist  in  arriving  at  the  diagnosis. 

Pulmonary  gangrene  may  occur  so  soon  before  death  as  to  be  unsuspected  ;  in  a  few 
instances  the  sputum  is  not  foetid  ;  in  others,  particularly  in  children,  the  gangrene  may 
lead  to  no  expectoration  at  all.  In  these  circumstances  the  diagnosis  is  impossible,  and 
the  gangrene  of  the  lung  may  be  described  as  latent.  A,  J.  Jex-Blake. 

GASTRECTASIS. — (See  Dilatation  of  the  Stomach,  p.  173.) 

GIDDINESS.— (See  Vertigo,  p.  751.) 

GIRDLE  PAIN,  or  '  girdle  sensation  ' — which  is  often  a  better  description  of  the 
phenomenon — is  a  sense  of  constriction,  sometimes  of  painful  constriction,  as  though  a 
tight  band  encircled  the  trunk.  The  band  may  be  narrow  or  broad,  and  may  be  referred 
to  any  level  of  the  thorax  or  abdomen.  Although  a  common  symptom  of  tabes,  it  is  not 
pathognomonic  of  that  disease,  and  may  occur  with  any  morbid  condition  involving 
symmetrically  the  posterior  spinal  roots,  such  as  syphilitic  spinal  meningitis. 

Another  form  of  girdle  sensation,  having  a  different  pathological  basis,  is  often 
described  by  patients  suffering  from  spastic  paraplegia  due  to  focal  disease  within  or  out- 
side the  dorsal  region  of  the  spinal  cord.  In  such  a  case  the  tight  feeling  is  found  to  corres- 
pond with  the  highest  level  of  spasticity,  sometimes  with  the  highest  level  of  sensory  loss. 
Thus  a  girdle  sensation  may  be  a  symptom  of  disseminated  sclerosis,  of  myelitis,  or  of  com- 
pression paraplegia.  In  the  last  it  may  help  the  physician  to  localize  the  level  of  the  disease, 
but  it  is  rarely  so  reliable  for  this  purpose  as  the  information  which  can  be  obtained  from 
a  careful  investigation  of  the  distribution  of  motor  and  sensory  paralysis  and  of  the 
superficial  reflexes  (sec  Paraplegia,  p.  510).  E.  Farquhar  Buzzard. 

GLANDS,  LYMPHATIC,  ENLARGEMENT  OF.— (See  Lymphatic  Gland  Enlarge- 
ment, p.  376.) 

GLYCOSURIA. — ^The  diagnosis  of  glycosuria  falls  naturally  into  two  divisions  : — 
(I)  The  recognition  of  glucose  in  the  urine  ;  and  (II)  The  inference  as  to  the  disorder  with 
which  it  is  associated. 

I.  THE   RECOGNITION   OF    GLUCOSE   IN   THE   URINE. 

Certain  conditions  are  met  with  so  commonly  in  connection  with  glycosuria  that 
their  presence  makes  it  imperatively  necessary  to  test  the  urine  for  sugar.  Thus  irritation 
(eczema,  intertrigo)  in  the  neighbourhood  of  the  glans  penis  or  vulva  may  be  caused  by 
the  direct  local  action  of  the  sugar  contained  in  the  urine,  while  boils  and  carbuncles  arise 
in  the  skin  owing  to  diminished  resistance  to  the  attack  of  micro-organisms.  Peripheral 
neuritis,  perforating  ulcers,  and  gangrene  of  the  extremities  may  own  a  similar  cause. 
Obese  persons  are  often  the  subjects  of  a  chronic  form  of  glycosuria.  Early  symptoms  of 
diabetes  are  :  unexplained  weakness  and  lassitude,  increased  hunger  or  thirst,  increased 
frequency  of  micturition  owing  to  the  polyuria.     Dimness  of  vision  may  be  the  condition 
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of  which  complaint  is  made,  and  may  be  due  either  to  commencing  cataract  or  to  a  form 
of  retinitis  closely  resembling  that  met  with  in  cases  of  chronic  nephritis. 

Urine  containing  sugar  is  usually  large  in  quantity,  pale  in  colour,  and  peculiarly 
bright  and  clear  in  appearance.  Its  specific  gravity  is  high,  any  reading  over  1030,  except 
in  a  dark  concentrated  specimen,  suggesting  the  need  for  careful  examination  for  sugar. 
It  is  acid  in  reaction,  and  seldom  gives  rise  to  any  deposit  on  standing,  but  occasionally 
it  may  become  contaminated  with  torulae  which  form  a  turbidity,  or  even  a  white  sediment. 
In  all  cases  in  which  sugar  is  found  in  the  urine  it  is  important  to  ascertain  whether  acetone 
and  diacetic  acid  are  also  present,  such  abnormal  constituents  pointing  to  a  condition  of 
considerable  gravity,  a  true  diabetes  rather  than  a  simple  glycosuria. 

The  following  are  the  more  important  chemical  tests  for  the  presence  of  dextrose  in 
the  urine  : — 

1.  Trommer's  Test — This — and  the  two  succeeding  tests,  which  are  modifications 
of  it — depend  on  the  power  possessed  by  glucose  of  reducing  alkaline  solutions  of  salts  of 
copper,  with  formation  of  red  oxide  of  copper.  To  perform  Trommer's  test,  a  small  amount 
of  solution  of  potassium  hydrate  is  poured  into  a  test-tube  (say  J-in.  depth),  and  to  it  are 
added,  first,  a  few  drops  of  solution  of  copper  sulphate,  which  will  produce  a  precipitate 
of  copper  hydrate  ;  and  secondly,  a  small  quantity  of  the  suspected  urine.  On  boiling  the 
mixture,  a  red  precipitate  or  suspension  of  cuprous  oxide  appears  if  glucose  be  present ; 
while  if  glucose  is  absent,  black  cupric  oxide  is  formed  instead. 

2.  Feliliiig*s  Test — This  is  Trommer's  test  modified  by  the  addition  of  sodio-potassic 
tartrate,  which  holds  the  black  oxide  of  copper  in  solution.  Two  solutions  are  prepared 
as  follows  :  (i)  Dissolve  36*64  grams  of  copper  sulphate  crystals  in  distilled  water  and 
make  up  to  500  c.c.  ;  (ii)  Dissolve  125  grams  potassic  hydrate  and  173  grams  sodio-potassic 
tartrate  (Rochelle  salt)  in  distilled  water  and  make  up  to  500  c.c.  These  two  fluids  should 
be  kept  in  separate  stoppered  bottles.  For  use,  take  equal  quantities  of  each  (say  J-in. 
deep  in  a  test-tube),  mix,  and  boil.  Add  to  the  hot  fluid  a  few  drops  of  boiling  urine.  If 
glucose  is  present  a  red  suspension  of  cuprous  oxide  is  formed  ;  if  it  is  absent,  the  fluid 
retains  its  blue  colour. 

3.  Pavy*s  Test — ^This  is  practically  the  same  as  Fehling's,  with  the  exception  that 
a  certain  amount  of  ammonia  is  added  to  retain  the  red  oxide  of  copper  in  solution.  The 
solution  is  made  thus  :  Copper  sulphate,  4*16  grams  ;  sodio-potassic  tartrate,  20*4  grams  ; 
strong  solution  of  ammonia,  300  c.c.  ;  and  distilled  water  to  1  litre.  On  boiling  this  with 
urine  containing  glucose  it  is  decolorized.  The  blue  colour  returns  on  contact  with  the 
air.     This  test  is  seldom  used  except  for  quantitative  purposes  (see  below). 

Sources  of  Error  in  the  Above  Tests, — Error  may  be  caused  by  the  presence  in  the  urine 
of  other  bodies  besides  glucose  which  have  the  power  of  reducing  copper  salts.  The  most 
important  of  these  are  Lactose  and  Pentose,  Both  of  these  sugars  form  '  osazone ' 
crystals  with  phenyl-hydrazine,  but  they  do  not  ferment  with  yeast.  Pentoses  give  a 
cherry-red  colour  when  heated  with  hydrochloric  acid  and  a  little  phloroglucin.  They 
also  react  with  the  following  solutions  (Bial's  Test)  :  Orcin,  1  gram  ;  10  per  cent  solution 
of  ferric  chloride,  25  drops  ;  strong  hydrochloric  acid,  500  c.c.  On  heating  5  c.c.  of  the 
urine  with  10  c.c.  of  this  solution  a  greenish-blue  colour  is  produced,  and  finally  a  precipi- 
tate of  this  colour  is  formed. 

Other  substances  which  may  cause  error  in  testing  with  Fehling's  solution  are — 
Glycuronic  Acid,  Uric  and  Hippuric  Acids,  Xanthin,  Creatinin,  and  Alkapton,  As  a  rule, 
however,  they  do  not  produce  more  than  a  dull  greenish-yellow  precipitate,  instead  of 
the  golden  colour  given  with  glucose.  They  are  none  of  them  fermented  by  yeast.  Glycu- 
ronic acid  gives  the  reactions  described  as  characteristic  of  pentose.  Alkaptonuria  is 
suggested  by  the  dark  colour  of  the  urine  (see  Urine,  Abnormal  Coloration  of,  p.  746). 
The  reduction  sometimes  seen  on  testing  the  urine  of  patients  who  have  been  taking 
certain  drugs,  such  as  morphine,  chloroform,  chloral,  salol,  camphor,  phenazone,  benzoic 
acid,  or  carbolic  acid,  is  probably  due  to  glycuronic  acid. 

If  the  urine  to  be  tested  for  glucose  by  the  copper-reduction  method  contains  any 
large  amount  of  albumin,  this  should  be  removed  first  by  boiling  and  filtration.  If  the 
urine  be  ammoniacal,  Fehling's  test  may  be  converted  unwittingly  into  Pavy's,  and 
decolorization  be  produced  instead  of  a  red  precipitate.  Strongly  alkaline  urine  should 
be  rendered  slightly  acid  with  acetic  acid. 
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4.  Bbttger's  Test. — Put  a  small  quantity  of  urine  (freed  if  necessary  from  albumin) 
into  a  test-tube,  and  add  an  equal  quantity  of  liquor  potassae  and  a  couple  of  grains  of 
bismuth  subnitrate  (as  much  as  will  lie  on  the  point  of  a  small  penknife).  On  boiling,  a 
black  precipitate  is  formed. 

5.  Nylander's  Test — ^Make  up  the  following  solution  :  Bismuth  subnitrate,  2  grams  ; 
sodio-potassic  tartrate,  4  grams  ;  caustic  soda  solution  (sp.  gr.  1*12),  to  100  c.c.  On 
boiling  5  c.c.  urine  containing  glucose  with  5  or  10  drops  of  this  solution  a  black  precipitate 
is  formed.     Glycuronic  acid,  pentose,  and  lactose  also  reduce  bismuth. 

6.  Moore's  Test — Put  a  small  quantity  of  urine  into  a  test-tube,  add  an  equal 
amount  of  liquor  potassae,  and  boil.  If  sugar  is  present,  a  dark  brown  colour  is  produced 
and  gradually  deepens  to  an  almost  black  tint.  This  test  is  not  of  much  value,  as  it  requires 
the  presence  of  a  considerable  percentage  of  sugar,  and  a  dark  colour  may  be  produced 
by  other  substances,  such  as  indican  and  alkapton. 

7.  Picric  Acid  Test — Pour  about  5  c.c.  of  urine  into  a  test-tube  ;  add  2  c.c.  of 
saturated  solution  of  picric  acid  in  water  and  a  few  drops  of  liquor  potassae,  and  boil.  A 
dark  brown  colour  is  produced  if  glucose  is  present.     This  test  also  is  of  little  value,  as 

a  dark  colour  is  produced  also  by 
lactose,  and  even  by  creatinin ; 
while  impure  picric  acid  alone  may 
darken  on  boiling. 

8.  Phenyl-hydrazine  Test — Fill 
a  test-tube  about  a  quarter  full  of 
urine,  and  add  as  much  phenyl- 
hydrazine  as  will  lie  on  the  point  of 
the  large  blade  of  a  penknife,  and 
a  rather  larger  amount  of  sodic 
acetate.  Boil  some  water  in  a 
beaker,  place  the  test-tube  in  this 
and  keep  it  boiling  for  half  an  hour. 
Then  remove  it,  and  allow  it  to 
cool.  If  glucose  be  present,  crystals 
of  phenyl-glucosazone  will  form  in 
the  shape  of  sheaves  of  bright  yellow 
needles,  as  seen  under  a  low  power 
of  the  microscope  {Fig,  127).  Other 
sugars,  such  as  lactose  and  pentose, 
as  well  as  glycuronic  acid,  form 
crystals  with  this  test ;  but  these 
differ   somewhat    in    shape,  phenyl- 

Fig.  127.— I'henyl-glucosazone  crj^tals  as  seen  under  the  inediiim  lactosazonc,  for  example,  bcmg 
power  of  the  microscope.  Note  their  yellow  colour,  finer  rays,  and  shorter  and  rather  in  the  form  of 
larger  size  than  the  sheaves  of  tvroein  crystals  (/'i^.  148,  p.  333).  ,  ,,  ,    '  «  .  n^i 

bundles  than  of  sheaves.  The 
melting-points  of  the  different  com- 
pounds also  differ:  phenyl-glucosazone  crystals  meltintr  at  206°  F.,  phenyl-lactosazone 
at  200 ""  F,  phenyl-pentosazone  at  160^  F.  In  all  cases  of  doubt  the  cr>^stals  should  not 
only  be  inspected  under  the  microscope  ;  their  exact  melting-point  should  be  determined 
also.  Glycuronic  acid  usually  gives  rise  to  an  amorphous  precipitate,  or  scales,  not  to 
crystals.     The  urine  to  be  tested  should  be  free  from  albumin. 

9.  Safranln  Test — Place  in  a  test-tube  about  a  J-inch  of  urine  (free  from  albumin)  ; 
add  equal  quantities  of  Uquor  potassae  and  of  solution  of  safranin  (1-1000).  A  dark  red 
fluid  is  produced,  which  turns  yellow  or  brownish  on  boiling  if  glucose  is  present.  This 
test  is  seldom  used,  but  appears  to  be  a  sure  indication  of  the  presence  of  glucose  (Bedford). 

10.  Fermentation  Test — Boil  some  urine  (200  c.c.)  in  a  beaker,  and  allow  it  to 
cool  ;  stir  into  it  a  piece  of  yeast  the  size  of  a  small  cherry  till  it  is  thoroughly  mixed. 
Alkaline  urine  should  first  be  rendered  acid  with  a  few  drops  of  acetic  acid.  Fill  the 
graduated  limb  of  a  ureometer  with  the  fluid,  and  let  it  stand  for  twenty-four  hours  in  a 
warm  place.  If  glucose  is  present  carbon  dioxide  gas  will  be  formed  and  will  accumulate 
at  the  top  of  the  tube.     If  performed  carefully  this  test  is  a  certain  indication  of  the  presence 
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of  glucose.  A  small  amount- of  fermentation  may  be  produced  by  bacterial  action  on 
other  sugars,  but  by  boiling  the  urine  this  error  is  eliminated.  Laevulose  may  also  ferment 
with  yeast,  but  its  presence  in  urine  is  so  exceptional  that  it  may  practically  be  disregarded. 
A  rough  indication  of  the  amount  of  sugar  present  may  be  gained  by  taking  the  specific 
gravity  of  the  urine  after  fermentation,  and  comparing  it  with  that  of  a  specimen  kept 
under  similar  conditions  but  without  yeast.  It  is  said  that  a  fall  of  one  point  in  the  specific 
gravity  takes  place  for  every  grain  of  sugar  per  ounce  of  urine  ;  but  this  mode  of  quantita- 
tion is  very  inaccurate. 

Quantitative  Measurement  of  the  glucose  present  may  be  made  by  either  Fehling's 
or  Pavy's  fluid. 

If  Feliliiig's  Fluid  is  used,  10  c.c.  of  the  mixed  fluid  (i.  and  ii.)  are  placed  in  a  porcelain 
dish  along  with  about  40  c.c.  of  distilled  water,  and  heated  to  boiling  over  a  flame.  A 
burette  is  filled  up  to  a  known  mark  with  the  urine,  diluted  to  1  in  10  (10  c.c.  in  90  c.c. 
of  distilled  water),  and  this  is  allowed  to  run  slowly,  a  few  drops  at  a  time,  into  the  boiling 
fluid,  which  is  stirred  meanwhile  with  a  glass  rod.  A  precipitate  of  red  oxide  of  copper 
forms,  and  the  blue  colour  is  gradually  discharged.  When  this  has  completely  disappeared, 
the  quantity  of  diluted  urine  is  read  off  ;  and  the  amount  of  sugar  in  this  is  known  to  be 
0*05  gram.  Suppose  that,  for  example,  8  c.c.  of  urine  diluted  to  1  in  10  have  been  used  ; 
then  8  c.c.  of  undiluted  urine  will  contain  10  x  0-05  gram  glucose,  or  0-5  gram.  Knowing 
this,  the  percentage  of  sugar  is  easily  calculated  to  be  0-5  x  100  -^  8,  or  6-25  per  cent. 

The  method  of  using  Pavy's  SoluUon  is  similar,  with  the  exception  that  it  must  be 
boiled  in  a  closed  flask,  and  the  nozzle  of  the  burette  connected  to  this  by  a  piece  of  tubing 
which  passes  through  the  cork  of  the  flask.  The  complete  reduction  of  the  copper  is  known 
by  the  decolorization  of  the  fluid.  Ten  c.c.  of  Pavy's  solution  are  equivalent  to  0*005  gram 
sugar  (it  is  thus  only  one-tenth  the  strength  of  Fehling's). 

Bang's  Method  consists  in  boiling  a  portion  of  urine  with  a  standardized  solution  of 
cupric  sulphate  and  titrating  the  amount  of  copper  remaining  unreduced  with  a  solution 
of  hydroxylamine  sulphate.  The  reagents  are  as  follows  :  (i)  Dissolve  500  grams  potassic 
carbonate,  400  grams  potassic  sulphocyanate,  100  grams  potassic  bicarbonate,  by  heating 
in  1200  c.c.  water  ;  add  25  grams  cupric  sulphate  crystals  dissolved  in  150  c.c.  water,  and 
make  up  the  whole  to  2  litres,  (ii)  Dissolve  6-55  grams  hydroxylamine  sulphate  and 
200  grams  potassic  sulphocyanate  in  water  and  make  up  to  2  litres.  Thus  1  c.c.  of  (ii) 
decolorize >  1  c.c.  of  (i).  To  perform  the  quantitative  test,  take  10  c.c.  of  urine  (or  of 
urine  diluted  to  1-5  or  1-10  if  there  is  much  sugar  present)  and  boil  with  50  c.c.  of 
solution  (i)  for  three  minutes.  Cool  the  mixture  under  the  tap  :  it  must  remain  blue, 
otherwise  the  operation  must  be  repeated  with  10  c.c.  of  more  dilute  urine.  Titrate  with 
solution  (ii)  in  the  cold  till  the  colour  disappears.  The  quantity  of  sugar  present  in  the 
amount  of  (undiluted)  urine  originally  used  is  calculated  from  the  following  table  : — 


Ce-hydroxyl- 
amine  solu- 
tion needed 

Mfft.  sugar 

In  urine 

used 

C.c.  hydroxyl- 
amine solu- 
tion needed 

M^r.  sugar 

in  urine 

used 

C.c.  hydroxyl- 
amine solu- 
tion noed«  d 

Mgr.  sugar 

in  urine 

used 

C.c.  hydroxy 
amine  solu- 
tion needed 

11 

1-    Mgr.  sugar 
in  urine 
used 

44      .. 

4-9 

33        .. 

15-4 

22 

27-7 

..        41-8 

43      .. 

5-8 

32 

16-5 

21 

290 

10 

.  .        43-3 

42      .. 

6-7 

31 

17-5 

20 

30-2 

9 

44-7 

41      .. 

7-6 

30 

18-6 

19 

31-4 

8 

46-3 

40      .. 

8-5 

29 

19-6 

18 

32-6 

7 

48-0 

89      .. 

9-4 

28 

20-7 

17 

33-9 

6 

.        49-8 

38      .. 

10-4 

27 

21-8 

16 

35- 1 

5 

51-6 

37      .. 

11-4 

26 

230 

15 

36-4 

4 

53-4 

36      .. 

12-4 

25 

241 

14 

37-7 

3 

550 

35      .. 

13-4 

24 

25-2 

13 

390 

2 

.57-3 

34      .. 

14-4 

23 

26-5 

12 

40-4 

1 

59-4 

The  Polarimeier  may  also  be  used  for  quantitative  estimation  of  glucose  ;  but  as  the 
instrument  is  not  likely  to  be  available  in  ordinary  medical  practice,  it  will  not  be  described 
here. 

IL  DIAGNOSTIC    IMPORTANCE    OF    GLUCOSE    IN    THE    URINE. 

In  the  great  majority  of  instances,  if  glycosuria  persists  for  any  length  of  time — e.g., 
if  sugar  is  found  in  the  urine  at  frequent  examinations  during  six  weeks  or  two  months — • 
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the  patient  is  suffering  from  some  form  of  diabetes  mellitus.     Two  main  varieties  may  be 
distinguished  : — 

1.  True  or  Acute  Diabetes. — This  occurs  usually  in  youngish  subjects  ;  the  urine 
is  increased  largely  in  amount,  and  the  condition  is  accompanied  by  muscular  weakness, 
wasting,  marked  thirst,  and  increased  appetite.  The  face  may  be  flushed,  and  the  tongue 
often  looks  large  and  deep-red  in  colour.  The  amount  of  sugar  in  the  urine  is  influenced 
but  slightly  by  diet.  As  the  disease  advances,  acetone,  diacetic  acid,  and  oxybutyric  acid 
make  their  appearance  in  the  urine.  (See  Acetonuria,  p.  3.)  The  presence  of  acetone 
in  the  breath  may  be  recognized  by  the  peculiar  sweet  smell.  The  knee-jerks  are  often 
lost.  Death  occurs,  usually  within  two  or  three  years,  in  a  condition  of  coma.  It  may 
be  hastened  by  the  supervention  of  acute  pneumonia  or  of  a  rapidly  progressive  tuber- 
culosis of  the  lungs. 

2.  Chronic  Glycosuria. — This  occurs  in  elderly  subjects,  who  are  often  obese,  and 
may  show  gouty  tendencies.  The  urine  is  not  markedly  increased  in  amount,  and  does 
not  contain  acetone  bodies.  The  amount  of  sugar  present  is  reduced  considerably  by 
strict  dieting.     There  is  no  wasting,  and  little  alteration  of  thirst  or  appetite^ 

Forms  of  intermediate  severity  are  met  with,  the  rapidity  of  the  progress  of  the  disease 
diminishing  somewhat  as  age  advances. 

There  are  a  few  conditions  associated  with  temporary  glycosuria  which  have  to  be 
distinguished  from  true  diabetes.     The  following  are  the  most  important : — 

1.  Cerebral  Injuries,  Haemorrhage,  and  Tumours  may  be  associated  with  glyco- 
suria. In  the  case  of  cerebral  tumours  it  may  persist  till  death,  and  is  by  some  writers 
described  as  diabetes  due  to  this  affection.  It  will  usually,  however,  be  associated  with 
the  cardinal  signs  of  cerebral  tumour — headache,  vomiting,  and  optic  neuritis.  None  of 
these  are  common  in  diabetes,  though  optic  neuritis  may  occur.  If  a  patient  is  seen 
for  the  first  time  during  the  coma  which  is  caused  by  a  cerebral  haemorrhage  or  injury, 
the  presence  of  glycosuria  may  lead  to  a  mistake  in  diagnosis.  It  must  be  borne  in  mind 
that  in  diabetic  coma  there  are  usually  acetone  bodies  present  in  the  urine  ;  also  that 
cerebral  haemorrhage  is  most  often  seen  in  elderly  subjects,  diabetic  coma  in  younger 
persons,  and  that  the  amount  of  sugar  foimd  in  cases  of  cerebral  disease  is  not  as  a  rule  large. 

2.  In  Alcoholic  Subjects  considerable  quantities  of  sugar  may  occur  in  the  urine 
and  persist  for  some  weeks,  and  may  yet  disappear  entirely  on  careful  dieting  and  complete 
abstinence  from  alcoholic  liquors.  This  condition  may  be  due  to  disturbance  of  the 
pancreatic  or  hepatic  functions  by  the  poison,  and  may  really  be  an  early  stage  of  true 
diabetes  which  is  amenable  to  treatment.  It  is  well,  therefore,  not  to  make  a  diagnosis  of 
incurable  diabetes  in  an  alcoholic  subject  until  the  effects  of  careful  regime  have  been  noted. 

8.  Pancreatic  Disease,  acute  and  chronic,  may  be  accompanied  by  glycosuria. 
Pancreatic  haemorrhage  and  acute  pancreatitis  are  signalized  by  severe  pain  in  the  upper 
part  of  the  abdomen,  constipation,  vomiting,  and  collapse — symptoms  suggestive  of  acute 
intestinal  obstruction.  In  only  a  minority  of  these  cases  does  sugar  appear  in  the  urine  ; 
when  it  does,  it  is  an  important  aid  in  diagnosis  of  the  affection  present.  In  chronic 
pancreatitis — as  also  in  some  cases  of  gall-stones,  in  which  this  condition  is  probably 
present — glycosuria  is  encountered  ;  indeed,  the  condition  may  go  on  to  true  and  fatal 
diabetes.  Wasting,  pigmentation  of  the  skin,  repeated  rigors,  and  the  passage  of  undigested 
meat-fibres  and  of  an  increased  quantity  of  fat  (especially  neutral  or  unsplit  fats)  in  the 
faeces,  accompany  this  form  of  pancreatic  disease.  (See  under  Cammidge's  Reaction, 
p.  100.)     Jaundice  is  often  a  marked  symptom. 

4.  Other  conditions  in  which  small  quantities  of  sugar  may  be  found  in  the  urine  are 
Graves's  Disease,  Starvation,  and  so-called  Alimentary  Glycosuria,  in  which  glucose  is 
excreted  after  meals  containing  large  quantities  of  this  substance  or,  more  rarely,  of 
starchy  food.     These  conditions  should  not  lead  to  difficulties  of  diagnosis. 

It  is  well  to  bear  in  mind  that  the  onset  of  true  diabetes  may  be  signalized  by  the 
transitory  appearance  of  glucose  in  the  urine.  This  symptom  may  disappear  once  or  twice, 
with  or  without  special  treatment,  but  may  finally  return  and  persist.  This  occurrence 
may  be  observed  sometimes  in  connection  with  pregnancy,  sugar  being  found  in  the  urine, 
or  increased  thirst  and  appetite  noted  along  with  polyuria,  the  patient  subsequently 
regaining  her  health  ;  then,  at  a  subsequent  pregnancy,  the  symptoms  may  recur  and 
persist.  W.  Cecil  Bosanquet. 
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GOITRE. — (See  Thyroid  Gland  Enlargement,  p.  721.) 

GRINDING  OF  THE  TEETH  DURING  SLEEP  is  a  symptom  which  troubles  the 
patient  little,  but  may  considerably  disturb  those  who  sleep  with  him.  In  itself  it  is, 
however,  a  symptom  of  little  importance.  It  is  popularly  held  that  grinding  of  the  teeth 
at  night,  especially  in  children,  is  an  indication  of  the  presence  of  intestinal  worms,  particu- 
larly of  the  Oxyuris  vermicularis  ;  it  would  be  well,  therefore,  to  have  the  faeces  examined 
in  all  cases  of  the  kind,  both  for  parasites  and  for  their  ova.  The  popular  belief  of  the 
association  of  intestinal  parasites  with  the  teeth-grinding  habit  is  seldom  verified  clinically, 
however,  and  the  habit  may  be  very  bad  and  persistent  in  children,  or  even  adults,  who 
are  in  perfect  health.  Very  often  it  is  rather  a  rattling  of  the  upper  teeth  against  the 
lower,  owing  to  lateral  movements  made  by  the  lower  jaw  as  the  patient,  when  half  roused, 
turns  over  in  bed  ;  actual  gritting  of  the  teeth  during  sleep  is  far  less  common.  It  is 
possible  that  in  its  beginning  there  was  a  gumboil  or  other  local  irritation,  which  led  to 
jaw-movements  that  persisted  as  habitual  grinding  of  the  teeth  long  after  the  primary 
cause  was  gone.  Herbert  French, 

GUMS,  BLEEDING.— (See  Bleeding  Gums,  p.  72.) 

GUMS,  RETRACTION   OF.— (See  Retraction  of  ihe  Glms,  p.  589.) 

GUMS,  SPONGY.— (See  Bleeding  Gums,  p.  72.) 

H^MATEMESIS  is  a  term  indicating  vomiting  of  blood.  It  has  to  be  differen- 
tiated from  hsemoptysis,  but  the  distinction  is  not  difficult  if  attention  is  paid  to  the 
points  discussed  on  p.  285. 

Having  arrived  at  the  conclusion  that  the  patient  is  suffering  from  hsematemesis,  the 
next  point  is  to  determine  the  cause. 

CAUSES    OF    HiCMATEMESIS. 

A.  Swallowed   Blood. 

Epistaxis  1     Bleeding  from  the  mouth  and     I    Malingering 

Hemoptysis  |        throat  I 

B.  IMseases  of  the   (Esophagus: — 

Epithelioma  |  Mediastinal  growth  perforating  the  oesophagus 

Aortic   aneurysm   rupturing   into   the  and  aorta 

oesophagus  '  Foreign   body  perforating  the  oesophagus  and 

Rupture  of  varicose  oesophageal  veins  I  aorta 


C.  Diseases  of  the  Stomach: — 

Gastrointestinal  irritants,  sucli    |     Carcinoma 
as  arsenic,  phosphorus,  anti- 
mony 

Ulcer 

Gastrostaxis 

Haemorrhagic  erosions 


Acute  gastritis 
Chronic  gastritis 
Toxic  gastritis 
Corrosive     poisons, 

such  as  strong  acids 

or  alkalies 


Injuries 
Atheroma 

Abdominal  aneurysm  opening 
into  tlie  stomach 


D.  Diseases  of  the  Duodenum : — 

Ulcer  I      Carcinoma  |      Gall-stone  ulcerating  into  the  duodenum 

E.  Portal  Obstructioii : — 

Cirrhosis  of  the  liver 

Pylephlebitis  (adhesive)  \ 

Pressure  on  the  portal  veins  I 

Chronic  heart  and  lung  disease  f  Q""^  rarely 

Some  cases  of  enlarged  spleen  / 

F.  Acute  Febrile  Diseases: — 

Malignant  variola  Malaria  I    Cholera 

Malignant     scarlet  Yellow  fever  I    Acute  yellow  atrophy 

fever  Dengue  I    Fungating  endocarditis 
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G.  Blood   Diseases: — 


Purpura 

Scurvy 

Hsemophilia 

H,  Miscellaneous: — 


Leukaemia  |     Pernicious  anaemia 

Hodgkin's  disease  Malarial  cachexia 

Chlorosis  (?)  \    Splenic  anac'mia 


Chronic  Bright's  disease  I      Prolonged  jaundice 

Following  abdominal  operation  |      Syphiiis 

It  may  be  said  at  once  that  there  are  only  three  common  causes  of  profuse  haematemesis 
— namely,  gastrosiaccis,  gastric  ulcer,  and  cirrhosis  of  the  liver.  The  differential  diagnosis 
between  these  is  by  no  means  always  easy.  The  older  the  patient  and  the  greater  the 
history  of  alcoholism,  the  more  likely  is  the  symptom  to  be  due  to  cirrhosis  of  the  liver  ; 
at  this  stage  of  the  malady  there  may  be  neither  jaundice  nor  ascites,  but  the  liver  may  be 
felt  enlarged  and  unduly  firm,  and  the  spleen  may  also  be  palpable.  Haematemesis  in 
a  young,  anaemic  woman  is  more  likely  to  be  due  to  gastrostaxis  than  to  ulcer,  whereas  in 
older  patients,  especially  in  males,  gastric  or  duodenal  ulcer  is  the  probable  diagnosis,  if 
cirrhosis  can  be  excluded.  The  distinction  between  gastrostaxis  and  gastric  ulcer  often 
becomes  one  of  opinion  only,  unless  operation  is  resorted  to.  The  longer  the  preceding 
history  of  gastric  symptoms,  and  the  more  definitely  localized  the  epigastric  pains,  the 
more  likely  does  ulcer  become. 

The  diagnosis  is  often  arrived  at  quickly  enough,  but  sometimes  a  routine  discussion 
of  all  the  possible  causes  is  required  :  so  that  we  will  take  each  of  the  above  groups  in  turn. 

A.  Swallowed   Blood. 

Epistaxis. — If  there  is  obvious  bleeding  from  the  nose  as  well  as  hsematemesis,  the 
probability  would  be  that  some  of  the  blood  had  trickled  down  the  posterior  nares  into 
the  pharynx,  and  had  been  swallowed  and  subsequently  vomited.  It  should  be  remembered, 
however,  that  the  two  commonest  causes  of  epistaxis  in  adults  are  cirrhosis  of  the  liver 
and  chronic  interstitial  nephritis,  so  that  the  possibility  of  bleeding  having  occurred  from 
the  stomach  as  well  as  from  the  nose  would  have  to  be  considered.  If  a  moderate  degree 
of  epistaxis  has  taken  place  during  the  night,  blood  may  have  been  swallowed  uncon- 
sciously. In  some  cases  in  which  no  blood  has  come  from  the  anterior  nares,  examination 
may  reveal  blood  trickling  from  the  posterior  nares,  and  the  epistaxis  may  become  evident 
if  the  patient  blows  his  nose. 

Hcemoptysis. — When  blood  comes  from  the  air-passages,  some  of  it  may  flow  back 
fnto  the  pharynx  and  be  swallowed,  especially  if  the  haemorrhage  occurs  during  sleep.  If 
the  patient  has  a  cough,  or  expectorates  blood-stained  sputum  and  presents  signs  of  chronic 
pulmonary  disease,  the  possibility  of  swallowed  blood  must  be  considered  as  a  cause  of 
the  haematemesis,  though  difficulties  may  arise  in  forming  a  correct  conclusion,  for  cirrhosis 
of  the  liver,  for  instance,  is  not  infrequently  complicated  by  phthisis,  and  so  on. 

Bleeding  from  the  Mouth  and  Throat, — The  gums,  tongue,  and  fauces  should  be 
examined  carefully,  as  blood  from  any  of  these  sources  may  be  swallowed  and  later  vomited. 
Bleeding  from  the  gums  is  most  likely  to  occur  when  they  arc  spongy,  as  in  scurvy  or 
mercurial  stomatitis. 

Malingering. — The  possibility  of  blood  having  been  drunk  in  secret  and  afterwards 
vomited  witli  intent  to  deceive  must  be  considered  in  some  cases  when  no  cause  can  be 
found  to  account  for  its  occurrence.  Should  fraud  be  suspected,  it  may  generally  be 
detected  by  careful  observation.  The  red  corpuscles  should  be  examined  microscopically 
in  case  the  oval  corpuscles  of  a  bird  may  reveal  their  extraneous  source. 

B.  Diseases  of  the  (Esophagus. 

Epithelioma, — ^Ilaemorrhage  is  rare  in  the  commonest  form  of  epithelioma  of  the 
oesophagus  which  leads  to  an  annular  stricture,  but  it  may  occur  from  erosion  of  small 
blood-vessels  as  the  result  of  the  ulcerative  form  of  the  disease,  the  amount  of  blood  which 
is  brought  up  being  small.  When  the  ulceration  is  deeper  and  more  extensive  it  may 
finally  lead  to  perforation  of  a  larger  vessel,  even  the  aorta,  a  condition  which  causes 
sudden,  profuse,  and  rapidly  fatal  haemorrhage.  The  diagnosis  of  this  cause  does  not, 
as  a  rule,  give  rise  to  much  difficulty  ;  dysphagia  is  the  earliest  symptom  in  nearly  all  the 
cases  (see  p.  194). 
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An  Aneurysm  of  the  Thoracic  Aorta  compressing  the  oesophagus  may  finally  erode  and 
open  into  it,  with  profuse  and  fatal  haematemesis. 

Rupture  of  Varicose  (Esophageal  Veins, — Varicose  veins  occur  in  the  lower  end  of 
the  oesophagus  as  a  result  of  portal  obstruction,  especially  that  form  which  is  due  to 
cirrhosis  of  the  liver,  and  the  rupture  of  such  veins  is  often  followed  by  profuse  haematemesis. 
It  is,  however,  practically  impossible  to  determine  whether  the  blood  comes  from  the 
lower  end  of  the  oesophagus  or  from  the  stomach,  so  that  the  diagnosis  resolves  itself  into 
one  of  cirrhosis  of  the  liver. 

Mediastinal  Growth  perforating  the  (Esophagus  and  Aorta, — Haematemesis  from  this 
cause  is  exceptionally  rare,  for  mediastinal  growth  is  by  no  means  a  common  disease,  and 
vomiting  of  blood  is  an  infrequent  complication  of  it.  Haemorrhage  may  occur,  however, 
if  the  growth  compresses  and  erodes  the  oesophagus.  It  is  most  likely  to  be  mistaken 
for  thoracic  aneurysm  or  epithelioma  of  the  oesophagus.  The  tendency  of  new  growth 
to  compress  and  invade  the  large  veins,  leading  to  oedema  of  the  neck  and  upper  extremities, 
cyanosis,  and  dilated  superficial  veins,  is  characteristic,  and  serves  to  distinguish  it  from 
aneurysm,  in  which  severe  venous  obstruction  is  much  rarer.  The  following  case  of 
mediastinal  sarcoma  perforating  the  oesophagus  and  aorta  is  an  example  of  haematemesis 
from  this  cause  : — 

Michael  H.,  aged  30,  was  admitted  for  dyspnoea  and  pain  in  the  chest.  He  had  suffered  from 
several  attacks  of  what  had  been  considered  to  be  hjemoptysis  similar  to  that  of  phthisis,  the  first 
occurring  seven  months  before  his  admission.  He  was  found  to  have  impairment  of  note,  with 
diminished  breath-sounds,  over  the  whole  of  the  left  side  of  his  chest.  About  a  month  after  his 
admission  he  suddenly  brought  up  a  large  quantity  of  blood,  and  died.  At  the  post-mortem  examin- 
ation, the  stomach  and  duodenum  were  full  of  blood.  There  was  a  large  sarcomatous  mediastinal 
growth,  which  had  surrounded  the  lower  end  of  the  (esophagus,  trachea,  and  aorta.  The  wall  of 
the  oesophagus  at  the  level  of  the  bifurcation  of  the  trachea  had  been  destroyed,  and  the  aorta  was 
perforated  at  the  origin  of  the  left  subclavian  artery,  so  that  a  direct  communication  between  the 
oesophagus  and  the  aorta  had  been  established. 

Foreign  Body  perforating  the  (Esophagus  and  Aorta, — Copious  haemorrhage,  which  may 
cause  death,  may  be  produced  as  a  result  of  a  foreign  body,  such  as  a  pin,  fishbone,  or 
tooth-plate,  perforating  both  the  oesophagus  and  some  large  vessel,  or  even  the  aorta. 
A  history  of  such  a  foreign  body  being  swallowed,  followed  by  a  feeling  of  discomfort  in 
the  oesophagus,  would  suggest  such  a  condition,  which  might  be  confirmed  by  the  use  of 
aj-rays,  bougies,  or  the  oesophagoscope. 

C.  Diseases  of  the  Stomach. 

Acute  Gastritis, — ^The  mucous  membrane  of  the  stomach  in  this  disease  is  congested, 
and  small  haemorrhages  and  erosions  may  be  present.  They  can  be  seen  clearly  with  the 
gastroscope.  The  haemorrhage  which  occurs  is  slight,  in  the  form  of  streaks  of  blood  mixed 
with  mucus  in  the  vomit,  and  it  hardly  merits  the  term  haematemesis.  Acute  gastritis 
is  caused  most  frequently  by  errors  in  diet,  irritating  or  decomposing  foods,  alcohol,  corro- 
sive or  irritant  poisons,  or  sepsis  from  septic  teeth,  stomatitis,  or  pyorrhoea  alveolaris. 
The  chief  symptoms  are  :  a  feeling  of  discomfort  and  tenderness  in  the  epigastrium, 
nausea,  eructations,  vomiting,  constipation  ;  or  in  children,  diarrhoea :  headache,  a 
feeling  of  depression,  furred  tongue,  foul  breath,  and  concentrated  urine.  Pus  corpuscles, 
or  micro-organisms  such  as  streptococci,  pneumococci,  or  diphtheria  bacilli,  have  been 
recovered  from  the  gastric  contents  on  appropriate  examination  in  some  cases. 

Chronic  Gastritis. — The  mucous  membrane  of  the  stomach  may  be  thickened  and 
congested,  with  haemorrhagic  erosions  scattered  over  its  surface.  The  vomit  usually 
consists  of  a  good  deal  of  mucus,  and  occasionally  a  little  blood.  It  may  follow  acute 
gastritis,  but  most  frequently  is  caused  by  the  continual  and  excessive  ingestion  of  alcohol, 
tea,  coffee,  and  irritating  and  indigestible  articles  of  diet.  The  main  symptoms  are  : 
tenderness  in  the  epigastrium  aggravated  by  the  taking  of  food,  nausea,  vomiting — 
especially  in  the  early  morning  if  due  to  alcohol — ^flatulence,  foul  breath,  a  furred  tongue 
indented  by  the  teeth  at  the  edges,  constipation,  concentrated  urine,  and  slight  pyrexia. 

Toxic  Gastritis  due  to  Corrosive  Poisons, — Strong  acids  or  alkalies  destroy  the  mucous 
membrane  of  the  stomach  as  well  as  injure  that  of  the  mouth,  throat,  and  oesophagus. 
More  or  less  constant  vomiting  of  blood  and  blood-stained  mucus  is  one  of  the  most 
prominent  symptoms,  and  it  may  be  associated  with  intense  pain  in  the  mouth,  throat. 
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and  abdomen,  dysphagia,  pain  and  tenderness  behind  the  lower  end  of  the  sternum  or 
in  the  epigastrium,  distention  of  the  abdomen,  collapse,  and  a  rapid,  feeble  pulse.  The 
urine  may  contain  blood  and  albumin,  and,  if  the  poison  is  oxalic  acid,  crystals  of  oxalate 
of  lime.  If  corrosive  poisoning  is  suspected,  an  inspection  of  the  mouth  and  pharynx 
will  show  signs  of  corrosion,  and  an  examination  of  the  vomit  will  furnish  evidence  of  the 
nature  of  the  poison. 

Arsenic. — The  mucous  membrane  of  the  stomach  is  red,  inflamed,  partly  detached, 
and  covered  with  blood-stained  mucus.  The  chief  symptoms  are  nausea,  violent  and 
incessant  sickness,  burning  pain  in  the  epigastrium,  diarrhoea,  faintness,  and  depression. 
The  vomit  is  usually  a  brownish,  turbid  fluid,  mixed  with  mucus  and  streaks  of  blood. 
Later,  there  may  be  severe  diarrhoea,  with  rice-water  stools.  Arsenic  may  be  detected 
in  the  vomit. 

Phosphorus,  antimony,  and  other  irritant  poisons  may  also  cause  inflammation  of 
the  mucous  membrane  of  the  stomach,  and  lead  to  slight  ha?matemesis. 

Gastric  Ulcer, — Haematemesis  is  the  most  important  symptom  of  gastric  ulcer,  though 

it  occurs  in  only  about  50  per  cent  of 
the  cases  both  in  the  acute  and 
chronic  forms  of  the  disease,  being 
due  in  the  former  to  erosion  of  small 
vessels,  and  in  the  latter  to  the 
ulcerative  process  extending  to  and 
opening  up  larger  gastric  vessels,  and 
occasionally  even  the  pancreatic  or 
splenic  artery.  The  amount  of  blood 
varies  within  wide  limits.  If  the 
quantity  is  small,  or  if  it  is  gradually 
poured  out  into  the  stomach,  it  may 
remain  there  a  sufficient  time  for  tlie 
acid  gastric  juice  to  act  on  it  and 
convert  the  haemoglobin  into  hae- 
matin,  which  gives  to  the  vomit  a 
characteristic  dark-brown  *  coffee- 
grounds  '  appearance.  In  some  cases 
the  blood  is  not  vomited  but  appears 
in  the  stools  as  melaena  (p.  385).  If 
a  medium  or  large  vessel  is  eroded 
the  bleeding  may  be  very  copious, 
a  quart  or  more  of  blood  being 
vomited,  either  liquid  and  arterial  in 
colour  or  in  large  red  clots.  A 
profuse  haemorrhage  causes  sudden 
pallor,  a  feeling  of  faintness,  rest- 
lessness, syncope,  and  a  rapid,  feeble 
pulse.  It  is  rarely  fatal  unless  a 
large  vessel  such  as  the  splenic  artery 
/•/j/.  128.— Skiagram  of  bismuth  in  an  hour-glass  stomach.  ^^s  been  eroded.      Occasionally  hae- 

matemesis is  the  first  intimation  of 
the  presence  of  a  gastric  ulcer,  but  in  the  majority  of  cases  there  are  other  symptoms  and 
signs  which  have  preceded  it.  The  disease  was  formerly  said  to  occur  most  frequently  in 
females ,  especially  of  the  servant  class,  between  the  ages  of  twenty  and  thirty,  but  not  a 
few  of  these  cases  diagnosed  as  gastric  ulcer  are  probably  examples  of  gastrostaxis,  or 
bleeding  from  a  spongy,  oozing  mucosa  without  any  definite  and  macroscopic  ulceration. 
An  analysis  of  101  fatal  cases  showed  59  males  and  42  females,  and  it  is  quite  as  common 
in  later  as  in  early  adult  life.  It  does  occur  before  puberty  sometimes,  but  very  rarely. 
Like  duodenal  ulcer,  it  seems  to  be  commoner  in  the  North  of  England  than  in  the  South, 
and  in  mining  and  manufacturing  rather  than  in  rural  districts.  In  addition  to  haemat- 
emesis, the  signs  most  characteristic  of  gastric  ulcer  are  abdominal  pain,  nausea,  vomiting, 
and  melaena.     Pain  is  felt  in  the  epigastrium  just  below  the  ensiform  cartilage  ;   it  usually 
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begins  a  few  minutes  after  the  ingestion  of  food,  but  in  some  eases  is  not  experienced  until 
an  hour  or  two  afterwards.  Pain  may  also  be  felt  in  the  back,  between  the  tenth  dorsal 
and  first  lumbar  spines.  Its  character  and 
intensity  are  very  variable,  but  it  is 
usually  severe.  Hyperaesthesia  of  the  skin 
and  tenderness  on  pressure  in  the  epigas- 
trium may  also  be  present.  Vomiting  may 
come  on  immediately  after  food  is  taken, 
or  may  be  deferred  for  an  hour  or  two, 
being  preceded  usually  by  a  good  deal  of 
pain.  The  vomit  has  a  very  acid  taste 
and  an  abnormally  acid  reaction.  Meliena 
follows  haematemesis  ;  occasionally  it  may 
precede  it,  and  rarely  occurs  independently. 
The  tongue  in  the  majority  of  cases  is 
clean,  red,  moist,  and  steady.  There  is 
more  or  less  anaemia  ;  the  points  of  dis- 
tinction between  gastric  ulcer  and  anaemic 
vomiting  are  discussed  on  page  36. 

Simple  ulcer  is  sometimes  difficult  to 
differentiate  from  cirrhosis  of  the  liver 
or  carcinoma  of  the  stomach.  Examina- 
tion of  the  stomach  w^ith  the  arrays 
after  a  bismuth  or  barium  meal  some- 
times affords  positive  evidence  of  the 
nature  of  the  lesion  {Fig,  128),  especially 
when  there  is  some  stenosis  of  the  pylorus ; 
but  it  is  possible  to  have  an  active  ulcer 
and  yet  for  the  a?-ray  appearances  of  the 
stomach  to  be  normal. 


Fig.  129. — .Ski:iirnim  of  a  normal  stomach  aflor  a  bismutli 
meal.     Female,  a/e  2S. 

{Skiayram  by  Dr.  C.  Thnrstan  IloUand.) 


Gastroslaxis  (see  Anaemia,  p.  36). 

Hcemorrhagic  erosions  are  probably  the 
earliest  stage  of  gastric  ulcer,  though  they 
may  not  develop  beyond  the  phase  of 
minute  erosions.  They  may  be  the  actual 
cause  of  gastrostaxis,  and  perhaps  the  dis- 
tinctions between  gastrostaxis,  haemorrhagic 
erosions,  and  multiple  small  gastric  ulcers 
are  differences  of  degree  and  not  of  kind. 
There  are  certain  conditions,  however, 
especially  acute  malignant  fevers,  purpura, 
infective  endocarditis,  and  similar  septic 
states,  in  which  a  general  tendency  to 
subcutaneous  and  submucous  haemorrhages 
leads  to  multiple  small  gastric  erosions, 
which  produce  haematemesis  without  being 
directly  related  to  ordinary  gastric  ulcer. 

Carcinoma, —  Haematemesis  is  a  less 
frequent  and  important  sign  of  carcinoma 
of  the  stomach  than  of  gastric  ulcer,  for  it 
occurs  in  but  a  little  over  20  per  cent  of  the 
cases,  and  even  then  is  generally  slight. 
Bright-red  blood  is  rarely  seen  in  the 
vomit,  for  the  slow  ooze  from  the  ulcerated 
surface  of  the  growth  allows  the  blood  to 
remain  in  contact  with  the  gastric  juice  and 
develop  the  *  coffee-grounds  '  appearance. 
About  60  per  cent  of  the  cases  occur  between  the  ages  of  forty  and  sixty.      The  chief 


Fig.  130. — Skiaj^ram  taken  in  the  erect  posture  after  a 
bismuth  meal  in  a  case  of  malii,Miant  disc'jse  of  the  middle 
of  the  stomach.  Tiie  pyloric  end  was  normal.  The  diagnosis 
was  verified  by  operation. 

{Skiagram  btj  Dr.  C.  Thurstan  Holland.) 
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symptoms  and  signs  of  the  disease  are  :    pain  in  the  epigastric  region,  nausea,  vomiting, 
anorexia,  loss  of  weight  and  strength,  pyrexia,  anaemia,  cachexia,  and  the  presence  of  an 

abdominal  tumour.  Pain  is  one  of  the  earliest 
symptoms,  but  it  varies  considerably  in  degree  and 
position.  It  is  referred  most  frequently  to  the 
epigastrium,  but  is  not  as  a  rule  so  severe  as  in 
gastric  ulcer.  Vomiting  is  another  early  symptom 
which  varies  in  frequency  and  character  according 
to  the  position  of  the  growth.  When  the  pylorus 
is  involved  and  stenosed,  the  stomach  dilates  and 
a  large  quantity  of  frothy,  brownish  vomit  is  eva- 
cuated every  two  or  three  days ;  in  cases  of 
diffuse  carcinoma  the  capacity  of  the  stomach  is 
diminished,  and  a  small  quantity  may  be  vomited 
two  or  three  times  a  day  ;  when  the  growth  is 
situated  at  the  cardiac  orifice,  the  symptoms 
resemble  those  of  epithelioma  of  the  cesophagus,  and 
the  food  immediately  after  swallowing  is  regurgi- 
tated rather  than  vomited  ;  whilst  in  cases  of 
growth  which  involve  neither  of  the  orifices  of  the 
stomach,  there  may  be  no  vomiting,  or  if  present  it 
may  have  no  special  characteristics,  the  symptoms 
being  mainly  those  of  dyspepsia  or  gastritis.  A 
chemical  analysis  of  the  vomit  may  show  deficiency 
of  hydrochloric  acid  and  the  presence  of  lactic  acid  ; 
first  because  there  are  a  great  many  other  conditions 


Fig.  131. — Skiagram  after  a  bismuth  meal  in  a 
case  of  c;irciiJoma  of  pylorus  and  pyloric  end  of 
stomach. 

(Skiagram  by  Dr.  C.  Thurstan  Holland.) 


but  the  value  of  this  test  is  limited 
besides  carcinoma  of  the  stomach  in  which 
there  is  deficiency  or  absence  of  free  HCl 
in  'the  gastric  contents — cachexia  of  any 
kind,  cirrhosis  of  the  liver,  heart  disease 
with  failing  compensation,  enteric,  pneu- 
monia and  other  fevers,  achylia  gastrica, 
jjemicious  anaemia,  and  many  other  con- 
ditions under  which  the  patient  is  ill 
enough  for  all  his  secretions  to  suffer, 
amongst  them  the  gastric  juice ;  and 
secondly  because  insufficient  care  is  some- 
times taken  to  recover  the  gastric  contents 
at  the  right  time  after  a  meal.  All  persons 
fail  to  show  free  hydrochloric  acid  in  the 
gastric  juice  for  some  while,  generally  three- 
quarters  of  an  hour  at  least,  after  a  meal 
containing  proteid.  The  more  the  proteid 
the  longer  it  takes  for  the  stomach  to 
accumulate  sufficient  HCl,  first  to  combine 
with  all  the  molecules  of  proteid  as  com- 
bined HCl,  and  later  to  permit  of  a  surplus 
of  uncombined  or  free  HCl.  Merely  to  test 
a  vomit  obtained  at  hazard  is  of  little  use 
therefore  ;  one  must  know  what  food  was 
taken  previously,  and  how  long  before  ;  it 
is  on  this  account  that  test  meals  of  known 
composition  are  employed,  followed  by 
lavage  at  such  an  interval  afterwards  that 
free  HCl  is  to  be  expected  unless  there  is 
some  disease  interfering  with  the  proper 
formation  of  the  gastric  juice.  A  growth  in 
the  stomach  may  be  seen  with  the  aid  of  the  gastroscope 


Fuf.  132. — Showing  bismuth  in  a  '  leather-bottle  '  stomach 
— diffuse  carcinoma  of  tlie  stomach — taken  after  four  table- 
spoonfuls  of  food  (all  the  i>atient  could  take)  had  been 
swallowed.  Food  '  ran  through  '  the  stomach  and  duodenum 
into  the  small  bowel. 

{Skiagram  by  Dr.  C.  Thurstan  Holland.) 


The  loss  of  weight  and  strength 
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are  usually  pro^^ssive,  and  they  are  amongst  the  most  constant  and  characteristic  signs  of 
the  disease.  Anaemia  of  the  secondary  chlorotic  type,  with  a  low  colour-index,  may  be 
so  prominent  a  symptom  that  a  primary  anaemia  may  be  suspected  until  a  careful  blood 
examination  has  been  made.  A  very  careful  investigation  of  the  abdomen  must  be  made, 
for  in  about  70  per  cent  of  the  cases  a  tumour  may  be  felt,  though  it  is  to  be  hoped 
that  the  gastroscope  will  lead  to  the  diagnosis  of  carcinoma  ventriculi  before  this  stage 
is  reached,  and  when  surgical  cure  is  still  possible.  The  position  and  character  of  the  tumour 
vary  according  to  the  part  of  the  stomach  which  is  involved.  Pyloric  growth  may  cause 
the  abdomen  to  be  distended  as  a  result  of  gastric  dilatation,  and  a  movable  tumour  may 
be  felt  above  the  umbilicus,  near  the  middle  line  and  to  the  right  of  it.  When  the  cardiac 
orifice  is  involved,  there  may  be  no  tumour  to  be  felt,  and  the  same  applies  to  the  small 
'  indiarubber-bottle  '  stomach  of  diffuse  carcinoma  ventriculi  (Fig,  132).  Tumours  of  the 
body  of  the  stomach  may  be  felt  in  the  epigastriiun,  or  below  the  left  costal  margin.  It 
may  be  necessary  to  examine  under  a  general  anaesthetic  in  some  cases  ;  ar-ray  examina- 
tion after  a  bismuth  or  barium  meal  may  assist  in  some  cases  (Fig.  131)  ;  and  even 
laparotomy  may  be  advisable  as  a  diagnostic  measure  under  some  circumstances.  If  the 
patient  is  weighed  carefully  twice  a  week,  and  is  proved  to  increase  in  weight  steadily  under 
treatment,  carcinoma  is  improbable,  provided  this  increase  does  not  prove  transient  after 
a  week  or  two. 

Injuries, — Haematemesis  may  follow  blows,  stabs,  or  gunshot  wounds  in  the  epigastric 
region,  or  the  passage  of  instruments  or  foreign  bodies,  such  as  a  broken  thermometer, 
into  the  stomach.  The  history  and  the  evidence  of  any  such  occurrence  would  make  the 
diagnosis  sufficiently  obvious. 

Atheroma  in  association  with  arteriosclerosis  or  granular  kidney  and  high  blood- 
pressure  may  lead  to  haematemesis  in  very  exceptional  cases  by  causing  weakness  and 
rupture  of  small  gastric  vessels.  Such  a  diagnosis  should  be  made  with  extreme  caution, 
even  when  other  symptoms  and  signs  of  atheroma  are  present,  for  haematemesis  as  the 
result  is  exceedingly  rare.  It  is,  however,  not  uncommon  in  splenomegalic  polycythcemia 
(p.  534),  in  which  malady  the  blood-pressure  is  generally  high. 

Abdominal  Aneurysm  opening  into  the  Stomach, — ^Aneurysm  of  the  abdominal  aorta  is 
uncommon.  The  sac  may  rupture  into  the  stomach,  however,  and  lead  to  a  sudden, 
profuse,  and  fatal  attack  of  haematemesis.  The  chief  diagnostic  signs  are  :  an  epigastric 
tumour,  with  distinct  expansile  pulsation  and  severe  pain  both  in  the  abdomen  and  in  the 
back  over  the  site  of  the  bulge,  in  a  patient  who  has  suffered  from  syphilis  and  has  been 
accustomed  to  repeated  and  violent  muscular  exertion. 

D,  Diseases  of  the  Duodenum. 

Duodenal  Ulcer, — Haematemesis  is  caused  in  the  same  manner  in  this  disease  as  in 
gastric  ulcer,  viz.,  by  the  erosion  of  small  duodenal  blood-vessels  or  by  the  ulcerative 
process  spreading  to  and  opening  larger  and  deeper  blood-vessels  outside.  The  ulcers  are 
in  the  first  part  of  the  duodenum  in  a  very  large  proportion  of  cases.  They  are  about 
eight  times  as  common  in  men  as  in  women.  Some  of  the  symptoms  are  similar  to  those 
of  gastric  ulcer,  viz.,  haematemesis,  melaena,  abdominal  pain  and  tenderness,  anaemia,  and 
vomiting.  Haematemesis,  however,  is  not  so  frequent  as  it  is  in  gastric  ulcer  ;  it  is 
generally  less  marked  than  is  the  melaena,  and  the  latter  may  occur  independently  of 
haematemesis  or  before  it.  In  the  acute  form  of  the  disease  there  may  be  a  copious  intes- 
tinal haemorrhage  in  an  apparently  healthy  person,  accompanied  by  acute  pallor  and 
followed  by  the  evacuation  of  a  mixture  of  black  altered  blood  and  bright  arterial  blood 
from  the  rectum.  The  more  the  bleeding,  the  greater  the  tendency  for  the  blood  passed 
to  be  still  bright  red.  There  may  be  no  pain  at  all,  but  more  often  it  is  considerable  ; 
there  is  hardly  any  part  of  the  abdomen  to  which  it  may  not  be  referred,  but  generally 
it  is  deep-seated  in  the  upper  part,  about  an  inch  below  the  tip  of  the  ninth  right  rib,  more 
to  the  right  of  the  middle  line  than  is  that  of  gastric  ulcer,  and  usually  its  onset  is  two  or 
three  hours  after  the  ingestion  of  food.  One  point  about  this  pain  that  is  almost  patho- 
gnomonic is  the  way  in  which,  coming  on  when  the  patient  is  beginning  to  get  hungry — 
'  hunger  pain ' — it  is  often  relieved  entirely  by  taking  food.  Vomiting  is  another 
important  symptom  which  may  be  very  troublesome,  though  in  some  cases  it  is  entirely 
absent.     One  characteristic  of  some   cases  of  duodenal  ulcer  is  the  very  rapid  way  in 
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which,  under  the  .r-rays,  bismuth  may  be  seen  emptying  out  of  the  stomach  into  the 
duodenum. 

Carcinoma  of  the  Duodenum  is  very  rare,  and  would  only  be  diagnosed  if  there  were 
general  symptoms  of  malignant  disease  together  with  a  fixed  tumour  in  the  situation  of 
the  duodenum. 

Gall-stones  ulcerating  through  from  the  Gall-bladder  into  the  Duodenum  may  cause  haemat- 
emesis  and  melajna.  Previous  attacks  of  pain  occasioned  by  the  gall-stone  might  lead 
to  a  diagnosis  of  gastric  or  duodenal  ulcer  ;  but  if  the  pain  was  colicky  in  character,  and 
was  associated  with  tenderness  and  enlargement  of  the  liver,  pain  over  the  gall-bladder, 
and  jaundice,  it  would  point  to  a  gall-stone.  The  diagnosis  might  be  confirmed  by  the 
discovery  of  the  stone  in  the  faeces,  or,  in  the  case  of  a  larger  calculus,  by  the  occurrence 
of  acute  intestinal  obstruction  from  its  impaction  in  the  small  intestine.  As  a  cause  of 
haematemesis  this  condition  is  naturally  very  rare. 

E.  Portal  ObstrucUon. 

As  a  result  of  obstruction  to  the  flow  of  blood  through  the  portal  vein,  passive  con- 
gestion and  haemorrhagic  erosion  of  the  mucous  membrane  of  the  stomach,  and  varicose 
gastric  and  oesophageal  veins,  may  be  produced.  Haematemesis  may  then  arise  through 
oozing  of  blood  from  the  congested  mucous  membrane,  or  from  an  actual  escape  of  blood 
in  the  case  of  haemorrhagic  erosion  or  the  rupture  of  one  of  the  varicose  veins.  The  signs 
which  are  common  to  portal  obstruction  in  addition  to  haematemesis  are  :  nausea, 
vomiting,  ascites,  oedema  of  the  legs,  albuminuria,  and  the  presence  of  dilated  and 
tortuous  superficial  abdominal  veins  ;   the  chief  cause  is  : — 

Cirrhosis  of  the  Liver. — ^This  disease  is  one  of  the  commonest  and  most  important 
causes  of  profuse  haematemesis,  and  it  is  often  difficult  to  diagnose  from  gastric  ulcer  or 
carcinoma  of  the  stomach.  Haematemesis  may  be  one  of  the  earliest  symptoms,  and  it  is 
frequently  profuse,  and  very  liable  to  recur,  though  it  is  seldom  fatal.  There  may  be  a 
history  and  the  signs  and  symptoms  of  chronic  alcoholism  (p.  726).  The  liver  may  be 
enlarged,  its  surface  rough  and  hard,  and  its  edges  irregular  and  beaded.  The  spleen  may 
be  enlarged  as  a  result  of  the  portal  obstruction,  but  in  adults  rarely  attains  to  such  an 
enormous  size  as  it  does  in  the  splenomegalic  variety  of  cirrhosis  in  children  and  young 
adults.  In  distinguishing  this  disease  from  carcinoma  of  the  stomach,  it  is  very  important 
to  determine,  if  possible,  the  absence  of  a  stomach  tumour  and  of  large  nodules  projecting 
from  the  surface  of  the  liver. 

Adhesive  Pylephlebitis. — ^Non-suppurative  thrombosis  of  the  portal  vein  is  very  rare, 
and  difficult  to  diagnose.  It  may,  however,  give  rise  to  sudden  and  profuse  haematemesis. 
It  is  distinguished  from  other  forms  of  portal  obstruction  by  the  relatively  sudden  onset 
of  ascites,  haematemesis,  melaena,  and  enlargement  of  the  spleen,  and  by  an  absence  of 
signs  and  symptoms  of  cirrhosis  of  the  liver  and  other  causes  of  portal  obstruction. 

Pressure  on  the  Portal  Vein. — Haematemesis,  when  due  to  this  cause,  is  generally 
associated  with  ascites  and  intense  jaundice,  since  the  common  bile  duct  is  liable  to  be 
compressed  as  well  as  the  portal  vein,  on  account  of  their  close  proximity  to  each  other. 
(See  Jaundice,  p.  329.) 

Sojne  cases  of  Enlarged  Spleen  (see  Spleen,  Enlargement  of,  p.  628). — Haematemesis 
is  a  fairly  common  symptom  in  cases  of  enlarged  spleen,  even  when  the  enlargement  is  not 
associated  with  cirrhosis  of  the  liver  or  leukaemia.  Osier  explains  the  occurrence  as  being 
due  to  the  '*  intimate  relation  between  the  vasa  brevia  and  the  splenic  circulation  "  ;  some- 
times, however,  it  results  from  actual  thrombosis  of  the  splenic  vein,  though  the  diagnosis 
of  this  is  scarcely  possible  without  laparotomy  or  autopsy. 

F.  Acute  Febrile  Diseases. 

Malignant  Variola. — Haematemesis  occurs  in  about  a  third  of  the  cases  of  haemorrhagic 
small-pox.  It  is  associated  with  cutaneous,  subcutaneous,  and  submucous  haemorrhages, 
haematuria,  epistaxis,  melaena,  and  bleeding  from  the  gums.  The  sudden  initial  rigor, 
intense  backache  and  headache,  severe  vomiting,  epigastric  pain,  cutaneous  haemorrhages, 
and  the  diffuse  hyper«3emic  rash  with  small  punctiform  haemorrhages  which  appears  first 
on  the  groins  and  lower  part  of  the  abdomen,  would  point  to  a  diagnosis  of  haemorrhagic 
or  black  small-pox  if  such  a  case  occurred  during  an  epidemic  of  the  disease. 
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Malignant  Scarlet  Fever. — In  the  hsemorrhagic  form  of  scarlet  fever,  ha^matemesis  may 
occur ;  but  haematuria,  epistaxis,  and  cutaneous  haemorrhages  are  more  frequent.  The 
sudden  and  severe  onset,  the  very  high  temperature,  the  extremely  rapid  and  feeble  pulse, 
the  headache  and  delirium,  and  the  appearance  of  the  characteristic  rash  on  the  second  day 
would  point  to  scarlet  fever. 

Yellow  Fever, — '  Black  vomit '  due  to  the  presence  of  altered  blood  is  one  of  the  most 
characteristic  features  of  this  disease.  Hyperaemia  and  catarrhal  swelling  of  the  mucous 
membrane  is  the  only  change  which  is  found  in  the  stomach.  It  is  essentially  a  disease 
of  tropical  and  sub-tropical  countries.  The  onset  is  sudden,  with  a  chill,  headache,  and 
severe  pain  in  the  back  and  limbs.  The  face  is  flushed,  and  very  soon  jaundice  appears. 
After  the  first  day  the  pulse-rate  drops,  so  that  with  a  temperature  of  103*^  or  104°  the 
pulse  may  be  only  70  or  80.  Albuminuria  is  another  early  symptom,  which  may  appear 
on  the  third  day.  In  addition  to  the  black  vomit,  there  may  be  cutaneous  petechiae  and 
bleeding  from  the  gums.  It  is  often  difficult  to  distinguish  from  malignant  malaria, 
though  in  the  early  stages  of  malaria  jaundice,  albuminuria,  and  haematuria  are  extremely 
rare,  whilst  an  examination  of  the  blood  may  reveal  the  presence  of  malarial  parasites. 

Cholera  may  be  associated  with  haematemesis  sometimes.  The  sudden  onset  of  acute 
gastro-intestinal  symptoms,  the  rapidly  repeated  rice-water  stools,  and  the  epidemic  nature 
of  the  malady,  all  point  to  the  diagnosis,  which  may  be  confirmed  by  recovering  the  vibrio 
from  the  motions  bacteriologically. 

Acute  Yellow  Atrophy  of  the  Liver. — Haematemesis  is  the  commonest  form  of  haemor- 
rhage in  this  rare  disease.  Women  between  twenty  and  thirty  are  affected  more  frequently 
than  men,  especially  during  and  just  after  pregnancy.  It  sometimes  follows  fright  and 
mental  emotion.  The  first  symptoms  are  indistinguishable  from  catarrhal  jaundice — 
viz.,  malaise,  loss  of  appetite,  nausea,  vomiting,  and  jaundice.  The  vomiting  soon  becomes 
intractable,  the  jaundice  increases,  and  drowsiness,  restlessness,  and  delirium  supervene. 
The  vomit  is  black,  and  may  resemble  treacle,  its  appearance  being  due  to  altered  blood. 
Melaena,  epistaxis,  and  subcutaneous  petechiae  may  be  noticed.  The  tongue  becomes  dry 
and  brown ;  the  liver  dullness  diminishes ;  the  urine  shows  characteristic  changes  in  the 
marked  diminution  in  the  amount  of  urea  and  the  presence  of  bile  pigment,  whilst  leucin 
and  tyrosin  crystals  in  it  (Fig.  148,  p.  383)  are  an  important  diagnostic  sign  of  this  disease. 

G.  Blood   Diseases. 

Purpura  Hcemorrhagica. — Haemorrhage  from  the  stomach  is  rare  in  this  disease. 
Haematemesis  may  occur,  however,  as  a  result  of  blood  derived  from  the  mucous  membrane 
of  the  nose  or  mouth  being  swallowed.  As  purpura  is  a  symptom  rather  than  a  disease 
in  the  majority  of  cases,  before  making  a  diagnosis  of  purpura  haemorrhagica  or  idiopathica, 
those  diseases  which  lead  to  symptomatic  purpura  must  be  excluded  (see  Purpura, 
p.  552).  An  examination  of  the  blood  must  also  be  made,  to  exclude  pernicious  anaemia 
and  leukaemia  ;  and  blood  cultures  may  be  required. 

Scurvy. — Haematemesis  is  uncommon,  only  occurring  in  severe  and  well-marked  cases, 
so  that  the  diagnosis  is  not  difficult.  The  swollen  and  spongy  gums,  anaemia,  cutaneous 
haemorrhages  around  the  hair  sacs,  and  subcutaneous  indurations,  in  a  patient  who  is 
found  to  have  been  living  on  a  diet  deficient  in  quantity  and  in  vegetables,  would  point 
to  scurvy. 

Hcemophilia. — Out  of  334  cases  analyzed  by  Grandidier,  there  were  only  fifteen 
examples  of  haemorrhage  from  the  stomach.  Excessive  bleeding  from  slight  cuts  or  after 
tooth  extraction,  epistaxis,  bleeding  from  the  mouth,  and  haemorrhage  into  the  joints, 
are  the  earliest  and  the  commonest  manifestations  of  the  disease.  The  association  of 
haematemesis  with  haemorrhage  from  other  parts,  and  with  haemorrhage  into  joints  in 
particular,  in  a  patient  whose  near  male  relations  show  a  tendency  to  bleed  on  the  slightest 
provocation,  would  point  to  haemophilia.     There  are  no  pathognomonic  blood  changes. 

Leukcemia. — Haemorrhages  from  and  into  various  parts,  especially  epistaxis,  are 
common  in  this  disease.  Haematemesis  may  be  the  actual  cause  of  death.  Its  association 
with  enormous  enlargement  of  the  spleen  is  by  no  means  pathognomonic  of  leukaemia, 
for  the  two  conditions  may  be  present  in  chronic  malaria,  splenic  anaemia,  and  spleno- 
megalic  cirrhosis.  An  accurate  diagnosis  cannot  be  made  until  the  blood  has  been 
examined  and  a  high  degree  of  leucocytosis  found  (100,000  to   1,000,000  white  blood 
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corpuscles  per  c.  mm.),  with  a  large  proportion  of  myelocytes  in  the  case  of  splenomedullary 
leiiksemia  and  a  high  percentage  of  lymphocytes  (90  per  cent)  in  lymphatic  leukaemia. 

Hodgkin's  Disease. — In  the  late  stages  of  this  disease  there  is  a  tendency  to  haemor- 
rhage from  and  into  various  parts  of  the  body,  e.g.,  epistaxis,  bleeding  from  the  mouth, 
cerebral  haemorrhage,  and  rarely  haematemesis.  There  should  be  little  difficulty  in  making 
a  diagnosis,  as  haematemesis  would  be  a  late  symptom ;  the  characteristic  features  of  the 
disease  are  described  on  pages  37  and  635. 

Chlorosis. — It  is  difficult  to  determine  whether  haematemesis  occurring  in  an  anaemic 
woman  under  thirty  is  due  to  gastric  ulcer  or  to  gastrostaxis  (p.  36).  That  chlorosis  has 
something  to  do  with  haematemesis,  apart  from  the  formation  of  macroscopic  ulcers,  is 
probable  ;  it  is  also  probable  that  chlorosis  predisposes  to  gastric  ulcer.  The  precise 
nature  of  the  symptom  in  a  chlorotic  girl  is  therefore  very  difficult  to  determine,  some 
observers  diagnosing  gastric  ulcer  where  others  prefer  to  label  the  condition  gastrostaxis. 
The  former  withhold  solid  food  longer  than  the  latter,  and  are  perhaps  inclined  to  recom- 
mend operation  more  readily  ;  these  are  the  main  grounds  for  striving  to  draw  a  clear 
distinction  between  the  two  conditions. 

Young  women  suffering  from  chlorosis  are  usually  well  nourished.  The  skin  may 
have  a  greenish  tinge  and  the  sclerotics  a  distinct  bluish  appearance.  (Edema  of  the  feet, 
dyspnoea,  palpitation,  and  amenorrhoea  are  prominent  symptoms  ;  but  the  diagnosis 
cannot  be  made  with  any  certainty  until  the  blood  has  been  examined.  It  is  pale  and 
thin  ;  the  red  blood-corpuscles  are  reduced  in  number,  but  rarely  are  under  3,000,000  per 
e.mm. ;  the  average  size  of  the  red  blood-corpuscles  is  below  normal ;  the  haemoglobin  is 
reduced  much  more  in  proportion  than  are  the  red  blood-corpuscles,  so  that  the  colour- 
index  is  low,  being  as  a  rule  about  0*5  or  under  ;  the  white  blood-corpuscles  are  not 
increased,  and  the  differential  leucocyte-count  is  almost  normal.  Seeing  that  amenorrhoea 
and  haematemesis  are  both  liable  to  occur  in  anaemic  girls,  the  gastric  haemorrhage  has 
sometimes  been  regarded  as  vicarious  menstruation  ;  there  is  little  evidence  to  support 
this  view  of  its  pathology,  however,  and  when  the  bleedings  recur,  the  attacks  do  not  show 
any  monthly  regularity. 

Pernicious  Ancemia. — Haematemesis  is  a  very  rare  symptom  in  pernicious  anaemia  ; 
when  it  occurs,  the  difficulty  in  distinguishing  between  this  disease  and  carcinoma  of  the 
stomach  is  much  increased.  A  correct  diagnosis  cannot  be  made  until  the  blood  has  been 
examined  (p.  24).     The  urine  contains  pathological  urobilin. 

Matarial  Cachexia. — Anaemia  and  enlargement  of  the  spleen  may  follow  repeated 
attacks  of  malaria,  and  severe  haematemesis  may  be  a  prominent  symptom.  In  making 
the  diagnosis,  the  history  of  residence  abroad,  of  attacks  of  ague,  and  the  condition  of  the 
blood,  must  be  relied  on.  A  normal  or  a  diminished  number  of  leucocytes,  with  a  relative 
increase  in  the  large  mononuclear  cells  beyond  15  per  cent,  is  strong  presumptive  evidence 
of  a  previous  malarial  infection. 

Splenic  ancemia  may  run  its  course  without  any  haematemesis  ;  on  the  other  hand, 
the  latter  is  sometimes  one  of  the  most  serious  symptoms  in  the  case,  and  may  be  the  cause 
of  death.     The  chief  features  of  the  malady  are  described  on  p.  37. 

H.  Miscellaneous. 

Chronic  Interstitial  Nephritis. — Haematemesis  occasionally,  but  very  rarely,  occurs 
in  this  disease.  Its  association  with  anaemia,  thickened  and  tortuous  superficial  arteries, 
high-tension  pulse,  hypertrophy  of  the  heart,  albuminuric  retinitis,  polyuria,  and  urine 
of  low  specific  gravity  containing  a  variable  quantity  of  albumin  and  renal  tube-casts, 
would  p>oint  to  chronic  interstitial  nephritis  as  the  cause.  It  is  most  important  that  the 
blood-pressure  should  be  measured  instrumentally,  and  not  guessed  at  by  palpation. 

Following  Abdominal  Operations. — Haematemesis  may  occur  after  severe  abdominal 
operations,  independently  of  any  injury  to  the  stomach  or  duodenum.  Should  death 
occur,  no  obvious  lesion  can  be  found  in  the  stomach  to  account  for  it  in  the  majority  of 
cases.  The  reason  of  the  occurrence  of  such  an  alarming  symptom  remains  a  mystery 
in  many  cases,  but  in  some  infective  conditions,  such  as  appendicitis,  multiple  minute 
ulcers  have  been  found. 

Prolonged  Jaundice. — ^The  importance  of  this  condition  as  a  cause  of  almost  any 
variety  of  bleeding  lies  chiefly  in  the  added  danger  attending  operations  in  such  cases. 
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Syphilis  of  the  Liver  is  sometimes  cited  as  being  itself  a  cause  of  haematemesis  ;  the 
difficulty  is  to  exclude  the  possibility  of  alcoholic  cirrhosis  in  such  a  case  ;  it  is  doubtful 
whether  syphilis  alone  can  cause  the  vomiting  of  blood.  Herbert  French, 

HiGMATOPORPHYRINURIA.— (See  Urine,  Abnormal  Coloration  of,  p.  744.) 

HiClMATURIA. — Blood  may  appear  in  the  urine  as  the  result  of  injury,  of  disease 
in  some  portion  of  the  urinary  tract,  or  of  other  organs  involving  the  urinary  apparatus, 
or  of  a  few  general  diseases  of  other  parts  of  the  body.  The  blood  may  be  present  in  large, 
small,  or  microscopic  amounts,  it  may  continue  for  days  or  even  weeks,  or  appearing  sud- 
denly and  without  apparent  cause,  may  disappear  completely  for  a  variable  period. 
Further,  it  may  be  present  in  the  urine  either  as  corpuscles  or  as  haemoglobin,  and  it  is 
necessary  to  distinguish  between  the  two  conditions.  In  hsemoglobinuria  the  urine  is 
dark  brown  from  the  presence  of  methaemoglobin,  and  any  deposit  is  found  to  consist  of 
brownish  debris  in  which  no  red  blood -corpuscles  can  be  found  (see  Hsemoglobinuria, 
p.  284).  Occasionally  the  colouring  matter  of  the  blood  may  escape  from  the  corpuscles 
if  the  stained  urine  has  been  retained  for  any  length  of  time  in  the  bladder,  when  crenated 
or  disintegrated  corpuscles  will  be  found  on  microscopic  examination  of  the  sediment. 
The  following  list  gives  the  chief  causes  of  hematuria  : — - 


I. — IL«MATUR1A    FROM    AFFECTION    OF    SOME    PART    OF    THE    UrINARY    OrGANS. 


A.  Renal  Causes. 

Profuse, 
Malignant  tumours  of  the  kidney  : 

Hypernephroma 

Embryoma 

Carcinoma 

Sarcoma 
Innocent  tumours — ^papilloma  of  pelvis, 

angioma 
Injury  of  the  kidney 
Calculus 
Tuberculosis 
So-called  '  essential '  hsematuria 

B.  Ureteric  Causes. 

Calculus  in  the  ureter. 

C.  Vesical  Causes. 

Profuse. 
Villous  tumour 
Papilloma 

Villus-covered  carcinoma 
Prostatic  adenoma  or  carcinoma 


D,  Urethral  Causes. 

Acute  urethritis,  impaction  of  calculus, 
injury 


Slight, 
Calculus 
Tuberculasis 
Renal  mobility 
Hydronephrosis 
Polycystic  disease 
Injury 
Oxaluria 

Nephritis,  acute  and  subacute 
Coli  bacilluria 
Drugs  :    turpentine,  carbolic  acid,  cantharides 


Slight, 
Epithelioma 

Tuberculosis  of  bladder  or  prostate 
Calculus 
Acute  cystitis 
Bilharzia  bsematobia 
Injury 


Acute  spermato-cystitis 
Naevus 


ii. hematuria  from  disease  of  tile   neighbouring   vlscera  involving   the 

Urinary   Organs. 


Carcinoma  of  the  uterus,   vagina,   or 

rectum 
Acute  appendicitis 
Acute  salpingitis 


Pelvic  abscess 

Dysenteric    or    tuberculous    ulceration    of   the 
intestine. 


III. — HEMATURIA  in  General  Diseases. 


Renal  infarction  in  endocarditis 

Arteriosclerosis 

Leukaemia 

Purpura  and  scurvy 


Hsemophilia 

Acute   fevers,   malaria,   small-pox,   and   yellow 
fever. 
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In  considering  the  diagnosis  of  a  ease  presenting  haematuria  as  a  symptom,  it  is 
seldom  that  there  are  not  other  symptoms  present,  such  as  pain,  tumour,  or  increased 
frequency  of  micturition,  which  will  point  to  one  or  other  organ  as  the  source  of  the  bleed- 
ing ;  but  in  some  cases  haematuria  may  be  the  only  symptom.  The  following  points  will 
often  help  in  the  differential  diagnosis  : — 

The  Colour  of  the  Urine. — If  the  urine  is  stained  a  bright  red  colour,  the  haemorrhage 
is  mo^t  likely  to  arise  from  the  bladder  or  lower  urinary  tract.  Dark-coloured  blood  in 
the  urine  may,  however,  be  due  to  the  retention  of  blood  in  the  bladder  for  some  time,  or 
from  the  large  amount  present  in  the  urine. 

The  DistribtUion  of  the  Blood  in  the  Urine  during  Micturition, — If  the  urine  during 
micturition  is  only  tinged  with  blood  during  the  final  expulsive  efforts,  or  if  the  terminal 
urine  is  stained  more  deeply  than  the  rest,  the  source  of  the  haematuria  is  almost  certainly 
in  the  bladder.  If  the  first  urine  passed  is  blood-stained  and  the  remainder  clear,  the 
bleeding  is  probably  from  the  urethra  or  prostate ;  whereas  if  the  urine  is  evenly  stained 
with  blood  throughout,  it  suggests  that  the  source  of  haemorrhage  is  in  the  kidneys, 
although  a  vesical  lesion  which  causes  more  than  a  slight  haemorrhage  may  also  give  rise 
to  a  deeply  blood-stained  urine  throughout  micturition. 

The  Quantity  of  Blood  Present  in  the  Urine, — A  large  quantity  of  blood  in  the  urine, 
in  the  absence  of  traumatism,  suggests  some  form  of  growth  in  the  bladder  or  kidney. 
Papillomata  and  villus-covered  carcinomata  in  the  bladder  may  cause  sudden  profuse 
haemorrhage  without  pain  or  other  symptom,  whilst  equally  profuse  haemorrhage  may 
arise  from  a  malignant  tumour  in  the  kidney  which  has  invaded  the  renal  pelvis.  Exam- 
ination of  any  clots  of  blood  passed  may  occasionally  afTord  useful  information  in  deter- 
mining the  seat  of  haemorrhage.  The  urine  should  be  poured  into  a  large  flat  tray  con- 
taining water,  and  the  clots  floated  out,  when  some  may  show  the  triangular  or  pyramidal 
shape  indicating  their  formation  in  the  renal  pelvis,  or  others  the  thin,  worm-like  form 
with  tapering  or  decolorized  ends  from  their  formation  in  the  ureter ;  their  passage  down 
the  ureter  is  accompanied  by  the  same  acute  renal  colic  that  is  caused  by  renal  calculus. 
Clots  formed  in  the  bladder  are  flat,  disc-like,  but  often  broken  up  in  their  passage  through 
the  urethra. 

If  the  quantity  of  blood  is  increased  by  movement  or  exercise,  suspicion  of  renal  stone 
or  growth  will  arise.  In  a  recent  case,  profuse  haematuria  occurred  after  three  successive 
railway  journeys,  when  the  lesion  found  at  operation  was  an  early  carcinoma  of  one  kidney 
which  had  recently  invaded  the  renal  pelvis. 

The  Association  of  other  Elements  from  the  Urinary  Organs  with  Blood  in  the  Urine, — 
Microscopical  examination  of  the  deposit  obtained  by  centrifuging  the  urine  may  reveal 
cellular  elements  distinctive  of  the  renal  pelvis  or  vesical  mucous  membrane  or  epithelial, 
granular,  and  blood-casts  from  the  renal  tubules  (Plate  /.  p.  6),  which  may  help  in  the 
diagnosis  in  a  case  of  haematuria.  The  presence  of  a  number  of  urinary  crystals  in  a  urine 
of  acid  reaction  will  point  to  renal  calculus.  Occasionally,  small  pieces  of  growth  may  be 
passed  in  the  urine  from  the  delicate  villous  papilloma  or  villus-covered  carcinoma  of  the 
bladder,  and  more  rarely  plugs  of  muco-pus  from  a  caseous  tuberculous  cavity  in  the  kidney 
may  be  found.  It  is  important  to  remember  that  the  presence  of  a  villous  tuft  in  the  urine 
gives  no  indication  whether  it  is  derived  from  an  innocent  papilloma  or  a  villus-covered 
carcinoma,  as  it  becomes  detached  only  from  the  surface  of  the  growth. 

The  association  of  pus  with  blood  in  the  urine  does  not  give  much  assistance  in  deter- 
mining the  seat  of  the  bleeding.  Both  pus  and  blood  will  often  be  present  with  either 
calculus  or  tuberculosis  of  the  kidney  or  bladder,  and  may  both  be  present  with  vesical 
growth  or  with  prostatic  enlargement. 

The  Amount  of  Albumin. — If  the  amount  of  albumin  in  the  urine  is  in  excess  of  that 
which  would  be  due  to  the  amount  of  blood  present,  the  bleeding  is  probably  renal  in  origin. 
The  Reaction  of  the  Urine  is  of  very  slight  assistance  in  determining  the  source  of  bleed- 
ing. Generally  speaking  blood  in  an  acid  urine  is  more  likely  to  be  derived  from  the  kidney 
than  from  the  bladder ;  this,  however,  is  no  universal  rule,  for  blood  may  be  present  in 
an  acid  urine  in  a  case  of  vesical  calculus  or  growth ;  whereas,  on  the  other  hand,  there 
may  be  blood  in  alkaline  urine  in  a  case  of  renal  calculus  as  well  as  in  pathological  con- 
ditions of  the  bladder. 

The  association  of  unilateral  lumbar  pain^  situated  in  the  angle  between  the  last  rib 
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and  the  border  of  the  erector  spinas  muscle,  passing  forwards  above  the  iliac  crest  into  the 
groin,  with  occasional  attacks  of  colic,  would  suggest  a  renal  lesion ;  whilst  haematuria, 
accompanied  by  increased  frequtnqf  of  micturition,  or  by  penile  pain  immediately  following 
micturition,  would  indicate  vesical  disease.  This  statement  must  of  necessity  be  taken 
in  a  very  general  sense,  for  exceptions  to  it  are  frequent.  Thus  a  vesical  tumour  causing 
hsematuria  may  implicate  an  ureteric  orifice  sufficiently  to  cause  increased  intra-renal 
tension  on  that  side  with  lumbar  aching  or  even  enlargement  of  the  kidney ;  whilst  on  the 
other  hand  a  tuberculous  lesion  in  the  kidney,  with  descending  ureteritis,  may  cause  increased 
frequency  of  micturition  before  there  is  any  vesical  infection.  Equally  important  is  it  to 
take  into  consideration  the  age  of  the  patient ;  thus,  in  a  young  adult,  continued  slight 
hasmaturia  with  increased  frequency  of  micturition  are  highly  suggestive  of  tuberculous 
disease  of  the  kidney,  whereas  slight  haematuria  in  a  more  elderly  patient  suggests  vesical 
carcinoma  or  calculus.  At  any  age,  severe  haematuria  may  be  present  with  a  villous  tumour 
of  the  bladder,  or  in  a  patient  more  advanced  in  years  with  renal  growth  or  prostatic 
enlargement. 

Further  evidence  of  the  source  of  the  haemorrhage  may  be  obtained  upon  the  physical 
examination  of  the  patient.  This  should  be  carried  out  systematically,  and  not  only  should 
the  urinary  organs  be  examined,  but  any  evidence  of  disease  elsewhere  in  the  body,  as  in 
the  heart,  lungs,  blood,  liver,  or  pelvic  organs,  sought  for  also.  Each  kidney  should  be 
examined  bimanuaiiy,  one  hand  being  placed  in  the  angle  made  by  the  last  rib  and  the 
margin  of  the  erector  spinae  muscle,  and  the  other  in  front,  immediately  below  the  costal 
margin  ;  the  patient  is  then  directed  to  breathe  deeply  whilst  pressure  is  maintained  by 
the  two  hands,  when  an  enlarged  or  unduly  mobile  kidney  may  be  felt  to  descend,  or  may 
be  grasped  on  deep  inspiration.  Any  pain  or  undue  tenderness  on  either  side  should  be 
noted,  especially  any  sharp,  pricking  pain  experienced  by  the  patient  if  the  anterior  hand 
be  depressed  suddenly,  a  sign  said  to  be  indicative  of  renal  stone. 

Examination  of  the  bladder  by  palpation  in  the  suprapubic  area  may  elicit  pain  in 
acute  inflammatory  conditions,  or  may  give  evidence  of  a  distended  bladder  in  a  case  of 
haematuria  from  prostatic  obstruction  ;  but  much  more  knowledge  may  be  gained  by  a 
thorough  rectal  examination.  For  this  purpose  the  patient  should  assume  the  knee-elbow 
position,  when  the  examining  finger  can  explore  not  only  the  prostate,  but  the  vesiculae 
seminales,  the  lower  end  of  each  ureter,  and  the  bladder  base,  as  well  as  the  lateral  pelvic 
wall.  The  prostate  may  show  adenomatous  enlargement,  or  may  be  infiltrated  with 
primary  carcinoma — which  has  recently  been  shown  to  be  far  from  uncommon, — ^when 
the  gland  will  present  marked,  firm,  rounded  nodules,  and  will  often  be  immovable. 
Search  should  be  made  for  any  nodules  in  the  prostate  or  vesicles,  or  thickening  of  the 
lower  end  of  the  ureter,  suggestive  of  tuberculous  disease,  or  thickening  or  infiltration  in 
the  bladder  base,  which  may  often  be  felt  in  a  case  of  vesical  carcinoma.  Examination 
in  the  lateral  pelvic  space  may  show  infiltration  of  the  pelvic  lymphatics,  or  enlargement 
of  the  lymphatic  glands  in  a  case  of  carcinoma  of  the  bladder  or  prostate.  Examination 
of  the  testes  should  always  be  made.  A  nodule  in  either  epididymis  may  indicate  tuber- 
culous disease  which  may  have  spread  to  the  urinary  organs,  but  care  must  be  taken  not 
to  mistake  a  nodule  dating  from  a  gonorrhoeal  epididymitis  for  one  due  to  tuberculous 
disease. 

Great  assistance  may  be  obtained  by  the  use  of  the  cystoscope  (Plates  XV,  p.  282,  and 
XVI,  p.  284).  Needless  to  say,  the  greatest  gentleness  must  be  used  in  carrying  out  any 
instrumentation,  to  avoid  any  further  haemorrhage,  which  would  obscure  a  view  by  the 
cystoscope,  and  if  any  bleeding  is  present,  an  attempt  should  be  made  to  arrest  it  by  irriga- 
tion of  the  bladder  with  silver  nitrate  1-1000,  or  with  adrenalin  solution  of  the  same 
strength.  If  the  bleeding  is  profuse,  it  is  probably  impossible  to  obtain  a  satisfactory  view  of 
the  interior  of  the  bladder,  but  with  even  moderate  haemorrhage  going  on  a  rapid  disten- 
tion of  the  bladder  may  produce  a  medium  clear  enough  to  obtain  a  view  which  will  show 
the  seat  of  haemorrhage.  Thus  in  renal  haematuria  blood-stained  urine  may  be  seen  to  be 
emitted  from  one  ureteric  orifice  (Plate  XV,  Fig,  A,  p.  282)  and  clear  urine  from  the  other 
before  the  medium  is  too  obscured  ;  or  with  vesical  haemorrhage  a  vesical  tumour  may  be 
seen.  Even  slight  haemorrhage  will,  however,  rapidly  render  the  medium  in  the  bladder 
too  hazy  for  a  satisfactory  examination  of  any  minute  changes  in  the  vesical  wall  to  be 
obtained — tuberculous  disease  for  example.     Hence  it  is  better,  if  possible,  to  undertake 
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any  cystoscopic  examination  in  the  interval  between  attacks  of  bleeding,  when  the  bladder 
can  be  examined  thoroughly  and  any  pathological  lesion  found.  If  no  evidence  is  obtained 
in  this  way,  a  further  examination  may  be  conducted  during  an  attack  of  bleeding. 

I.  HiCMATURIA    FROM  AFFECTION    OF    SOME    PART    OF    THE    URINARY   TRACT. 
A.  Renal  Causes. 

The  Malignant  Tumours  of  the  Kidney,  hypernephroma,  embryoma,  carcinoma,  and 
sarcoma,  are  all  associated  with  profuse  hsematuria  at  intervals.  Hypemephromata  are 
the  most  common  ;  they  arise  in  the  cortical  portions  of  the  kidney,  and  are  of  compara- 
tively slow  growth.  The  embryomata  may  occur  in  small  children  or  in  elderly  persons, 
whilst  the  true  carcinomata  and  sarcomata  are  much  more  uncommon.  These  tumours 
cause  an  aching  in  the  loin,  and  may  lead  to  considerable  enlargement  of  the  kidney  before 
any  haematuria  occurs.  In  the  progressive  growth  of  the  tumour,  the  renal  pelvis  is 
involved  gradually  and  haematuria  is  evoked.  This  is  usually  severe  in  type,  so  that  clots 
may  be  formed  in  the  calices  of  the  renal  pelvis  or  in  the  ureter,  and  cause  the  typical  pain 
of  renal  colic  in  their  descent  of  the  latter.  The  renal  tumour  usually  maintains  the  shape 
of  the  kidney,  but  in  some  cases  may  present  a  nodular  form.  Hence  profuse  hsematuria, 
with  clots  of  pyramidal  or  worm-like  shape,  associated  with  renal  enlargement,  is  strongly 
suggestive  of  a  renal  malignant  growth. 

The  only  common  form  of  innocent  tumour  in  the  kidney  is  papilloma  of  the  renal  pelvis. 
This  gives  rise  to  profuse  hsematuria  and  to  renal  enlargement,  which  in  this  instance  is 
due  to  hydro-  or  haemato-nephrosis  from  the  obstruction  to  the  ureter  by  the  papillary 
growth  or  by  blood-clot.  Thus  the  renal  tumour  may  vary  in  size.  Papillomata  of  the 
mucous  membrane  of  the  renal  pelvis  are  accompanied  occasionally  by  similar  growths 
in  the  ureter,  and  may  also  show  a  similar  growth  at  the  ureteric  orifice  upon  inspection 
of  the  bladder. 

An  angioma  of  the  kidney,  forming  a  distinct  tumour  in  the  renal  tissues  and  causing 
profuse  haematuria,  has  recently  been  described  by  the  writer,  whilst  Hurry  Fenwick  has 
described  cases  of  angioma  of  the  apex  of  a  renal  papilla  causing  haematuria. 

Injuries  to  the  Kidney  may  cause  haematuria  ;  the  diagnosis  is  usually  obvious.  The 
history  of  the  accident,  a  blow  or  squeeze  to  the  lumbar  region,  associated  with  haematuria, 
would  point  to  an  injury  to  the  kidney.  There  may  be  renal  enlargement,  but  this  must 
be  diagnosed  from  an  extravasation  of  blood  in  the  perinephric  tissues  from  the  rupture 
of  the  renal  cortex.  Comparatively  slight  injury  to  the  loin  may  produce  haematuria  from 
a  small  lesion  in  the  renal  tissues,  whilst  in  some  cases  there  is  no  sign  or  recollection  of 
external  violence.  In  any  case  of  haematuria  following  traumatism,  it  is  essential  to  dia- 
gnose an  injury  to  the  kidney  from  injury  to  the  urethra  or  bladder.  In  urethral  injury  the 
canal  may  be  merely  contused,  or  partially  or  wholly  ruptured  ;  blood  may  be  found  at 
the  urethral  meatus  or  may  be  marked  in  the  first  portion  of  any  urine  that  may  be  passed, 
whilst  if  the  urethra  be  entirely  divided,  signs  of  extravasation  of  urine,  with  inability  to 
micturate,  will  appear. 

If  the  bladder  be  injured,  blood  may  be  present  in  any  urine  drawn  off  ;  or  after  rupture 
of  the  bladder  involving  the  peritoneal  coat  fluid  may  be  found  in  the  abdominal  cavity. 
The  length  of  time  between^  the  last  passage  of  urine  and  the  occurrence  of  the  accident 
should  be  ascertained,  and  a  catheter  passed  ;  very  gentle  irrigation  of  the  bladder  with 
sterile  fluid  should  be  carried  out  in  any  suspected  rupture  of  the  viscus,  to  see  if  the  amount 
of  fluid  run  into  the  bladder  is  duly  returned.  At  the  same  time,  a  thorough  examination 
of  the  bony  pelvis  should  be  made  for  any  sign  of  fracture,  which  is  frequently  the  cause 
of  direct  injury  to  the  bladder  or  urethra. 

In  Renal  Calculus  the  bleeding  is  seldom  profuse,  is  usually  associated  with  a  small 
amount  of  pus,  and  frequently  is  increased  after  exertion  or  the  jolting  of  a  journey.  The 
subject  of  a  renal  stone  will  usually  complain  of  pain  in  one  loin  of  a  constant  aching 
character,  which  will  remain  of  this  character  so  long  as  the  stone  remains  embedded  in 
the  renal  tissues,  in  which  condition  slight  haematuria  is  often  present.  When,  however, 
the  calculus  projects  into  or  is  free  in  the  renal  pelvis,  the  urine  also  contains  a  small  quan- 
tity of  pus,  and  attacks  of  renal  colic  come  on,  characterized  by  very  acute  pain  in  the 
loin,  passing  forwards  and  downwards  to  the  groin,  upper  part  of  the  thigh,  and  testicle 
of  the  same  side,  and  accompanied  by  frequent  desire  to  pass  urine.     The  calculus  may 
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be  passed  into  the  bladder  along  the  ureter,  may  become  impacted  in  the  course  of  the 
ureter,  or  may  remain  in  the  renal  pelvis,  in  which  case  successive  attacks  of  renal  colic 
may  occur.  The  previous  passage  of  a  small  calculus  per  urethram,  following  an  attack 
of  renal  colic,  is  an  important  point  in  the  history  of  such  a  patient,  but  in  any  case  an 
examination  by  skiagraphy  should  be  carried  out,  when  a  calculus  may  be  proved  present 
in  the  kidney  {Fig.  133).  A  calculus  in  the  kidney  may  attain  a  size  too  large  to  become 
engaged  in  the  upper  end  of  the  ureter,  when  renal  colic  will  be  absent,  or  it  may  cause 
hydronephrosis,  renal  abscess,  or  pyonephrosis,  of  which  symptoms  may  be  present. 

Renal  Tuberculosis^  apart  from  the  miliary  form  of  children,  is  not  uncommon  as  a 
primary  disease  of  one  kidney.  The  patients  affected  are  usually  young  adults,  who  com- 
plain of  a  constant  aching  in  one  loin,  with  occasional  attacks  of  more  acute  pain  resembling 


Fig.  133. — Skia'.'ram  of  a  ralculus  in  a  dropped  left  kidney. 
(lii/  Dr.  Alfred  C.  Jordan.) 

renal  colic.  At  the  onset  of  the  disease,  when  the  foci  are  limited  tojthe  renal  tissues,  there 
is  no  change  in  the  urine  beyond  the  occasional  presence  of  albumin  ;  but  as  it  advances 
the  foci  coalesce  and  form  a  softened  area  which  opens  into  the  renal  pelvis,  when  there 
is  a  constant  discharge  of  small  quantities  of  pus  and  blood  in  the  urine.  The  liberation 
of  tuberculous  material  into  the  renal  pelvis  and  ureter  causes  infection  of  the  mucous 
lining  of  these  passages,  and  is  marked  almost  constantly  by  increased  frequency  of 
micturition  during  both  day  and  night,  even  before  any  tuberculous  infection  has  occurred 
in  the  bladder.  These  cases  are  often  mistaken  for  renal  calculus,  but  in  any  case  of  per- 
sistent slight  haematuria  or  pyuria  a  careful  search  should  be  made  for  tubercle  bacilli  in 
the  urme.     It  should  be  noted  also  that  a  skiagram  may  show  a  distinct  shadow  produced 
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by  a  tuberculous  focus  In  the  kidney  (Fig,  134),  but  its  outline  generally  differs  from  that 
due  to  a  calculus  in  its  less  definite  border.  In  renal  tuberculosis  the  haematuria  is  rarely 
increased  by  exertion  on  the  part  of  the  patient,  as  is  frequently  the  case  with  calculus, 
and  pain  in  the  loin  is  less,  mitigated  by  rest  in  bed.  In  renal  tuberculosis  the  lower 
end  of  the  ureter  of  the  affected  side  may  often  be  felt  to  be  thickened  on  examination 
per  vaginam,  or  per  rectum,  whilst  in  the  male  tuberculous  nodules  may  be  felt  in  the 
prostate  or  vesicles. 

In  Renal  Mobility^  haematuria  is  certainly  uncommon,  but  occurs  occasionally.  In 
the  case  of  a  patient  with  markedly  increased  renal  mobility,  haematuria  may  follow  any 
exertion,  such  as  hunting  or  dancing.  Renal  mobility  is  so  common,  however,  that  the 
occurrence  of  haematuria  should  in  any  case  arouse  suspicion  of  some  other  lesion  of  the 

urinary  tract,  and  a  thorough 
examination  both  of  the  urine 
especially  for  tubercle  bacilli, 
and  of  the  bladder  (by  the 
cystoscope)  and  of  the  kidney, 
should  be  made  before  any 
attempt  at  fixation  is  under- 
taken. Movable  kidney  may 
be  entirely  painless  and  give 
rise  to  no  symptoms  what- 
ever, or  may  cause  lumbar 
acliing  or  attacks  of  acute 
pain  resembling  renal  colic 
(Dietl's  crises).  It  frequently 
causes  gastro  -  intestinal  dis- 
turbance from  the  drag  upon 
the  duodenum  in  relation  to 
it,  and  occasionally  also  poly- 
uria and  increased  frequency 
of  micturition.  The  kidney 
can  be  felt  to  be  movable, 
but  care  must  be  taken  not 
to  mistake  other  abdominal 
swellings  for  a  kidney  (see 
Kidney,  Enlargement  of, 
p.  352). 

Hydronephrosis  occasion- 
ally gives  rise  to  haematuria, 
and  the  combination  of  renal 
tumour  and  haematuria  would 
suggest  a  growth  in  the 
kidney.  The  blood  from  a 
hydronephrotic  kidney,  how- 
ever, is  very  rarely  copious, 
and  the  other  symptoms  of 
hydronephrosis  would  distinguish  the  two,  in  particular  intermittency  with  corresponding 
changes  in  the  amount  of  the  urine. 

Polycystic  disease  of  the  kidneys  is  commonly  accompanied  by  haematuria  in  the  later 
stages  of  the  disease.  It  occurs  in  early  childhood  or  in  adult  life,  and  is  most  commonly 
bilateral,  forming  an  enlargement  of  each  kidney  which  may  reach  large  dimensions, 
although  on  the  other  hand  a  tumour  may  only  be  felt  on  one  side.  In  the  early  stages 
the  diagnosis  is  difficult ;  but  later,  pain,  bilateral  tumour,  haematuria,  and  signs  of  renal 
inefficiency  will  be  present.  The  renal  tumour  caused  by  polycystic  disease  is  smooth 
and  rounded,  but  differs  from  hydronephrosis  in  that  fluctuation  can  seldom  be  obtained. 
Bilateral  hydronephrosis  will  be  diagnosed  from  polycystic  disease  by  the  finding  of  some 
lesion  obstructing  the  normal  urinar>'  flow,  such  as  stricture  of  the  urethra,  prostatic  or 
vesical  disease,  or  carcinoma  of  the  pelvic  organs  invading  the  ureters. 


Fiq.  131. — Skiagram  in  a  case  of  tuberculous  kiduey  with  pyonephrosis  ;  the 
condition,  due  to  marked  deposit  of  calcium  salts  in  the  old  tuberculoua  lesions, 
might  be  mistaken  for  a  large  antlered  calculus. 

{Skiagram  by  Dr.  C.  Thurstan  Holland.) 
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Oxaluria  (p.  423)  may  give  rise  to  slight  haematuria.  The  passage  of  large  numbers 
of  oxalate  crystals  in  the  urine  occurs  in  some  patients,  especially  after  a  diet  containing 
rhubarb,  gooseberries,  or  tomatoes,  and  is  often  accompanied  by  dyspepsia.  An  examina- 
tion of  the  urine  on  successive  days  will  demonstrate  the  condition.  The  aching  in  one 
loin,  and  the  presence  of  envelope  crystals  in  the  urine,  may  simulate  renal  stone,  but  the 
absence  of  a  shadow  in  a  skiagram  will  disprove  the  latter. 

Acute  Nephritis  is  accompanied  by  haematuria,  but  is  usually  obvious  by  the  sudden 
onset  of  the  disease,  by  the  history  of  some  specific  fever,  or  of  a  chill,  and  by  the  subcu- 
taneous oedema.  The  urine  is  scanty  and  of  high  specific  gravity,  and  contains,  in  addition 
to  blood  discs,  hyaline  and  epithelial  tube-casts,  many  renal  epithelial  cells,  and  abundant 
albumin.  There  are  some  cases  of  acute  nephritis  in  which  no  oedema  occurs,  and  then 
the  abundance  of  renal  tube-casts  in  the  urine  affords  the  main  evidence  as  to  the  diagnosis. 

Essential  Renal  Hematuria  is  the  name  given  to  a  group  of  cases  in  which  definite 
unilateral  ha?maturia  is  present,  but  in  which  examination  of  the  kidney  on  exploration 
has  failed  to  show  the  cause  of  the  haemorrhage.  The  bleeding  is  profuse  and  comes  on 
suddenly  without  any  apparent  cause  ;  it  is  intermittent  and  may  be  accompanied  by 
lumbar  aching,  but  there  is  no  tenderness  and  enlargement  of  the  kidney,  and  on  cysto- 
scopic  examination  it  is  proved  to  be  unilateral.  In  the  intervals  of  haematuria  there  may 
be  no  albuminuria.  The  kidney  on  exploration  appears  to  be  normal,  but  if  a  piece  is 
removed  for  microscopic  section,  evidence  of  nephritis  will  usually  be  found.  The  evidence 
tends  to  show  that  these  cases  are  probably  due  to  a  unilateral  nephritis. 

B.  Ureteric  Calculus  may  cause  haematuria,  either  during  the  descent  of  the  stone 
or  when  the  latter  becomes  arrested  in  the  duct  without  causing  complete  obstruction  to 
the  flow  of  urine.  The  diagnosis  is  usually  easy  from  the  history,  and  the  character  of  the 
pain,  accompanied  by  the  increased  desire  to  micturate  ;  but  in  some  cases  on  the  right 
side  it  may  be  mistaken  for  acute  appendicitis.  The  previous  history  of  the  passage  of  a 
calculus  or  of  renal  symptoms  of  stone  will  usually  be  elicited.  A  skiagram  should  be 
obtained  (Fig,  192,  p.  455). 

C  Vesical  Causes. — The  profuse  haematuria  of  a  papilloma,  villous  tumour,  or  of  a 
villus-covered  carcinoma  of  the  bladder  frequently  occurs  without  any  other  symptom, 
coming  on  suddenly  without  any  exciting  cause  ;  it  may  last  a  variable  time,  and  then 
disappear  entirely,  or  continue  as  a  slight  haematuria  for  some  days.  With  the  carcino- 
matous form  there  may  be  some  increased  frequency  of  micturition  in  the  absence  of  bleed- 
ing, but  in  either  variety  the  clotting  of  blood  in  the  bladder  may  cause  urgent  desire  to 
micturate  or  even  retention  of  urine.  A  rectal  examination  may  give  evidence  of  infil- 
tration of  the  base  of  the  bladder  or  of  the  pelvic  lymphatics  in  the  malignant  form,  but 
it  is  only  rarely  that  an  innocent  tumour  is  large  enough  to  be  felt  per  rectum.  In  the 
intervals  between  haemorrhages,  a  cystoscopic  examination  will  demonstrate  the  presence 
of  a  vesical  growth  (Plate  XVI,  Figs.  F  and  6).  It  should  be  noted  that  the  common  situ- 
ation for  a  vesical  tumour  is  at  the  base  of  the  bladder,  in  close  proximity  to  a  ureteric 
orifice  ;  the  latter  may  be  obstructed,  or  dragged  upon  by  the  growth  in  such  manner  as 
to  cause  renal  distention  or  hydronephrosis,  so  that  a  vesical  tumour  may  give  rise  to  renal 
pain  and  tumour,  and  in  this  way  be  mistaken  for  a  renal  growth.  This  difficulty  will  be 
overcome  by  a  cystoscopic  examination  of  the  bladder. 

Prostatic  enlargement  of  the  adenomatous,  or  more  frequently  of  the  carcinomatous 
variety,  may  cause  haematuria.  The  age  of  the  patient  (54  or  more),  the  increased  fre- 
quency and  difficulty  in  micturition,  the  evidence  obtained  by  rectal  examination  and  by 
catheterization,  suffice  to  diagnose  the  disease.  The  haematuria  of  prostatic  enlargement  is 
often  profuse,  and  may  occur  early  in  the  disease  ;  but  on  careful  inquiry  it  will  usually  be 
found  that  there  has  been  for  some  months  a  gradually  increasing  frequency  of  micturition. 

Vesical  Epithelioma  occurs  in  elderly  patients,  and  causes  slight  but  fairly  constant 
haematuria.  For  haemorrhage  to  take  place  from  a  vesical  epithelioma  there  must  be 
ulceration  of  the  surface  of  the  growth,  and  other  symptoms  will  be  present,  namely, 
increased  frequency  of  micturition  both  day  and  night,  penile  pain  following  the  act  of 
micturition,  and  pyuria.  The  blood  often  occurs  as  a  few  drops  at  the  termination  of 
urination,  or  may  be  mixed  throughout  the  act.  l^sually  a  vesical  epithelioma  is  situated 
on  the  base  of  the  bladder,  and  may  be  felt  as  a  distinct  infiltration  per  rectum. 

Vesical  Tuberculosis  gives  rise  to  exactly  the  same  symptoms  as  an  epithelioma,  but 
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it  occurs  commonly  in  young  adults.  Persistent  slight  haematuria  and  pyuria  in  a  young 
patient  will  always  suggest  tuberculous  disease,  and  a  very  careful  search  should  be  made 
in  the  centrifugalized  urine  for  tubercle  bacilli,  whilst  other  evidence  of  tuberculous  disease, 
especially  in  the  testes,  vesiculae  seminales,  and  prostate,  should  be  looked  for.  Difficulty 
may  arise  in  the  diagnosis  between  vesical  and  renal  tubercle,  for  in  the  latter  persistent 
haematuria  and  pyuria,  together  with  increased  frequency  of  micturition,  may  be  present 
before  the  bladder  becomes  infected.  With  renal  tubercle  some  renal  enlargement  and 
pain  will  usually  be  found,  the  ureter  may  be  felt  per  rectum  to  be  thickened,  and  the  blood 
in  the  urine  will  not  be  more  apparent  at  the  end  than  during  the  rest  of  micturition,  unless 
the  bladder  is  also  affected.  When  tuberculosis  attacks  the  urinary  organs,  it  is  much 
more  common  as  a  primary  disease  in  the  kidney  than  in  the  bladder,  but  the  infection 
finally  spreads  by  the  ureter  to  the  bladder  as  soon  as  a  renal  focus  discharges  into  the 
pelvis  of  the  kidney,  and  may  at  the  same  time  attack  the  prostate  or  seminal  vesicles. 
When  a  tuberculous  nodule  in  a  vesicle  or  the  prostate  ulcerates  into  the  bladder,  a  sharp 
attack  of  haematuria  may  result.     Great  assistance  may  be  gained  in  the  diagnosis  of 

urinary  tuberculosis  by  a  careful  cystoscopic 
examination  (Plate  XV,  Fig.  E),  and  by 
rectal  examination. 

Vesical  Calculus  also  causes  slight  hae- 
maturia, usually  as  a  few  drops  in  the 
terminal  urine.  The  subject  of  a  calculus 
in  the  bladder  unaccompanied  by  cystitis 
will  complain  of  increased  frequency  of 
micturition  during  the  day  or  during  exer- 
cise, but  is  usually  free  from  micturition 
during  the  night.  There  is  pain  of  a 
pricking  character  in  the  glans  penis  after 
micturition,  and  there  may  be  a  historj^  of 
sudden  stoppage  of  the  stream  during  the 
act.  The  patients  are  usually  men,  and 
there  may  be  a  history  of  previous  calculi 
in  the  bladder  or  of  attacks  of  renal  colic 
with  the  descent  of  a  renal  calculus  which 
has  not  been  passed  per  urethram,  but 
F1V7. 135.— Skiagram  of  a  composite  (oxalate  and  phosphate)      which  has  increased  in  sizc  since  it  entered 

vesical  calculiui.     C,  funiculus ;  R,  rectum ;  S,  ^vmphvsis  pubif<.        .,,,,,  m»  ,       n  ,.        ..1 

(Jiy  Dr.  Alfred  c.  Jordan.)  the  bladder.  Tlic  stouc  may  be  felt  with  a 
sound,  or  better  still,  seen  by  a  cystoscope, 
when  small  calculi  which  may  be  missed  with  a  sound  may  be  diagnosed  with  certainty 
(Plate  XVI,  Fig.  II).  The  ar-rays  are  also  useful  in  detecting  the  stone  in  many  cases  (Fig. 
135).  If  the  calculus  has  caused  cystitis,  there  will  be  in  addition  pyuria  and  nocturnal 
micturition. 

Acute  Cystitis  is  accompanied  by  haematuria  ;  but  the  other  symptoms,  such  as  vesical 
tenesmus,  suprapubic  pain,  and  pyrexia,  together  with  pyuria  and  a  cause  for  the  condition, 
will  point  to  the  disease. 

Bilharzia  Ilcematohia  causes  slight  haematuria,  and  gives  rise  to  symptoms  very  similar 
to  vesical  tuberculosis.  The  discovery  of  the  typical  ova  in  the  urine  (see  Fig.  26,  p.  79), 
together  with  a  history  of  residence  in  an  affected  district,  notably  Egypt  or  certain 
parts  of  South  Africa,  will  make  the  diagnosis  clear.  The  cystoscopic  appearance  in  the 
bladder  of  small,  glistening  yellow  nodules  and  small  areas  of  raised  granulation  tissue, 
is  distinctive  of  the  disease  (Plate  XVI,  Fig.  K). 

D.  Urethral   Causes. 

Acute  Urethritis,  whether  gonococcal  or  septic,  may  cause  blood  to  appear  in  the  urine 
from  the  acute  congestion  of  the  urethral  mucous  membrane.  The  history  and  the 
presence  of  an  acute  urethral  discharge  (p.  181)  make  the  diagnosis  evident. 

The  Impaction  of  a  Calculus  in  the  urethra  causes  some  bleeding  from  direct  injury 
to  the  urethral  mucous  membrane.  There  is  usually  retention  of  urine,  so  that  true 
haematuria  may  not  occur  ;  but  the  history  of  sudden  stoppage  of  the  stream  of  urine  during 
micturition,  with  acute  penile  pain,  together  with  the  previous  history  of  renal  or  vesical 
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PLATE     XV 


BLADDER      APPEARANCES       SEEN       THROUGH      THE      CYSTOSCOPE 


Fig    D  Fig.  E. 

Copyright.  iV.  Thornton  Shirltx,  del. 


Fig.   A. — Bloo<i-."*tained  urine  isstiirig  from  the  ureter. 
Fig.   /i.  — Purulent  urine  issuluf?  from  the  ureter. 
Fig.  C- Congestion  around  a  ureteric  orilice  in  calculous 
pyelitis. 


Fig.  /).— The  retracted  ureter  common  with  descending 
renal  tuberculot^is. 

Fig.  A'.  —  Tuberculou?  ulceration  around  the  ureteric 
orifice   in   descending  renal   tuberculosis. 


{Figs.  D  and  E  are  from  sketches  kindly  supplied  by  Dr.  C.  F.  Walters,  of  Clifton.) 
IN'DBX  OF  DUQNOSIS— ro  face  p.  2i<'2 
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stone,  will  usually  make  the  diagnosis  clear.  It  is  not  uncommon  in  male  children.  The 
calculus  may  be  felt  from  the  outside  in  the  course  of  the  urethra,  often  at  or  near  the 
meatus,  or  seen  by  an  endoscopic  examination. 

Ntevus  of  the  urethral  mucous  membrane  is  a  rare  but  important  cause  of  severe  and 
recurrent  hsematuria,  the  patient  generally  presenting  no  other  symptoms  beyond  the 
spontaneous  bleeding  and  serious  anaemia  resulting  from  it.  The  blood  is  passed  both 
with  and  apart  from  micturition.  There  may  or  may  not  be  bleeding  naevi  elsewhere  ;  but 
the  condition  is  precisely  analogous  to  the  small  bleeding  naevi  of  the  tongue  and  mouth 
that  have  been  described  in  conjunction  with  naevi  of  the  skin  by  Osier  and  others.  The 
diagnosis  of  a  urethral  njevus  could  scarcely  be  made  with  certainty  except  by  urethroscopy. 

IL  HiCNATURIA   FROM    DISEASE    OF    THE    NEIGHBOURING   VISCERA    INVOLVING 

THE    URINARY    ORGANS. 

The  direct  spread  of  carcinoma  of  the  pelvic  organs  may  in  its  progress  involve  the 
bladder,  as  is  not  uncommon  in  the  later  stages  of  carcinoma  of  the  uterus,  vagina,  rectum, 
or  pelvic  colon.  The  infiltration  of  the  bladder  wall  before  actual  ulceration  has  occurred 
is  usually  indicated  by  vesical  irritability,  followed  by  ulceration  and  haematuria,  together 
with  the  passage  of  urine  by  the  vagina  or  faecal  matter  in  the  urine.  Occurring  as  a  late 
stage  of  carcinomatous  disease,  there  is  usually  little  difficulty  in  the  diagnosis. 

Hsematuria  may  occur  during  an  attack  of  acute  appendicitis  from  the  direct  spread 
of  the  inflammatory  process  to  the  vesical  wall.  In  some  cases  in  which  the  inflamed 
appendix  turns  downwards  over  the  pelvic  brim,  it  may  become  adherent  to  the  bladder, 
or  an  abscess  may  form  in  immediate  relation  to  the  bladder  wall.  The  localized  inflam- 
mation of  the  vesical  mucous  membrane  causes  haematuria,  whilst  the  sudden  appearance 
of  a  quantiy  of  pus  in  the  urine  has  been  noticed  when  an  appendicular  abscess  has 
ruptured  into  the  bladder.  The  history  of  acute  pain  low  down  in  the  right  iliac  fossa, 
the  pyrexia,  and  general  symptoms  of  peritoneal  inflammation  before  any  urinary  symptom 
was  noted,  will  point  to  the  disease  ;  a  rectal  examination  may  reveal  the  inflammator\* 
process  in  the  right  pelvic  region. 

Acute  Salpingitis  or  Pelvic  Abscess  may  similarly  cause  haematuria  from  direct  inflam- 
matory extension  to  the  vesical  wall,  but  this  is  rarer  than  in  appendicitis. 

Tuberculous  and  Dysenteric  Ulceration  of  the  Intestine  have  both  caused  haematuria  by 
the  adhesion  of  the  bowel  to  the  fundus  of  the  bladder  and  the  subsequent  inflammatory 
condition  of  the  mucous  membrane.  In  a  case  of  slight  haematuria,  a  cystoscopic  exam- 
ination showed  a  localized  area  of  intense  congestion  at  the  fundus  of  the  bladder  without 
any  other  vesical  lesion,  and  on  opening  the  abdomen,  a  coil  of  small  intestine,  obviously 
ulcerated  by  tubercle,  was  found  adherent  to  the  peritoneal  aspect  of  the  bladder.  In 
most  cases  the  symptoms  due  to  the  intestinal  disease  would  be  apparent. 

III.  HiCNATURIA    IN    GENERAL    DISEASES. 

The  sudden  plugging  of  a  renal  vessel  by  embolism  (renal  infarction)  is  not  uncommon 
in  cases  of  endocarditis,  and  may  be  accompanied  by  haematuria.  The  embolism  is  seen 
most  commonly  in  infective  endocarditis  ;  it  is  indicated  by  sudden  pain  in  the  loin,  followed 
by  haematuria.  The  occurrence  of  acute  endocarditis  in  the  course  of  acute  septic  pro- 
cesses, such  as  acute  osteomyelitis,  pneumonia,  or  acute  rheumatism,  is  not  uncommon, 
and  will  usually  be  diagnosed  before  there  is  any  evidence  of  renal  embolism.  On  the 
other  hand,  there  are  certain  cases  of  chronic  heart  disease  in  which  the  first  evidence  of 
infected  endocarditis  having  become  superadded  may  be  the  occurrence  of  sudden 
haematuria  ;  and  in  some  such  cases  there  may  be  difficulty  in  excluding  acute  Bright's 
disease,  because  around  each  infarct  there  is  local  acute  inflammation,  and  therefore  the 
urine  will  contain  tube-casts  as  well  as  blood  ;  the  other  signs  of  infective  endocarditis 
(p.  34)  should  be  watched  for. 

Leukcemia  may  be  accompanied  by  haematuria  ;  but  the  enlargement  of  the  spleen, 
general  symptoms  of  anaemia,  and  the  total  and  differential  blood  counts  (p.  21)  will  point 
to  the  diagnosis. 

Scurvy  and  the  various  forms  of  Purpura  (p.  552)  may  each  be  accompanied  by 
haematuria,  but  the  general  symptoms  of  each  disease  are  usually  well  marked  before 
haematuria  occurs.  R.  //.  JoceUjn  Swan. 
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HiOMOGLOBINURIA  differs  from  hsematuria  in  that  the  blood  pigment  is  passed  in 
solution  in  the  urine  apart  from  red  corpuscles ;  small  numbers  of  red  corpuscles,  or  their 
ghosts,  may  be  found  microscopically,  but  these  constitute  haematuria  in  association  with 
the  haemoglobinuria  ;  the  essential  part  of  the  latter  is  the  passage  of  the  blood  pigment 
dissolved  out  of  the  red  corpuscles.  It  gives  the  same  chemical  tests  as  ordinary  blood  ; 
spectroscopically  it  is  almost  as  common  to  find  the  bands  of  methsemoglobin  {Fig.  35,  p.  80) 
as  those  of  oxyhaemoglobin  {Fig.  30,  p.  80)  ;  by  the  addition  of  ammonium  sulphide  the 
spectrum  is  changed  to  that  of  reduced  haemoglobin  {Fig.  31,  p.  80),  and  by  the  further 
addition  of  a  few  drops  of  concentrated  caustic  soda,  that  of  alkaline  hsematin  {Fig.  33,  p.  80) 
is  produced.  The  diagnosis  depends  upon  the  discovery  of  blood  pigments  in  the  urine, 
whilst  the  microscope  shows  no  red  corpuscles,  or  so  few  as  to  be  out  of  all  proportion  to 
the  pigment.  It  is  important  that  the  urine  should  be  examined  fresh,  for  otherwise, 
owing  to  the  disintegration  of  red  cells  after  they  have  been  passed  as  such,  it  is  ]>ossible  to 
mistake  for  haemoglobinuria  that  which  is  really  haematuria.  To  the  naked  eye  the  urine 
may  be  only  just  tinged  with  a  colour  that  suggests  blood  pigment,  or  it  may  be  absolutely 
blood  red,  brown,  murky,  or  even  black,  as  in  tropical  blackwater  fever.  It  is  seldom 
clear  ;   but  clouded  by  mucus,  casts,  amorphous  masses  of  pigment,  and  debris. 

Ilaemoglobinuria  results  from  any  condition  which  leads  to  haemoglobinacmia  by  taking 
the  red  corpuscles  within  the  living  vessels.  It  has  been  produced  in  animals  experimentally 
by  the  injection  of  various  haemolytic  sera  and  other  substances.  It  may  occur  in  man  as 
the  result  of  the  oral  administration  of  certain  chemical  substances,  such  as  potassium 
chlorate,  phenylhydrazine,  turpentine,  ether,  carbon  bisulphide,  pyrogallic  acid,  naphthol, 
carbolic,  hydrochloric,  sulphuric,  nitric,  oxalic  and  chromic  acids,  glycerin,  chloroform, 
sulphonai,  veronal,  trional,  tannin,  saponin,  strj^chnine,  urotropine,  and  possibly  quinine  ; 
after  the  inhalation  of  certain  toxic  gases,  notably  carbon  monoxide,  carbon  bisulphide, 
naphtha  vapour,  arseniuretted,  antimoniuretted  or  sulphuretted  hydrogen  ;  after  the 
transfusion  of  certain  foreign  sera,  or  after  the  introduction  of  such  poisons  as  those  of 
snakes,  or  venomous  toads  or  spiders  ;  from  ricin,  abrin,  robin,  crotin,  phallin  ;  after  eating 
poisonous  mushrooms,  toadstools,  or  truffles  ;  after  frostbite  and  extreme  exposure  to 
cold  ;  after  severe  bums  ;  after  large  internal  extravasations  of  blood,  especially  those 
within  the  abdominal  cavity  ;  in  a  few  cases  in  which  pregnancy  is  associated  with 
toxaemic  symptoms  ;  in  some  new-born  infants,  occasionally  in  an  obscure  epidemic  form  ; 
in  association  with  certain  functional  disorders  of  the  vasomotor  system,  especially 
Raynaud's  disease,  factitious  urticaria,  and  angioneurotic  oedema  ;  after  very  long-sus- 
tained excessive  physical  exertions  and  fatigue  ;  in  association  with  severe  forms  of  micro- 
bial— or  presumably  microbial — toxaemia,  especially  malaria  and  blackwater  fever,  and  to 
a  much  less  extent  in  severe  syphilis,  typhoid  fever,  scarlet  fever,  acute  pyogenic  septi- 
caemia, generalized  anthrax,  yellow  fever  ;  Henoch's  purpura  ;  in  certain  cases  of  nephritis  ; 
and  in  that  remarkable  affection  known  as  paroxysmal  haemoglobinuria. 

Although  the  above  list  may  appear  formidable,  the  differential  diagnosis  between  the 
different  diseases  mentioned  will  seldom  depend  solely  upon  the  presence  or  absence  of 
haemoglobinuria.  The  chief  importance  of  the  latter,  indeed,  lies  first  in  the  necessity  of 
not  mistaking  it  for  haematuria,  and  secondly  in  that  its  occurrence  is  a  sign  that  consider- 
able haemolysis  is  taking  place  and  that  the  prognosis  is  proportionately  less  good.  It  is 
enough  if  the  fact  that  it  may  be  a  complication  of  any  of  the  above  conditions  is  borne  in 
mind. 

'  The  question  of  whether  blackwater  fever  is  due  to  the  effects  of  quinine  in  a  patient 
whose  blood  is  already  susceptible  to  haemolysis  on  account  of  malaria,  or  whether  the 
blackwater  is  due  to  a  distinct  and  specific  malady,  has  not  yet  been  settled  ;  the  diagnosis 
is,  however,  generally  obvious,  the  geographical  circumstances  under  which  the  disease 
develops  pointing  to  its  nature. 

Paroxysmal  hcemoglobinuria  is  rare  ;  but  in  Great  Britain  it  is  probably  the  commonest 
cause  of  considerable  haemoglobinuria  without  symptoms  of  extreme  illness.  It  may  affect 
adolescents  or  grown-up  people,  males  or  females  ;  it  has  probably  several  different  ulti- 
mate causes  ;  amongst  the  latter,  however,  previous  syphilis  stands  out  pre-eminently,  and 
probably  heredity  is  also  a  factor.  Males  are  affected  rather  than  females.  The  remark- 
able feature  of  the  malady  is  the  way  in  which  an  attack  ccn  be  brought  on,  almost  at  will, 
by  certain  immediate  causes,  of  which  the  most  potent  is  exposure  to  cold,  others  being 
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BLADDER      APPEARANCES      SEEN      THROUGH      THE      CYSTOSCOPE 


Copyright.  Fig.  I  FiG.  K.       |p'    Thornton  ShielU,  del. 

Fig.  F. — Pedunculated  carcinoma  of  the  bladder,  I  Fig.  /. — Appearance  at  the  urethral  orifice  in  bilateral 

Fig.  0. — Pedunculated  bald  carcinoma  of  the  bladder.  adenomatous  enlarerement  of  the  prostate. 

Fig.  H.—Vric  acid  calculus  in  the  bladder.  |  Fig.  A'.— Bilharzia  hwmatobia. 

{Fig.  O  is  from  a  sketch  hy  Dr.  Walters,  and  Fig.  K  is  reproduced  by  kind  permission  of  Mr.  H,  A.  Wilson.) 
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excessive  exercise  or  mental  excitement.  Sometimes  the  exposure  has  to  be  considerable 
before  haemoglobinuria  results  ;  on  the  other  hand,  it  may  be  impossible  for  the  patient  to 
keep  his  hands  immersed  in  cold  water  for  any  length  of  time  without  an  attack  ensuing. 
The  urine  may  look  like  blood,  and  the  output  of  pigment,  together  with  considerable 
albuminuria,  persists  for  a  day  or  two  as  a  rule  ;  the  attack  may  be  unaccompanied  by 
other  symptoms,  but  sometimes  there  is  a  shivering  attack  or  an  actual  rigor  with  rise  of 
temperature,  and  a  general  feeling  of  illness,  necessitating  rest  in  bed.  Sooner  or  later,  if 
repeated  attacks  occur,  the  patient  becomes  severely  anaemic,  with  all  the  symptoms  that 
result  from  such  anaemia.  The  diagnosis  may  be  very  difficult  at  the  time  of  the  first  attack, 
but  it  is  relatively  easy  when  the  attacks  recur,  especially  when  there  is  distinct  relationship 
to  some  definite  immediate  cause,  such  as  exposure  to  cold,  to  undue  fatigue,  or  mental 
excitement.  The  main  mistake  to  avoid  is  a  diagnosis  of  hiematuria,  such  as  a  villous 
tumour  of  the  bladder  might  cause.  The  way  to  obviate  this  error  is  to  employ  both  the 
microscopic  and  the  spectroscopic  tests  for  blood,  much  pigment  and  few  corpuscles  point- 
ing to  haemoglobinuria.  If  there  is  still  doubt  as  to  whether  the  patient  has  haemoglo- 
binuria or  haematuria,  a  little  of  his  blood  serum,  obtained  by  venepuncture,  may  be  exam- 
ined in  the  laboratory  for  Eason's  reaction,  a  complex  serum  test  which  is  positive  in  essen- 
tial haemoglobinuric  cases,  negative  in  others  ;  the  Wassermann  reaction  would  probably 
be  tested  at  the  same  time  to  determine  whether  the  cause  of  the  symptom  was  syphilis 
or  not.  Herbert  French, 

HJEMOFTYSIS  literally  means  blood-spitting,  but  clinically  it  is  restricted  to 
expectoration  of  blood  derived  from  the  lungs,  bronchi,  or  trachea,  to  the  exclusion  of 
blood  from  the  mouth,  nose,  or  pharynx.  Some  include  blood  coming  from  ulceration 
of  the  larynx  under  the  heading  of  haemoptysis  ;  others  do  not,  so  that  the  meaning  of  the 
term  is  arbitrary ;  for  practical  purposes  it  is  simpler  to  include  the  larynx  as  a  source  for 
haemoptysis. 

The  differential  diagnosis  resolves  itself  into  two  main  portions,  namely,  (I)  A  deter- 
mination of  whether  the  symptom  has  really  been  haemoptysis  in  the  restricted  sense,  or 
whether  the  blood  has  been  derived  from  the  mouth,  nose,  or  pharynx  on  the  one  hand,  or 
the  stomach  on  the  other  ;  and  (II)  If  true  haemoptysis  has  really  occurred,  a  determination 
of  its  exact  cause  in  the  particular  case. 

I.  THE   DISTINCTION    BETWEEN    TRUE    AND    SPURIOUS    HiC»IOPTYSIS. 

True  haemoptysis — that  is  to  say,  haemorrhage  from  the  lungs,  bronchi,  trachea,  or 
larynx — can  sometimes  be  distinguished  at  once  from  the  spitting  of  blood  derived  from 
the  nose,  mouth,  or  pharynx.  The  occurrence  of  epistaxis,  bleeding  gums,  sore  throat, 
ulcerative  stomatitis,  epithelioma  linguae,  injury  to  the  mouth,  gingivitis  from  a  carious 
tooth,  or  from  pyorrhoea  alveolaris,  pharyngitis,  septic  conditions  of  the  antrum  of  High- 
more,  or  frontal,  ethmoidal,  or  sphenoidal  air-cells,  or  rarer  conditions,  such  as  lupus  of 
the  palate  or  pharynx,  sarcoma  of  the  tDusil  or  of  the  basisphenoid,  may  generally  be 
detected  by  a  careful  examination  of  the  nose,  mouth,  gums,  and  pharynx  ;  moreover 
the  blood  in  these  conditions  is  usually  mixed  with  saliva,  and  watery.  It  is  important, 
however,  to  be  decidedly  guarded  in  concluding  that  blood  comes  from  the  mouth,  nose, 
or  throat,  and  not  from  the  lungs  ;  and  a  careful  examination  for  tubercle  bacilli  should 
be  carried  out  in  every  such  case,  lest  the  early  stage  of  phthisis  be  missed. 

The  distinction  between  haemoptysis  and  haematemesis  is  often  easy,  but  sometimes  very 
difficult.  The  history  may  help,  or  the  patient's  own  sensations  may  make  him  certain 
that  he  coughed  up  the  blood,  and  did  not  vomit  it.  The  following  is  a  summary  of  the 
points  of  distinction  : — 


HAEMOPTYSIS. 

1.  The  patient  coughs  the  blood  up 

2.  Part  of  the  blood  is  often  frothy 

3.  The   blood  may  occur  by  itself,  but  it  is 

often    mixed    with    sputa,     recognizable 
microscopically 

4.  The  blood  is  alkaline  in  reaction 


HiEMATEMESIS. 

1.  The  blood  is  vomited 

2.  The  blood  is  not  frothy 

3.  The  blood  may  occur  by  itself,   but  it  is 

often    mixed    with    vomit,    recognizable 
by  the  presence  of  food  particles 

4.  The  blood  may  be  alkaline  if  it  is  abundant, 

but  it  is  often  acid  from  admixture  with 
gastric  juice 
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HAEMOPTYSIS,  continued. 

5.  Tubercle  bacilli  or  elastic  fibres  may  be 
detected 

0.  There  may  be  a  previous  history  of  acute 
rheumatism,  or  of  cough  and  night  sweats, 
indicative  of  heart  or  lung  disease,  con- 
firmed by  abnormal  cardiac  or  pulmonary 
physical  signs 

7.  Before  the  blood  is  coughed  up,  there  is 

often  a  sense  of  tickling  or  gurgling  in  the 
throat,  always  suggestive  of  true  hemo- 
ptysis 

8.  The    motions    are    not    altered    afterwards 

unless  the  blood  has  been  abundant  and 
much  of  It  has  been  swallowed,  when  they 
may  be  tarry  as  in  hsematemesis 

9.  Blood-stained  sputa  may  be  expectorated 

for  several  days  after  a  severe  attack 
10.  A  history  of  cough 


H^MATEMEsis,  continued. 
5.  Tubercle  bacilli  will  be  absent 

0.  There  may  be  a  definite  history,  with 
or  without  physical  signs,  pointing  to  a 
gastric  lesion  or  to  cirrhosis  of  the  liver 


7.  Before  the  blood  is  brought  up  there  may 

be  a  feeling  of  sickness,  nausea,  oppression 
in  the  epigastrium,  faintness,  and  giddi- 
ness 

8.  The  motions  are  often  tarry  afterwards 


9.  There  are  usually  no  sputa 
10.  A  history'  of  abdominal  pains  after  food 


Notwithstanding  all  these  points  of  distinction,  however,  one  may  be  misled  unless  the 
patient  can  be  kept  under  observation  for  a  time  ;  moreover,  haematemesis  may  be  caused 
by  haemoptysis,  especially  when  the  bleeding  takes  place  in  the  night,  the  blood  being 
swallowed  as  soon  as  it  gets  into  the  pharynx  whilst  the  patient  remains  asleep  and  quite 
unconscious  of  the  occurrence.  The  frequency  with  which  haemoptysis  occurs  during  the 
night  when  the  patient  is  at  rest  is  remarkable  ;  but  in  the  majority  of  instances  the 
incidence  of  bleeding  excites  coughing,  and  the  patient  wakes. 

Malingering  by  the  production  of  blood-spitting  by  gum-sucking  is  diagnosed  upon 
circumstantial  evidence.  It  has  sometimes  happened  that  a  patient  has  produced  the 
blood  of  fowls  with  the  statement  that  this  has  been  coughed  up — a  fallacy  that  can  be 
detected  by  examining  the  red  cells  under  the  microscope. 

Redness  of  the  sputum  is  not  always  proof  that  the  colour  is  due  to  blood  ;  the 
presence  of  red  cells  should  be  verified  under  the  microscope,  and  the  guaiacum  and 
ozonic  ether  test  also  applied  ;  occasionally  patients  have  been  regarded  as  suffering 
from  recurrent  phthisical  haemoptysis  when  in  reality  the  redness  of  the  sputum  has  been 
due  to  infection  of  the  respiratory  passages  by  relatively  unimportant  pigment-producing 
micro-organisms,  generally  of  the  Bacillus  prodigiosus  type  ;  this  source  of  fallacy  is 
to  be  avoided  by  having  careful  bacteriological  examinations  of  the  sputum  made  in  all 
cases  that  are  not  perfectly  straightforward. 

II.  DETERMINATION   OF    THE    CAUSE   OF    THE    HiCMOPTYSIS. 

Having  arrived  at  the  conclusion  that  a  patient  has  had  haemoptysis,  the  next  point 
is  to  ascertain  its  cause.  By  far  the  commonest  causes  of  haemoptysis  are  phthit^is  and 
mitral  stenosis.  The  heart  and  lungs  need  particular  examination  therefore,  and  the  family 
and  personal  history,  both  as  to  acute  rheumatism  or  chorea,  and  as  to  consumption,  may 
assist.  If  there  are  no  abnormal  physical  signs  in  the  thorax,  it  does  not  follow  that 
phthisis  is  absent — even  phthisis  with  cavitation  may  exist  without  any  definitely  abnormal 
physical  signs  being  detected  ;  microscopical  examination  of  the  sputum,  therefore,  both  for 
tubercle  bacilli  and  for  elastic  fibres,  should  never  be  omitted,  especially  after  the  haemo- 
ptysis has  ceased  ;  repeated  examinations  may  be  required  if  the  first  proves  negative. 

Although  these  are  the  commonest,  there  are  a  great  many  other  causes,  as  the 
following  tables  indicate  : — 


A,  Hsemoptysis  due  to 


Changes  in 

;    (b)  Later 
pneumonoconi- 


the 


1.  Phthisis:  (a)  Early  ; 

2.  Cirrhosis  of  lung  ; 

osis  : 

(a)  Knife-grinder's  lung 
(6)  Stonemason's  lung 

3.  Cardiac    disease,    especially    mitral 

stenosis 

4.  Violent    coughing    efforts,     as     in 

whooping-cough  or  bronchitis 


Lungs : — 

5.  Injury  to  the  chest : 

(a)  Blows  upon  the  chest  wall 

(b)  Fractured  rib 

(c)  Exploratory  needling 

(d)  At  the  end  of  paracentesis  thoracis 

6.  Lobar  pneumonia 

7.  Bronchopneumonia 

8.  Septic    pneumonia,    with    or    without 

abscess 
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on     and 


Lungs,  cottiiuued: — 

13.  Aortic     aneurysm     pressing 

opening  into  the  lung 

14.  Empyema  bursting  through  the  lung 
15..  Hepatic  abscess  bursting  through  the 

diaphragm  into  the  lung 

16.  Hydatid  cyst 

17.  Primary  atheroma  of  the  pulmonary 

arterioles 


A.  Hemoptysis  due  to  Changes  in  the 
%.  Gangrene  of  the  lung 

10.  Infarction  of  the  lung  : 

(a)  Embolic  ;   (b)  Thrombotic 

11.  Neoplasm    of    the    lung,    whether 

primary  or  secondary  : 
(a)  Sarcoma  ;   (b)  Carcinoma 

12.  Sporotrichosis  of  the  lung  : 

(a)  Aspergillosis  ; 

(b)  Actinomycosis 

(c)  Other  forms 

B,  Haemoptysis  due  to  Changes  in  the  Broncliioles,  Brondii,  or  Trachea:— 


1.  Bronchitis  : 

(a)  Acute  ;  (6)  Chronic  ;  (c)  Plastic 

2.  Bronchorrhcea 

3.  Bronchiectasis 

4.  Aortic  aneurysm  opening  into  the 

trachea  or  a  bronchus 

5.  Ulceration    of    the    trachea    or    a 

bronchus : 

(a)  Tertiary  syphilitic 

(b)  Malignant 

(i)  Primary     epithelioma     of 
bronchus 


(ii)  Invasion  of  a  bronchus  by  a 
mediastinal  sarcoma,  lympho- 
sarcoma, cesophageal  epithe- 
lioma, or  other  neoplasm. 

(c)  Secondary  to  a  foreign  body,  such 

as  a  button,  a  fruit-stone,  a  tooth, 
etc. ;  or  to  a  tracheotomy  tube 

(d)  Secondary  to  a  caseous  or  calcareous 

bronchial  gland 
Parasitic  infection  by  Dhtoma  pulmonale 
tcestermanni 


C,  Hsemoptysis  due  to   Changes  in  the  Larynx  :- 


1.  Acute  laryngitis 

2.  Tuberculous  ulceration 

3.  Syphilitic  ulceration 

4.  Malignant  ulceration  : 

(a)  Epitheliomatous 

(b)  Sarcomatous 

5.  Post-typhoidal  ulceration 


6.  Post-diphtheritic  ulceration 

7.  Injury    to  the    larynx,    by  a   blow,  a 

throat  grip,  a  cut  thoat,  intubation, 
or  operation 

8.  Lupus  of  the  larynx 

9.  Variolous  ulceration 

10.  leprosy  of  the  larynx 

1 1 .  Angioma  of  the  larynx 


D,  Hsemoptysis  due  to  Changes  in  the  Blood: — 


1.  Purpura  and  its  various  causes  (p. 

552) 

2.  Scurvy 

3.  Splenomedullary  leukaemia 

4.  Lymphatic  leukaemia 

E.  Doubtful  Causes  of  Haemoptysis  :- 

1.  Granular  kidney 

2.  Arteriosclerosis 

3.  Vicarious  menstruation 


5.  Pernicious  anaemia 
(5.  Lymphadenoma 

7.  Malignant  types  of  specific  fevers,   such 

as  variola  or  measles 

8.  Haemophilia 


4.  Recurrent  haemoptysis  in  arthritic  sub- 

jects (Andrew  Clark) 

5.  Haemoptysis  in   apparently  sound  and 

healthy  young  subjects 


Copious  Haemoptysis  has  only  two  causes,  namely,  rupture  of  an  aortic  aneurysm  into 
trachea,  bronchus,  or  lung  ;  and  rupture  of  an  aneurysm  of  a  pulmonary  arteriole  in  a  lung 
cavity  or  phthisical  vomica.  The  former,  when  once  it  causes  severe  haemoptysis,  nearly 
always  proves  immediately  fatal  ;  the  latter  may  also  cause  rapid  death,  but  sometimes  the 
severe  bleeding  stops,  and  recovery  may  ensue.  In  either  case,  however,  there  is  often  a 
stage  of  slight  or  premonitory  bleeding  for  days,  weeks,  or  even  months  before  the  final 
rupture  occurs. 

There  are  some  causes  of  haemoptysis  in  the  above  list  about  which  little  need  be  said. 
The  whole  of  Group  E,  for  instance,  is  open  to  much  doubt  ;  it  is  true  that  apparently  sound 
young  subjects  may  have  transient  haemoptysis  and  never  develop  phthisis  ;  on  the  other 
hand  a  certain  proportion  of  such  cases  do  become  consumptive  later,  so  that  the  presump- 
tion is  that  in  all  of  them  the  haemoptysis  really  has  a  tuberculous  origin,  cure  resulting 
rapidly  in  some,  but  not  in  others.  Particular  care  should  be  taken  in  the  examination  of 
the  sputum  and  of  the  chest  by  the  ordinary  physical  methods,  and  perhaps  by  the  ar-rays 
also,  and  even  although  the  cause  of  the  haemoptysis  may  not  be  determined  precisely,  the 
patient  would  be  well  advised  to  live  as  healthily  as  possible,  lest  a  further  stage  of  phthisis 
develop.  The  same  applies  to  so-called  vicarious  menstruation  ;  and  in  not  a  few  cases  in 
which  the  haemoptysis  has  been  attributed  to  the  arthritic  diathesis,  to  arteriosclerosis,  or 
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to  renal  lesions,  the  cause  may  really  be  an  intercurrent  infection  of  the  lung  by  tubercle 
bacilli  even  in  middle-aged  or  elderly  people. 

Causes  in  Group  D  seldom  give  rise  to  extensive  true  haemoptysis,  though  there  may  be 
much  epistaxis,  bleeding  from  the  gums,  and  so  on.  The  diagnosis  between  the  different 
conditions  in  this  group  will  be  found  elsewhere. 

Phthisis  is  by  far  the  commonest  cause  of  haemoptysis.  It  may  be  the  very  first  sign 
of  the  disease,  it  may  be  the  last,  or  it  may  occur  at  any  intermediate  stage.  The  amount  of 
blood  brought  up  is  very  variable  ;  the  sputum  may  be  only  streaked,  or  a  pint  or  more  may 
stream  from  the  mouth.  In  advanced  stages  the  diagnosis  is  not  difficult.  There  is  the 
history  of  cough,  loss  of  appetite  and  weight,  night  sweating,  and  expectoration  ;  there  are 
the  wasting  and  flattening  of  the  chest  wall,  especially  above  and  below  the  clavicles,  often 
more  on  one  side  than  the  other  ;  the  deficient  movement  on  respiration,  the  unequal  tactile 
vocal  fremitus,  the  impairment  of  note,  over  one  upper  lobe  more  than  over  the  other,  with 
the  bronchial  breathing,  consonating  rales,  bronchophony  and  pectoriloquy  at  one  apex, 
with  signs  of  similar  but  less  advanced  disease  at  the  other.  Detection  of  pus  cells,  tubercle 
bacilli,  and  perhaps  elastic  fibres  in  the  sputum,  is  conclusive.  Haemoptysis  may,  however, 
be  the  earliest  evidence  of  phthisis  ;  the  diagnosis  is  then  difficult,  for  the  physical  examina- 
tion may  not  reveal  any  abnormal  signs.  Particular  stress  may  be  laid  upon  greater  promi- 
nence of  one  clavicle  than  of  the  other,  prolongation  of  the  expiration,  and  the  constant 
presence  of  one  or  more  apical  clicks,  or  rales,  perhaps  brought  out  only  on  coughing.  In 
some  cases  the  mottled  shadows  seen  with  the  aj-rays  may  assist  the  diagnosis  (Fig,  41, 
p.  103),  although,  taken  by  themselves,  they  may  be  misleading  ;  tubercle  bacilli  may  be 
found  in  the  sputa  quite  early,  so  that  a  careful  examination  even  of  the  most  insignificant 
amount  of  sputum  must  always  be  made  before  a  definite  opinion  as  to  the  cause  of  the 
haemoptysis  can  be  given.  In  the  early  stages  of  phthisis  haemoptysis  results  from  local 
inflammatory  hyperaemia  with  rupture  of  capillaries  ;  the  amount  of  blood  expectorated  iS 
then  usually  small,  and  it  may  amount  only  to  streaking  of  the  sputum.  A  little  later, 
small  vessels  may  themselves  become  inflamed  and  softened,  or  directly  invaded  by  the 
tuberculous  process,  consequently  rupturing  if  any  extra  strain  is  suddenly  put  upon  them, 
— for  instance,  during  attacks  of  coughing.  This  may  lead  to  a  more  profuse  haemoptysis 
even  quite  early  in  the  disease.  When  the  malady  is  more  advanced,  caseation  and  break- 
ing down  of  lung  tissue  may  lead  to  softening  of  the  external  wall  of  a  considerable  branch 
of  the  pulmonary  artery,  resulting  in  an  aneurysmal  bulge,  which,  if  thrombosis  does  not 
occur  within  it,  will  sooner  or  later  rupture,  and  cause  a  profuse  and  possibly  fatal  haemor- 
rhage. 

Cirrhosis  of  the  Lun^ — Pneumonoooniosis,  Miners*  Phthisis — is  a  particular  variety 
of  fibrosis  due  to  the  inhalation  of  irritating  particles,  especially  amongst  workers  at  certain 
occupations.  Coal  miners  seldom  get  it ;  although  their  lungs  become  packed  with  carbon 
— anthracosis — these  particles  do  not  seem  to  inflame  the  tissues.  Knife-grinders  suffer 
from  it — siderosis  ;  so  do  workers  in  certain  limestone  quarries,  rock-drilling  gold  mines, 
and  diamond  mines — silicosis.  The  chief  point  in  the  diagnosis  is  the  history  as  to  occupa- 
tion ;  there  is  much  doubt  as  to  whether  these  conditions  are  not  really  of  a  chronic  tuber- 
culous nature,  and  tubercle  bacilli  should  be  looked  for  in  all  these  cases,  whilst  the  blood 
should  also  be  tested  for  Wassermann's  reaction,  because  recent  evidence  points  to  syphilis 
being  another  important  factor  in  many  of  these  patients.  The  haemoptysis  is  far  less 
frequent  and  less  abundant  than  it  is  in  ordinary  phthisis. 

Mitral  Stenosis  is  the  second  commonest  cause  of  haemoptysis.  Other  forms  of  heart 
disease  seldom  lead  to  it  direct,  though  mitral  regurgitation  may  do  so  occasionally,  and  so 
may  aortic  stenosis  or  regurgitation  when  they  have  caused  secondary  mitral  regurgitation. 
Congenital  heart  disease,  unlike  the  acquired  forms,  is  so  liable  to  lead  to  phthisis  that  any 
haemoptysis  associated  with  it  would  arouse  suspicions  of  the  latter.  Fungating  endo- 
carditis may  also  cause  haemoptysis,  but  as  the  result  rather  of  the  septic  state  or  of  infarc- 
tion than  of  the  valvular  lesion.  Mitral  stenosis  is  the  chronic  valvular  heart  disease  par 
excellence  to  produce  haemoptysis,  and  it  may  do  so  either  when  there  is  complete  compensa- 
tion or  when  there  is  evidence  of  failure.  When  compensated,  the  right  ventricle  pumps 
blood  into  the  lungs  with  vigour,  and  causes  great  rise  of  pressure  in  the  pulmonary  vessels 
because  the  blood  cannot  escape  freely  through  the  stenosed  mitral  orifice.  This  is  indicated 
clinically  by  accentuation  or  reduplication  of  the  second  sound  in  the  second  left  intercostal 
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space  close  to  the  sternum.  At  the  impulse,  which  is  often  not  materially  displaced,  the 
first  sound  will  have  a  slapping  character,  and  it  will  generally  be  preceded  by  a  shorter  or 
longer  presystolic  rumbling  bruit.  The  latter  is  so  short  sometimes  that  it  may  be  over- 
looked, but  there  may  be  a  history  of  chorea  or  rheumatism  to  assist  the  diagnosis,  and  the 
accentuated  pulmonary  second  sound  will  arouse  suspicion  in  other  cases,  particularly  if 
the  precordial  impairment  of  resonance  is  increased  upwards  and  to  the  right,  but  not  much 
to  the  left.  The  result  of  the  great  rise  of  blood-pressure  in  the  lungs  is  tliat  capillaries 
rupture  from  time  to  time  ;  the  resultant  haemoptysis  alarms  the  patient,  but  it  is  really  no 
sign  of  danger  ;  sometimes  patients  have  this  haemoptysis  whenever  the  heart  is  at  its  best, 
losing  it  again  when  failure  threatens.  Far  different  is  it  when  blood-spitting  occurs  in 
failing  cases  of  mitral  stenosis  ;  it  is  then  generally  due  to  infarction  or  to  pulmonary 
'  apoplexy.'  The  infarction  is  less  often  due  to  embolism  from  an  ante-mortem  clot  in  the 
right  auricular  appendix  or  other  part  of  the  right  side  of  the  heart  than  it  is  to  thrombosis, 
which  results  as  follows  :  atheromatous  degeneration  of  the  pulmonary  arterioles  is  brought 
about  by  the  greatly  increased  tension  within  them  ;  rupture  of  small  branches  of  such 
degenerated  pulmonary  arterioles  gives  rise  to  '  apoplexies,'  and  the  alteration  in  the 
tunica  intima  due  to  the  atheroma,  together  with  the  deficient  rate  of  blood-flow,  strongly 
predispose  to  thrombosis  and  consequent  infarction.  An  embolic  infarct  occurs  suddenly, 
and  causes  acute  pain  in  the  corresponding  part  of  the  thorax,  orthopnoea,  increased  cyanosis, 
dyspnoea,  and  haemoptysis  ;  a  thrombotic  infarct  arises  gradually,  and  causes  haemoptysis 
without  the  other  symptoms. 

Violent  Cou^hin^  efforts,  as  in  whooping-cough,  or  emphysema  and  bronchitis,  may 
cause  such  pressure  of  the  fraenum  linguae  against  the  teeth  as  to  abrade  its  surface  and  lead 
to  the  expectoration  of  blood -streaked  salivary  sputum — spurious  haemoptysis  ;  it  is  said 
that  they  can  also  produce  true  haemoptysis  ;  this  is  possible,  biit  before  blood-spitting  in 
any  given  case  is  attributed  merely  to  violence  of  coughing,  every  care  should  first  be  taken 
to  exclude  both  tubercle  and  heart  disease. 

Injury  to  the  Chest  is  not  an  uncommon  cause  of  blood-spitting.  There  need  have 
been  no  fracture  of  a  rib  —a  severe  blow  on  the  thorax  sometimes  suffices.  The  only  diffi- 
culty in  the  diagnosis  is  to  be  sure  that  the 
injury  is  the  sole  cause,  and  that  it  has  not 
merely  been  the  final  factor  in  producing 
haemorrhage  from  a  latent  tuberculous  focus 
or  an  aneurysm. 

In  Lobar  Pneumonia  the  amount  of  blood 
expectorated  is  slight  in  the  majority  of 
cases;  the  sputum  is  thick,  viscid,  tenacious, 
and  generally  there  is  no  more  blood  than  will 
give  it  a  rusty  or  russet-brown  colour.  It 
may,  however,  be  bright  red,  and  in  a  few 
cases  copious  enough  to  be  in  itself  alarming. 
The  difficulty  then  is  to  distinguish  it  from 
phthisis,  or  from  lobar  pneumonia  superposed 
upon  phthisis.  The  diagnosis  is  often  obvious 
enough  ;  but  sometimes,  notwithstanding  the 
acute   onset,    the   continued   fever,    the    high 

-   ^,  .      ^.         i       .1  1  i       au  Fig.  130. — Skiagram  of  lobar  pneumonic  coasolidatiou 

ratio  of  the  respiration  to  the  pulse-rate,  the       of  left  lung  (a);   normal  rii?ht  lunp  (b);  K»istric  gas 

viscidity    of  the    sputum,    the    presence  of  cap-         bubble  (C);    liver(D).     (By  Dr.  Alfred  C.  Jordan.) 

sulated  diplococci  in  it,  the  abnormal  physical    • 

signs,  and  the  absence  of  chlorides  from  the  urine,  serious  doubt  remains  until  the 
subsequent  course  of  the  case  has  been  watched.  When  the  a;-rays  can  be  utilized  at  the 
bedside,  a  skiagram  may  sometimes  serve  to  differentiate  between  phthisis  {Fig,  41,  p.  103) 
and  lobar  pneumonia  (Fig.  136). 

Bronchopneumonia  is  a  rare  cause  of  haemoptysis,  because  the  disease  mainly  affects 
children  at  an  age  when  no  spitting  occurs.  In  older  patients  bronchopneumonia  is  gener- 
ally either  influenzal,  or  else  due  to  the  inhalation  of  septic  particles  from  the  mouth  after 
operations  under  anaesthetics,  or  in  association  with  such  diseases  as  epithelioma  of  the 
tongue,   or   otitis  media  with  lateral   sinus  thrombosis.      Septic    bronchopneumonia   is 
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diagnosed  by  reason  of  its  being  a  lung  compHcation  of  some  other  malady  likely  to  give 
rise  to  it.  Influenzal  bronchopneumonia  is  apt  to  cause  characteristic  sticky  rales  at  the 
bases,  with  less  pyrexia  but  more  asthenia  than  does  lobar  pneumonia  ;  and  the  minute 
Bacilli  influenzce  may  be  found  in  the  sputum  in  large  numbers.  If  the  signs  are  apical 
rather  than  basal,  it  will  be  difficult  to  be  sure  that  the  condition  is  not  tuberculous,  except 
by  watching  the  case,  and  finding  that  rapid  and  compltee  resolution  and  recovery  ensue. 

Gangrene  of  the  Lung,  due  to  whatever  cause  (p.  259),  is  characterized  by  the  extreme 
stench  of  the  breath  and  sputa.  The  only  conditions  which  produce  similar  stench  are 
foetid  decomposition  of  the  retained  sputum  in  bronchiectatic  cavities  or  old  phthisical 
vomicae,  or  similar  decompK)sition  in  the  pus  of  an  empyema  which  has  ruptured  through 
the  lung,  and  which  empties  out  its  contents  periodically.  Gangrene  of  the  lung  can  be 
differentiated  from  all  these  by  the  pulmonary  elastic  fibres  to  be  found  in  the  sputum, 
and  by  the  history  being  shorter  than  would  probably  be  the  case  with  the  others. 

Infarction  of  the  Lung,  embolic  and  thrombotic,  has  already  been  mentioned  in 
connection  with  heart  disease,  its  most  frequent  cause.  It  only  remains  to  add  that  it  may 
also  occur  as  the  result  of  embolism  secondary  to  thrombosis  of  systemic  veins,  infective 
endocarditis  of  the  pulmonary  or  tricuspid  valves,  or  from  primary  thrombosis  in  some 
blood  diseases,  such  as  leucocythaemia.  A  large  embolus  causes  sudden  death  without 
haemoptysis  ;  a  smaller  one  may  give  rise  to  sudden  acute  pain  in  some  part  of  the  chest, 
and  a  local  patch  of  crepitant  rales  with  a  pleuritic  rub,  and  perhaps  impairment  of  percus- 
sion note  with  bronchial  breathing.  Haemoptysis  associated  with  such  physical  signs  and 
accompanied  by  evidence  of  endocarditis  or  venous  thrombosis  would  suggest  an  infarct ; 
difficulty  arises  mainly  when  there  is  no  obvious  phlebitis  in  the  case,  when  the  vein  affected 
is  deep-seated — in  the  pelvis,  for  instance,  after  childbirth  or  some  operation.  The  diagnosis 
is  not  so  difficult  when  there  have  been  repeated  sudden  acute  pains  in  different  parts  of  the 
chest,  each  followed  by  a  little  pyrexia  and  sometimes  by  haemoptysis,  due  to  repeated 
small  emboli. 

Carcinoma  and  Sarcoma  of  the  Lung  (Fig,  42,  p.  105)  are  usually  secondary.  The 
diagnosis  is  sometimes  obvious,  sometimes  very  obscure  indeed.  The  primary  seat  of  the 
growth  may  be  near  the  limg,  for  instance  in  a  bronchus,  the  oesophagus,  breast,  or  media- 
stinal glands  ;  or  it  may  be  distant,  in  the  stomach,  or  a  bone,  and  so  on.  The  sputum  may 
be  merely  blood-tinged,  or  it  may  be  dark  like  red-currant  jelly  ;  occasionally  the  haemor- 
rhage is  profuse.  A  large  number  of  cases  of  malignant  disease  in  the  lung  are  accompanied 
by  pleuritic  effusion,  and  unless  the  existence  of  a  primary  neoplasm  elsewhere  is  known, 
growth  may  not  at  first  be  suspected.  If  aspiration  is  performed,  the  fluid  is  generally 
found  to  contain  blood  ;  indeed,  the  discovery  of  blood-stained  pleural  fluid  at  a  first  tapping 
of  a  case  that  is  not  absolutely  acute,  is  always  very  suggestive  of  neoplasm  ;  microscopically 
large  cancer  cells,  with  atypical  mitosis,  or  even  fragments  of  new  growth,  may  be  found 
either  in  the  sputum  or  in  the  pleuritic  exudate  to  clinch  the  diagnosis.  Increasing  vari- 
cosity of  the  veins  on  the  chest  wall,  with  reversal  of  the  blood  current  in  them,  also  points  to 
intrathoracic  growth  obstructing  the  superior  vena  cava.  The  neoplasm  may  also  stenose  a 
bronchus,  leading  to  unilateral  deficiency  of  movement  and  tactile  vocal  fremitus,  impair- 
ment of  note,  and  deficient  or  absent  breath-sounds,  with  or  without  faint  bronchial  breath- 
ing and  crackling  rales  ;  whilst,  accompanying  these  physical  signs,  no  tubercle  bacilli 
would  be  found  in  the  sputum,  and  yet  the  weakness  and  emaciation  would  be  progressive. 

Sporotrichoses  of  the  Lung  are  being  recognized  with  increasing  frequency.  Hither- 
to they  have  generally  been  mistaken  for  phthisis.  They  are  due  to  various  moulds  of 
the  nature  of  Aclinomyces^  Aspergillus  niger,  and  others,  and  the  diagnosis  depends  upon 
bacteriological  investigations  of  the  sputum  by  cultural  methods.  When  no  tubercle 
bacilli  can  be  detected  on  repeated  examination  in  the  ordinarj^  way,  the  possibility  of 
sporotrichosis  should  be  borne  in  mind,  particularly  if  the  patient's  occupation  leads  to 
contact  with  vegetable  products  such  as  hay  or  straw,  grain,  bird  foods,  or  even  cotton,  as 
in  the  case  of  seamstresses  and  tailors. 

Aortic  Aneurysm  far  less  often  opens  into  the  lung  itself  than  it  does  into  a  bronchus  ; 
the  symptoms  are  similar  in  either  case,  and  if  the  history  is  long  the  diagnosis  will  already 
have  been  made  on  account  of  some  other  symptom  than  haemoptysis,  especially  pain  in  the 
chest  or  in  the  back.  The  or-rays  are  a  valuable  means  of  deciding  the  diagnosis  (Fig,  100, 
p.  209).     Two  points  are  worthy  of  particular  attention,  and  these  are  :    first,  that  the 


Digitized  by 


Google 


H.53MOPTYSIS  291 

rupturing  of  an  aortic  aneurysm  into  a  bronchus,  with  copious  and  rapidly  fatal  hajinoptysis, 
may  be  the  very  first  sign  that  anything  is  wrong  ;  and  secondly,  that  in  not  a  few  cases 
there  may  have  been  slight  haemoptysis  and  blood -streaking  of  the  sputum  for  weeks  or 
months  before  the  fatal  rupture  ensues  ;  these  preliminary  slight  attacks  of  haemoptysis  are 
probably  due  to  erosion  of  small  vessels  in  the  wall  of  the  bronchus,  and  if  the  aneurysm  is 
partially  obstructing,  say,  the  left  upper  bronchus,  so  as  to  produce  impairment  of  note 
over  the  left  apex,  with  a  few  rales  there,  and  haemoptysis,  it  is  clear  that  a  mistaken  dia- 
gnosis of  phthisis  might  readily  be  made.  Tubercle  bacilli  will  be  persistently  absent  from 
the  sputum,  there  will  very  likely  be  a  previous  history  of  syphilis,  hard  manual  work,  and 
perhaps  drinking  ;  without  the  or-rays  to  show  the  pulsating  shadow  of  the  aneurysm,  how- 
ever, the  correct  diagnosis  may  be  missed,  and  even  when  the  fatal  rupture  occurs,  the 
condition  may  still  be  erroneously  attributed  to  phthisis,  unless  a  post-mortem  examination 
is  made. 

Empyema  bursting  through  the  Lung  may  or  may  not  cause  haemoptysis  ;  the 
main  features  of  the  case  will  generally  be  an  obscure  febrile  illness  subsequent  to  pneu- 
monia, followed  by  a  sudden  eruption  of  pus  from  the  respiratory  passages,  and  a  repetition 
of  a  similar  copious  expectoration  of  pus  at  intervals  ;  in  many  cases  there  are  comparatively 
few  abnormal  physical  signs,  for  had  the  empyema  not  been  hidden  away  deeply  in  the 
thorax,  its  existence  would  have  been  diagnosed  earlier,  and  it  would  have  been  relieved  by 
operation  before  it  burst  into  the  lung. 

A  Hepatic  Abscess  that  has  burst  through  the  lung  is  apt  to  give  rise  to  anchovy- 
sauce-coloured  sputum  which  is  characteristic  ;  no  amoebae  may  be  discovered,  and  the  pus 
will  very  likely  be  sterile  ;  the  dia- 
gnosis is  generally  based  upon  the 
history  of  residence  in  the  tropics, 
possibly  of  an  attack  of  amoebic 
dysentery,  and  of  hepatic  symptoms, 
pyrexia,  and  rigors  previous  to  the 
expectoration  of  the  blood-stained 
pus.  The  abscess  occurs  on  the  right 
side  more  often  than  on  the  left,  and 
there  may  be  the  typical  dome-shaped 
dullness  at  the  base  of  the  right  lung. 

Hydatid  Cysts  are  much  rarer  in 
Europe  than  in  Australia  and  New 
Zealand  ;  those  of  the  lung  are,  as  a 
rule,  secondary  to  hydatid  of  the  liver. 
They  may  give  rise  to  neither  signs  nor 
symptoms  ;  on  the  other  hand,  they 
may  cause  haemoptysis,  and  phthisis 
may  be  simulated.  The  ir-rays  are 
very  efficient  in  detecting  their  spheri- 
cal shadows  {Fig,  137).  The  blood 
may  exhibit  eosinophilia  or  the  specific 
liydatid  serum  reaction. 

Primary  Atheroma  of  the  Pul- 
monary Arterioles  is  so  rare  as  to  be 

J.  ,  ,  rr«i-  •  1    i-  Fig.  137. — Skiagram  of  a  hydatid  cvst  of  the  thorax,  occupying  the 

undiagnosable.     There  is  no  relation-  ^         position  of  the  upper  lobe  of  tiie  left  lung. 

ship  between  systemic  and  pulmonary 

atheroma,  and  the  commonest  cause  of  the  latter  is  mitral  stenosis,  as  described  above. 

HBBmoptysis  due  to  changes  in  the  Bronchioles,  Bronchi,  and  Trachea,  as  distinct 
from  changes  in  the  lung,  have  to  some  extent  been  incidentally  considered  with  the  latter. 

Bronchitis  should  never  be  diagnosed  as  the  cause  of  haemoptysis  until  phthisis  and 
mitral  stenosis  have  been  thoroughly  excluded. 

Bronchorrhcea  is,  in  most  respects,  only  a  variety  of  bronchitis. 

Bronchiectasis  may  be  associated  with  recurrent  slight  or  even  severe  haemoptysis 
sometimes,  or  when  the  bronchiectasis  is  due  to  obstruction  of  a  bronchus  by  a  thoracic 
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aneurysm  there  may  be  copious  and  fatal  haemoptysis,  as  described  above.  Bronchiectasis 
seldom  occurs  apart  from  fibrosis  of  the  lung  ;  indeed,  fibroid  lung  is  commoner  than  bron- 
chiectasis ;  when  fibrosis  and  bronchiectasis  occur  together  and  affect  one  lung  in  particular, 
the  diagnosis  is  relatively  easy,  for  there  is  deficiency  of  bulk,  movement,  and  resonance, 
tactile  vocal  fremitus,  vesicular  murmur,  and  voice  sounds  over  the  affected  lung ;  the 
heart  is  materially  displaced  towards  that  side :  numerous  loud  crackling  rales,  with  or 
without  bronchial  breathing,  bronchophony,  and  pectoriloquy,  will  be  heard  over  scattered 
patches  of  the  affected  lung,  whilst  in  the  intervening  areas  there  will  be  little  to  be  heard 
at  all  ;  the  rales  will  be  brought  out  best  when  the  patient  coughs  ;  the  lung  on  the  other 
side  may  give  relatively  normal  signs.  Clubbing  of  the  fingers  may  be  extreme.  The 
diagnosis  of  fibroid  lung  and  bronchiectasis  itself  is  not  complete,  however,  until  the  precise 
cause  of  the  latter  has  been  ascertained  ;  sometimes  so  complete  a  diagnosis  is  not  possible. 
The  following  is  a  list  of  the  chief  causes  of  the  condition  : — 

1.  Causes  in  the  lung  : — 

Congenital  atelectasis  I    Delayed    resolution    of    lobar      Chronic  tuberculosis 
Recurrent  attacks  of  pneumonia  '    Sporotrichosis 

bronchopneumonia  I    Pneumonoconiosis  ,    Recurrent  bronchitis  (doubtful) 

2.  Causes  which  act  by  partially  stenosing  a  bronchus  : — 

(a).  Causes  within  the  bronchus  :  (c).  Invasion  of  the  bronchus  from  without : 

A  foreign  body  l  Aortic  aneurysm 

Inspissated  bronchi  tic  mucus.       I  Mediastinal  new  growth 

Hodgkin's  or  lymphadenomatous  glands 

(b).  Causes  in  the  wall  of  the  bronchus  :  Caseous  bronchial  glands 

Syphilitic  stenosis  |  A  hypertrophied  left  auricle  in  some  cases 

Primary  epithelioma.  of  mitral  stenosis. 

3.  Causes  which  have  long  compressed  the  lung  from  the  pleural  side  : — 


Pleuritic  effusion 
Pleural  effusion 
Thick     pneumonic 


Empyema 
A  large  heart 
Pericardial  effusion 


lymph  I    Ascites 


Subdiaphragmatic  abscess 
Hepatic  tumour 
Splenic  tumour. 


There  will  be  no  need  to  discuss  each  of  these  here  ;  if  the  different  possibilities  are 
kept  in  mind,  a  probable  diagnosis  can  be  made  fairly  easily  in  most  cases.  Amongst 
modern  methods  of  diagnosis  one  must  not  forget  the  bronchoscope,  through  which,  in 
skilled  hands,  it  is  often  possible  to  get  visual  proof  of  the  nature  of  a  tracheal  or  bronchial 
obstruction.  The  only  bronchial  causes  of  haemoptysis  that  need  be  dealt  with  further  are 
syphilitic  ulceration  and  infection  by  the  Distoma  pulmonale. 

Syphilitic  Disease  of  a  Bronchus  is  a  tertiary  lesion  of  gummatous  nature,  and  as  it 
heals  it  causes  bronchial  stenosis  and  consequent  fibrosis  of  the  lung,  with  or  without  bron- 
chiectasis. It  will  hardly  be  diagnosed  unless  there  are  other  very  definite  means  of  know- 
ing that  the  patient  has  had  syphilis,  or  is  still  suffering  from  its  tertiary  effects,  or  has  a 
positive  Wassermann  reaction  ;  and  even  then  care  must  be  taken  to  exclude  the  possibility 
of  the  luetic  patient  having  developed  phthisis.  The  influence  of  iodide  of  potassium  in 
such  a  case  does  not  afford  conclusive  evidence  one  way  or  the  other,  for  even  though  the 
syphilitic  lesion  heals,  it  leaves  behind  it  the  fibrous  stenosis  of  the  bronchus. 

The  Distoma  Pulmonale  Westermanni  is  very  unlikely  to  be  the  cause  of  haemoptysis 
in  any  patient  who  has  not  been  resident  in  China,  Japan,  or  Formosa.  History  of  residence 
in  those  countries,  on  the  other  hand,  would  suggest  the  diagnosis,  confirmation  of  which 
would  be  afforded  by  examination  of  the  sputum  for  the  parasites  or  their  ova. 

The  differential  diagnosis  of  Hemoptysis  due  to  changes  in  the  Larynx  depends 
mainly  on  two  things  :  the  history  of  the  case,  and  the  condition  seen  locally  with  the 
laryngoscope.  The  history  and  course  are  the  chief  factors  in  diagnosing  acute  simple 
laryngitis,  post-typhoidal,  post-diphtheritic,  or  variolous  ulceration  of  the  larynx,  or  condi- 
tions due  to  injury  of  the  larynx  by  a  blow,  a  hand-grip,  a  cut  throat,  or  intubation  or  other 
operation.  Leprous  ulceration  of  the  larynx  seldom,  if  ever,  occurs  in  any  patient  who  has 
not  lived  in  leprous  lands,  and  who  has  not  for  a  long  time  exhibited  subcutaneous  and 
cutaneous  evidence  of  his  disease.     Of  the  remaining  five  conditions  given  in  the  list,  namely. 
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tuberculous,  syphilitic,  and  malignant  ulcerations,  lupus,  and  angioma  of  the  larynx,  the 
last  two  are  very  rare  indeed,  though  both  may  be  diagnosable  by  their  laryngoscopic 
appearance,  particularly  if  there  is  also  lupus  of  the  face  on  the  one  hand,  or  a  tendency  to 
cutaneous  or  buccal  blood-oozing  na;vi  on  the  other  (Plate  XVII),  Between  the  remaining 
three  conditions  there  may  be  some  doubt  for  a  time,  but  if  it  can  be  seen  that  the  ulcera- 
tion is  extensive  and  yet  unilateral,  it  is  probably  epitheliomatous  ;  if  tubercle  bacilli  are 
present  in  the  sputum,  if  there  are  apical  lung  signs,  and  if  multiple  shallow  ulcers  can  be 
seen  along  the  epiglottis,  as  well  as  in  the  larynx,  tuberculous  ulceration  is  probable — it 
practically  never  occurs  except  secondary  to  pulmonary  tubercle,  though  the  latter  may  be 
slight  and  may  remain  in  abeyance  whilst  the  laryngeal  tubercle  advances  rapidly  ; 
syphilitic  laryngitis  may  be  diagnosed  by  exclusion,  but  if  there  is  a  tendency  to  healing,  with 
marked  deformity,  after  extensive  bilateral  destruction  of  the  laryngeal  and  neighbouring 
tissues,  and  if  there  is  decided  collateral  evidence  of  tertiary  syphilis,  including,  perhaps, 
a  positive  serum  reaction,  the  diagnosis  may  often  be  made  directly.  The  chief  difficulty 
arises  in  cases  in  which  there  may  be  both  syphilis  and  tubercle  at  the  same  time.  This 
brings  us  back  once  more  to  the  fact  that,  once  it  has  been  decided  that  true  haemoptysis 
has  occurred,  the  next  step  is  to  examine  the  sputum  and  the  chest  carefully  for  signs  of 
tubercle,  and  not  to  diagnose  any  other  condition  until  both  tubercle  and  mitral  stenosis 
have  been  excluded.  Herbert  French, 

HiEMORRHAGE,  GASTRIC— (See  H^matemesis,  p.  265.) 

HiEMORRHAGE  FROM  GUMS.— (See  Bleeding  Gums,  p.  72.) 

HiGMORRHAGE,  INTESTINAL.— (See  Blood  per  Anum,  p.  75;  and  Mel^ena, 
p.  385.) 

HiEMORRHAGE  FROM  LUNG.— (See  Hemoptysis,  p.  285.) 

HiEMORRHAGE,  NASAL.— (Sec  Epistaxis,  p.  220.) 

HiEMORRHAGE,  RETINAL.— (See  Ophthalmoscopic  Appearances,  p.  415.) 

HiEMORRHAGE,  SUBCUTANEOUS.— (See  Purpura,  p.  552.) 

HiEMORRHAGE,  URINARY.— (See  Hematuria,  p.  275.) 

HiGMORRHAGE,  UTERINE  AND  VAGINAL.— (See  Menorrhagia,  p.  385  ; 
Metrorrhagia,  p.  390  ;   and  Metrostaxis,  p.  392.) 

HiGMOTHORAX.— (See  Chest,  Bloody  Effusion  in,  p.  102.) 

HALTING. — (See  Gait,  Abnormalities  of,  p.  251.) 

HAND,  CLAW.— (See  Claw-Hand,  p.  109.) 

HEAD,  RETRACTION  OF.— (See  Retraction  of  the  Head,  p.  589.) 

HEADACHE  is  one  of  the  conunonest  symptoms  met  with  in  medical  practice,  and 
the  various  conditions  with  which  it  is  associated  are  numerous,  as  the  list  given  below 
demonstrates. 

Headache  may  be  the  first  symptom  calling  attention  to  the  existence  of  grave  organic 
disease,  and  the  correct  diagnosis  of  the  cause  of  this  symptom  is  obviously  of  the  greatest 
importance.  Too  often,  unfortimately,  treatment  of  a  headache  precedes  a  careful 
investigation  as  to  its  cause,  and  an  increased  risk  may  thereby  be  incurred  by  the  patient 
through  the  delay  in  recognizing  some  one  of  its  more  serious  causes. 

The  explanation  of  the  mode  of  production  of  the  pain  known  as  headache  is  not  easy, 
seeing  that  the  brain  substance  itself  is  insensible  to  mechanical  stimulation.  The  men- 
inges are  supplied  with  sensory  nerves,  and  abnormal  stimuli  received  therefrom  reach  the 
cortex  and  give  rise  to  the  impression  of  pain.  Abnormal  states  of  the  intracranial  blood- 
vessels may  cause  pain,  which  is  more  difficult  of  explanation,  as  it  is  uncertain  that  they 
have  any  sensory  nerve-supply.  It  seems  probable  that  the  headache  produced  by 
increased  vascular  tension  is  a  pressure  effect  acting  on  the  brain  as  a  whole,  or  on  its 
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coverings  the  meninges.  The  scope  of  this  article  does  not  allow  further  discussion  of  this 
part  of  the  subject.  Certain  general  lines  of  diagnosis  may  be  laid  down.  The  closest 
attention  should  be  paid  to  the  character,  situation,  and  time  of  occurrence  of  the  pain, 
and  also  to  accompanying  symptoms. 

Character, — Whether  throbbing,  paroxysmal,  or  affected  by  movement  or  position. 
Headaches  associated  with  alimentary  disturbance,  and  raised  blood-pressure,  are  often 
throbbing  in  character,  are  relieved  by  rest  in  a  recumbent  position,  and  are  increased  on 
movement.     Severe  paroxysmal  attacks  would  suggest  a  neuralgia. 

Situation — This  may  be  frontal,  vertical,  occipital,  or  unilateral,  and  in  cases  of 
organic  disease  of  the  cerebrum  may  be  an  important  indication  and  an  aid  in  localizing 
the  situation  of  the  lesion.  In  renal  disease,  the  headache  associated  with  chronic  uraemia 
is  usually  frontal,  but  may  be  occipital.  It  is  vertical  in  constipation,  the  '  bilious '  head- 
ache. It  may  be  unilateral  in  migraine,  tumour,  abscess,  middle-ear  disease  ;  or  occipital 
in  cerebellar  disease.  Occipital  headache  may  also  be  simulated  by  myalgia  in  the  muj^cles 
and  tendons  of  the  nape  of  the  neck. 

Time  of  Occurrence, — Headache  associated  with  organic  disease  of  the  brain  or  its 
meninges  often  persists  or  becomes  worse  at  night,  and  may  wake  the  patient  from  his 
sleep,  whereas  that  due  to  toxic  and  functional  causes  is  relieved  by  rest  in  a  horizontal 
position.  Grave  suspicion  of  the  organic  nature  of  the  headache  should,  therefore,  attend 
a  case  in  which  pain  in  the  head  disturbs  the  patient's  sleep  at  night.  A  headache  experi- 
enced on  rising  in  the  morning  may  be  due  to  a  stuffy,  ill-ventilated  room,  or  to  the  slighter 
degrees  of  combined  astigmatism  and  hypermetropia,  or  to  faulty  adjustment  of  the  pillows. 
Pillows  piled  too  high  may  cause  interference  with  the  cerebral  circulation  and  result  in 
headache.  Persistent  morning  headache  may  be  associated  with  chronic  nephritis,  and 
careful  observation  should  therefore  be  made  of  the  patient's  urine.  Evening  headaches 
are  most  commonly  due  to  mental  overwork,  or  eyestrain,  especially  where  some  visual 
defect  exists. 

For  the  purposes  of  classification  it  is  convenient  to  divide  the  causes  of  headache 
into  three  main  groups  : — (A)  Organic  disease  (brain,  intracranial  vessels,  meninges,  skull, 
special  sense  organs)  ;   (B)  Toanc  states  ;   (C)  Functional  conditions, 

A,  Causes  due  to  Organic  Disease. 

These  may  be  classified  anatomically  as  follows  : — 

1.  Diseases  of  the  brain  : — 


Hydrocephaly 
Disseminated  sclerosis 


General   paralysis 
of  the  insane. 


Concussion        |  Gumma 
Tumours  i  Cysts 

Abscess  i 

2.  Diseases  of  intracranial  vessels  : — 

Hjemorrhage    I  Thrombosis  |  Aneurysm  Arteriosclerosis, 

(rupture)       i  Embolism  .  Syphilitic  endarteritis     , 

3.  Diseases  of  the  meninges  : — 

Meningitis,  various  forms   I   Pachymeningitis  I  Tumours. 

■ — localized  or  diffuse        ;   Syphilis — meningeal  type         I 

4.  Diseases  of  the  skull : — 

( Innocent 
Tumours         -;  ,„  . 

(Mangnant   {Z^Zy. 
Tertiary  syphilis. 

Suppuration  or  new  growth  in  frontal,  antral,  or  mastoid  sinuses 
Suppuration  or  tumour  in  the  orbit 
Dental  diseases. 

5.  Diseases  of  special  sense  organs  : — 

Eye — errors  of  refraction,  iritis,  glaucoma,  etc. 
Ear-  -middle-ear  disease. 

Nose — adenoids,    polypi,    nasopharyngeal    catarrh.       Inflammation    of   one    of    the 
accessory  air  sinuses — frontal,  ethmoidal,  s|)hcnoidal  ;    empyema  of  a  frontal  sinus. 
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Headache  in  Organic  Cerebral  Disease. 

Time  of  Occurrence, — Organic  cerebral  disease  should  be  suspected  if  a  history  of  recur- 
rent nocturnal  headache  be  obtained. 

Severity, — ^The  pain  is  often  intense,  and  sometimes  paroxysmal  in  character. 

Situation, — ^This  may  give  some  clue  as  to  the  existence  of  an  organic  lesion.  In  cases 
of  cerebral  tumour  the  pain  may  be  unilateral  or  frontal,  or  occipital  with  a  cerebellar 
lesion.  In  middle-ear  and  mastoid  disease  with  unilateral  headache  and  localized  tender- 
ness, occipital  headache  may  be  one  of  the  earliest  symptoms  of  meningitis. 

Associated  Signs  and  Symptoms, — One  or  more  of  the  following  signs  and  symptoms 
may  present  themselves  at  an  early  period  in  cases  of  headache  due  to  organic  cerebral 
disease,  and  their  early  recognition  is  of  great  importance  : — 


Vomiting — that  is  of  the  cerebral 
type '  (see  Vomiting,  p.  763) :  it 
usually  bears  no  relation  to  food,  and 
is  not  preceded  by  nausea 

Inequality  of  the  pupils 

Squint 


Optic  neuritis  (Plate  XIXy  p.  416) 
Irregularity  in  force  and  frequency  of  the 

pulse 
The  onset  of  drowsiness 
Fits. 


Tapping  the  skull  over  the  site  of  the  pain  may  reveal  local  tenderness. 

The  onset  of  any  of  these  signs  associated  with  headache  would  point  to  the  existence 
of  some  organic  lesion,  such  as  are  enumerated  above.  As  in  many  of  these  conditions 
the  diagnosis  is  unattended  with  difficulty,  it  will  suffice  to  direct  attention  to  a  few  of 
them. 

The  headache  occasionally  met  with  in  disseminated  sclerosis  is  sometimes  paroxysmal 
and  accompanied  by  vomiting,  and  is  situated  most  frequently  in  the  back  of  the  head  and 
neck.  The  absence  of  optic  neuritis  and  the  presence  of  the  special  signs  of  disseminated 
sclerosis  should  lead  to  a  correct  diagnosis. 

Cerebral  hcemorrhage,  thrombosis,  and  embolism  are  often  followed  by  headache  of 
varying  severity.  In  cerebral  aneurysm  a  rhythmic  beating  or  pulsation  is  sometimes  felt 
and  rushing  noises  are  heard,  more  particularly  when  the  internal  carotid  is  involved. 
Rhythmic  beatings  or  noises  in  the  head,  however,  do  not  by  themselves  suggest  an  intra- 
cranial aneurysm,  for  they  are  complained  of  commonly  by  many  ansemic  persons  and  by 
sufferers  from  vascular  degeneration,  especially  atheroma  of  the  cerebral  arteries. 

Advanced  arteriosclerosis  is  sometimes  attended  by  severe  headache  accompanied  by 
vomiting  ;  and  cases  have  been  described  presenting  features  closely  resembling  those  of 
cerebral  tumour.  In  arriving  at  the  diagnosis  instrumental  measurement  of  the  blood- 
pressure  is  all- important. 

In  meningitis,  especially  in  the  epidemic  cerebrospinal  and  the  post-basal  varieties, 
the  character  of  the  headache  is  significant.  It  is  usually  very  intense,  is  occipital,  and 
even  at  an  early  stage  may  be  attended  by  stiffness  of  the  neck  and  retraction  of  the  head. 
Examination  of  the  cerebrospinal  fluid  (p.  304)  obtained  by  lumbar  puncture  is  of  great 
importance  in  determining  the  presence  of  meningitis. 

Special  Sense  Organs, — Eye,  Headaches  due  to  errors  of  refraction,  glaucoma,  iritis, 
etc.,  are  generally  frontal  or  temporal.  A  slight  error  of  refraction  may  cause  what  appears 
to  be  a  disproportionately  severe  headache,  particularly  in  children.  This  headache  is 
frontal,  occurs  mostly  in  the  evening  or  after  school  hours,  and  is  often  attended  by 
a  burning,  pricking,  or  watering  of  the  eyes.  Correction  of  the  defect  by  suitable  glasses 
settles  the  diagnosis  by  curing  the  headache. 

B,  Toxic  Causes. 

These  may  be  subdivided  into  two  groups,  one  in  which  the  toxic  influence  is  acquired 
from  without,  or  is  exogenous  ;  the  other  in  which  the  disturbing  element  or  toxin  is 
produced  within  the  body,  and  is  of  endogenous  origin. 

1.  Of  exogenous  origin  : — 

Foul  air,  as  in  close,  ill-ventilated  rooms 

Poisonous  gases,  CO.^,  CO,  chloroform,  ether,  etc. 

Drugs,  e.g.,  quinine,  iron  in  some  individuals,  salicylates,  opium. 

Alcohol  1  Tobacco  (  Ix;ad  poisoning. 
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2.  O/  endogenous  origin  : — 

Uraemia  I  Gout 

Cholsemia  |  Diabetes 

Gastro-intestinal  disturbances  :   dyspepsia,  constipation 
Toxaemias  :   specific  fevers,  pyrexial  phthisis,  suppuration,  etc. 

As  regards  the  toxic  causes  of  headache  little  further  need  be  said  as  to  the  diagnosis 
of  the  exogenous  poisons. 

Urcemia  is  classed  for  purposes  of  convenience  as  a  condition  due  to  endogenous  bodies, 
or  substances  produced  within  the  body.  It  stands  out  as  one  of  the  most  important 
causes  of  headache,  and  special  attention  must  always  be  given  to  ensure  its  recognition. 
Uraemic  headaches  may  be  met  with  in  all  degrees  of  severity,  from  a  slight  frontal  head- 
ache felt  on  rising  in  the  morning  to  an  intense  vertical  or  general  cephalalgia.  Other 
uraemic  manifestations  may  be  present,  such  as  vomiting,  drowsiness,  dyspnoea,  affections 
of  vision,  and  retinal  changes.  Examination  of  the  urine  in  all  cases  of  headache  should 
never  be  neglected,  as  regards  its  specific  gravity,  the  presence  of  albumin,  blood,  and  casts. 

C.  Functional  Causes : 

Abnormal  hlond.nri»<*mirP  f  ^'»^^'  *"  arteriosclerosis  and  renal  disease 
Abnormal  blood-pressure  |  j^^^  ^^  anemia,  morbus  cordis,  Addison's  disease. 


Venous  congestion 

Excessive  mental  strain 

Pressure    on    the    head — ^heavy    hats, 

carrying  weights  on  the  head 
Persistent  noises — *  gun  headache  * 
Sea-sickness — movement  of  boat,  train 


Menstruation 

Hysteria — ('  clavus  hystericus  ') 

Migraine 

Epilepsy 

Eye  strain, '  academy  headache  ' 

Sunstroke. 


High  blood-pressure  is  often  a  cause  of  headache,  usually  of  a  throbbing  character, 
accompanied  by  a  sense  of  fullness  of  the  head.  The  headache  tends  to  come  on  towards 
evening  and  after  meals.  The  vascular  condition  should  be  ascertained  by  means  of  some 
suitable  apparatus  for  estimating  blood-pressure. 

Headache  associated  with  low  blood-pressure  (cerebral  anaemia),  as  in  some  forms  of 
morbus  cordis  and  anaemia  with  feeble  cardiac  action,  is  relieved  by  rest  in  the  horizontal 
position  and  cardiac  tonics  such  as  digitalis  and  iron. 

Venous  congestion  may  cause  headache.  This  is  also  met  with  in  heart  disease  with 
failing  compensation.  It  may  also  account  for  the  headache  felt  on  rising  in  the  morning 
as  the  result  of  sleeping  with  pillows  too  high  or  too  low. 

The  '  clavus  hystericus  '  is  a  boring  pain  felt  in  the  vertex  and  in  hysterical  states. 

Headache  in  migraine  is  often  unilateral,  though  quite  commonly  bilateral,  and 
frequently  it  is  accompanied  by  vomiting.  Transitory  visual  disturbance  usually  precedes 
the  headache. 

In  epilepsy  headache  is  of  frequent  occurrence  in  the  post-epileptic  state,  and  it  should 
be  borne  in  mind  that  it  may  also  follow  the  slight  manifestations  of  petit  nuU, 

After  sunstroke,  chronic  headache,  usually  vertical,  may  persist  for  months,  and  the 
same  applies  to  many  head  injuries. 

It  is  sometimes  difficult  to  distinguish  between  headache,  which  implies  pain  inside  the 
skull,  and  neuralgia,  which  is  pain  felt  in  the  peripheral  course  of  a  nerve  trunk  (see  Pain 
IN  THE  Face,  p.  446).  Neuralgia,  if  of  wide  distribution,  may  simulate  headache.  Careful 
examination  may  be  necessary  to  decide  whether  the  supposed  headache  may  not  in  reality 
be  a  neuralgia.  The  local  distribution,  the  often  intense  and  paroxysmal  character  of  the 
pain,  the  presence  of  '  tender  spots,*  the  existence  of  some  definite  exciting  cause  such  as 
dental  caries,  should  point  to  the  diagnosis  of  neuralgia.  //.  Morley  Fletcher. 

HEARTBURN  is  a  common  symptom,  yet  difficult  to  define.  Apparently  it  is  due  to 
regurgitation  into  the  lower  end  of  the  oesophagus  from  the  stomach  of  acid  products 
of  digestion,  and  it  is  thus  related  to  pyrosis  or  waterbrash,  in  which  similar  acid  products 
regurgitate  suddenly  as  far  up  as  the  upper  end  of  the  pharynx  and  the  back  of  the  mouth, 
causing  a  local  sense  of  burning  acidity  in  the  throat,  and  often  a  temporary  huskiness  of 
the  voice.  .Neither  waterbrash  nor  heartburn  is  distinctive  of  any  particular  malady. 
Either  may  occur  in  a  perfectly  healthy  individual  who  for  some  transient  digestive  cause 
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has  rather  more  gas  in  his  stomach  than  the  latter  can  hold  comfortably  ;  with  the  escape 
of  some  of  this  gas  a  drachm  or  two  of  the  liquid  gastric  contents  may  be  shot  up  into  the 
lower  end  of  the  (esophagus  to  cause  heartburn,  or  further  up  still  to  cause  waterbrash. 
On  the  other  hand,  if  the  symptoms  are  persistently  troublesome,  either  may  indicate  more 
serious  lesions,  such  as  flatulent  dyspepsia  (see  Flatulence,  p.  240)  or  pyloric  stenosis 
from  healed  ulcer  or  gastric  carcinoma  (see  Dilatation  of  tiie  Stomach,  p.  173).  If  the 
symptoms  are  obviously  not  transient,  analyses  of  test  meals  (pp.  270  and  319)  or  a?-ray 
examination  of  the  stomach  {Fig,  122,  p.  245)  may  be  required  before  the  diagnosis  of  their 
cause  can  be  established.  Duodenal  ulcer,  gall-stone  dyspepsia,  appendix  dyspepsia, 
and  ileocaecal  kinking  will  also  need  to  be  borne  in  mind  as  possibilities. 

The  actual  symptoms  of  heartburn  take  two  forms.  The  first  consists  in  a  more  or 
less  acute  pain,  sometimes  of  a  really  burning  character,  more  often  of  a  severe  aching, 
boring,  or  even  lancinating  type,  referred  to  the  mid-line  of  the  lower  end  of  the  gladiolus, 
especially  between  the  two  fifth  costal  cartilages,  coming  on  as  a  rule  an  hour  or  more  after 
food,  when  digestion  is  at  its  height,  beginning  either  gradually  or  suddenly,  often  increasing 
in  severity  for  half  an  hour  or  an  hour,  and  lasting  sometimes  for  several  hours  or  a  whole 
day  ;  this  is  generally  referable  to  its  cause — flatulence — with  ease  ;  especially  if  simple 
treatment  with  bicarbonate  of  soda  and  a  little  rhubarb  relieves  or  cures  the  pain.  The 
other  type  consists  in  attacks  of  acute  gripping  pain  in  the  precordial  region,  especially 
near  the  apex  of  the  heart ;  this  pain  comes  on  quite  suddenly,  and  it  often  lasts  less  than 
a  minute  and  seldom  more  than  a  few  minutes.  While  it  is  there  the  patient  may  find 
himself  unable  to  take  an  ordinary  breath  without  increasing  the  pain  to  an  unbearable 
extent ;  he  therefore  holds  his  breath  entirely  for  as  long  as  he  can,  generally  presses  a 
hand  over  the  precordial  region,  and  when  he  is  compelled  to  inspire  again  he  finds  that  he 
gets  checked  before  he  has  breathed  in  as  much  aii  as  he  would  like  ;  he  therefore  contents 
himself  for  a  minute  or  two  with  a  minimum  depth  of  breathing,  by  which  time  the  acute 
stitch-like  precordial  pain  passes  off  and  he  is  able  to  breathe  normally  again.  The  attack 
may  be  repeated  after  an  interval  of  minutes  or  hours  ;  there  is  often  no  sense  of  palpitation, 
but  in  some  cases  severe  palpitations  accompany  or  follow  the  pain,  and  the  main  difficulty 
is  to  exclude  organic  heart  disease  which  the  patient  fears  his  symptoms  indicate.  When 
the  attacks  are  only  very  occasional,  and  there  is  no  shortness  of  breath,  gastric  disorder 
is  more  probable  than  heart  trouble  ;  when,  however,  the  attacks  are  frequent  and  the 
patient  is  out  of  condition,  it  may  require  very  skilful  judgement  to  decide  tliat  the  attacks 
of  precordial  colic  are  of  gastric  and  not  cardiac  origin.  Fatty  or  fibroid  or  tobacco  hearts 
are  the  most  difficult  to  exclude  ;  the  relief  the  patient  receives  from  carminatives  such  as 
bicarbonate  of  soda,  gentian,  cajaput  oil,  ginger,  rhubarb,  peppermint,  does  not  necessarily 
indicate  that  the  trouble  is  primarily  gastric  ;  and  even  when  the  fullest  examinations 
have  been  made,  including  the  use  of  the  electrocardiograph,  there  are  many  instances  in 
which  it  remains  very  much  a  matter  of  opinion  whether  the  attacks  are  due  to  myocardial 
changes  or  to  the  much  less  serious  heartburn.  Herbert  French, 

HEART,  ENLARGEMENT  OF.— (See  Enlargement  of  the  Heart,  p.  206.) 

HEART  IMPULSE,  DISPLACED.— The  apex  beat,  which  is  the  lowest  and  outer- 
most point  at  which  the  cardiac  impulse  can  be  felt,  is  situated  in  the  normal  adult  chest  in 
the  fifth  left  intercostal  space,  one-half  to  one  inch  internal  to  the  mammary  line.  It  may 
be  impossible  to  define  the  p>osition  of  the  apex  beat  even  in  health,  on  account  of  increased 
thickness  of  the  chest  wall  either  from  muscular  development  or  excess  of  fat ;  or  in  the 
female  on  account  of  a  large  mamma.  A  similar  difficulty  arises  when  the  cardiac  impulse 
is  feeble  ;  when  the  heart  is  overlapped  by  the  left  lung,  as  in  pulmonary  emphysema  ;  or 
when  pericardial  effusion  is  present.  In  children,  the  apex  beat  is  situated  further  to  the 
left  and  a  little  higher  than  in  adults.  Speaking  generally,  it  is  outside  the  mammary  line 
during  the  first  three  years  of  life,  in  the  mammary  line  from  the  fourth  to  the  tenth  years, 
and  it  gradually  reaches  the  adult  position  by  the  age  of  fifteen. 

The  conditions  which  produce  displacement  of  the  cardiac  impulse  are  :  — 

A.  When   the  Bulk  of   the  Heart  is  in   the  Normal  Position. 

1 .  Diseases  of  the  heart : 

(a).  Valvular  ;    (6).  Myocardial  ;    (c).  Pericardial. 
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2.  Changes  in  the  heart  secondary  to  : 

(a).  Diseases    of   the    lungs,    such    as    :  (c).  Anaemia  and  debilitating  conditions,  affect- 
emphysema,  fibrosis,  etc.  ing  chiefly  the  right  ventricle 

(d).  Toxic     conditions     producing     myocardial 
(b).  Arterial  sclerosis  and  chronic  renal  changes,  as  in  infective  diseases 

disease  (e).  Muscular  exertion. 

B,  When  the  Whole  Heart  is  Displaced. 

1.  Changes  in  the  lungs  : 

(a).  Contraction  of  one  lung  or  a  portion  of  it ;    (6).  New  growth  of  lung. 

2.  Changes  in  the  pleurce  : 

(a).  Pleurisy  with  effusion,  empyema,  pneumothorax  ;    (b).  New  growth  of  pleura. 

3.  Other  thoracic  tumours  : — New  growth,  aneurysm. 

4.  Deformities  of  the  chest  xvall : — The  result  of  scoliosis. 

5.  Changes  in  the  abdomen  : — Ascites  ;  tympanites  ;  abdominal  tumour  ;  pregnancy. 

6.  Transposition  of  the  heart. 

To  distinguish  between  the  two  groups  is  usually  not  difficult,  for  when  the  bulk  of  the 
heart  is  in  the  normal  position  and  the  apex  beat  is  displaced  beyond  the  left  mammary  line, 
the  area  of  cardiac  dullness  is  increased,  not  only  to  the  left,  but  also  to  the  right  of  the 
sternum,  and  upward.  If  both  lungs  are  emphysematous  and  the  cardiac  apex  is  displaced 
outwards,  although  the  size  of  the  heart  cannot  be  estimated  by  percussion,  yet  the  bulk  of 
the  heart  may  confidently  be  presumed  to  be  in  the  normal  position. 

The  presence  of  a  cardiac  lesion,  arterial  sclerosis,  or  chronic  renal  disease  helps  to 
confirm  the  view  that  the  abnormal  position  of  the  apex  beat  is  due  to  an  increase  in  the 
bulk  of  the  heart,  and  not  to  a  displacement  of  the  organ  as  a  whole.  The  examination  of 
the  pulse  gives  valuable  information  ;  if  it  be  of  high  tension  and  is  sustained,  or  if  the  pulse 
is  of  the  '  water-hammer  '  type,  it  indicates  that  the  displaced  apex  beat  is  due  to  enlarge- 
ment of  the  left  ventricle,  and  that  probably  there  is  no  displacement  of  the  heart.  The 
blood-pressure  is  increased  in  arterial  sclerosis  and  in  renal  disease,  and  must  therefore  be 
estimated,  for  it  gives  additional  evidence  that  the  displaced  apex  beat  is  part  of  a  general 
enlargement  of  the  heart.  Examination  of  the  urine  must  never  be  omitted  ;  if  there  be 
polyuria,  with  a  small  trace  of  albumin,  low  specific  gravity,  and  hyaline  and  granular 
casts,  the  presence  of  chronic  interstitial  nephritis  is  ascertained,  and  this  will  account  for 
the  enlargement  of  the  heart,  and  any  displacement  of  the  apex  beat  down  and  to  the  left. 

The  presence  of  a  cardiac  bruit  is  of  great  value  in  determining  that  the  displaced  apex 
is  due  to  morbid  changes  in  the  heart ;  but  the  absence  of  a  bruit  does  not  necessarily  mean 
that  the  displaced  apex  beat  is  unassociated  with  cardiac  disease.  The  enlargement  of  the 
left  ventricle,  due  to  arterial  degeneration  or  chronic  interstitial  nephritis,  may  not  be  accom- 
panied by  any  bruit  unless  dilatation  becomes  so  great  that  mitral  regurgitation  supervenes. 
The  characters  of  any  of  the  cardiac  sounds  are  frequently  altered  in  dilatation  and  hyper- 
trophy of  the  left  ventricle.  Thus,  the  aortic  second  sound  may  be  accentuated  on  account 
of  the  increased  arterial  tension,  and  the  second  sound  over  the  base  of  the  heart  may  be 
reduplicated  on  account  of  the  aortic  and  pulmonary  valves  not  closing  synchronously. 
The  first  sound  is  frequently  louder  and  more  prolonged  in  hypertrophy  of  the  ventricles, 
due  to  an  increase  in  the  muscular  element  of  the  sound,  and  the  greater  force  with  w^hich 
the  auriculo-ventricular  valves  are  closed.  In  simple  dilatation  of  the  ventricles  the  first 
sound  is  often  slightly  accentuated,  but  is  usually  sharper  and  shorter. 

In  the  second  class  of  cases,  in  which  the  whole  heart  is  displaced,  the  cause  of  the 
displacement  is  usually  easy  to  ascertain.  The  chest  is  frequently  asymmetrical,  for  there 
will  be  either  bulging  of  the  chest  wall  on  the  side  from  which  the  heart  is  displaced,  or  some 
shrinking  on  the  side  to  which  it  is  drawn.  Percussion  may  show  that  resonance  is  present 
where  normally  there  is  cardiac  dullness  ;  thus,  when  the  right  lung  is  emphysematous  and 
the  heart  is  pulled  over  to  the  left,  the  resonance  of  the  right  lung  may  be  found  extending 
to  the  left  of  the  sternum.  It  is  not  always  so  easy  to  determine  the  boundaries  of  the  heart 
when  the  displacement  is  due  to  the  presence  of  a  pleural  effusion,  as  there  is  dullness  over 
the  effusion  which  may  be  continuous  with  the  cardiac  dullness.     In  such  a  case,  however, 
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the  dullness  over  the  base  of  the  lung  is  not  only  in  front,  but  is  likely  to  be  found  behind  as 
well.  There  are  also  signs  of  compression  of  the  lung  by  the  effusion,  such  as  absence 
of  breath  and  voice-sounds,  tubular  breathing,  or  skodaic  resonance  ;  aegophony  may  be 
heard  at  the  upper  level  of  the  fluid,  and  it  is  always  very  suggestive  of  pleuritic  effusion. 
When  the  heart  is  drawn  over  to  one  side  by  the  contraction  of  the  lung,  as  in  fibrosis,  there 
is  impaired  resonance  upon  percussion  over  the  fibrosed  lung,  continuous  with  the  cardiac 
dullness.  The  boundaries  of  the  heart  may  be  difficult  to  define  by  percussion,  but  over 
the  fibrosed  lung,  breath-sounds  are  present,  tubular  in  character,  vocal  fremitus  and  reso- 
nance are  decreased,  and  crackling  rales  and  other  adventitious  sounds  may  be  heard.  When 
the  heart  is  drawn  over  in  this  manner  by  fibrosis  of  one  lung,  the  resohance  over  the 
healthy  lung  will  be  found  to  extend  across  the  middle  line,  and  thus  invade  the  normal 
position  of  cardiac  dullness.  Examfnation  of  the  chest  by  means  of  the  »c-rays  usually 
helps  to  determine  the  position  of  the  heart  ;  but  large  tumours,  pleuritic  effusions,  etc., 
produce  shadows  which  may  be  continuous  with  that  of  the  heart.  The  pulsations  of  the 
heart  are  generally  well  seen,  especially  in  children,  and  indicate  its  position. 

The  changes  in  the  abdomen  causing  displacement  of  the  heart  upwards  are  not  likely 
to  be  overlooked,  because  there  must  be  a  considerable  amount  of  abdominal  enlargement 
before  the  heart  can  be  raised  by  it ;  and  therefore  if  displacements  of  the  apex-beat  are 
due  to  ascites,  tympanites,  abdominal  tumours,  or  pregnancy,  the  causes  are  all  of  such  a 
marked  degree  or  in  such  an  advanced  stage,  that  they  are  easily  recognizable.  When  the 
heart  is  displaced  as  the  result  of  marked  changes  in  the  lungs  and  pleura;,  intrathoracic 
tumours,  or  abdominal  enlargements,  the  causes  of  the  displacement  are  usually  found 
first  on  account  of  the  symptoms  and  physical  signs  they  produce  ;  the  alteration  in  the 
position  of  the  apex  beat  is  then  a  confirmatory  sign. 

In  the  first  group,  in  which  the  bulk  of  the  heart  is  in  the  normal  position,  the  direction 
in  which  the  apex  beat  is  displaced  is  of  some  diagnostic  value.  It  is  displaced  downwards 
and  to  the  left  in  hypertrophy  of  the  heart,  especially  when  it  affects  chiefly  the  left  ventricle. 
In  mitral  regurgitation  the  apex  beat  is  displaced  outwards  and  to  the  left,  whereas  in  lesions 
of  the  aortic  valves  the  displacement  is  to  the  left  and  downwards,  so  that  the  apex  beat  is 
commonly  situated  in  the  sixth  intercostal  space.  In  both  these  conditions  the  left 
ventricle  is  enlarged,  but  with  mitral  regurgitation  the  right  side  of  the  heart  becomes 
enlarged  early  in  the  disease,  and  the  apex  is  displaced  much  more  outwards  than  down- 
wards. When  the  right  ventricle  is  alone  enlarged,  as  in  pulmonary  emphysema,  the  dis- 
placement of  the  apex  beat  is  directly  to  the  left,  and  not  downwards  at  all. 

The  varying  enlargement  of  the  two  ventricles  may  be  fairly  gauged  by  watching  the 
position  of  the  apex.  It  is  raised  and  displaced  slightly  to  the  left  by  any  cause  which 
increases  the  height  of  the  diaphragm,  such  as  ascites,  tympanites,  abdominal  tumours, 
and  pregnancy.  The  cardiac  impulse  is  also  raised  by  pericardial  effusion.  There  are, 
however,  a  considerable  number  of  cases  of  displaced  apex  beat,  with  the  bulk  of  the  heart  in 
the  normal  position,  in  which  it  is  difficult  to  ascertain  the  cause  of  the  displacement.  This 
is  especially  so  in  young  adults,  in  whom  the  apex  beat  may  be  found  to  be  displaced 
slightly  outwards  without  any  apparent  cause.  If  the  subject  be  a  young  and  muscular 
man  who  otherwise  seems  in  good  health,  the  condition  is  probably  due  to  hypertrophy  of 
the  left  ventricle  as  the  result  of  excessive  athletic  exercise  or  of  some  arduous  muscular  work. 
The  history  would  confirm  this  view.  If,  on  the  other  hand,  the  patient  is  not  a  muscular 
individual,  the  displacement  may  still  be  due  to  strain,  but  some  other  cause  should  always 
be  looked  for,  and  in  the  absence  of  any  obvious  cardiac  lesion,  pericardial  adhesions  must 
not  be  forgotten  :  these  may  produce  few  symptoms  except  slight  enlargement  of  the  heart. 

In  young  girls  the  apex  beat  is  often  situated  in  the  mammary  line,  and  this  displace- 
ment is  associated  with  chlorosis  and  other  debilitating  conditions  which  produce  dilatation 
of  the  conus  arteriosus.  The  apex  beat  is  not  only  displaced  outwards,  but  also  raised. 
The  diagnosis  is  confirmed  by  finding  that  the  cardiac  dullness  is  increased  in  an  upward 
direction,  and  by  the  presence  of  a  functional  systolic  bruit  in  the  pulmonarj'  area  and  a 
bruit  de  diable  in  the  neck. 

In  elderly  people,  in  whom  there  is  no  valvular  disease  of  the  heart,  the  apex  may  be 
displaced,  not  only  as  the  result  of  hypertrophy  of  the  left  ventricle  secondary  to  renal 
disease  and  arterial  sclerosis,  and  as  the  result  of  enlargement  of  the  right  ventricle 
secondary  to  pulmonary  emphysema  ;    but  also  as  the  result  of  myocardial  degeneration. 
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The  last  condition  may  be  difficult  of  diagnosis,  but  when  there  is  no  evidence  of  valvular 
disease,  emphysema,  chronic  renal  disease,  arterial  sclerosis,  or  anything  causing  displace- 
ment of  the  heart  as  a  whole,  it  must  always  be  suspected.  Symptoms  which  frequently 
accompany  it  are  dyspnoea  upon  exertion,  attacks  of  syncope,  palpitation,  and  oedema  of 
the  legs.  The  pulse  is  often  feeble  and  irregular,  and  in  failing  cases  the  impulse  is  feeble, 
a  gallop  rhythm  may  be  present,  and  a  soft  systolic  bruit  at  the  apex. 

Another  form  of  uniform  cardiac  hypertrophy  that  needs  special  mention  is  that  which 
results  from  long-continued  drinking  of  large  quantities  of  fluid,  particularly  beer — ^the 
beer-drinker' 8  heart,  J.  E.  //.  Sazcyer. 

HEART  SOUNDS,  ACCENTUATION  OF.— (See  Accentuation  of  Heart  Sounds, 
p.  1.) 

HEART  SOUNDS,  REDUPLICATION  OF.— (See  Reduplication  of  Heart  Sounds, 
p.  587.) 

HEMERALOPIA.— (See  Vision,  Defects  of,  p.  763.) 

HEMANiGSTHESIA.— ;See  Sensation,  Abnormalities  of,  p.  610.) 

HEMIANOPSIA — or,  as  it  is  sometimes  called,  hemiopia  or  hemianopia — means 
inability  to  see  objects  in  one  half  of  the  field  of  vision.  It  is  generally,  but  arbitrarily, 
restricted  to  cases  in  which  this  defect  is  due  to  changes  elsewhere  than  in  the  retina  or 


Fig.  138. — A  diagram  illustrating  the  con- 
nections of  the  optic  nerves  and  tracts,  the  3rd 
cranial  nerves,  and  the  occipital  cortex.  A. 
3rd  nerve  goint?  to  left  eye ;  B,  ditto  to  right 
eye  :  C,  relay  of  cells  in  optic  thalamus  and 
superior  corpus  quadri^minum ;  D,  left 
occipital  cortex,  which  sees  objects  in  the 
ri'^'lit  half  of  the  field  of  vision  :  E,  right  occi- 
pital cortex,  which  sees  objects  in  the  left 
half  of  the  field  of  vision. 


Fig.  139. — A  diagram  showing  how  a  tumour 
of  the  pituitary  body  affecting  the  decussating 
fibres  at  the  optic  chiasma  prevents  impulses 
pa.ssing  from  the  nasal  half  of  either  retina  to 
the  corresponding  cortex  or  to  the  correspond- 
ing 3rd  nucleus.  Hence  bilater.il  temporal 
hemianopsia  and  absence  of  pupil  reaction 
to  light  thrown  on  the  nasal  half  of  either 
retina. 


disc.  It  is  not  a  common  condition,  but  it  sometimes  escapes  recognition  because,  which- 
ever half  of  the  visual  field  has  become  blind,  good  vision  remains  at  the  central  part,  and 
even  the  patient  himself  may  not  always  be  conscious  of  his  defect  until  some  accident, 
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such  as  running  into  objects  in  broad  daylight,  draws  his  attention  to  it.  To  map  out  the 
blind  area  with  accuracy  an  instrument  known  as  the  perimeter  is  required. 

It  is  possible  to  get  hemianopsia  in  one  eye  only,  but  this  is  very  rare  apart  from 
functional  conditions  or  migraine. 

When  both  eyes  are  affected,  the  blindness  may  affect  :  (1)  Corresponding  halves  of 
the  field  of  vision — bilaieral  homonymous  hemianopsia — spoken  of  as  right  if  neither  eye  can 
aee  objects  in  the  patient's  right-hand  half  of  the  field  of  vision  (Figs,  140  and  141),  and  as 
left  if  in  the  left  half ;  or  (2)  Opposite  halves  of  the  field  of  vision — almost  invariably  the 
temporal  halves,  and  referred  to  as  bilateral  temporal  hemianopsia  (Fig,  189). 

These  are  the  only  two  varieties  that  are  of  clinical  importance.  They  are  generally 
not  the  only  symptoms  in  the  case,  but  they  sometimes  serve  to  localize  certain  cranial 
lesions  with  accuracy. 

Bilateral  Homonymous  Hemianopsia  has  a  variety  of  causes,  affecting  one  or  other 
of  three  main  sites,  namely  :   (a)  One  optic  tract  ;   (b)  The  posterior  limb  of  one  internal 
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Fig.  140. — A  dia^rram  showing  how  a  lea^ion 
of  the  left  optic  tract  causes  blintlnes's  of  the 
risrht  half  of  the  field  of  vision  of  each  eye,  and 
also  prevents  the  pupils  from  reactiuK  in  response 
to  a  ray  of  light  falling  on  the  blind  half  of  either 
retina. 


Fig.  141. — A  di^jram  showing  how  a  lesion  of 
the  left  optic  radiations  or  of  the  visual  portion  of 
the  left  occipital  cortex  causes  blindness  of  tlie 
right  half  of  the  field  of  vision  of  each  eye,  but 
does  not  prevent  the  pupils  from  reacting  in 
response  to  a  ray  of  lii?ht  falling  on  the  blind  half 
of  either  retina. 


capsule  ;  or  (c)  The  optic  radiations  or  one  occipital  region  at  or  near  the  cuneus.  In  any 
of  these  sites  the  pathological  lesion  may  be  either  vascular — thrombosis,  hjemorrhage, 
embolism,  or  intermittent  closure  ;  or  a  neoplasm,  such  as  a  gumma,  a  tuberculous  nodule, 
an  inflammatory  swelling,  or  a  gliomatous,  carcinomatous,  or  sarcomatous  nodule.  The 
first  step  is  to  locate  the  site  of  the  lesion  ;  its  nature  will  then  be  determined  more  easily, 
because  in  the  internal  capsule  a  haemorrhage,  thrombosis,  or  embolism  of  the  middle 
cerebral  artery  is  the  commonest  cause  of  the  symptom  ;  a  neoplasm,  or  an  abscess,  is 
probably  its  commonest  cause  in  the  occipital  cortex,  though  an  abscess,  or  rupture  or 
occlusion  of  the  posterior  cerebral  artery  would  also  be  thought  of ;  in  the  optic  tract  it  is 
as  often  as  not  gummatous,  or  in  some  other  way  syphilitic. 

Bilateral  Temporal  Hemianopsia. — There  is  only  one  spot  at  which  a  single  lesion 
can  produce  this  condition  ;  this  is  at  the  central  part  of  the  optic  chiasma,  where  the  fibres 
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from  the  nasal  half  of  each  eye  are  decussating.  The  three  commonest  causes  of  this  rare 
lesion  are  :  (a)  Hypertrophy  of  the  pituitary  body,  a  condition  which  also  leads  to 
acromegaly,  so  that  it  is  important  to  test  for  bilateral  temporal  hemianopsia  in  every  case 
of  acromegaly,  and  it  will  be  found  in  a  certain  number  ;  (6)  Callus,  resulting  from  a  frac- 
ture of  the  base  of  the  skull  through  the  basi-sphenoid  bone  ;  (c)  A  gumma  or  other  tumour 
in  this  reoion.  The  differential  diagnosis  between  these  three  groups  will  generally  be 
obvious  enough  when  the  variety  of  hsemianopsia  has  been  established. 

In  order  to  decide  the  locality  of  the  lesion,  it  is  essential  in  the  first  place  to  determine 
whether  a  pencil  of  light  falling  upon  that  part  of  the  retina  which  cannot  see  is  able  to 
evoke  a  reflex  contraction  of  the  pupil.  This  requires  careful  testing  in  a  dark  room,  with 
a  small  pencil  of  light  directed  towards  different  portions  of  the  eye  at  the  observer's  will 
by  a  suitable  mirror  or  lens.  Anatomical  considerations  make  it  obvious  that  if  the  optic 
tract  is  destroyed  there  is  no  path  by  which  the  light  impulses  from  the  non-seeing  portions 
of  retina  can  reach  the  oculomotor  nucleus,  so  that  there  will  be  no  reflex  movement  of  the 
pupil  in  response  to  light  (Fig.  140).  If,  on  the  other  hand,  the  optic  tract  is  intact,  the 
lesion  being  in  the  posterior  limb  of  the  internal  capsule,  or  in  the  optic  radiations  or  the 
cuneus,  the  same  hemianopsia  results,  but  the  pupils  react  to  light  stimuli  falling  upon  the 
blind  halves  of  the  retinae  (Fig,  141). 

If  the  light  reflex  is  lost  the  lesion  is  at  once  located  to  the  optic  tract,  provided  there 
is  no  obvious  trouble,  such  as  cataract,  or  locomotor  ataxy,  or  iritic  adhesions,  to  prevent 
the  reaction.  If,  on  the  other  hand,  the  light  reflex  remains,  the  lesion  must  be  in  one  of 
the  three  other  places  mentioned,  and  in  determining  this  the  history  may  help  considerably. 
If  there  has  been  an  apoplectic  seizure  in  an  elderly  person,  haemorrhage  in  the  region  of 
the  internal  capsule  is  likely,  and  there  will  often  be  both  hemiparesis  and  hemiparaes- 
thesia  at  the  same  time.  In  a  younger  person  suffering  from  heart  disease,  a  somewhat 
similar  history  would  point  to  embolism  involving  the  posterior  limb  of  the  internal  capsule. 
If,  on  the  other  hand,  there  has  been  a  slow  onset,  with  increasing  headache,  vomiting,  and 
giddiness,  then  a  neoplasm  or  gumma  affecting  the  optic  radiations  or  one  occipital  pole 
will  be  not  unlikely. 

If  the  patient  is  unable  to  see  things  in  the  right  halves  of  his  fields  of  vision,  the  lesion 
will  be  in  his  left  optic  tract,  left  internal  capsule,  left  optic  radiations,  or  left  cuneus,  as 
the  case  may  be,  and  vice  versa. 

Hemianopsia  due  to  migraine  or  to  intermittent  closure  of  cerebral  vessels  will  be 
distinguished  from  that  due  to  the  other  causes  by  its  presence  on  some  occasions  and  its 
absence  on  others. 

I  rregular  or  partial  forms  of  hemianopsia  result  from  irregular  or  partial  lesions  in  the 
optic  tract  or  other  regions  mentioned  above.  The  differential  diagnosis  is  then  more 
difficult,  though  it  is  made  upon  the  same  lines  as  those  described  above.  From  a  dia- 
gnostic point  of  view  it  is  fortunate  perhaps  that  hemianopsia,  when  it  occurs  at  all,  is 
generally  definite,  and  either  bilateral  temporal  or  bilateral  homonymous. 

Herbert  French. 

HEMIPLEGIA  signifies  loss  of  motor  power  in  the  limbs  of  one  side  ;  the  face, 
especially  its  lower  half,  being  affected  frequently  at  the  same  time.  In  the  great  majority 
of  cases  the  face  is  paretic  on  the  same  side  as  the  affected  arm  and  leg,  but  there  is  one 
important  exception,  namely,  when  the  lesion  is  in  one  side  of  the  pons  Varolii,  when  there 
is  paralysis  of  the  face  upon  the  same  side  as  the  lesion,  and  of  the  arm  and  leg  upon  the 
opposite  side — a  condition  known  as  crossed  hemiplegia.  The  lesion  in  most  cases,  how- 
ever, is  in  or  near  the  internal  capsule,  less  often  in  the  motor  cortex,  of  the  opposite  side 
to  that  which  is  hemiplegic.  There  may  or  may  not  be  hemianaesthesia  (p.  610) ;  and  in 
rare  cases,  when  the  lesion  is  far  back  in  the  internal  capsule,  there  may  also  be  Hemi- 
anopsia (p.  300).  When  the  cause  lies  in  the  internal  capsule,  the  paralyzed  muscles  may 
be  either  flaccid  or  spastic,  but  they  do  not  as  a  rule  exhibit  the  athetotic  and  other 
involuntary  movements  that  cortical  lesions  may  give  rise  to  (see  Contractions,  p.  131). 
When  a  patient  has  difficulty  in  speech  associated  with  hemiplegia,  it  is  important  to 
distinguish  dysarthria  from  aphasia  (see  Speech,  Abnormalities  of,  p.  626).  Lesions 
of  the  internal  capsule  often  produce  difficulty  in  using  the  tongue,  which  renders  speech 
mechanically  difficult  (dysarthria) — ^a  very  different  thing  from  the  aphasia  or  difficulty 
in  uttering  the  correct  words  when  the  mechanism  for  the  movements  of  the  tongue  is 
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unaffected.  True  aphasia  associated  with  hemiplegia  suggests  a  legion  at,  or  close  to 
Broca's  area  of  the  cortex  on  the  left  side,  and  is  therefore  far  less  common  with  left-sided 
than  with  right-sided  hemiplegia. 

The  fact  of  hemiplegia  is  generally  not  difficult  to  determine,  though  in  some  cases 
there  may  be  so  slight  a  weakness  that  doubts  arise  as  to  whether  there  is  any  hemiplegia 
at  all.  Routine  examination  of  such  a  patient  will  generally  detect  a  little  inequality  in 
the  degree  to  which  the  eyes  can  be  closed  firmly,  a  slight  difference  in  the  depth  of  the 
two  naso-labial  folds  when  the  patient  opens  his  lips  with  his  teeth  clenched,  a  greater 
difference  than  previously  between  the  two  hand-grips,  as  measured  by  the  dynamometer, 
slightly  brisker  radial  and  ulnar  wrist-jerks,  or  tricipital  and  bicipital  elbow-jerks  upon  the 
affected  side,  inequality  of  the  knee-jerks  with  a  tendency  to  exaggeration  upon  the  paretic 
side,  with  corresponding  extensor  plantar  reflex  and  increased  Achillis  jerk  or  even  ankle- 
clonus.  All  these  changes  will  be  pronounced  in  cases  where  the  hemiplegia  is  more 
definite,  though  if  the  patient  be  seen  within  a  short  time  of  the  onset  of  hemiplegia  from 
cerebral  haemorrhage,  the  tendon  and  other  reflexes — which  will  presently  be  exaggerated 
should  the  patient  survive — ^may  for  the  time  being  be  decreased  or  even  unobtainable 
upon  the  affected  side. 

Stress  is  often  laid  upon  the  presence  or  absence  of  rigidity  in  connection  with  hemi- 
plegia, particularly  according  as  the  rigidity  comes  on  early  or  late  in  the  case.  This  helps 
less,  however,  in  the  diagnosis  than  it  does  in  the  prognosis.  A  few  cases  of  hemiplegia 
are  flaccid  throughout,  though  this  is  uncommon  if  the  patient  survives  and  the  hemiplegia 
persists  ;  in  cases  of  hemiplegia  due  to  cerebral  haemorrhage,  early  rigidity  generally 
suggests  a  smaller  haemorrhage  than  does  early  flaccidity  followed  by  rigidity  ;  so  variable 
is  this,  however,  that  the  point  is  of  less  value  than  has  sometimes  been  supposed. 

It  is  difficult  to  classify  the  causes  of  hemiplegia  satisfactorily,  but  the  following  is  a 
summary  of  those  discussed  : — 

A. — ^The    Commoner    Causes    of    Hemiplegia. 

1.  Hemiplegia  of  Moderately   Rapid  Onset. 

Cerebral  haemorrhage  I        Syphilitic    endarteritis    of    a    middle 

Thrombosis  ofa  middle  cerebral  artery    |  cerebral  artery. 

2.  Hemiplegia  of  Sudden  Onset. 

Embolism  of  the  middle  cerebral  artery^  generally  due  to  mitral  stenosis,  or  to  f ungating 
endocarditis. 

3.  Hemiplegia  dating  from  Birth,  or  from  infancy,  and  resulting  from  : — 


Injury 

Congenital  malformation 

Acute  encephalitis 


Sinus  thrombosis 
Meningococcal  meningitis. 


B. — ^Less    Usual    Causes    of    Hemiplegia. 
General  paralysis  of  the  insane  |  Stab  or  bullet  wound  injuring  the  spinal 


Borderland  sufficiency  of  the  cerebral  cir- 
culation in  old  people  (intermittent 
claudication) 

Cerebral  tumour,  with  or  without  haemor- 
rhage into  it 

Cerebral  abscess 

Hemichorea 


cord  in  the  cervical  region 

Meningitis,  whether  tuberculous,  suppura- 
tive, posterior- basal,  or  epidemic  cere- 
brospinal 

Disseminated  sclerosis 

Caisson  disease 

Hysteria. 


Granted  that  a  patient  is  suffering  definitely  from  hemiplegia,  the  exact  cause  of 
the  symptom  has  to  be  determined.  One  may  say  at  once  that  the  diagnosis  is  easy  in  a 
very  large  proportion  of  cases.  Hemiplegia  of  moderately  rapid  onset  in  a  patient  over 
fifty  years  of  age  is  almost  certainly  due  to  cerebral  hcBtnorrhage,  particularly  when  it  is 
associated  with  coma  (p.  117)  of  rapid  but  not  instantaneous  onset,  when  there  is  a  high 
blood-pressure  and  enlargement  of  the  heart,  with  a  ringing  aortic  second  sound,  with  or 
without  albuminuria  or  other  evidence  of  granular  kidney  or  arteriosclerosis.  If  the 
hemiplegia  has  been  of  gradual  onset  in  a  young  adult,  particularly  if  one  limb  is  very  much 
more  affected  than  the  rest  of  that  half  of  the  body,  if  there  had  been  premonitory 
symptoms  for  some  hours,  or  even  days,  before  the  paresis  became  marked,  and  if  there 


Digitized  by 


Google 


804  HEMIPLEGIA 

has  been  no  loss  of  consciousness,  the  great  probability  is  that  the  patient  is  suffering  from 
syphilitic  endarteritis  of  the  middle  cerebral  artery,  with  or  without  secondary  thrombosis. 
The  diagnosis  may  be  confirmed  by  a  history  of  syphilis,  by  the  occurrence  of  cutaneous 
ulcers  or  other  syphilitic  lesions,  or  by  a  positive  Wassermann's  serum  reaction. 

If  the  patient  is  young,  if  the  hemiplegia  has  been  of  absolutely  sudden  onset,  generally 
without,  but  sometimes  with,  loss  of  consciousness,  the  probability  of  embolism  of  the 
middle  cerebral  artery,  secondary  to  mitral  stenosis  or  to  [ungating  endocarditis,  will  be  con- 
siderable, and  the  diagnosis  will  generally  be  confirmed  by  physical  examination  of  the 
heart,  and  by  inquiry  into  the  history  as  regards  acute  rheumatism,  chorea,  or  other 
rheumatic  affections.  In  cases  of  fungating  endocarditis  one  would  look  for  the  signs 
described  on  p.  34. 

If  the  patient  has  been  hemiplegic  from  birth  or  from  early  infancy,  the  probability 
is  that  there  has  either  been  an  injury  to  the  opposite  side  of  the  brain  at  birth,  or  congenital 
mcUformation  of  that  side,  or  acute  inflammation  of  it  after  birth — the  result  perhaps  of 
acute  encephalitis,  sinus  thrombosis,  or  even  meningococcal  meningitis  which  has  recovered. 
It  is  particularly  in  these  infantile  cases  that  hemiathetosis  is  liable  to  be  associated  with 
the  hemiplegia. 

Although  the  above  are  by  far  the  commonest  causes  of  hemiplegia  at  the  different 
age-periods,  it  is  possible  for  them  to  overlap  as  regards  age  incidence ;  and  one 
occasionally  sees  fatal  cerebral  haemorrhage,  apparently  of  the  senile  type,  in  persons  not 
much  over  twenty  ;  similarly,  syphilitic  thrombosis  of  the  middle  cerebral  artery  may 
not  occur  until  after  fifty  ;  fungating  endocarditis  followed  by  cerebral  embolism  may 
occur  at  any  age,  though  it  is  commonest  in  young  persons  ;  the  same  applies  to  cerebro- 
spinal meningitis.  The  diagnosis  will  be  indicated,  if  at  all,  by  other  symptoms  than  the 
hemiplegia.  In  doubtful  cases  assistance  may  be  derived  from  lumbar  puncture  and 
analyses  of  the  cerebrospinal  fluid  :  the  following  are  some  of  the  main  points  in  which  the 
latter  may  differ  from  the  normal  under  various  pathological  conditions  : — 

Appearance, — Cerebrospinal  fluid  is  normally  quite  clear  and  free  from  colour,  so 
that  in  a  test-tube  it  may  be  difficult  to  distinguish  it  from  water  ;  when  there  are  inflam- 
matory changes  in  the  central  nervous  system,  particularly  in  all  the  acute  forms  of 
meningitis,  the  fluid  becomes  opalescent,  turbid,  purulent,  or  even  fibrinous  ;  and,  instead 
of  being  colourless,  it  may  develop  a  yellow  or  reddish-brown  colour — when  coagulable 
proteid  is  also  present  the  combination  has  been  termed  the  xantho-proteic  reaction. 

Specific  Gravity. — Its  normal  specific  gravity  is  low,  lying,  as  a  rule,  between  1'004 
and  1*007.  It  may  retain  a  normal  specific  gravity  even  in  diseased  conditions,  for  instance, 
in  cases  of  general  paralysis  of  the  insane  ;  but  with  inflammatory  changes,  such  as 
meningitis,  the  specific  gravity  is  liable  to  increase. 

Tension. — Normally  the  fluid  drops  out  through  the  lumbar-puncture  needle  at  the 
rate  of  60  drops  per  minute.  If  it  exudes  at  a  lower  rate  than  this  no  definite  deduction 
can  be  drawn  ;  but  if  the  rate  of  outflow  is  higher  than  one  drop  per  second,  it  indicates 
a  condition  of  hypertension  due  to  disease  such  as  meningitis,  cerebral  tumour,  haemor- 
rhage, or  abscess. 

Reaction. — Cerebrospinal  fluid,  normal  or  abnormal,  is  always  alkaline. 

Cryoscopy. — ^The  normal  freezing  point  of  the  cerebrospinal  fluid  is  -  0-55°  C.  ;  in 
disease  it  may  be  either  above  or  below  this  ;  generally  speaking,  the  greater  the  diminution 
in  the  freezing  point  the  more  likely  is  acute  organic  disease  to  be  present  in  the  central 
nervous  system. 

Sugar. — The  amount  of  reducing  substance  in  normal  cerebrospinal  fluid,  estimated 
by  the  reduction  of  Fehling's  solution,  is  approximately  1*5  parts  per  1000  ;  in  diabetes 
inellitus  this  is  more  or  less  increased  ;  what  the  figures  are  in  other  conditions  has  not 
yet  been  established  fully,  but  there  is  some  evidence  to  show  that  the  sugar  is  materially 
decreased  in  dementia  praecox. 

Urea. — Urea  in  cerebrospinal  fluid  amounts  normally  to  0'15  parts  per  1000  ;  the 
disease  in  which  there  is  any  material  increase  in  this  is  uraemia,  and  the  excess  of  urea  in 
cerebrospinal  fluid  in  this  condition  is  sometimes  an  important  point  in  the  differential 
diagnosis  in  cases  of  coma. 

Proteids, — ^There  is  little  if  any  coagulable  proteid  in  normal  cerebrospinal  fluid  ; 
careful  analyses  have  shown  that  no  albumin  is  present,  but  that  there  are  traces  of 
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globulin  ;  in  diseased  conditions,  particularly  those  associated  with  inflammation  within 
the  cranium  or  spinal  canal,  there  are  albumin,  more  globulin  than  normal,  and  often 
some  nucleo-proteid. 

Choline, — Some  stress  was  laid  at  one  time  upon  the  supposed  fact  that  choline 
platino-chloride  crystals  were  obtainable  from  the  cerebrospinal  fluid  when  acute  nervous 
degeneration  was  taking  place,  and  not  in  health :  but  the  tests  employed  were  unreliable, 
and  the  general  opinion  now  is  that  deductions  drawn  from  analyses  for  choline  are 
erroneous,  even  when  the  choline  periodide  crystals  are  tested  for  instead  of  the  platino- 
chloride. 

Cyiological  Examination. — ^The  normal  fluid  is  practically  free  from  cells,  although, 
owing  to  the  impossibility  of  avoiding  slight  injury  to  vessels  by  the  introduction  of  the 
lumbar-puncture  needle,  a  few  red  corpuscles  are  generally  found  in  the  centrifugalized 
deposit,  and  a  few  leucocytes  corresponding  to  the  numbers  that  would  be  expected  in  the 
blood  represented  by  the  red  cells.  It  is  probable  that  cerebrospinal  fluid  obtained  quite 
free  from  blood  contamination  would  be  free  from  leucocj'tes.  Quite  otherwise  is  it  in 
certain  diseases — not  only  in  acute  lesions,  such  as  meningitis,  but  also  in  chronic  degenera- 
tions, such  as  general  paralysis  of  the  insane.  It  is  important  to  examine  the  centrifugalized 
deposit,  not  merely  for  the  presence  or  absence  of  leucocytes,  but  also  for  the  difl'erent 
relative  proportions  of  polymorphonuclear  cells  and  of  lymphocytes.  A  considerable 
number  of  polymorphonuclear  cells  generally  indicates  bacterial  infection  of  the  sub- 
arachnoid space  by  some  organism  other  than  the  tubercle  bacillus,  especially  streptococci, 
staphylococci,  pneumococci,  and  meningococci.  Some  degree  of  polymorphonuclear 
excess  may,  however,  accompany  the  characteristic  lymphocytosis  of  a  few  cases  of  tuber- 
culous meningitis.  Mononuclear  proliferation — lymphocytosis — indicates,  as  a  rule,  a 
subacute  or  chronic  inflammatory  or  degenerative  condition  ;  it  almost  invariably  accom- 
panies syphilitic  lesions  of  the  central  nervous  system,  particularly  general  paralysis  and 
tabes  dorsalis  ;  it  is  also  to  be  expected  in  tuberculous  meningitis,  and  in  sleeping  sickness. 
It  is  not,  however,  pathognomonic  of  any  of  these,  for  it  has  been  observed  also  in  entirely 
different  conditions,  such  as  herpes  zoster,  acute  anterior  poliomyelitis,  some  cases  of 
cerebral  tumour,  lymphatic  leukaemia,  chloroma,  and  even  mumps.  Although  lympho- 
cytosis generally  indicates  chronic  mischief,  and  polymorphonuclear  leucocytosis  acute 
infection,  in  the  later  stages  even  of  acute  microbial  infections  mononuclear  cells  may  be 
more  numerous  in  the  cerebrospinal  fluid  than  are  the  polymorphonuclears.  In  a  few 
cases  of  new  growth,  especially  sarcoma,  affecting  the  spinal  cord  or  its  meninges  the 
diagnosis  has  been  suggested  by  the  discovery  of  large  atypical  cells  in  the  fluid  obtained 
by  lumbar  puncture. 

Bacieriological  Examination. — Normal  cerebrospinal  fluid  is  absolutely  sterile.  In 
pathological  conditions  it  may  be  examined  bacteriologically  in  various  ways,  including 
direct  staining  of  films  made  from  the  centrifugalized  deposit,  cultural  methods,  and 
inoculation  into  animals.  The  most  important  organisms  that  have  been  found  are  the 
pneumococcus,  streptococcus,  bacillus  tuberculosis,  meningococcus  (Weichselbaum's 
Diplococcus  intracellularis  meningitidis),  pneumobacillus,  staphylococcus,  bacillus  typhosus, 
bacillus  influenzae,  spirochseta  pallida,  and,  probably  as  a  terminal  infection  only,  the 
Bacillus  coli  communis.  The  cerebrospinal  fluid  may  be  used  for  testing  for  Wassermann's 
reaction  for  syphilis  in  the  same  way  as  is  blood  serum  ;  the  test  is  not  necessarily  positive 
in  the  former  when  it  is  in  the  latter,  but  when  the  cerebrospinal  fluid  itself  gives  a  positive 
reaction,  there  is  almost  certainly  active  syphilitic  disease  of  the  nervous  system.  It  is 
important  to  know  that  a  negative  Wassermann  reaction  in  the  blood  does  not  exclude 
syphilis  of  the  nervous  system — the  blood  is  negative  in  not  a  few  cases  of  tabes  dorsalis, 
for  example,  even  when  no  antisyphilitic  remedies  have  been  employed.  The  Treponema 
pallidum  (Spirochceta  pallida)  has  been  found  in  the  cerebrospinal  fluid,  but  it  is  more  likely 
to  be  detected  in  the  local  syphilitic  lesions.  The  only  protozoon  at  all  constantly  met  with 
in  the  cerebrospinal  fluid  in  disease  is  the  Trypanosoma  gambiense  in  cases  in  which  the 
trypanosomiasis  has  reached  the  stage  of  sleeping  sickness. 

Amongst  the  less  usual  causes  of  hemiplegia  it  is  worthy  of  particular  mention  that 

general  paralysis  of  the  insane  sometimes  attracts  little  or  no  attention  until  a  seizure  of 

some  kind  occurs,  this  seizure  not  infrequently  being  epileptiform,  and  sometimes  producing 

a  hemiplegia  closely  simulating  that  due  to  cerebral  haemorrhage.     The  diagnosis  may 
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remain  uncertain  until  the  course  of  the  case  can  be  followed,  but  Wassermann's  serum 
reaction,  and  the  lymphocytosis  in  the  cerebrospinal  fluid,  may  each  serve  to  point  to 
the  true  nature  of  the  case.  Another  feature  is  the  verj"^  rapid  rate  of  temporary  recovery 
exhibited  by  some  patients  :  deeply  comatose  and  hemiplegic  when  seen  upon  the  day  of 
seizure,  nearly  all  the  symptoms  may  have  disappeared  by  the  next  morning  in  a  way  that 
would  be  unusual  were  they  due  to  a  haemorrhage  of  sufficient  size  to  cause  so  deep  a  coma. 

In  elderly  people,  incomplete  hemiplegia  may  occur  rapidly  but  transiently  over  a 
period  of  years,  in  such  a  way  as  to  suggest  during  the  first  attack  or  two  that  there  has 
been  an  actual  extravasation  of  blood  within  the  brain.  The  rapidity  with  which  the 
hemiplegic  symptoms  may  disappear,  and  the  way  in  which  they  may  recur  and  yet  dis- 
appear again  each  time,  render  it  probable  that  these  patients  are  not  suffering  from  the 
effects  of  recurrent  small  haemorrhages,  but  from  a  condition  of  partial  occlusion  of  their 
cerebral  vessels  by  atheroma  to  such  an  extent  that,  whereas  the  circulation  is  just  sufficient 
for  the  needs  of  the  brain  at  one  time,  it  is  just  insufficient  at  other  times  ;  the  result  being 
that  when  the  insufficiency  of  cerebral  circulation  is  most  in  evidence,  weakness  of  a  hemi- 
plegic type  ensues,  to  disappear  when  rest  in  bed  restores  the  cerebral  circulation  to  a 
sufficiency  again.  Cases  of  this  kind  have  been  spoken  of  as  suffering  from  intermittent 
claudication,  as  though  the  vessels  could  alternately  dilate  and  close  up  spontaneously  ; 
but  there  is  evidence  to  show  that  there  are  no  efficient  vasomotor  nerves  in  the  cranial 
vessels,  so  that  the  theory'  of  borderland  sufficiency  of  circulation  through  atheromatous 
vessels  is  more  probable  than  that  of  intermittent  claudication. 

Cerebral  tumour  or  cerebral  abscess  may  produce  hemiplegia  by  infiltrating  either  the 
cerebral  cortex  or  the  pyramidal  tract  directly,  or  by  these  becoming  involved  in  the 
softening  around  the  tumour  or  the  abscess  ;  in  most  cases  there  will  be  a  history  of  weeks 
or  months  of  headache,  giddiness,  and  effortless  vomiting,  with  or  without  signs  of  irritation 
previous  to  the  paralysis  ;  ophthalmoscopic  examination  will  frequently  reveal  optic 
neuritis  of  the  choked  disc  type  (Plate  XIX,  Fig,  k,  p.  416),  and  in  the  abscess  cases  there 
will  generally  be  a  predisposing  cause,  particularly  otitis  media.  It  is  well  known,  however, 
that  either  a  tumour  or  an  abscess  within  the  cranium  may  be  latent  for  months,  and  in 
some  such  cases  symptoms  may  come  on  acutely,  especially  if  there  has  been  haemorrhage 
into  a  softening  tumour.  Ordinary  cerebral  haemorrhage  may  be  simulated  in  this  way, 
but  if  well-marked  optic  neuritis  is  found  in  both  eyes,  it  is  probably  not  a  haemorrhage 
only.  The  existence  of  pyrexia  is  not  by  itself  evidence  of  abscess,  for  haemorrhage  near 
the  internal  capsule,  or  in  the  motor  cortex,  often  leads  to  some  rise  of  temperature  for 
the  time  being,  whilst  pontine  haemorrhage  is  not  infrequently  associated  with  hj'per- 
pyrexia,  and  in  not  a  few  cases  of  intracranial  abscess  pyrexia  is  conspicuously  absent. 

Injury  to  the  Spinal  Cord  in  the  Cervical  Region  is  a  very  rare  cause  of  paralysis  of  the 
arm  and  leg  upon  the  same  side  ;  first,  because  trauma  here  is  extremely  liable  to  damage 
more  than  half  the  cord  ;  and,  secondly,  because  the  injur^^  must  involve  the  lower  part 
of  the  cervical  enlargement  if  the  arm  is  to  be  paralyzed,  and  it  is,  therefore,  very  liable 
indeed  to  interfere  with  the  subsidiary  respiratory  centres,  and  thus  prove  rapidly  fatal. 
Occasionally,  however,  either  a  knife  stab  or  a  bullet  wound  on  one  side  of  the  neck  produces 
hemiplegia  with  evidence  of  unilateral  paralysis  of  the  diaphragm  as  observed  when  the 
patient's  abdominal  respiratory  movements  are  watched  in  a  good  light.  It  has  sometimes 
been  asserted  that  the  patient  will  have  anaesthesia,  not  of  the  same,  but  of  the  opposite 
side  of  the  body  :  in  practice  this  is  not  generally  the  case,  the  hemiplegia  and  the  hemi- 
anaesthesia  being  on  the  same  side  as  the  lesion  in  at  least  some  instances. 

Children  of  a  rheumatic  tendency,  who  are  subject  to  chorea,  sometimes  present  the 
movements  of  the  latter  upon  one  side  of  the  body  only — hemichorea  ;  both  before  the 
actual  movements  appear  and  after  they  have  ceased  there  is  apt  to  be  considerable,  and 
occasionally  extreme,  weakness  of  the  affected  side  ;  so  much  so  that  some  intracranial 
lesion  may  be  suspected,  unless  there  has  been  clear  evidence  of  the  existence  of  chorea. 

Occasionally,  weakness  of  a  hemiplegic  nature  may  be  the  first  symptom  of  meningitis, 
whether  tuberculous,  suppurative,  posterior  basal,  or  epidemic  cerebrospinal  ;  sometimes, 
upon  post-mortem  examination  a  definite  unilateral  softening,  or  a  tuberculous  nodule 
affecting  the  pyramidal  fibres,  may  be  found  to  account  for  this  ;  but  more  often  the  appear- 
ances seen  after  death  fail  to  explain  why  there  should  have  been  unilateral  paretic 
symptoms.     In  the  earlier  stages  the  diagnosis  may  be  quite  obscure,  but  sooner  or  later 
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the  paresis  becomes  bilateral,  and  the  course  of  the  disease  indicates  meningitis  beyond 
doubt,  especially  if  there  are  convulsions,  vomiting,  and  optic  neuritis.  Choroidal  tubercles 
may  be  detected  in  some  cases  {Plate  XX,  Fig,  if.  p.  418),  and  the  cerebrospinal  fluid 
may  be  examined  cytologically  and  bacteriologically. 

Disseminated  Sclerosis  is  a  very  slowly  progressive  disease,  in  which  during  the  earlier 
stages  the  foci  of  sclerosis  are  few  and  quite  irregularly  distributed,  so  that  whereas  in 
the  later  stages  ataxy,  intention  tremor,  more  or  less  spasticity  with  increased  knee-jerks, 
extensor  plantar  reflexes,  ankle-clonus,  and  either  slurred  or  staccato  speech,  are  to  be 
expected,  these  are  only  present  when,  in  the  course  of  years,  numbers  of  sclerotic  foci 
have  accumulated  in  the  spinal  cord  and  brain  ;  long  previous  to  this  there  have  been 
irregular  symptoms,  amongst  which  may  be  hemiplegia  ;  the  diagnosis  at  this  stage  is 
often  a  matter  of  opinion  only,  though  if  the  patient  can  be  watched  over  a  sufficient  length 
of  time  the  nature  of  the  case  ultimately  becomes  obvious. 

The  symptoms  of  caisson  disease  are  due  to  the  liberation  of  air  bubbles  in  the  nervous 
system,  and  what  the  symptoms  will  be  depends  on  where  these  bubbles  are  ;  in  most 
instances  they  are  widely  scattered,  so  that  bilateral  paralyses  are  more  common  than 
unilateral ;  it  is  possible,  however,  for  caisson  disease  to  produce  hemiplegia  if  a  relatively 
large  air  bubble  becomes  liberated  in  or  near  the  internal  capsule.  The  diagnosis  depends 
on  the  history  and  occupation. 

Hysteria  may  be  responsible  for  almost  any  form  of  nerve  symptom,  hemiplegia  being 
not  an  uncommon  variety.  There  is  no  wasting,  except  that  which  may  be  due  to  disuse  ; 
the  knee-jerks  may  be  exaggerated,  but  the  plantar  reflexes  will  remain  flexor,  and  there 
is  no  ankle-clonus  ;  the  face,  as  a  rule,  is  unaffected  ;  if  the  patient,  lying  flat  u|>on  her 
back,  is  asked  to  raise  her  legs  from  the  bed,  she  will  raise  the  sound  leg,  but  not  that  which 
is  paretic  ;  whereas,  in  a  case  in  which  there  is  incomplete  paralysis  of  one  leg  due  to 
organic  lesions  of  the  upper  neuron  upon  one  side,  an  attempt  to  raise  the  leg  in  this  way 
often  leads  to  the  paretic  leg  being  lifted  as  well  as  the  other.  The  sex  and  age  of  the 
patient,  her  previous  history,  and  the  presence  possibly  of  other  functional  nerve  symptoms 
(p.  465),  would  indicate  the  diagnosis.  Herbert  French, 

HICCOUGH  is  a  symptom  which  more  often  than  not  has  no  clinical  significance, 
resulting,  as  it  does  even  in  the  healthiest  people,  from  excessive  laughter,  from  stimulation 
of  certain  reflex  spots,  especially  about  the  chin,  from  tickling,  or  even  coming  on  spon- 
taneously without  any  obvious  cause  at  all. 

Occasionally,  however,  hiccoughing  may  be  so  persistent,  or  may  reach  so  alarming 
a  degree,  that  it  becomes  of  clinical  importance.  The  patients  may  be  divided  into  two 
groups,  namely,  those  in  whom  there  is  already  severe  illness,  and  those  who  are  not 
obviously  ill.  Of  the  former  group  there  are  two  main  types — the  Alcoholic  and  the 
Peritonitic.  No  difficulty  of  diagnosis  arises  between  these  two  ;  the  drunken  person's 
hiccough  has  a  character  of  its  own.  The  patient  who  has  an  acute  abdominal  condition 
associated  with  hiccough  will  have  presented  grave  symptoms  long  before  hiccough  sets 
in,  the  diagnosis  often  having  been  arrived  at  by  urgent  laparotomy.  Hiccough  in  these 
cases  does  not  serve  to  distinguish  between  acute  peritonitis  due  to  whatever  cause,  acute 
hsemorrhagic  pancreatitis,  acute  intestinal  obstruction  from  any  cause,  or  acute  post- 
operative dilatation  of  the  stomach  ;  its  occurrence  and  persistence,  however,  indicate  a 
ver>'  grave  prognosis. 

When  persistent  or  recurrent  hiccough  is  a  troublesome  symptom  in  a  patient  who 
is  not  obviously  ill — so  troublesome  that  something  more  than  a  simple  hiccough  has  to 
be  thought  of — three  main  types  of  malady  will  suggest  themselves,  namely  : — 

1.  Hysteria  or  neurosis. 

2.  Mediastinal  irritation  of  vagi  or  phrenic  nerves,  e.g.,  by  caseous  glands. 

3.  Degenerative  changes  in  the  medulla  oblongata. 

None  of  these  three  types  is  at  all  common,  and  their  diagnosis  during  life  is  often  a 
matter  of  opinion. 

Functional  Hiccough  is  a  remarkable  malady  hardly  to  be  mistaken.  The  patient 
is  generally  a  girl  between  15  and  25  years  of  age,  and  she  may  hiccough  persistently 
throughout  her  waking  hours  for  weeks,  at  the  rate  of  two  or  three  times  a  minute.  She 
will  sleep  well,  and  the  hiccough  stops  during  sleep.     She  will  eat  well,  but  may  hiccough 
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during  meals  in  a  most  distressing  way.  She  will  have  exaggerated  knee-jerks,  brisk 
flexor  plantar  reflexes,  and  she  will  be  amenable  to  treatment  by  suggestion.  Whether 
treated  or  not,  the  hiccough  will  cease  in  time,  though  it  may  persist  on  and  off  for 
weeks ;  often  it  will  be  noticed  to  have  come  in  the  place  of  some  other  neurosis 
(p.  4-65),  and  when  it  goes  it  may  be  replaced  by  other  functional  nerve  symptoms. 

Irritation  of  a  Vagus  or  Phrenic  Nerve  by  something  in  the  mediastinum  causes 
recurrent  attacks  of  intractable  hiccough  only  in  rare  cases.  In  a  child,  the  least  uncom- 
mon cause  is  tuberculous  caseation  of  bronchial  and  mediastinal  glands ;  these  seldom  obstruct 
a  bronchus  or  in  other  mechanical  ways  afford  evidence  of  their  presence  ;  but  they  may 
be  associated  with  periodic  attacks  of  febrile  illness  in  a  patient  who  looks  delicate,  and 
who  has  been  in  the  habit  of  drinking  much  milk  ;  and  there  may  be  evidence  of  chronic 
enlargement  of  the  glands  elsewhere,  particularly  those  in  the  neck  or  in  the  abdomen.  It 
may  be  possible  to  see  the  shadow  of  the  gland  with  the  a;-rays  (Fig,  61,  p.  149).  Adherent 
pericardium,  or  any  cause  of  great  enlargement  of  the  heart,  may  also  produce  hiccough. 
In  an  adult  the  least  uncommon  causes  are  either  malignant  or  lymphadenomatous 
deposits  in  the  mediastinum,  or  else  fibrous  mediastinitis.  The  former  may  be  indicated 
by  reason  of  there  being  symptoms  of  a  primary  growth  in  the  oesophagus  or  elsewhere, 
or  by  progressive  varicosity  of  the  veins  of  the  chest  wall,  or  signs  of  recent  and  increasing 
obstruction  to  a  bronchus  ;  chronic  mediastinitis  has  generally  been  preceded  by  repeated 
attacks  of  pleurisy  and  pericarditis,  especially  in  those  subject  to  acute  rheumatism. 
Hiccough  is  an  exceptional  symptom  in  these  cases. 

Uraemic  Hiooougli  is  rare,  but  it  may  be  persistent  and  of  grave  omen.  A  few  patients 
suffering  from  serious  but  not  urgent  abdominal  disease  develop  distressing  hiccough  in 
some  reflex  way  that  is  not  understood  ;  in  a  few  instances  it  may  be  that  the  diaphragm 
is  being  irritated,  for  example  by  secondary  deposits  oi  cancer  in  the  liver,  o,  gumma  or  abscess 
in  the  liver,  an  infarct  in  the  spleen,  or  a  carcinoma  of  the  stomach  ;  but  sometimes  the 
mischief  seems  far  removed  from  the  diaphragm — a  carcinoma  of  the  sigmoid  colon,  for 
instance,  or  cancer  of  the  womb,  even  when  there  are  no  secondary  deposits. 

Finally,  if  hiccough  is  due  to  degeneration  or  softening  of  the  medullary  centres,  it  will 
almost  certainly  be  associated  with  other  symptoms  of  cerebral  or  spinal  mischief ;  in 
a  young  adult  there  might  be  a  suggestive  history  of  syphilis  or  chronic  alcoholism,  whilst 
in  an  older  person  there  would  be  thickened  and  tortuous  arteries,  a  high-tension  pulse, 
an  enlarged  heart,  arcus  senilis,  possibly  albuminuria  in  an  abundant  urine  of  low  specific 
gravity — signs  of  senile  degenerative  changes.  Herbert  French, 


HIPPUS. — (See  Pupil,  Abnormalities  of  the,  p.  551.) 
HUSKINESS. — (See  Speech,  Abnormalities  of,  p.  623). 


HYPERACUSIS,  or  undue  sensitiveness  to  ordinary  noises  or  sounds,  is  seldom  a 
symptom  pointing  to  disease  of  the  ear  itself ;  aural  lesions  such  as  otitis  media  nearly 
always  cause  impaired  hearing  or  actual  Deafness  (p.  163),  and  not  hyperacusis.  The 
latter  is  complained  of  rather  by  those  whose  brain  centres  are  in  an  unstable,  irritable, 
over-strained,  or  excitable  state  as  the  result  of  either  local  or  general  conditions  which 
include  the  following  : — 

1.  Local  Causes: — 

(a).  With  gross  lesions  of  the  brain  itself. 

Tuberculous  meningitis  \  Karlv  I    ^u'""^*  of  the  brain 

Meningococcal  meningitis  r  |.  Abscess  of  the  brain 

Suppurative  meningitis  J  ^^^^^^  ,   Tumour  of  the  brain. 
Pachymeningitis 

(6).  Without  gross  lesions  of  the  brain  itself,  but  affecting  the  latter  reflexly  from  the 
severity  of  local  pain  : — 
Tic  douloureux  Severe    headache    from    any    cause 


Glaucoma 

Iritis 

Inflammatory  conditions  of  the  scalp 

(c.)  After  injury  to  the  he^d — concussion. 


(p.  293),  especially  sick  headache 
or  migraine. 
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2.  General  Causes : — 

(a)  During  convalescence  from  any  severe  illness,  especially  fevers. 


(b)  Strychnine  poisoning 
Tetanus 
Malaria 


Secondary  syphilis 

High  blood-pressure  conditions 

Neurasthenia 


Hysteria 
Hypochondriasis 
Graves's  disease. 


The  circumstances  of  the  case  will  nearly  always  indicate  the  nature  of  the  cause. 
Probably  the  most  marked  instances  of  hyperacusis  are  met  with  in  association  with  tic 
douloureux ;  it  is  not  so  much  perhaps  that  the  patient  hears  more  acutely  than  usual,  as 
that  she  dreads  the  onset  of  a  paroxysm  of  facial  pain  which  may  be  brought  on  suddenly 
and  acutely  by  almost  anything,  and  often  by  hearing  a  door  bang,  or  somebody  talking 
loudly  ;  she  therefore  complains  of  the  least  noise,  and  keeps  herself  shut  up  in  her  room, 
from  which  all  sounds  are  excluded  by  all  kinds  of  special  devices. 

The  neurasthenic  patient  who  suffers  from  hyperacusis  is  to  be  pitied  greatly  ;  for 
though  suffering  from  no  serious  organic  disease,  he  dreads  all  sounds  so  much  that  he 
becomes  an  almost  useless  member  of  society,  a  misery  to  himself  and  his  friends.  His 
functional  sufferings  may  be  so  bad  as  to  drive  him  to  desperation  and  to  suicide. 

The  desire  for  perfectly  silent  surroundings  during  an  attack  of  sick  headache  or  of 
migraine  is  familiar  to  all.  The  remaining  affections  in  the  list  above  need  not  be  dis- 
cussed in  detail  here,  for  they  will  be  associated  with  other  symptoms  that  will  point  to  the 
differential  diagnosis — Convulsions  (p.  143)  for  example ;  or  Eye,  Acute  Inflammation 
OF  (p.  231),  or  Vomiting  (p.  763),  and  so  on.  One  would  add,  however,  that  before 
diagnosing  a  case  as  purely  functional,  the  blood-pressure  should  be  measured  instrument- 
ally,  and  the  urine  tested  for  albumin,  in  case  the  cause  is  arteriosclerosis  or  chronic 
nephritis  with  hyperpiesis  ;  and  in  not  a  few  cases  it  is  advisable  to  have  the  blood  tested  for 
\^'^assermann's  reaction,  for  it  is  surprising  how  often  obscure  nerve  symptoms  that  at  first 
sight  appear  purely  functional  really  have  a  syphilitic  basis.  Herbert  French. 

HYPERIDROSIS.--(See  Sweating,  Abnormalities  of,  p.  654.) 

HYPERPYREXIA. — The  point  at  which  pyrexia  becomes  hyperpyrexia  is  arbitrary ; 
by  some  it  is  fixed  at  105°  F.,  by  others  at  106"*  F.  It  may  occur  occasionally  in  many 
different  diseases,  but  it  is  seldom  itself  of  diagnostic  significance.  The  patient  will  nearly 
always  have  exhibited  other  symptoms  or  signs  pointing  to  the  diagnosis  ;  therefore  the 
following  list  of  maladies  in  which  hyperpyrexia  may  occur  needs  little  discussion  : — 


Fevers  of  Microbial, 

Lobar  pneumonia 

Bronchopneumonia 

Scarlatina 

Pyemia 

Septicapmia 

Erysipelas 

Typhoid  fever 

Typhus  fever 

Tetanus 


or   probably   of  Microbial,  Origin : — 


Malignant  endocarditis 
General  tuberculosis 
Tuberculous  meningitis. 
Posterior  basal  meningitis 
Epidemic  cerebrospinal  menin- 
gitis 
Suppurative  meningitis 
Malaria 
Relapsing  fever 


Cholera 
Dysentery 
Yellow  fever 
Rheumatic  fever 
Chorea  insaniens 
Uraemia  due  to  ascending 

nephritis 
Pyelitis. 


B.  Lesions  of  the  Central  Nervous   System  :- 


Cerebral  htemorrhage,  especially  pon- 
tine, or  into  one  optic  thalamus 

Fractured  skull,  with  contusion  of  the 
brain 

Cerebral  softening 


Cerebral  tumour  or  abscess,  especially 
tumour  of  the  pons  Varolii 

Fractured  spine,  especially  in  the  lower 
cervical  or  upper  dorsal  regions 

Acute  myelitis  after  injury. 


C.  Affections  that  are  less  easy  to  classify  :- 


After  burns  or  scalds 
Heat  stroke  or  sunstroke 
Infantile  convulsions 
Delirium  tremens 

D.  Hysteria. 


Uraemia  other  than  that  due  to  septic 

nephritis 
Acute  yellow  atrophy  of  the  liver. 


There  are,  however,  certain  small  points  about  hyperpyrexia  that  may  be  important 
in  diagnosis. 
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Acute  rheumatism  is  often  stated  to  be  a  prominent  cause  of  it  ;  as  a  matter  of  fact, 
hyperpyrexia  is  excessively  rare  in  acute  rheumatism,  so  that  should  it  occur  in  a  case  that 
has  been  regarded  as  rheumatic  fever,  the  diagnosis  should  be  very  carefully  revised,  lest 
it  really  be  septicaemia. 

In  children  the  physical  signs  alone  may  leave  one  in  doubt  as  to  whether  there  is 
bronchitis  only,  or  bronchopneumonia,  or  even  general  tuberculosis  of  the  lungs  ;  the 
occurrence  of  hyperpyrexia  generally  indicates  that  there  is  more  than  bronchitis  ;  if  the 
patient  is  not  particularly  livid,  bronchopneumonia  is  more  likely  than  general  tuber- 
culosis ;  the  latter  becomes  the  more  probable  the  more  ill  the  patient  is  out  of  proportion 
to  the  physical  signs.  Occasionally  hyperpyrexia  occurs  in  an  infant  or  child  after  a  fit, 
without  any  definite  cause  being  assignable  either  for  the  convulsion  or  for  the  high  tem- 
perature, and  without  any  serious  consequence  resulting. 

In  tuberculous  meningitis  hyperpyrexia  is  generally  terminal  ;  in  posterior-basal 
meningitis,  on  the  other  hand,  it  sometimes  occurs  periodically  and  transiently,  producing 
acute  upward  '  spikes  '  upon  a  temperature  curve  that  is  not  otherwise  very  high  ;  these 
pyrexial  'crises'  (Fig,  253,  p.  591),  as  they  have  been  called,  point  to  posterior-basal 
rather  than  to  the  more  serious  tuberculous  meningitis. 

Hyperpyrexia  may  sometimes  serve  as  the  chief  point  in  distinguishing  pontine  hemor- 
rhage or  heat-stroke  from  other  forms  of  coma,  such  as  acute  alcoholism  or  opium  poisoning  ; 
in  the  latter,  the  temperature  is  below  normal.  The  circumstances  of  the  case,  such  as 
climatic  conditions  or  occupations,  will  generally  serve  to  distinguish  between  heat-stroke 
and  pontine  haemorrhage. 

After  an  injury  to  the  back — for  instance,  by  a  fall  in  the  hunting  field — the  occurrence 
of  hyperpyrexia  sometimes  serves  to  exclude  the  diagnosis  of  a  mere  bruising,  and  to  point 
to  the  gravity  of  the  conditions — ^a  fractured  or  dislocated  spine  near  the  cervical  region, 
or  acute  traumatic  myelitis  or  softening  of  the  upper  part  of  the  spinal  cord. 

The  diagnosis  of  the  other  diseases  mentioned  in  the  above  list  is  not  much  assisted 
by  the  occurrence  of  hyperpyrexia. 

It  only  remains  to  add  a  word  or  two  about  hysteria  and  high  temperatures.  There 
can  be  no  doubt  that,  in  exceptional  cases,  nearly  all  of  which  are  of  the  female  sex,  the 
mercury  in  the  clinical  thermometer  does  actually  rise  to  a  very  high  figure  without  there 
being  any  corresponding  illness  in  the  patient.  Malingerers  have  sometimes  learned  a  trick, 
such  as  compressing  the  bulb  of  the  thermometer  enough  to  send  the  mercury  up  ;  but 
quite  apart  from  malingering,  there  are  females  in  whom,  for  some  reason  that  is  not  yet 
understood,  the  mercury  really  does  record  temperatures  that  are  not  those  of  the  internal 
tissues.  Readings  have  been  taken  simultaneously  in  the  mouth,  armpits,  and  rectum, 
all  possibility  of  malingering  being  excluded  by  special  precautions  ;  all  the  thermometers 
registered  hyperpyrexia.  The  diagnosis  is  generally  made  by  the  fact  that  the  readings 
are  so  high  that  they  must  be  unreal  ;  the  following  have  been  recorded  in  various  cases  : 
107%  108%  111%  113%  115-8%  116-4%  117%  120-8%  122%  127%  128%  and  even  131°  F.  In 
most  of  these  patients  the  symptoms  were  slight,  though  sometimes  there  have  been 
flushings,  headache,  restlessness,  and  various  functional  nerve  symptoms,  or  even  delirium 
and  convulsions.  Unless  it  is  at  once  obvious  that  the  patient  is  not  really  ill,  there  must 
always  be  difficulty,  danger,  and  anxiety  in  arriving  correctly  at  the  diagnosis  of  hysterical 
hyperpyrexia  ;  the  nature  of  the  case  may  remain  in  doubt  until  the  course  and  result 
have  been  watched.  Herbert  French. 

HYPERTROPHY  OF  THE  HEART.— (See  Enlargement  of  the  Heart,  p.  206.) 

HYPOTHERMIA  signifies  a  condition  of  subnormal  temperature,  and  generally  speak- 
ing it  is  assumed  to  refer  to  the  temperatures  registered  by  the  thermometer  in  the  mouth. 
Rectal  temperatures  do  not  always  coincide  with  those  of  the  mouth,  but  the  clinical  sig- 
nificance of  variations  in  rectal  temperatures  is  not  yet  fully  understood.  From  a  dia- 
gnostic point  of  view  hypothermia  is  not  often  a  symptom  of  great  importance,  but  there 
are  at  least  two  points  about  it  that  require  special  mention.  In  the  first  place,  coma  due 
to  opium  poisoning  may  be  closely  simulated  by  coma  due  to  pontine  hjemorrhage  ;  in 
both  there  are  bilateral  loss  of  movement,  pinpoint  pupils,  and  few  other  symptoms  ;  with 
opium   poisoning,    however,    the   temperature   becomes   subnormal,   whilst   with   pontine 
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hsemorrhage  it  tends  to  rise  to  the  level  of  hyperpyrexia,  so  that  the  thermometer  may  be 
the  means  of  diagnosing  between  them.  In  the  second,  patients  suffering  from  chronic 
valvular  heart  disease^  with  symptoms  of  impending  or  actual  failure  of  compensation,  very 
commonly  suffer  from  hypothermia.  This  is  a  point  not  always  emphasized  sufficiently  ; 
not  a  few  cases  of  heart  disease  having  for  their  normal  temperature  base-line  not  98*4°  F., 
but  97°  F.,  or  even  96''  F.  (Fig,  142).  It  follows  that  a  patient  whose  normal  temperature  is 
96^  F.  really  has  over  two  degrees  of  fever  when  his  temperature  reaches  98-4°  F.  ;  he  may 
develop  fungating  endocarditis  on  the  top  of  his  chronic  valve  lesion,  and  yet  his  temperature 
may  not  rise  materially  above  98-4°  F.  The  fact,  therefore,  that  hypothermia  is  a  common 
feature  in  heart  cases  has  great  importance,  for  it  indicates  the  necessity  for  regarding 
even  slight  rises  above  98-4°  F.  with  greater  seriousness  in  them  than  in  other  cases. 

For  the  rest  it  will  suffice  to  indicate  the  chief  causes  of  hypothermia,  which  are  as 
follows  : — 


Chronic  Debilitating 

Chronic     valv^ilar 

heart  disease 
Addison^s  disease 
Diabetes  mellitus 


Maladies,   such  as  ; 

Cretinism 
I  Arteriosclerosis 
'  Myxoedema 


Coma,  due  to  poisons,  particularly  : — 
Opium  '   Chloral 


Alcohol 


Aneesthetics 


Increased   Intracranial   Pressure   in  certain  cases  of  :- 


Cerebral  abscess 
Cerebral  tumour 


Cerebellar  abscess 
Cerebellar  tumour 


Chronic   nephritis,  with  or 

without  uraemia 
Inanition,     malignant     or 

otherwise  {Fig.  148). 


Carbolic  acid 
Oxalic  acid. 


Cerebral  haemorrhage. 


Fig.  1 1-. — Temperature  chart  of  cuse  of  chronic  mitnil  stenosis,  showint;  an  ordinary  tlo;»ree  of  hypothermia. 

These  same  lesions,  especially  if  they  involve  either  the  pontine  or  the  subthalamic 
regions,  or  if  they  affect  the  corpus  striatum,  may  produce  pyrexia  or  even  Hvpkrpyrexia 
(p.  309)  instead  of  hypothermia,  so  that  the  inconstancy  of  the  latter  symptom  detracts 
considerably  from  its  value  in  differential  diagnosis  in  these  cases. 

Convalescence  after  certain  fevers  ;    for  instance  : — 

Pneumonia  |   Typhoid  fever  1    Relapsing   fever. 

Shock  after  severe  injury  or  after  a  serious  operation. 

Collapse  due  to  loss  of  fluid  from  the  tissues  from  such  conditions  as  : — 


Severe     vomitinj;, 
whatever  the  cans 


Severe  diarrlura,  choleraic  or 

otherwise 
Peritonitis 


Intestinal  obstruction 
Ha'morrhage. 


Exposure,  especially  in  the  case  of  a  child. 


In  the  morning,  in  cases  of  Intermittent  Pyrexias  of  the  septic  or  hectic  types.  It 
is  important  that  the  temperature  should  have  been  taken  both  night  and  morning  before 
the  low  figures  for  the  morning  are  assumed  to  indicate  continued  hypothermia  ;   very  low 
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readings  in  the  earlier  part  of  the  day  in  a  patient  whose  malady  is  not  at  once  obvious 
may  arouse  suspicion  of  a  tuberculous  lesion  which  further  investigation  may  confirm. 

It  is  a  point  of  clinical  interest  that,  although  the  human  normal  temperature  is  upon 
the  whole  remarkably  constant  all  over  the  world,  Anglo-Indians  and  others  who  have 


Fig.  143. — Temperature  chart  illusitnitiiiLr  liypotherniia  in  cacliexiu  from  maliifimiit  disoasc.     The  patient,  a  man  atje<l 
74,  iuul  H  mediastinal  sarconii,  witli  i-ecurrent  effusioa  into  left  pleural  cM\ity. 

resided  longpn  the  Tropics  are  frequently  found  to  have  persistently  low  normal  mouth 
temperatures  when  they  return  to  England  on  retirement ;  thus  it  is  quite  common  for 
them  to  have  a  normal  temperature  as  low  as  96^  F,,  or  in  a  few  instances  even  94°  F. 

Herbert  French. 
ICTERUS.— (See  Jaundick,  p.  324..) 

IMPOTENCE,  strictly  speaking,  includes  any  condition,  whether  in  the  male  or  in 
the  female,  that  prevents  the  performance  of  coitus  ;  by  common  consent  it  has  come  to 
be  restricted  to  inability  on  the  part  of  the  male.  It  is  not  synonymous  with  sterility  ; 
the  latter,  in  the  male,  implies  absence  of  the  spermatozoa  necessary  to  fecundation  ;  a 
man  may  be  sterile  without  being  impotent,  or  impotent  without  being  sterile,  or  both 
impotent  and  sterile.  There  are  three  main  groups  of  conditions  which  lead  to  impotence, 
namely  : — 

1.  Mechanical  Defect,  such  as  congenital  or  acquired  malformation  of  the  penis, 
absence  of  the  penis,  carcinoma,  elephantiasis,  and  so  on.  These  need  not  detain  us,  for 
their  diagnosis  is  generally  obvious  on  inspection  ;  one  need  only  say  that  even  considerable 
deformities  of  the  genital  organs  are  by  no  means  necessarily  associated  with  impotence. 

2.  Entire  Absence  of  Penile  Erections  :  as  the  result  either  of  some  organic  disease 
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of  the  nerv'ous  system,  or  of  some  general  constitutional  condition  ;    one  may  mention 
particularly  the  following  : — 


Tabes  dorsalis  '   Plumbism 


Ataxic  paraplegia 
General  paralysis  of  the  insane 
Primary  spastic  paraplegia 
Disseminated  sclerosis 
Amyotrophic   lateral   sclerosis 
Transverse    softening    of    the 


Compression  of  the  lower  part 

of  the  cord 
Dementia 
Diabetes  mellitus 
Atrophy  of  the  testicles  from 

injury  or  from  severe  orchitis, 


cord  I       gonorrha?al  or  otherwise 


Senility 

Pernicious  aneemia 
Malarial  cachexia 
Syphilitic  cachexia 
Cancerous  cachexia 
Phthisical  cachexia 
Exhaustion  from  excesses. 


There  is  little  need  to  discuss  these  further  here,  for,  providing  they  are  borne  in  mind, 
they  will  be  diagnosed  readily  as  the  result  of  a  careful  routine  examination  of  the  nervous 
system,  urine,  lungs,  and  so  on.  One  need  only  add  that  impotence  may  be  an  early 
symptom  in  ataxic  paraplegia,  disseminated  sclerosis,  and  phthisis,  and  that  the  diagnosis 
may  seem  to  be  neurasthenia  only  until  the  case  has  been  watched. 

3.  Impotence  due  to  Inability  to  obtain  Erections  at  the  right  time. — This  is  a 
very  common  form  of  the  symptom  ;  the  patients  are  generally  told  they  are  suffering 
from  neurasthenia  ;  and  so  they  are,  of  a  particular  sort.  This  is  psychical  or  nervous 
impotence  :  strong  erections  may  be  present  at  inopportune  times,  there  may  be  emissions 
during  sleep,  and  yet  at  the  very  moment  when  sexual  intercourse  is  intended  the  erection 
is  cither  quite  absent  or  imperfect.  Sometimes,  owing  to  extreme  irritability,  emission 
occurs  on  so  little  excitation  that  it  takes  place  before  insertion  is  complete,  the  rigidity 
of  the  penis  relaxing  almost  at  once,  so  that  completion  of  coitus  becomes  impossible. 
Temporary  impotence  of  this  kind  is  not  at  all  uncommon  during  the  first  few  days  or 
weeks  of  married  life,  especially  if  the  wedding  has  been  preceded  immediately  by  par- 
ticularly hard  business  strain  or  mental  overwork  preparatory  to  the  honeymoon.  The 
diagnosis  is  arrived  at  partly  by  the  history,  partly  by  the  negative  result  of  careful  physical 
examination  of  all  the  systems,  especially  the  nervous  and  pulmonary  ;  early  phthisis  is 
often  accompanied  by  inability  to  obtain  penile  erection  ;  but  the  final  criterion  is  the 
efTect  of  time.  Where  there  is  no  organic  cause  for  the  symptom,  normal  coitus  will  occur 
presently  if  the  patient  ceases  to  be  over-anxious  about  it.  Herbert  French, 

IMPULSE,  DISPLACED  CARDIAC— (See  Heart  Impulse,  Displaced,  p.  297.) 

INCONTINENCE  OF  FiECES.— Evacuation  of  the  contents  of  the  rectum  without 
voluntary  control  or  initiation  may  occur  under  several  distinct  conditions,  the  investiga- 
tion of  which  may  yield  results  of  great  diagnostic  importance. 

In  healthy  persons  the  reflex  relaxation  of  the  sphincter  ani  which  is  necessary  for 
defaecation  takes  place  only  at  the  bidding  of  the  will.  Some  healthy  persons  are  better 
able  to  resist  an  imperative  call  to  stool  than  others,  and  it  happens  occasionally  that  an 
individual  who  is  poorly  endowed  with  the  power  of  inhibiting  the  reflex  may  suffer  from 
an  incontinence  of  faeces  when  the  stimulus  evoked  by  irritating  contents  of  the  bowel  is 
overpoweringly  strong.  The  individual  would  be  conscious  of  the  accident,  which  would 
be  of  rare  occurrence,  and  examination  would  reveal  no  abnormality.  Children  often 
suffer  in  this  way.  Somewhat  similar  '  explosive  diarrhoea  '  is  also  a  prominent  feature 
of  certain  cases  of  carcinomatous  stricture  of  the  sigmoid  colon. 

Mechanical  incontinence  of  faeces  results  from  injuries  or  diseases  of  the  rectum  or 
perineum,  such  as  carcinoma,  in  which  the  outlet  of  the  bowel  is  no  longer  guarded  by  an 
efficient  sphincter.  Local  inspection  and  digital  examination  of  the  parts  will  suffice  to 
discover  the  cause  of  such  incontinence. 

In  conditions  of  coma  or  partial  unconsciousness,  from  whatever  cause  arising,  reflex 
emptying  of  the  bowel  may  occur  at  intervals,  particularly  if  aperients  are  administered. 
Digital  examination  of  the  rectum  in  such  cases  will  reveal  a  normal  sphincter  which  closes 
on  the  observer's  finger. 

Injuries  or  diseases  of  the  central  nervous  system  above  the  sacral  region  of  the  cord, 
if  they  interfere  with  impulses  passing  from  the  cortex  to  the  lumbo-sacral  enlargement, 
but  do  not  cause  serious  sensory  disturbance  in  the  perineal  area,  lead  to  an  unstable  con- 
dition to  which  the  term  *  precipitancy  of  defaecation  '  is  applied.  In  these  circumstances 
the  patient  is  usually  constipated,  but  the  call  to  stool,  when  it  comes,  spontaneously  or 
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as  the  result  of  aperient  medicine,  is  imperative,  and  finds  the  patient  powerless  to  resist 
or  delay  the  act.  The  examination  of  such  a  person  discloses  a  normal  sphincter  but,  in 
all  probability,  some  degree  of  spastic  paraplegia,  with  brisk  tendon  jerks  and  extensor 
plantar  responses,  and  inquiry  will  elicit  the  history  of  precipitate  micturition.  Moreover, 
the  patient  will  be  conscious  of  the  acts  of  defaecation  and  micturition.  This  association 
of  signs  and  symptoms  is  common  enough  in  cases  of  partial  injury  to  the  spinal  cord,  in 
cases  of  old  dorsal  myelitis,  of  disseminated  sclerosis,  of  syringomyelia,  etc. 

With  more  serious  disease  of  the  central  nervous  system  above  the  sacral  region,  the 
impulses  conveying  the  need  for  defaecation  do  not  reach  the  brain,  and  the  act  takes  place  in 
a  reflex  manner  without  the  knowledge  of  the  patient.  Under  these  circumstances,  para- 
plegia with  sensory  disturbance  over  the  sacral  segmental  areas  will  help  to  localize  the  site 
of  the  lesion.     The  tone  of  the  sphincter  ani  may  be  little  below  normal  or  quite  unimpaired. 

Disease  or  injury  leading  to  destruction  of  the  sacral  cord  or  of  the  cauda  equina  is 
distinguished  by  the  fact  that  incontinence  of  faeces  is  associated  with  an  insensHive  relaxed 
sphincter  and  with  serious  motor,  sensory,  trophic,  and  reflex  disturbances  in  the  lower 
extremities.  When  the  faeces  are  small  and  fluid  they  escape,  more  or  less  continuously, 
through  the  gaping  anal  aperture.  On  the  other  hand,  they  sometimes  tend  to  accumulate 
in  dry  masses  too  large  to  pass  the  portal  without  assistance.  The  patient  is  unconscious 
of  the  accumulation,  unconscious  of  soiling,  and  insensitive  to  the  exploring  finger. 

It  will  be  understood  from  the  above  statements  that  for  the  purpose  of  diagnosis  it 
is  necessary,  in  all  cases  of  faecal  incontinence,  not  only  to  inquire  into  the  exact  features 
of  the  incontinence,  the  presence  or  absence  of  a  call  to  stool,  the  tendency  to  constipation 
or  precipitancy,  the  ability  to  feel  the  passage  of  motions,  etc.,  but  to  supplement  the  know- 
ledge gained  in  this  way  by  a  local  examination,  especially  of  the  sphincter  ani,  and  an 
investigation  of  the  motor,  sensory,  and  reflex  conditions  in  the  lower  extremities. 

E.  Farquhar  Buzzard, 

INCONTINENCE  OF  URINE.— (See  Micturition,  Abnormalities  of,  p.  393.) 

INCO-ORDINATION.— (See  Ataxy,  p.  55.) 

INDICANURIA. — Indican  in  the  urine  is  mainly  due  to  the  formation  of  indol  in 
the  intestine  as  the  result  of  putrefactive  changes  in  the  products  of  tryptic  digestion 
of  proteids.  The  indol  so  formed  is  absorbed  from  the  bowel,  and  converted  in  the  liver 
into  relatively  innocuous  potassium  indoxyl  sulphate,  or  indican.  This  is  tested  for  by 
oxidizing  it  to  indigo,  the  blue  colour  of  which  is  characteristic.  Almost  any  oxidizing 
agent  could  be  utilized  for  the  test,  but  the  difficulty  is  that  even  slight  excess  of  the  reagent 
destroys  the  indigo.  A  brown  ring  appearing  at  the  junction  of  the  urine  and  the  acid, 
when  testing  for  albumin  with  nitric  acid  that  is  slightly  fuming,  generally  indicates  a 
considerable  degree  of  indicanuria.  To  be  certain  of  this,  Jaffe's  bleaching-powder  test 
is  usually  employed.  There  are  several  ways  of  using  it.  Fresh  solution  of  calcium 
hypochlorite  is  essential.  To  about  20  c.c.  of  urine  add  3  c.c.  of  chloroform  and  3  c.c.  of 
hydrochloric  acid  of  medium  strength  ;  the  colourless  chloroform  sinks  to  the  bottom  of 
the  mixture  ;  a  drop  of  the  calcium  hypochlorite  solution  is  now  added  and  the  test  tube 
deliberately  inverted  once  or  twice  ;  a  second  drop  is  added,  and  so  on,  the  colour  of  the 
chloroform  being  watched  the  while.  If  indican  is  present,  it  becomes  oxidized  to  indigo, 
which  is  dissolved  out  by  the  chloroform  so  that  the  latter  changes  from  colourless  to  blue, 
and  the  depth  of  indigo-blue  colour  in  the  chloroform  affords  a  rough  measure  of  the  amount 
of  indican  in  the  urine.  The  main  precaution  to  be  taken  is,  not  to  add  the  hypochlorite 
solution  too  rapidly,  for  excess  of  it  discharges  the  colour. 

Indican  being  an  ethereal  sulphate,  it  is  present  in  excess  under  the  same  circum- 
stances as  an  excess  of  ethereal  sulphates.  At  one  time  it  was  thought  that  much  useful 
clinical  information  as  to  the  condition  of  the  intestines  could  be  learned  from  its  occurrence. 
It  is  true  that  any  circumstances  that  are  likely  to  increase  the  putrefactive  changes  in 
the  proteid  in  the  bowel  are  also  likely  to  increase  the  amount  of  indican  in  the  urine  ; 
marked  indicanuria  is  generally  found  in  cases  of  chronic  constipation,  intestinal  obstruc- 
tion, diarrhoea,  typhoid  fever,  dilated  stomach,  peritonitis,  acute  enteritis  or  colitis,  appen- 
dicitis, membranous,  tuberculous  or  ulcerative  colitis,  acute  and  chronic  dysentery,  cholera, 
intussusception,  and  carcinoma  coli.     It  affords  no  assistance  in  diagnosing  between  one 
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and  another  of  these  various  affections,  however.  Moreover,  it  may  occur  when  there  is 
decomposition  of  albumin  elsewhere  in  the  body  than  in  the  bowel  ;  for  instance,  in  gan- 
grene of  the  lung,  gangrenous  empyema,  putrid  bronchitis,  bronchiectasis,  or  advanced 
pulmonary  tuberculosis.  Another  difficulty  is  that  a  considerable  number  of  perfectly 
healthy  individuals  pass  quite  large  quantities  of  indican  in  their  urine.  There  are  some 
who  contend  that  even  these  healthy  persons  are  really  suffering  from  intestinal  putrefactive 
changes  without  knowing  it ;  this  is  possible,  but  from  the  patient's  point  of  view  it  is 
tantamount  to  saying — what  is  indeed  almost  true — that  indicanuria  has  no  real  diagnostic 
or  clinical  significance.  Herbert  French. 

INDIGESTION. — It  is  important  to  remember  that  '  indigestion '  is  a  symptom, 
and  not  a  disease  ;  and  if  a  patient  complains  of  this,  one  should  inquire  more  particularly 
as  to  the  exact  nature  of  the  abnormal  sensations  present,  e.g.,  pain,  fullness,  flatulence, 
vomiting,  etc.  The  diagnostic  indications  furnished  by  each  of  these  symptoms  is  con- 
sidered separately  (see  Vomiting,  p.  763  ;  Pain  in  the  Epigastrium,  p.  436  ;  Fullness. 
p.  243  ;  Flatulence,  p."  240,  etc.),  but  it  may  be  convenient  here  to  offer  some  general 
guidance  as  to  the  methods  of  arriving  at  a  diagnosis  in  cases  in  which  *  indigestion,' 
in  one  or  other  of  its  aspects,  is  the  chief  complaint. 

I.  SIMULATION    OF    DYSPEPSIA   BY    OTHER   CONDITIONS. 

At  the  outset  one  should  never  forget  that  a  patient  may  describe  his  case  as  one  of 
indigestion,  although  he  is  not  really  suffering  from  any  primary  affection  of  the  stomach 
at  all  ;  and  mistakes  can  only  be  avoided  by  subjecting  every  such  case  to  a  thorough 
physical  examination  of  all  the  organs,  and  not  confining  it  to  the  abdomen.  If  the  possi- 
bility of  error  is  borne  in  mind,  it  is  not  usually  difficult  to  avoid  ;  and,  accordingly,  it 
will  be  sufficient  to  enumerate  briefly  the  chief  conditions  to  be  thought  of.     These  are  : — 

The  Vomiting  of  Pr^nancy. — The  possibility  of  pregnancy  shoidd  always  be 
present  to  the  mind  when  one  is  consulted  by  a  young  woman  who  complains  of  vomiting 
and  indigestion,  and  the  other  signs  and  symptoms  of  pregnancy  (p.  19)  looked  for. 

Cerebral  Vomiting. — In  children,  particularly,  vomiting  of  cerebral  origin  may  be 
mistaken  for  dyspepsia.  Incipient  meningitis  and  tumour  are  the  commonest  causes  of 
such  vomiting.  The  former,  in  its  earliest  stage,  may  be  very  difficult  to  diagnose  with 
certainty,  but  the  presence  of  signs  of  cerebral  irritation  (e.g.  photophobia,  squint,  irrita- 
bility, headache,  Kernig's  sign,  etc.)  should  make  one  suspicious  ;  paralyses,  headache, 
and  optic  neuritis  point  to  tumour.  Examination  of  the  cerebrospinal  fluid  obtained  by 
lumbar  puncture  may  be  required  (p.  304). 

Uraemia  may  masquerade  as  *  indigestion,'  characterized  by  loss  of  appetite  and 
vomiting  (uraemic  gastritis).  The  '  uraemic  odour '  in  the  breath,  high  arterial  tension, 
and  albuminuria  and  albuminuric  retinitis,  should  be  looked  for.  It  must  be  remarked, 
however,  that  albumin  may  be  absent  from  the  urine  in  undoubted  cases  of  unemia. 

Plithisis. — In  cases  of  early  phthisis,  indigestion  may  be  the  chief  symptom  of  which 
the  patient  complains,  nausea  and  vomiting  being  often  present.  This  can  be  excluded 
by  a  careful  examination  of  the  chest  and  of  the  sputum,  which  should  never  be  omitted, 
especially  in  young  subjects. 

The  Gastric  Crises  of  Tabes  are  apt  to  be  mistaken  for  dyspepsia.  Paroxysmal 
vomiting  of  great  violence  is  the  usual  form  they  assume,  and  they  may  simulate  gastric 
ulcer  or  other  organic  affections  of  the  stomach.  If  the  knee-jerks  be  absent  and  the  pupils 
immobile  to  light,  the  diagnosis  is  easy,  but  it  must  be  remembered  that  gastric  crises  may 
occur  early  in  a  case  of  tabes  before  the  usual  signs  of  disease  of  the  cord  have  manifested 
themselves.  One  should  inquire  in  such  a  case  for  a  history  of  hghtning  pains,  and  for 
any  trouble  with  the  bladder.  It  is  said  also  that  the  blood-pressure  is  raised  during  a 
gastric  crisis,  whereas  it  is  lowered  in  all  other  cases  of  acute  vomiting.  (See  also  Pain 
IX  THE  Lower  Extremities,  p.  438.) 

Nervous  or  Hysterical  Vomiting  may  also  simulate  dyspepsia.  The  diagnosis  here 
must  be  made  largely  by  the  method  of  exclusion.  The  patient  is  usually  a  woman,  and 
there  may  be  other  signs  of  hysteria  present  (p.  465). 

In    Clironic    Intestinal    Oi>struction    the  abdominal  pains,  and  the  vomiting  which 
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often  accompany  them,  may  be  described  by  the  patients  as  '  indigestion.'  In  such  a 
case  there  will  be  distention  of  the  abdomen,  often  with  visible  peristalsis,  and  a  history  of 
gradually  increasing  constipation.  A  tumour  may  be  felt,  or  examination  with  bismuth 
and  the  a!-rays,  or  with  the  sigmoidoscope,  may  clear  up  the  case. 

Cholecystitis  is  very  apt  to  be  diagnosed  as  *"  indigestion.*  In  the  case  of  middle- 
aged  or  elderly  women,  particularly,  who  complain  of  '  wind '  and  '  spasms,'  the  possi- 
bility of  the  presence  of  gall-stones  should  always  be  thought  of. 

Chronic  Appendicitis  may  manifest  itself  chiefly  by  symptoms  which  point  to  the 
stomach  rather  than  to  the  vermiform  appendix  as  the  seat  of  the  disease.  The  pain  in 
such  a  case  may  have  the  character  of  a  typical  '  hunger-pain,'  and  be  relieved  by  alkalies. 
In  children  who  are  brought  to  one  for  *  indigestion,'  with  vague  abdominal  pains,  the 
possibility  of  appendicitis  should  be  specially  remembered. 

Angina  Pectoris  in  one  of  its  forms  may  be  accompanied  by  much  flatulence,  which 
leads  the  patient  to  consult  his  doctor  for  '  indigestion.'  The  occurrence  of  the  symptoms 
upon  exertion,  the  characteristic  tendency  of  the  pain  to  spread  into  the  left  arm,  and  the 
frequent  presence  of  a  high  blood-pressure  are  all  of  diagnostic  value.  Abdominal  angina, 
in  which  the  pain  is  seated  in  the  large  abdominal  blood-vessels,  may  be  more  difficult  to 
differentiate.  Flatulence  is  again  a  pronounced  feature  ;  but  there  may  also  be  vomiting, 
and  even  hsematemesis.  Thickening  of  the  peripheral  blood-vessels  is  usually  present  ; 
and  the  therapeutic  test  is  of  help,  the  pain  being  relieved  by  vasodilators,  and  especially 
by  diuretin. 

A  patient  who  suffers  from  Migraine  may  describe  his  case  as  one  of  ^  indigestion.' 
The  chief  diagnostic  point  is  the  occurrence  of  severe  headache  with  or  preceding  the 
gastric  symptoms,  and  the  marked  periodicity  of  the  attacks. 

Extra-atKlominal  causes  of  Pain  are  often  put  down  by  patients  to  indigestion. 
Examples  of  these  are  pleurisy,  spinal  caries,  and  aneurysm. 

Eructatio  Nervosa,  due  to  air-swallowing,  is  also  usually  described  as  indigestion. 
For  the  method  of  diagnosing  it,  see  Flatulence  (p.  240). 

II.  FUNCTIONAL   VERSUS   ORGANIC   DYSPEPSIA. 

Having  excluded  all  these  possible  causes  of  error  one  may  conclude  that  one  has  to 
deal  with  a  case  of  either  organic  or  ftmctional  disease  in  the  stomach  itself.  If  vomiting, 
loss  of  flesh,  or  severe  pain  be  prominent  symptoms,  the  disease  is  probably  organic  ;  if 
these  be  absent,  and  the  affection  has  persisted  for  some  time,  one  has  most  likely  to  do 
with  a  functional  disorder. 

III.  DIFFERENTIAL    DIAGNOSIS    OF    ORGANIC    DYSPEPSIAS. 

The  chief  organic  diseases  which  have  to  be  thought  of  are  :  (1)  Cancer,  (2)  Ulcer, 
(3)  GastritiSy  (4)  Obstructive  dilatation. 

Cancer. — A  malignant  growth  in  the  stomach  may  be  situated  either  at  the  cardiac 
orifice,  in  the  body,  or  at  the  pylorus.  In  the  first  of  these  situations  it  will  produce  difficulty 
in  swallowing.  If  at  the  pylorus,  it  will  result  in  dilatation  of  the  stomach  (see  below). 
Growths  in  the  body  are  those  which  are  most  difficult  to  diagnose. 

(a).  A  history  of  '  indigestion  '  beginning  abruptly  in  a  patient  (oftenest  a  man) 
above  the  age  of  forty,  and  not  yielding  speedily  to  simple  treatment,  is  very  suspicious. 
On  the  other  hand,  it  must  be  remembered  that  in  a  considerable  number  of  cases  the  growth 
starts  in  an  old  ulcer,  so  that  a  history  pointing  to  this  may  also  be  in  favour  of  carcinoma. 

(6).  Steady  loss  of  weight,  and  the  early  appearance  of  anaemia,  point  to  malignant 
growth  ;  but,  on  the  other  hand,  the  absence  of  these  signs,  and  even  a  temporary  gain 
in  weight  under  treatment,  by  no  means  exclude  it. 

(c).  Loss  of  appetite,  and  especially  a  disinclination  for  meat,  are  usually  early 
symptoms.  Nausea  and  vomiting  supervene  later  but  are  rarely  absent  altogether.  Pain 
may  be  present  early,  and  is  often  more  or  less  constant.  (See  Pain  in  the  Epigastrium, 
p.  4^36.) 

(d).  A  steady  diminution  in  the  amount  of  hydrochloric  acid  in  the  gastric  juice,  with 
the  presence  of  lactic  acid  and  of  Oppler-Boas  bacilli  in  the  gastric  contents,  is  a  combina- 
tion pointing  strongly  to  carcinoma. 
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It  is  therefore  upon  a  combination  of  these  symptoms  and  signs  that  the  diagnosis 
must  be  based  in  the  early  stage  when  it  is  most  important  to  make  it.  Later,  a  tumour 
may  be  felt  below  the  left  costal  margin,  or  in  the  epigastrium  ;  enlarged  glands  may 
appear  above  the  left  clavicle,  although  they  are  exceptional  ;  and  there  may  be  signs 
of  secondary  growths  in  the  liver,  or  at  the  umbilicus.  When  ulceration  has  supervened, 
traces  of  blood  may  be  found  in  the  gastric  contents,  and  occult  blood  in  the  stools  (p.  81). 

In  some  cases  of  carcinoma  of  the  body  of  the  stomach,  pronounced  anaemia  is  one 
of  the  earliest  and  most  striking  symptoms.  Such  cases  have  to  be  diagnosed  from  per- 
nicious ansemia.  A  blood-count  will  usually  suffice  to  distinguish  them,  for  in  gastric 
carcinoma  the  red  cells  are  rarely  below  2,000,000  per  cubic  mm.,  whereas  in  pernicious 
anaemia  they  go  much  lower  than  that ;  in  pernicious  anaemia,  also,  the  colour-index  is 
about  1  or  above  it,  in  carcinoma  it  is  less  than  1.  Megaloblasts  are  found  in  the  film  in 
pernicious  anaemia  (p.  24),  but  not  in  carcinoma.  In  spite  of  all  that  has  been  said  above, 
the  early  diagnosis  of  carcinoma  of  the  stomach  is  a  matter  of  great  difficulty  ;  and  it  may 
be  justifiable  to  resort  to  an  exploratory  operation  in  a  suspicious  case  which  does  not  clear 
up  after  a  few  weeks'  treatment. 

|]leer. — ^The  characteristic  symptom  of  gastric  ulcer  is  pain  which  comes  on  after 
food  and  is  relieved  by  vomiting,  which  is  usually  though  not  invariably  present. 
Haematemesis  is  strongly  confirmatory,  but  is  often  absent.  The  symptoms  will  be  found 
on  p.  268.  Duodenal  ulcer  is  also  often  associated  with  symptoms  that  the  patient  describes 
vaguely  as  '  indigestion  '  ;    the  symptoms  are  given  on  p.  271. 

The  chief  sign  of  ulcer  is  a  localized  spot  of  tenderness  on  deep  pressure. 

Gastritis. — Chronic  '  gastric  catarrh '  is  certainly  diagnosed  oftener  than  it  should 
be,  the  majority  of  cases  so  described  being  really  examples  of  functional  dyspepsia.  The 
symptoms  are  loss  of  appetite,  fullness  and  weight  in  the  epigastrium,  depending  greatly 
upon  the  kind  of  food  taken  ;  pain  is  not  a  feature  of  gastritis  ;  nausea  is  common,  and 
vomiting  may  occur,  but  is  not  usually  a  prominent  symptom.  There  is  no  characteristic 
physical  sign,  and  a  diagnosis  cannot  be  made  with  certainty  without  the  use  of  the  stomach 
tube.  This  shows  :  (a)  Diminished  total  acidity,  or  even  complete  absence  of  gastric  juice  ; 
(6)  Excess  of  mucus  in  the  contents,  or  the  presence  of  mucus  on  washing  out  the  fasting 
stomach.  Having  determined  the  presence  of  gastritis,  one  has  to  settle  whether  it  is 
primary  or  secondary.  Secondary  gastritis  may  occur  :  (a)  Where  there  is  disease  of  the 
heart,  causing  back-pressure  ;  (b)  In  cirrhosis  of  the  liver  ;  (c)  In  chronic  renal  disease. 
If  all  of  these  can  be  excluded,  primary  gastritis  may  be  diagnosed,  and  the  chief  causes 
of  the  latter  looked  for.  These  are  :  (a)  Defective  or  carious  teeth,  and  oral  sepsis  ; 
(h)  Abuse  of  alcohol,  tea,  or  tobacco,  or  the  taking  of  irritating  articles  of  food. 

IMlatation. — The  presence  of  dilatation  is  determined  by  :  (a)  Showing  that  the  stomach 
is  enlarged  ;   and  (h)  Proving  the  occurrence  of  stagnation  of  the  contents. 

(a).  Enlargement  of  the  stomach  may  be  inferred  when,  by  percussion,  the  greater 
curvature  is  found  to  reach  below  the  level  of  the  umbilicus,  the  lesser  curvature  being  in 
its  normal  position.  In  order  to  facilitate  percussion  it  may  be  necessary  to  inflate  the 
stomach  by  making  the  patient  swallow  90  gr.  of  tartaric  acid  followed  by  120  gr.  of  bicar- 
bonate of  soda.  Examination  by  the  ar-rays  after  a  bismuth  meal  is  of  help  in  obscure 
cases  (Fig.  144).  The  presence  of  splashing  is  not  a  certain  sign  of  dilatation,  unless  it 
be  present  some  hours  after  a  meal. 

(6).  The  occurrence  of  stagnation  of  contents  is  proved  by  giving  the  patient  an  even- 
ing meal,  preferably  containing  some  easily  recognizable  food,  e.g.,  currants,  and  washing 
out  next  morning.  If  food  residues  are  present  in  the  washings,  stagnation  may  be  inferred. 
Examination  with  the  ar-rays  is  a  still  more  certain  method  of  diagnosing  delay  in  emptying 
of  the  stomach  ;  normally  the  bismuth  or  barium  meal  should  have  left  the  stomach  in  six, 
or  at  most  eight,  hours. 

The  cause  of  dilatation  may  be  either  :  (a)  Some  obstruction  at  the  pylorus  ;  or 
(h)  Primary  atony  of  the  stomach  wall. 

In  distinguishing  between  these,  the  history  may  help.  Thus  the  occurrence  in  the 
past  of  symptoms  of  ulcer  points  to  a  cicatricial  stenosis  of  the  pylorus.  If  visible  peristaltic 
waves  are  seen,  one  may  be  sure  of  the  existence  of  an  obstruction.  These  can  sometimes 
be  elicited  by  massaging  the  stomach,  or  by  flicking  the  surface  of  the  abdomen  gently 
with  a  wet  towel.     The  presence  of  actual  stagnation  of  the  contents  is  also  strongly  in 
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favour  of  obstruction,  as  this  rarely,  if  ever,  occurs  in  cases  of  atonic  dilatation.  Copious 
vomiting  also  points  to  obstruction,  as  it  is  exceptional  to  meet  with  this  symptom 
in  atony. 

Assuming  that  obstructive  dilatation  has  been  diagnosed,  one  has  next  to  deternune 
its  cause.  Here  one  has  to  distinguish  between  benign  and  malignant  obstruction,  A 
history  or  signs  and  symptoms  of  ulcer  (see  above),  y>oint  to  the  former  ;  the  general  sym- 
ptoms of  carcinoma,  to  the  latter.  A  tumour  may  be  felt  in  either  case.  Examination  of 
the  stomach  contents  also  helps  in  the  differential  diagnosis.  The  presence  of  abundance 
of  free  HCi,  with  sarcinse  and  yeasts,  points  to  benign  stenosis  ;  diminution  or  absence  of 
HCi  with  the  presence  of  lactic  acid  and  Oppler-Boas  bacilli,  to  malignancy. 

One  has  further  to  distinguish  dilatation  from  :  {a)  Gastroptosis  ;  and  (6)  Hour-glass 
stomach. 

(a).  In  gastroptosis^  percussion  (if  necessary  after  inflation)  will  show  that  the  lesser 
curvature  is  displaced  downwards,  as  well  as  the  greater  ;  but  the  normal  distance  between 
the  two  curvatures — about  four  inches — is  preserved.  In  most  cases  of  gastroptosis  the 
right  kidney  is  more  or  less  freely  movable,  and  this  affords  confirmatory  evidence.  The 
.r-rays  may  also  be  of  help  (Fig,  144). 

(6).  Hour-glass  stomach  may  be  diagnosed  by  the  following  signs  : — 

(i).  If  the  stomach  be  washed  out  with  a 
known  quantity  of  fluid,  e.g.  30  oz.,  it  will  be 
found  that  some  has  been  lost,  e.g.  6  oz.,  when 
the  return  fluid  is  measured.  Some  of  the  fluid 
seems  to  disappear,  in  fact,  as  if  it  had  flowed 
through  a  hole. 

(ii).  If  the  stomach  is  washed  clean,  and  the 
tube  passed  a  few  minutes  later,  several  ounces 
of  fermenting  liquid  may  be  obtained,  which  have 
escaped  from  the  pyloric  pouch. 

(iii).  If  the  stomach  is  drained  apparently 
dry,  a  splash  can  still  be  obtained  over  the 
pyloric  end  ("  paradoxical  dilatation  '). 

(iv).  If  the  stomach  resonance  is  percussed 
out  carefully,  and  the  viscus  is  then  inflated  with 
tartaric  acid  and  soda,  as  described  above,  and 
then  again  percussed,  it  will  be  found  that  a 
great  increase  in  resonance  has  occurred  at  the 
cardiac  end  only.  If  the  abdomen  is  watched  for 
a  little,  the  pyloric  pouch  may  sometimes  be  seen 

/V- 11  ».—^ki:i«:r:im  showiiicr  the  bismuth  shu.low  of  tn  fill  crraHiianv  anH  hppome  prominent  Aloud 
ft.iroi)i.o.iiimi.iii:ucd  tomaohthepjitieiitbdi.-iMthe  lo  nu  graouauy  ana  oecome  proiiiiiieiii:.  ^  louu 
venicai  po-ition.  c,  tTc-r  of  left  ilium ;  F.  fundus  of      gushing  souud  cau  also  bc  distinguished  on  listen - 

sTomarh  ;  P,  pylonis :  R.  tw elf tli  left  rib :  V.  vertebral        .  f7,       .,  .    ^,  ^,  ..  «    ., 

column.  (By  ftr.  A.  C.  Jordan.)  lUg     With     the     StothoSCOpC     OVCr     the     SltC    Of    tllC 

opening  between  the  two  pouches, 
(v).  a?-ray  examination  after  a  bismuth  meal  will  show  the  division  of  the  stomach 
into  two  pouches  (Fig.  128,  p.  268). 

IV.  DIFFERENTIAL   DIAGNOSIS    OF    FUNCTIONAL    DYSPEPSIA. 

Assuming  that  all  the  above  forms  of  organic  disease  can  be  excluded,  one  may  con- 
clude that  the  case  is  one  of  fimctional  dyspepsia. 

The  next  task  is  to  determine  what  particular  variety  of  functional  disorder  one  has 
to  deal  with.  In  attempting  to  do  this,  one  is  met  at  the  outset  by  the  difficulty  of  classi- 
fying functional  disorders  of  the  stomach.  Three  forms  of  classification  may  be  adopted  : 
(i)  Physiological,  (2)  Clinical,  (3)  Etiological. 

Physiological  Classification. — In  this  classification,  cases  of  fimctional  dyspepsia 
are  arranged  according  to  the  particular  function  affected,  thus  :  — 

(a).  Affections  of  secretion  : — 

(i)  Excess  =  Hypersecretion  and  hypcrchlorhjdria. 
(ii)  Defect  =  Achylia  and  hypochlorhydria. 
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(b).  Affections  of  motility  : — 

(i)  Excess  =  Pyloric  spasm, 
(ii)  Defect  —  Atony,  or  impaired  motility. 

(c).  Affections  of  sensation  : — 

Excess  —  Hyperesthesia  or  gastralgia. 

Any  of  these  may  be  present  alone,  or  two  or  more  may  exist  in  conjunction. 

The  diagnosis  of  affections  of  secretion  and  motility  can  be  made  by  the  aid  of  the 
stomach  tube  and  by  bismuth  and  the  a*- rays. 

For  the  diagnosis  of  hyperaesthesia  (gastralgia),  see  Pain  in  the  Epigastrium  (p.  436). 

The  above  is  undoubtedly  the  most  scientific  method  of  making  a  differential  diagnosis 
in  cases  of  functional  dyspepsia,  but  it  has  the  inconvenience  of  necessitating  the  use  of 
test  meals. 

Clinical  Classification. — Clinically,  cases  of  functional  dyspepsia  may  be  classified 
into  certain  rough  groups  according  to  their  symptoms.     Thus  : — 

{a).  Hypersthenic  Dyspepsia. — This  is  probably  due  to  a  combination  of  hypersecretion 
and  hyperaesthesia.  The  patient  is  usually  a  young  man,  otherwise  healthy  ;  and  the 
chief  symptom  is  pain  during  the  late  period  of  digestion. 

(h).  Asthenic  Dyspepsia, — This  is  due  to  impaired  motility  (atony),  with  or  without  some 
disorder  of  secretion.  The  patient  may  be  of  either  sex,  and  of  any  age,  and  the  chief 
symptoms  are  flatulence  and  fullness.  It  is  often  present  along  with  gastroptosis , 
especially  in  women  ;   and  there  may  be  atonic  dilatation  of  the  stomach. 

(c).  Acid  Dyspepsia. — ^This  is  an  ill-defined  group  in  which  the  chief  symptom  is  a 
sensation  of  acidity,  or  the  presence  of  acid  eructations.  Some  cases  are  really  examples 
of  hyperchlorhydria,  with  or  without  the  presence  of  gastritis.  In  others,  the  cause  is 
the  production  of  organic  acids  by  fermentation.  Diagnosis  can  only  be  made  by  aid  of 
the  stomach  tube. 

Other  clinical  forms  of  dyspepsia  are  also  described,  e.g.,  '  senile '  dyspepsia 
(essentially  a  hypochylia),  '  gouty  '  dyspepsia  (the  same  as  the  '  acid  '  form),  '  flatulent ' 
dyspepsia  (usually  due  to  defective  motility),  and  others  ;  but  the  use  of  such  terms  is 
inaccurate,  and  should  be  avoided  as  far  as  possible. 

Etiological  Classification. — Instead  of  attempting  to  distinguish  different  forms  of 
functional  dyspepsia,  one  can  regard  the  latter  as  an  aggregation  of  symptoms  of  gastric 
disorder  excited  by  different  causes,  and  classify  cases  according  to  the  particular  exciting 
cause  at  work.  This  method  is  simple  and  convenient,  and  is  also  useful  for  purposes  of 
treatment.     Adopting  it,  one  may  say  that  functional  dyspepsia  may  be  induced  by  : — 

(a).  Dietetic  causes,  e.g.,  unsuitable  food,  hasty  meals,  the  abuse  of  alcohol,  tobacco, 
tea,  etc. 

(b).  Physical  causes,  e.g.,  imperfect  chewing,  defective  teeth,  oral  sepsis,  over-fatigue, 
deficient  exercise,  etc. 

(c).  Mental  causes,  e.g.,  over-work,  a  studious  life,  etc. 

(d).  Emotional  causes,  e.g.,  shock,  worry,  etc. 

Any  of  the  above  methods  is  useful,  the  essential  point  being  that  a  classification  of 
some  sort  should  be  adopted.  Probably  a  combination  of  the  first  and  third  methods, 
which  take  into  account  both  the  particular  disorder  which  is  present  and  the  cause  which 
has  brought  it  about,  will  lead  to  the  best  treatment. 

Methods  of  Examining  the  Stomach. 

The  following  is  a  brief  account  of  some  special  methods  employed  in  examining  the  stomach, 
which  are  capable  of  being  carried  out  in  ordinary  practice  : — 

1.  Determination  of  Size. — This  is  done  by  light  percussion,  or  by  percussion-auscultation, 
with  or  without  previous  inflation.  The  position  of  the  lesser  and  greater  curvatures  and  of  the 
fundus  must  be  determined.  Inflation  is  performed  either  :  (a)  Through  a  stomach  tube  connected 
with  a  Higginson's  syringe  ;  or  (6)  By  making  the  patient  swallow  90  gr.  of  tartaric  acid  dissolved 
in  three  ounces  of  water,  followed  by  120  gr.  of  bicarbonate  of  soda. 

2.  Investigation  of  tlie  Contents. — A  test  meal,  consisting  of  two  slices  of  dry  toast  and  two 
cups  of  tea  with  a  little  milk,  is  given  in  the  morning,  and  the  tube  passed  an  hour  later.  The  tube 
should  have  a  solid  end  and  one  bevelled  lateral  eye  close  to  it.  The  sample  drawn  off  should  be 
investigated  as  regards  : — 

(a).  (Quantity. — A  very  small  result  containing  little  fluid  indicates  diminished  secretion 
(achylia)  ;   an  abundant  and  very  liquid  yield  indicates  diminished  motility. 
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(6).  Physical  Characters. — The  presence  of  large  pieces  of  but  slightly  altered  food  indicates 
defective  secretion  and  digestion ;  a  large  amount  of  liquid  with  a  granular  deposit  shows  hyper- 
secretion.    A  very  sour  odour  reveals  the  presence  of  organic  acids.     Viscidity  of  the  contents, 
so  that  they  filter  slowly,  is  characteristic  of  the  presence  of  mucus  in  excess, 
(c).  Acidity. 

(i).  Test  for  Free  JICl. — Congo-red  paper  is  turned  blue,  methyl-orange  paper  red.  if 
free  HCl  be  present.  The  depth  of  colour  indicates  approximately  the  amount  of  free 
acid. 

(ii).  Total  Acidity. — Ten  c.c.  of  the  filtered  contents  are  titrated  with  ^^  caustic 
soda  solution,  two  or  three  drops  of  phenolphthalein  solution  being  used  as  an  indicator. 
A  pink  tinge  appears  as  soon  as  the  acidity  has  been  neutralized.  The  result  is  expressed 
in  terms  of  the  amount  of  caustic  soda  solution  required  to  neutralize  100  c.c.  of  the 
gastric  contents  :  e.g.,  if  6  c.c.  neutralize  10  of  the  contents,  then  the  acidity  is  00.  The 
normal  acidity  is  between  40  and  70. 

(iii).  Organic  Adds  need  only  be  tested  for  if  free  HCl  is  absent.     A  sour  odour  of  the 

contents  indicates  their  presence  ;   acetic  acid  and  butyric  acid  can  be  recognized  by  the 

odour  of  vinegar  or  rancidity  respectively  ;  lactic  acid  by  adding  a  few  drops  of  the  contents 

to  some  Uffelmann*s  reagent  (equal  parts  of  1-20  carbolic  and  weak  liq.  ferri   perchlor.) 

in  a  test  tube  :    a  bright  yellow  colour  is  produced  if  the  acid  be  present. 

(d).  Ferments. — Rennin  can  be  tested  for  by  neutralizing  some  of  the  contents,  and  trying 

whether  the  addition  of  a  few  drops  to  a  little  milk  results  in  coagulation  when  kept  warm  for 

twenty  minutes. 

There  is  no  convenient  test  for  pepsin,  but  its  absence  may  usually  be  inferred  if  there  is  no 
rennin  present. 

(e).  Microscopical  Characters. — Films  are  made  from  some  of  the  deposit,  and  stained  with 
dilute  gentian  violet.  Oppler-Boas  bacilli,  yeasts,  and  sarcinae  (Fig.  121,  p.  241)  should  be  looked 
for.  The  first  occur  specially  in  cases  of  carcinoma  ;  the  two  last  in  benign  stenosis  of  the  pylorus. 
3.  Deteriolnatioii  of  Motility. — Impaired  motility  is  shown  by  the  presence  of  food  residue 
in  any  quantity  (say  about  4  ounces)  six  and  a  half  hour*  after  an  ordinary  dinner.  In  order  to 
prove  the  presence  of  stagnation,  a  light  meal,  preferably  containing  some  easily  recognized  food 
(e.g.  currants),  should  be  given  in  the  evening,  and  the  stomach  washed  out  next  morning.  If 
food  be  found  in  the  washings,  stagnation  exists.  If  there  be  no  food,  but  if  several  ounces  of 
greenish  acid  fluid  are  obtained,  hypersecretion  is  present ;  flakes  of  mucus  may  be  found  in  the 
washings  in  gastritis.  Robert  Hutchison. 

INEQUALITY  OF  THE  PULSES.— (See  Pulses,  Unequal,  p.  550.) 

INEQUALITY  OF  THE  PUPILS.— (See  Pupil,  Abnormalities  of  the,  p.  551.) 

INSOMNIA  means  inability  to  obtain  the  normal  amount  of  sleep.  It  includes  sleep- 
lessness and  broken  or  restless  sleep,  and  admits  of  no  closer  definition  because  the  normal 
amount  of  sleep  varies  widely  with  age,  habit,  and  idiosyncrasy.  Thus,  out  of  the  twenty- 
four  hours,  an  infant  at  one  month  will  sleep  for  twenty-one,  at  six  months  for  eighteen, 
at  twelve  months  for  fifteen  hours.  A  child  four  years  old  needs  twelve  hours'  sleep,  the 
schoolboy  of  twelve  needs  ten,  the  public-school  man  should  have  nine.  The  average  hours 
of  sleep  in  adult  life  are  said  to  be  eight  for  women,  seven  for  men,  but  idiosyncrasy  may 
cut  down  the  hours  necessary  in  certain  people  to  no  more  than  three  or  four,  for  long  periods 
and  without  any  impairment  of  health  or  the  power  to  work.  Habit  may  train  neglected 
children  or  overworked  labourers  and  servants  to  get  on  with  short  hours  of  rest  and  inter- 
rupted sleep  that  would  speedily  make  an  ordinary  person  ill.  Insomnia  is  a  symptom 
indicating  that  something  is  amiss,  not  a  disease  per  se.  It  occurs  in  a  great  many  acute 
and  chronic  disorders,  but  in  most  cases  it  depends  on  functional  disturbances,  faulty  habits 
or  hygiene,  an  ill-arranged  regimen,  and  not  upon  organic  disease.  It  is  to  be  diagnosed 
whenever  lack  of  sleep  causes,  or  is  associated  with,  loss  of  health.  Most  patients  habitually 
underestimate  the  amount  of  sleep  they  get,  without  any  intention  to  deceive  ;  and  are  apt 
to  complain  that  they  have  been  awake  all  night,  when  in  point  of  fact  they  have  had  many 
hours  of  sleep. 

The  chief  causes  of  insomnia  are  tabulated  below  in  three  main  groups,  etiologically  : — 

1.  Insomnia  due  to  Faulty  Habits  or  Hygiene,  such  as — 

Some  sudden  change  in  the  routine  of  the  day  or  evening 

Exposure  to  undue  excitement  or  bad  atmosphere  before  retiring 

The  use  of  a  noisy,  airless,  or  overheated  bedroom 

The  use  of  too  many  bedclothes,  or  too  few 

Going  to  bed  on  too  full  or  too  empty  a  stomach 

Drinking  strong  tea  or  coffee  too  late  in  the  day 

The  over-use  of  tobacco. 
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2.  Insomnia  due  to  Acute  IHsorders,  such  as — 

Pain  due  to  any  cause,  inflammation,  injury,  neuritis,  etc. 
The  early  stages  of  fevers 

Acute  insanity,  meningitis,  delirium  tremens,  acute  mania,  etc. 
Acute  nervous  exhaustion. 

3.  Insomnia  due  to  Clironic  Disorders,  such  as — 

Gastro-intestinal  disorders,  dyspepsia,  constipation,  etc. 

Chronic  insanity  of  all  sorts,  neurasthenia 

Cerehral  syphiHs,  intracranial  tumour 

Disease  of  the  heart,  valvular  or  myocardial 

Disease  of  the  lungs,  emphysema,  bronchitis,  asthma,  etc. 

Diseases  of  the  liver  or  kidneys 

Arteriosclerosis  and  high  blood-pressure,  hyperpiesis 

Anaemia,  primary  or  secondary 

Hysteria  and  malingering. 

The  closer  investigation  of  the  causes  of  insomnia  may  best  be  done  by  taking  the  age 
of  the  patient  into  consideration. 

Sleeplessness  in  an  Infant  is  most  often  due  to  indigestion,  hunger,  or  bodily  discomfort; 
in  rare  cases  it  is  evidence  of  nervous  instability  or  ear  or  brain  disease.  Enquiry  into  the 
methods  and  hours  of  feeding  the  infant  will  often  show  where  the  fault  lies  :  the  food  may 
be  improper,  the  hours  of  feeding  too  frequent,  the  practice  of  giving  the  bottle  or  breast 
whenever  the  infant  cries  may  have  been  followed,  or  the  habit  of  allowing  it  a  dummy  teat 
to  suck  at  all  hours.  The  artificially  fed  infant  is  likely  to  suffer  from  indigestion  and  colic, 
with  screaming,  drawing  up  of  the  legs,  and  rigid  abdomen  ;  the  breast-fed  infant  will  more 
often  fail  to  sleep  because  it  is  hungry.  In  many  cases  it  fails  to  sleep  because  it  is  in 
discomfort  from  a  wet  napkin  or  bed,  from  having  too  many  bed-clothes  and  being  over- 
heated, or  from  being  cold  ;  the  bedroom  may  be  too  light  or  too  noisy.  In  not  a  ffew 
instances  it  fails  to  sleep  well  for  want  of  proper  training  ;  especially  if  it  finds  that  it  will 
be  fed  or  rocked  in  the  arms  or  cradle  as  often  and  as  long  as  it  sees  fit  to  cry.  When  the 
infant  is  six  months  old  or  more,  rickets  and  the  local  irritation  of  teething  are  common 
additional  causes.  In  a  minority  of  cases  the  sleeplessness  is  due  to  the  onset  or  presence 
of  acute  or  chronic  disease,  or  to  the  indeterminate  condition  described  as  nervousness  or 
nervous  instability,  or  to  definite  mental  deficiency  ;  careful  examination  of  the  infant  and 
its  previous  history  should  suffice  to  clear  up  the  diagnosis  in  these  cases.  As  the  treatment 
of  sleeplessness  in  an  infant  hardly  ever  demands  the  use  of  sedative  drugs,  but  consists 
mainly  in  rectifying  errors  of  diet,  hygiene,  or  up-bringing,  it  is  obvious  that  the  medical 
man  must  be  prepared  to  go  deeply  into  these  domestic — rather  than  medical — matters. 

Sleepiessnesfs  in  Cliiidren  is  due  largely  to  causes  similar  to  those  described  above. 
In  a  great  many  cases  it  is  due  to  indigestion,  with  which  may  be  associated  flatulence, 
teething,  and  the  presence  of  worms  in  the  intestine  ;  tea-drinking  is  a  conunon  cause  of 
chronic  dyspepsia,  nervous  irritability,  and  disturbed  sleep,  in  children  as  well  as  in  adults. 
Many  children  sleep  ill  because  they  are  put  to  bed  within  an  hour  or  so  of  a  late  tea  or  early 
supper  of  too  solid  a  character  ;  others,  for  want  of  fresh  air  in  the  bedroom,  waking  late 
on  the  following  morning  in  a  headachy  and  irritable  condition  and  with  little  appetite  for 
breakfast.  Not  a  few  ill-fed  or  anaemic  school-children  sleep  badly  during  term-time 
because  they  are  over-worked,  or  worried  about  their  lessons  or  their  place  in  the  class, 
without  being  actually  over-worked  ;  in  such  cases  the  distraction  afforded  by  games  is 
likely  to  be  more  successful  in  effecting  a  cure  than  treatment  by  rest.  It  is  only  in  the 
minority  of  instances  that  the  insomnia  is  due  to  disease,  whether  acute  or  chronic,  such  as 
adenoids,  enlarged  tonsils,  or  organic  disease  of  the  various  viscera.  A  few  special  forms  of 
insonmia  seen  in  childhood  call  for  brief  mention.  In  early  hip  disease  sleep  may  be  disturbed 
by  sudden  starting  pains  ;  the  child  goes  off  to  sleep,  only  to  be  awakened  almost  at  once 
by  sudden  shooting  pains  in  the  affected  leg  or  hip.  Sleep  is  broken  by  fright  in  night-terrors 
(see  Nightmares,  p.  402),  in  which  the  child  wakes  up  screaming  and  frightened,  but 
conscious  and  able  to  explain,  so  far  as  excitement  permits,  the  nature  of  the  fright ;  indis- 
cretions in  diet,  or  the  presence  of  adenoids  or  worms,  often  explain  the  occurrence  of  such 
night- terrors.  In  the  rarer  and  more  serious  form  of  night-terror,  known  as  pavor  noctumus, 
the  child  awakes,  screaming  and  frightened,  but  not  fully  conscious,  and  unable  to  recognize 
those  around  him.     There  is  no  recollection  of  the  fright  next  day,  and  in  all  probability 
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the  pavor  is  akin  to  epilepsy,  occurring  mainly  in  children  with  a  bad  family  history  of 
nervous  disease.  It  is  plain  from  what  has  been  said  above  that  the  diagnosis  of  the  cause 
of  sleeplessness  in  a  child  demands  scrutiny  of  the  daily  routine,  diet,  and  sleeping- 
arrangements,  as  well  as  examination  of  the  child  itself.  Sedative  drugs  are  practically 
never  required  for  its  treatment,  except  in  the  case  of  severe  acute  or  chronic  disease,  and 
even  then  should  be  given  but  rarely. 

Insomnia  in  Adults,  in  the  majority  of  cases,  is  due  to  faults  of  habit  or  hygiene  similar 
to  those  already  mentioned  in  the  case  of  children  ;  but  it  is  due  to  organic  disease  of  one 
sort  or  another  in  not  a  few  instances,  discussed  later.  The  sleepless  adult  should  devote 
thought  to  the  economy  and  arrangement  of  his  bed  and  bedroom,  and  the  hours  he  keeps. 
The  bed  should  be  comfortable — ^whether  the  mattress  be  hard  or  soft  is  a  matter  of  taste  ; 
many  people  sleep  better  with  a  high  pillow  than  with  a  low,  and  if  a  high  pillow  is  not 
agreeable,  the  same  effect  can  often  be  produced  by  putting  blocks  two  or  three  inches  high 
beneath  the  posts  at  the  head  of  the  bed.  The  bedclothes  should  be  light  rather  than  heavy  ; 
they  should  be  warm  enough  to  prevent  the  occurrence  of  cold  feet,  a  very  common  cause  of 
sleeplessness.  The  bed  should  not  be  placed  so  that  the  sleeper  faces  the  light.  A  supply 
of  fresh  air  throughout  the  night  is  essential,  and  is  assured  if  the  room  is  heated  by  an  open 
fire  :  stuffiness  and  overheating  of  the  atmosphere  seem  almost  inseparable  from  heating 
by  stoves,  hot  air,  hot  water,  or  steam,  and  are  common  causes  of  sleeplessness.  The 
hygiene  of  the  bedroom  having  been  attended  to,  the  habits  of  the  sleepless  patient  should  be 
passed  in  review.  Many  well-to-do  people  sleep  ill  because  they  go  to  bed  too  soon  after 
a  heavy  dinner  ;  a  few  because  they  go  to  bed  hungry.  Not  a  few  find  that  they  sleep  badly 
if  they  take  a  cup  of  coffee  after  dinner,  or  even  drink  tea  in  the  afternoon  ;  others  sleep  ill 
if  they  indulge  in  brain-work  after  dinner,  or  attend  exciting  public  meetings,  theatres, 
concerts,  and  so  forth.  It  is  known  that  bodily  and  mental  fatigue  promote  sleep,  and  some 
patients  with  insomnia  solicit  sleep  and  aggravate  their  condition  by  pushing  fatigue  to 
the  pK)int  of  exhaustion,  forgetting  that  over-fatigue  often  produces  sleeplessness.  The 
observance  of  fairly  regular  hours  for  work,  food,  and  sleep  is  often  neglected  by  busy  men, 
and  the  neglect  often  results  in  disturbance  of  their  sleep.  Sudden  changes  in  the  mode 
or  routine  of  daily  life,  or  alterations  in  the  altitude  or  locality  inhabited,  may  result  in 
acute  and  persistent  insomnia.  It  is  to  the  investigation  of  these  and  similar  irregularities, 
trifling  as  many  of  them  may  appear,  that  one  must  look  in  diagnosing  the  cause  of  insomnia 
in  healthy  or  fairly  healthy  patients  ;  its  treatment  will  naturally  turn  mainly  on  their 
correction.  Healthier  habits  of  life  must  be  advised,  and  the  use  of  sedatives  prohibited 
entirely. 

In  the  case  of  adults  suffering  from  the  most  various  acute  disorders,  slight  or  severe, 
the  occurrence  of  insonmia  is  a  commonplace.  It  passes  off  with  the  amelioration  of  the 
disorder,  and  if  the  patient  is  able  to  give  an  account  of  himself  and  his  symptoms,  the 
diagnosis  should  not  be  difficult. 

It  is  often  otherwise  with  adults  suffering  from  insomnia  due  to  chronic  disease  ;  the 
sleeplessness  may  be  one  of  the  earliest  symptoms  of  illness,  or  the  other  symptoms  that 
are  present  may  have  escaped  the  patient's  notice.  For  example,  persistent  inability  to 
sleep  is  often  a  prominent  and  early  feature  of  nervous  or  mental  disease — melancholia, 
mania,  general  paralysis,  hypochondriasis,  neurasthenia,  acute  nervous  exhaustion,  paralysis 
agitans,  and  chronic  alcoholism  may  here  be  mentioned  ;  in  old  age,  senile  nocturnal  mania 
may  occur  as  a  very  troublesome  form  of  insomnia.  Inability  to  sleep  may  be  marked 
in  cases  of  cerebral  tumour  or  cerebral  syphilis.  Want  of  sleep  throws  a  great  strain  on 
the  nervous  system  generally,  and  so  is  a  prominent  factor  in  the  production  of  insanity  ; 
the  one  aggravates  the  other,  and  a  vicious  circle  is  established.  In  heart  disease,  insomnia 
is  frequently  a  distressing  feature  ;  the  patient  often  has  to  sleep  propped  up  in  bed  because 
of  breathlessness  whenever  the  recumbent  position  is  adopted,  and  when  he  does  get  off  to 
sleep  he  is  often  awakened  by  cardiac  palpitation  or  dyspnoea,  within  a  few  minutes. 
Restless  nights  arc  passed  even  while  cardiac  compensation  is  maintained  ;  when  com- 
pensation fails  the  condition  is  much  aggravated.  Patients  with  aor^^ic  incompetence  may 
be  kept  awake  by  the  pulsating  shock  and  noise  of  their  own  hearts.  Dyspnoea  is  a  common 
cause  of  sleeplessness  in  many  diseases  of  the  lungs.  Patients  with  bronchitis,  emphysema, 
spasmodic  asthma,  extensive  pulmonary  adhesions  or  pulmonary  tuberculosis,  and  other 
kindred  diseases,  often  pass  restless  nights    because  they  are  awakened  by  pulmonary 
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dyspncBa  soon  after  getting  off  to  sleep.  With  these  patients,  as  with  those  suffering  from 
heart  disease,  the  sitting  or  semi-recumbent  position  at  night  is  often  imperative,  the  reasons 
beuig  that  diaphragmatic  breathing  is  easiest,  and  the  amplitude  of  the  diaphragmatic 
movements  greatest  when  the  patient  sits,  less,  when^he  lies,.aiid  least  when  he  is  in  the  erect 
position.  Sleeplessness  is  frequent  in  cirrhosis  of  the  liver ,  being  accompanied  by  nocturnal 
delirium  in  the  severer  cases  ;  it  may  also  occur  in  chronic  renal  disease.  It  is  often  a 
persistent  and  distressing  feature  of  arteriosclerosis  and  high  blood-pressure^  with  hypertrophy 
of  the  heart.  The  mechanism  whereby  this  sleeplessness  is  produced  is  obscure  ;  but  ftom 
the  fact  that  any  treatment  that  lowers  the  blood-pressure — ^massage,  hot  baths,  high- 
frequency  currents  of  electricity — cures  the  insomnia,  it  may  be  assumed  that  the  high 
arterial  pressure  acts  directly,  preventing  the  esti^lishment  of  the  degree  of  cerebral  anemia 
that  is  requisite  for  sleep.  But  it  must  be  noted  that  if  insonmia  results  from  the  supply 
of  too  much  blood  to  the  brain,  it  also  results  from  the  supply  of  too  little  ;  hence  sleepless- 
ness occurs  in  graive  ancemia,  whether  primary  or  secondary. 

In  conclusion,  it  may  be  noted  that  in  hysteria,  professions  of  obstinate  insomnia  go 
far  beyond  the  observed  facts  ;  and  that  the  malingerer,  claiming  not  to  have  slept  at  all  for 
days  or  weeks,  may  urge  the  sound  slumber  he  enjoys  in  hospital  as  an  argument  for  the 
prolongation  of  his  stay.  A,  J,  J  ex-Blake. 

INTERSCAPULAR  PAIN.— (See  Pain,  Interscapular,  p.  461.) 
IRIDOPLEGIA. — (See  Pupil,  Abnormalities  of  the,  p.  551.) 

IRRITABILITY. — It  is  not  very  often  that  irritability  can  be  regarded  as  a  symptom 
of  diagnostic  importance.  It  is  a  relative  condition,  varying  in  its  significance  with  the 
individual,  and  more  especially  with  his  age.  Children,  for  instance,  display  irritability 
much  more  readily  than  adults  under  similar  influences,  owing  to  incomplete  education  of 
their  powers  of  control,  and  a  like  distinction  may  be  drawn  between  different  persons  of 
adult  age.  Varying  degrees  of  irritability  may  be  recognized  under  any  condition  of  ill- 
health,  and  as  a  solitary  symptom  it  can  hardly  be  regarded  as  one  of  much  imjwrt.  An 
exception  may  perhaps  be  made  in  favour  of  the  steadily-increasing  irritability  which  is 
sometimes  observed  as  a  prodrome  of  meningitis,  and  which  may  be  sufficiently  remarkable 
to  instigate  a  careful  look-out  for  other  early  signs  of  that  disease,  such  as  vomiting,  head- 
ache, strabismus,  and  head-retraction. 

In  adults,  the  personal  disposition  is  longer  established  and 'better  recognized,  so  that 
definite  alterations  in  temperament,  independent  of  obvious  cause,  and  clearly  not  of  fleeting 
character,  must  always  receive  attention  from  the  medical  man  to  whose  notice  they  are 
brought.  Many  chronic  ailments,  especially  those  which  entail  mental  or  physical  suffering, 
may  be  associated  with  increased  irritability  without  exciting  special  remark.  On  the 
other  hand  there  are  some  constitutional  or  metabolic  disturbances  which  are  noted  for  the 
irritability  to  which  they  may  give  rise.  Diabetes  mellitus  and  chronic  nephritis  are  common 
examples  of  this  kind,  and  the  examination  of  the  urine  of  patients  in  whom  friends  have 
observed,  or  who  may  even  themselves  complain  of,  irritability,  should  never  be  neglected. 
In  such  conditions  as  jaundice,  Graves's  disease,  and  acromegaly,  other  symptoms  and  signs 
are  more  obvious  and  more  conclusive. 

Irritability  often  forms  part  of  a  neurasthenic  syndrome,  but  it  is  well  to  remember  that 
the  same  symptom  may  be  present  in  the  early  stages  of  general  paralysis  of  the  insane. 
A  careful  investigation  of  other  mental  changes,  of  the  condition  of  the  reflexes  and  pupils, 
and,  if  suspicion  is  aroused,  a  Wassermann  test,  should  be  carried  out  before  coming  to  a 
definite  diagnosis.  It  is  hardly  necessary  to  add  that  irritability  may  be  associated  with 
other  depressed  mental  states,  such  as  melancholia  and  epileptic  dementia.  Finally,  chronic 
intoxications,  and  especially  chronic  alcoholism  and  plumbism,  may  be  responsible  for  great 
irritability,  especially  in  the  earlier  hours  of  the  day.  E.  Farqufiar  Buzzard, 

IRRITABILITY  OF  THE  BLADDER.— (See  Micturition,  Abnormalities  of, 
p.  393.) 

ITCHING.— (See  Pruritus,  p.  540.) 
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JAUNDICE  is  the  term  used  to  indicate  the  yellow  or  greenish  coloration  of  the  skin, 
conjunctiva,  mucous  membranes,  and  other  tissues  and  fluids  of  the  body,  by  bile  pigment. 
The  following  are  its  chief  signs  : — 

The  Skin. — The  colour  varies  from  a  light  sulphur  yellow  to  a  deep  orange,  greenish, 
and,  in  some  cases,  dark  olive  tint.  The  greenish  or  dark  olive  shade  is  only  found  in  severe 
cases  of  long  standing.  Intense  itching  is  often  produced,  especially  if  the  jaundice  is  the 
result  of  obstruction  of  the  bile-ducts  ;  and  this  sometimes  leads  to  vigorous  scratching  and 
the  production  of  scratch-marks,  blood-crusts,  and  sore  places. 

In  certain  cases,  after  some  time,  little  yellowish-white  or  light  yellowish-salmon- 
coloured  patches  of  soft  smooth  tissue  slightly  raised  above  the  surface  of  the  surrounding 
skin  may  appear  on  the  upper  eyelids  near  the  inner  canthi.  These  patches  may  spread 
until  the  eye  is  surrounded  entirely  by  this  altered  skin,  xanthelasma  palpebrarum.  A 
similar  condition  may  also  occur  on  the  palmar  surface  of  the  hands  and  fingers,  or  firm 
rounded  nodules  varying  in  size  from  J  in.  to  ^  in.  in  diameter,  more  or  less  raised  above 
the  level  of  the  surrounding  skin,  may  develop  over  the  elbows,  knees,  or  in  other  places — 
xanthelasma  planum  and  xanthelasma  tuberosum. 

The  Eyes. — ^The  conjunctivae  are  yellow.  Care  must  be  taken  to  distinguish  deposits 
of  subconjunctival  fat  from  actual  coloration.  Occasionally,  it  is  said,  patients  suffer  from 
yellow  vision  (xanthopsia). 

The  Urine  may  present  almost  any  shade,  from  a  light  saffron-yellow  to  yellowish- 
brown^  medium  brown,  dark  mahogany  brown,  greenish-brown,  or  even  almost  black. 
On  looking  across  the  upper  portion  of  the  urine  in  a  specimen  glass  a  distinct  greenish 
tinge  may  be  detected,  and  the  froth  which  forms  at  the  top  on  shaking  possesses  a  distinct 
yellowish  or  greenish  shade.     It  stains  white  blotting-paper  and  linen  a  bright  yellow. 

As  a  general  rule,  when  jaundice  is  developing,  bile  pigment  can  be  detected  in  the  urine 
before  the  conjunctivae  become  yellow,  and  the  conjunctivae  become  jaundiced  before  the 
skin.  On  the  other  hand,  when  jaundice  is  leaving  a  patient,  the  bile  pigment  first  disappears 
from  the  urine,  whilst  the  skin  remains  coloured  for  some  time  afterwards.  There  are 
certain  special  cases,  indeed,  in  which  the  skin  and  conjunctivae  exhibit  obvious  jaundice, 
yet  there  is  no  bile  pigment  in  the  urine.  This  condition  is  termed  acholuric  jaundice 
(p.  382). 

Other  Secretions. — The  sweat  and  milk  of  women  who  are  nursing  may  be  tinged 
yellow.  Pleuritic,  pericardial  or  peritoneal  effusions  may  be  similarly  coloured.  The 
tears,  saliva,  and  gastro-intestinal  secretions  are  not  affected  in  this  manner,  nor  are  the 
meninges,  brain,  spinal  cord,  or  cerebrospinal  fluid. 

The  Faeces. — In  cases  of  jaundice  due  to  obstruction  of  the  larger  ducts,  the  faeces 
become  greyish-white  or  clay-coloured  from  lack  of  stercobilin,  and  they  may  contain  an 
excess  of  fat  which  by  decomposition  is  likely  to  give  the  stools  a  very  offensive  smell.  The 
bowels  are  usually  constipated. 

The  Pulse. — It  is  frequently  stated  that  the  pulse  is  apt  to  become  much  slower  than 
normal,  especially  in  cases  of  catarrhal  jaundice  without  pyrexia.  It  is,  however,  very 
rare  to  find  these  slow-pulse  cases  clinically ;  more  often,  although  physiological  experiments 
show  that  the  bile  salts  tend  to  slow  the  heart  remarkably,  the  pulse-rate  is  accelerated, 
especially  in  pyrexial  cases. 

Bruising. — ^There  is  a  marked  tendency  to  capillary  oozing  and  haemorrhage  in  certain 
cases  ;  this  is  important,  not  only  from  the  point  of  view  of  operations,  but  also  because  of 
the  ready  bruising  of  the  skin  which  might  be  mistaken  for  evidence  of  violence. 

Cholaemia. — In  cases  of  severe  or  long-continued  jaundice,  cholaemic  symptoms  may 
supervene,  namely,  stupor,  delirium,  convulsions,  coma,  and  death. 

Jaundice  must  not  be  mistaken  for  other  conditions  which  cause  yellowness  of  the  skin. 
There  should  be  but  little  possibility  of  ♦•^•«',  provided  a  careful  examination  is  made.  Slight 
jaundice  and  pernicious  anaemia  are  perhaps  the  two  conditions  that  may  most  readily 
be  mistaken  for  each  other  ;  in  the  latter,  however,  the  conjunctivae  are  generally  of  a 
pearly  whiteness,  however  yellow  the  skin  may  be  ;  and  if  the  urine  should  be  suspiciously 
dark,  its  colour  will  be  found  to  be  due  to  urobilin,  detected  by  its  spectroscopic  band 
between  the  E  and  F  lines  {Fig.  86,  p.  80),  whilst  tests  for  bile  pigments  would  be  negative. 
If  there  is  doubt  as  to  the  presence  of  urobilin  on  direct  spectroscopic  examination  alone, 
further  urobilin  tests  will  be  applied.     One  of  the  best  is  carried  out  as  follows  :  A  quantity 
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of  the  urine,  say  an  ounce,  is  poured  into  a  suitable  glass  cylinder  acidulated  with  a  few 
drops  of  acetic  acid  ;  about  half  an  ounce  of  amyl  alcohol  is  then  added,  and  the  mixture 
is  slowly  shaken  to  and  fro  in  the  cylinder  several  times,  after  which  it  is  allowed  to  stand 
for  some  minutes  whilst  the  amyl  alcohol  separates  to  the  top  ;  the  urobilin  is  now  in  solu- 
tion in  the  amyl  alcohol,  which  may  be  poured  off  into  a  test-tube  ;  on  adding  a  few  drops 
of  a  saturated  solution  of  zinc  acetate  in  ethyl  alcohol  to  it,  a  beautiful  red -green-yellow 
fluorescence  results  if  urobilin  is  present,  the  appearance  being  similar  to  that  of  a  weak 
solution  of  eosin  (Plate  XXXIV,  Fig,  12,  p.  748) ;  and  the  absorption  band  of  urobilin  can 
be  seen  readily  through  it  with  the  spectroscope.  In  very  rare  cases  of  pernicious  anaemia 
there  may  be  jaundice  also.  Acholuric  jaundice  cases  are  probably  the  most  difficult  to 
be  sure  of,  and  in  some  of  these  the  diagnosis  becomes  a  matter  of  opinion. 

Having  concluded  that  a  patient  has  jaundice,  the  next  step  is  to  decide  between  the 
causes  of  the  sjinptom.     The  following  are  the  chief  of  them  : — 


CAUSES    OF   JAUNDICE. 

I.  Jaandice   due    to    Ontistructioii    of    the    larger    Bile-ducts,    espedaUy    of    the 
common   Bile-duct: — 


A,  Causes  within  the  Duct : — 

Gall  stones 
Inspissated  bile 

B.  Causes  affecting  the  Wall  of  the  Duct: 

Catarrh  of  the  mucous  membrane  of 
the  duct 

Catarrh  of  the  mucous  membrane  of 
the  duodenum  involving  and  ob- 
structing the  ampulla  of  Vater 


(Hydatid  cysts 
Distomata 
Ascarides 

Catarrh  of  the  pancreas  spreading  to 
and  involving  the  ampulla  of  Vater 
(Chronic  pancreatitis) 

Carcinoma  of  the  duct 

Cicatrization  following  ulceration  of  the  duct 

Congenital  obliteration  of  the  duct 


C  Causes  compressing  the  Duct  from  outside  or  invading  it  from  outside  : 


Peritoneal  adhesions 

Enlarged  portal  lymphatic  glands  ; 

(a)  Secondary  malignant 

(b)  Lymphadenomatous 

(c)  Tuberculous 

(d)  Leuksemic 
Tumours  of  the  liver 

„  „       pancreas 

„  „       duodenum 


Tumours  of  the  stomach 
colon 

right  kidney 
suprarenal  capsule 
ovaries 
uterus 
omentum 

Aneurysm  of  the  hepatic  artery 


II.  Jaundice  without  Obstruction  of  the  larger  Bile-ducts: — 

A.  Causes  associated  with  Disease  of  the  Liver  : — 


Carcinoma 
Cirrhosis 

Abscess*  ^'^^S^^ 

ADscess  J  M^ii-ipie  or  pyemic 


Acute  yellow  atrophy 

Passive  congestion  from  chronic  heart  failure 

Syphilis 

Active  congestion 


B.  Jaundice  in  Acute  Fevers  and  Infections,  such  as  : 


Typhus 
Typhoid  fever 
Pyaemia 
Pneumonia 


Rheumatic  fever 
Syphilis 
Weil's  disease 
Yellow  fever 


C.  Jaundice  due  to  Poisons  : — 

Phosphorus  Antimoniuretted  hydrogen 

Arseniuretted  hydro-       Male  fern 

gen  Toluylenediamine 

I   Trinitrotoluol 

D,  Jaundice  due  to  Nervous  Causes  : — 


Mental  emotion 


I       Concussion 


E.  Jaundice  due  to  Unclassified  Causes  : — 
Familial  jaundice         |    Pernicious  anaemia 
Epidemic    infective      |    Splenic  anaemia 
jaundice  '    Leukaemia 


Relapsing  fever 
Malaria 

And  some  other    tropical 
fevers 


Snake  poison 
Tetrachlorcthanc 
Dinitro  benzene 
Chloride  of  sulphur 


Icterus  neonatorum 
Icterus  gravis  of  children 
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THE    DIAGNOSIS. 


When  diagnosing  the  cause  of  jaundice  in  any  given  case,  it  is  important  to  consider, 
not  only  the  degree  of  jaundice,  but  also  the  age  of  the  patient,  the  history,  and  the  signifi- 
cance of  any  other  symptoms  which  may  be  present. 

Very  intense  jaundice  and  clay-coloured  motions  indicate  some  obstruction  to  the 
common  bile-duct,  of  which  the  commonest  causes  are  catarrh,  gall-stones,  chronic  pancrea 
titis,  or  carcinoma. 

Jaundice  with  rigors  suggests  :  (1)  Infective  or  suppurative  cholangitis,  with  or  without 
jsuppurating  gall-bladder  from  gall-stones  or  from  carcinoma  ;  (2)  Infective  or  suppurative 
pylephlebitis,  especially  after  appendicitis ;  (3)  Hepatic  abscess  (single  or  pyaemic). 
Almost  all  the  different  causes  of  jaundice  may  also  cause  pyrexia,  so  that  without 
rigors  the  existence  of  pyrexia  does  not  assist  greatly  in  the  differential  diagnosis.  That 
cirrhosis  of  the  liver  and  carcinoma  of  the  liver  are  both  very  apt  to  cause  evening  rises  of 
temperature  to  as  much  as  100°  F.,  101°  F.,  or  nwre,  is  aiiact  that  is  sometimes  overlooked 
(Fig.  167,  p.  371,  and  Fig.  145). 

The  absence  of  pyrexia  in  a  jaundice  case  will  ser\'e  to  exclude  such  conditions  as 
abscess,  pylephlebitis,  cholangitis,  acute  specific  fevers  such  as  typhoid  or  Weil's  disease, 
and  epidemic  infective  jaundice. 


Fig.  145. — Temperature  chart  from  a  fatal  case  of  secondary  carcinoma  of  the  liver. 

Jaundice  with  enlargement  of  the  liver  may  occur  in  any  condition  of  obstruction  to 
the  common  bile  duct,  and  in  congestion  of  the  liver,  cirrhosis,  carcinoma,  syphilis,  abscess, 
phosphorus  poisoning. 

Jaundice  with  a  very  greatly  enlarged  gall-bladder,  especially  persistent  jaundice 
in  a  middle-aged  person,  suggests  carcinoma  of  the  head  of  the  pancreas.  Gall-stones 
seldom  cause  both  jaundice  and  a  large  gall-bladder  at  the  same  time,  perhaps  because 
the  infective  process  that  produces  the  gall-stones  also  causes  peritoneal  adhesions  about 
the  gall-bladder  which  tie  it  down  and  prevent  it  from  expanding. 

The  diagnosis  is  very  often  almost  obvious.  For  instance,  jaundice  appearing  in  an 
infant  two  or  three  days  after  birth,  and  rapidly  disappearing  again,  is  almost  physiological 
(icterus  neonatorum).  Transient  jaundice  in  an  otherwise  healthy  boy  or  girl  will  almost 
certainly  be  catarrhal.  Jaundice  following  an  acute  attack  of  colic  at  once  suggests  a 
gall-stone.  Recurrent  attacks,  extending  over  years,  are  not  likely  to  be  due  to  malignant 
disease,  whereas  persistent  and  deepening  jaundice  without  intense  pain  in  a  person  over 
40  years  of  age,  who  has  been  wasting  and  has  only  been  ill  a  month  or  two,  suggests 
malignant  disease.  It  often  happens  that  the  primary  growth,  in  cases  of  secondary 
malignant  jaundice,  is  not  at  once  obvious,  and  it  is  important  not  to  omit  a  rectal  examin- 
ation, lest  there  be  a  rectal  carcinoma  that  is  itself  causing  no  symptoms. 

A  few  words  may  now  be  said  about  each  of  the  main  causes  of  jaundice. 
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I.  OBSTRUCTION    OF   THE    COMMON    BILE-DUCT. 

A.  Within   tlie  Duct. 

Gall-stones  may  give  rise  to  no  symptoms  so  long  as  they  remain  in  the  gall-bladder. 
They  yary  in  size  from  a  grain  of  sand  to  a  hen's  egg,  and  in  a  few  cases  they  may  be  detected 
by  the  aj-rays  (Fig.  146).  If  impacted  in  the  cystic  duct,  distention  of  the  gall-bladder  may 
follow,  but  there  is  no  jaundice.  When  impacted  in  the  common  duct,  intense  jaundice  is 
produced,  and  some  enlargement  of  the  liver,  but  in  the  majority  of  cases  no  distention  of 
!he  gall-bladder.  Before  impaction  of  the  calculus  takes  place  as  it  moves  from  the  gall- 
bladder along  the  ducts,  intense,  agonizing,  colicky  pain  is  produced,  which  is  first  felt  in 
the  epigastrium  and  right  hypochondrium.  extending  thence  to  the  back  of  the  lower  part 


Fig.  146. — Skia^rram  of  gall-stones  :  the  two  stones  show  below  the  outline  of  the  kidney,  and  each  has  a  distinct 
edge.    (Skiagram  by  Dr.  C.  Thurstan  floUand,  from  The  Medical  Annual^  1911.) 

of  the  right  chest,  to  the  back  of  the  right  shoulder,  and  it  may  be  so  severe  that  the  patient 
becomes  collapsed.  Vomiting,  pyrexia,  and  rigors  are  other  symptoms  which  arr  fre- 
quently associated  with  these  attacks  of  pain.  The  latter  lasts  a  varying  time  according 
to  what  happens  to  the  calculus.  If  expelled  into  the  duodenum  the  severe  pain  ceases, 
and  the  gall-stone  may  be  found  in  the  faeces.  If  found,  it  should  be  examined  carefully, 
for  if  its  surface  is  faceted  it  indicates  that  other  gall-stones  are  present,  and  points  to  the 
likelihood  of  further  attacks  of  colic  and  jaundice  occurring. 


Digitized  by  CjOOQIC 


828  JAUNDICE 

Jaundice  dependent  on  the  passage  of  gall-stones  usually  comes  on  about  twelve  hours 
after  the  commencement  of  the  attack  of  colic,  and  persists  for  a  varying  period  according 
to  the  length  of  time  the  calculus  remains  in  the  duct.  Occasionally  jaundice  occurs  without 
any  previous  colic.  Recurring  attacks  of  jaundice  in  a  middle-aged  woman,  with  or  without 
attacks  of  colic,  are  almost  pathognomonic  of  gall-stones  ;  only  one  other  disease  produces 
precisely  similar  symptoms,  namely,  chronic  pancreatitis.  In  the  latter,  however,  the 
jaundice  is  apt  to  persist  longer,  and  it  may  never  go  completely  away,  lessening  between 
the  attacks,  to  deepen  again  with  each  recurrence  of  the  acute  pancreatic  pain.  It  is  often 
very  difficult  without  laparotomy  to  distinguish  gall-stones  from  chronic  pancreatitis.  The 
absence  of  gall-stones  in  the  fjeces,  and  the  presence  of  a  positive  pancreatic  reaction  in  the 
urine  (see  Cammidge's  Pancreatic  Reaction,  p.  100),  would  point  to  chronic  pancreatitis 
rather  than  to  gall-stones  ;  the  former  is  distinguished  from  neoplasm  by  the  greater  amount 
of  pain  it  causes  and  the  longer  the  case  lasts. 

There  are  several  jnethods  of,  detecting  pancreatic  disease,  most  of  which  depend  upon 
the  non-entry  of  the  pancreatic  juice  into  the  intestine.  The  percentage  of  fat  in  the  stools 
when  ordinary  quantities  are  given  by  the  mouth  is  very  much  greater  when  the  pancreatic 
juice  fails  than  when  the  bile  alone  fails,  so  that  extremely  fatty  iridescent  stools  favour 
a  diagnosis  of  pancreatitis  or  pancreatic  neoplasm.  The  same  indication  is  afforded  when 
the  faeces  contain  a  large  number  of  undigested  muscle  fibres  ;  also  when  keratin-coated 
capsules  are  passed  undigested,  or  when  such  capsules  containing  methylene  blue  are  given 
without  the  urine  subsequently  turning  blue.  Other  tests  concern  the  tryptic  activity  of 
the  motions,  and  so  forth,  and  their  value  is  still  sub  judice. 

If  a  stone  remains  impacted  in  the  common  duct,  the  jaundice  is  intense  ;  but  if  it  soon 
passes  into  the  duodenum,  the  jaundice  is  slighter  and  transient. 

Inspissated  Bile  is  always  mentioned  as  a  cause  of  jaundice,  but  there  are  no 
distinguishing  signs  of  this  condition,  and  it  would  require  considerable  boldness  on  the 
part  of  the  physician  to  make  this  the  sole  diagnosis.  Thickening  of  the  bile  may  occur 
in  acute  fevers,  poisonings,  and  so  forth,  and  this  is  possibly  the  cause  of  the  jaundice  in 
many  of  the  cases  where  there  is  no  obstruction  to  the  large  bile-ducts  ;  but  a  diagnosis 
of  '  inspissated  bile  '  by  itself  would  clearly  be  incomplete  and  inadequate. 

Parasites, — A  hydatid  q^st  of  the  liver  may  happen  to  be  in  such  a  position  as  to  stenose 
the  common  bile-duct,  or  it  might  open  into  the  gall-bladder,  cystic,  hepatic,  or  common 
bile-ducts.  It  is,  however,  an  exceptionally  rare  cause  of  jaundice,  and  it  could  seldom 
be  diagnosed  unless  by  laparotomy. 

Distoma  hepaticum. — The  normal  habitation  of  this  parasite  is  the  bile-ducts  of  the 
sheep  ;  it  is  sometimes  found  occupying  a  similar  position  in  man,  though  in  England  this 
is  of  extreme  rarity.  The  chief  symptoms  are  jaundice,  ascites,  enlargement  of  the  liver, 
vomiting,  pyrexia,  diarrhoea,  and  pain  in  the  right  hypochondrium.  If  circumstances 
should  suggest  this  infection,,  the  vomit  and  the  stools  should  be  examined  for  flukes,  and 
the  stools  for  ova,  which  are  large,  brown,  and  operculated,  measuring  0'13  by  '08  mm. 

Ascaris  lumhricoides  (round  worm). — ^This  parasite  inhabits  the  upper  part  of  the 
small  intestine  and  measures  ^rom  15  to  45  cm.  in  length.  It  seems  to  have  a  special  tendency 
to  force  itself  into  small  orifices,  and  it  has  been  recorded  as  becoming  impacted  in  the 
common  bile-duct,  with  jaundice  as  the  result.  The  worms  themselves  seldom  produce 
symptoms^nd  unless  they  are  actually  found  in  the  duct  they  could  never  be  diagnosed 
with  certainty  as  the  cause  of  jaundice.  Even  if  the  worms  or  their  ova  were  found  in  the 
patient's  faeces,  it  would  be  a  bold  thing  to  diagnose  that  an  ascaris  impacted  in  the  bile- 
duct  was  the  cause  of  the  jaundice. 

B,  Causes  affecting  the  WaU  of  the   Duct. 

Catarrh  of  the  Mucous  Membrane  of  the  Bile-duct  (catarrhal  jaundice). — This  is  a  common 
cause  of  jaundice — in  young  people  the  most  common  of  all.  It  is  due  to  the  obstruction 
caused  by  the  swelling  of  the  mucous  membrane,  and  it  is  almost  impossible  to  distinguish 
clinically  between  cases  in  which  the  catarrh  is  confined  to  the  bile-ducts,  and  those  in 
which  it  began  in  the  duodenum  and  thence  extended  to  the  biliary  papilla.  It  is  usually 
preceded  by  gastro-intestinal  disturbances,  especially  epigastric  discomfort  and  dyspepsia. 
The  jaundice  develops  almost  suddenly  in  many  cases,  and  it  may  become  intense,  the 
stools  being  clay-coloured  and  the  urine  dark  with  bile  pigment.     There  may  be  a  slight 
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rise  of  temperature  at  first,  the  pulse  may  be  less  accelerated  than  would  be  proportionate 
to  the  temperature,  and  in  quite  rare  cases  it  is  absolutely  slowed  down  to  40,  or  even  30  ; 
the  liver  and  spleen  niay  be  enlarged  slightly,  the  tongue  furred  and  the  breath  foul ;  loss 
of  appetite,  nausea,  constipation,  a  feeling  of  weight  and  discomfort  in  the  right  hypo- 
chondriac region  may  also  be  prominent  symptoms.  In  mild  cases  the  jaundice  is  slight 
and  disappears  at  the  end  of  one,  two,  or  three  weeks  ;  sometimes  it  lasts  as  long  as  eight 
weeks,  or  even  more.  In  considering  the  diagnosis,  it  should  be  remembered  that  jaundice 
in  a  child  or  a  young  adult  is  most  likely  to  be  due  to  catarrh.  The  slightness  of  the  pain 
helps  to  exclude  gall-stones  and  chronic  pancreatitis,  and  malignant  disease  is  rendered 
improbable  if  the  jaimdice  presently  clears  up,  and  if  the  patient  does  not  emaciate.  There 
is  a  growing  belief  that  so-called  catarrhal  jaundice  is  really  a  specific  infectious  fever  allied 
to  the  exanthemata,  and  many  instances  of  its  affecting  several  members  of  a  family  or 
school  or  village  within  a  short  period  of  one  another  are  on  record. 

Catarrh  of  the  Pancreatic  Ducts,  extending  to  the  ampulla  of  Vater  and  so  to  the  bile- 
ducts,  has  already  been  discussed  under  chronic  pancreatitis  above.  It  differs  from  catarrh 
starting  in  the  duodenum  or  in  the  bile-duct  by  being  associated  with  periodic  attacks  of 
colicky  epigastric  pain  resembling  gall-stone  colic. 

Cicatrization  following  Ulceration  of  the  Duct. — Simple  fibrous  stricture  of  the  bile-ducts 
is  a  possible  but  rare  result  of  ulceration  due  to  gall-stones.  If  the  cystic  duct  is  thus 
stenosed,  distention  of  the  gall-bladder  without  jaundice  follows  ;  if  the  hepatic  duct, 
jaundice  and  enlargement  of  the  liver  without  distention  of  the  gall-bladder  ;  and  if  the 
conunon  duct,  intense  jaundice,  enlargement  of  the  liver,  and  possibly,  but  not  necessarily, 
distention  of  the  gall-bladder.  It  is  practically  impK)ssible  to  diagnose  between  this 
condition  and  impacted  gall-stones  during  life,  except  by  laparotomy. 

Congenital  Obliteration  of  the  Bile-ducts, — Jaundice  in  infants  is  almost  always  transient, 
icterus  neonatorum  developing  about  the  third  day  and  passing  off  in  a  week  or  less.  If  an 
infant  should  remain  persistently  jaundiced,  a  grave  condition  is  almost  certainly  present, 
though  only  a  post-mortem  examination,  as  a  rule,  can  decide  whether  it  is  due  to  congenital 
syphilis  with  or  without  cirrhosis  and  pervious  ducts,  to  congenital  obliteration  of  the  bile- 
ducts,  or  to  '  icterus  gravis,'  the  last  term  being  used  when  the  child  dies  and  no  obvious 
cause  for  the  jaundice  can  be  found  post  mortem.  As  regards  congenital  obliteration  of  the 
bile-ducts,  boys  are  affected  more  frequently  than  girls.  Jaundice  may  be  present  at  birth 
or  appear  on  the  second  day,  or  even  as  late  as  the  fourteenth  day.  At  first  it  is  slight,  but 
soon  becomes  intense.  Constipation,  pale  motions,  bile  in  the  urine,  and  spontaneous 
haemorrhages — especially  from  the  umbilicus — are  the  most  prominent  symptoms.  Death 
may  take  place  in  two  or  three  weeks  when  haemorrhage  occurs,  but  if  there  is  no  bleeding 
life  may  be  prolonged  for  six  or  seven  months.  Increasing  jaundice,  colourless  motions, 
bile-stained  urine,  and  spontaneous  haemorrhages  would  point  to  some  condition  more 
serious  than  icterus  neonatorum. 

C  Causes  Compressing  the  Duct   from   Outside  or   Invading   it  from  Outside. 

When  compression  of  the  common  bile-duct  is  spoken  of,  the  term  invasion  of  it  would 
often  be  more  correct,  especially  when  the  so-called  compression  is  due  to  secondary 
deposits  of  malignant  disease  in  the  lymphatic  glands  in  the  portal  fissure.  In  almost  all 
cases  of  the  kind  jaundice  is  persistent,  and  it  is  often  progressive,  although  there  may  be 
slight  variations  in  its  depth. 

Enlarged  Glands  in  the  Portal  Fissure,  a.  Secondary  Malignant  Glands. — The 
lymphatic  glands  in  the  portal  fissure  are  very  liable  to  become  enlarged  from  deposits  of 
secondary  growth  in  cases  of  abdominal  malignant  disease.  Jaundice  with  or  without 
ascites  is  a  prominent  indication  of  such  a  condition,  and  when  both  jaundice  and  ascites 
are  present  in  a  case  of  malignant  disease  of  the  stomach  or  intestine,  whether  the  liver  is 
enlarged  or  not,  it  is  probable  that  there  are  enlarged  malignant  glands  in  the  portal 
fissure.  The  difficulty  of  diagnosis  arises  in  cases  in  which  no  primary  growth  can  be 
found.     In  a  fair  number  of  these  it  is  either  in  the  rectum,  colon,  or  pancreas. 

b.  Lymph  ADENOMATOUS  Glands. — ^The  portal  glands  occasionally  become  enlarged 
in  cases  of  lymphadenoma  (Hodgkin's  disease),  or  lymphosarcoma,  with  a  similar  result. 
The  presence  of  enlarged  superficial  lymph  glands  and  enlargement  of  the  spleen  and 
liver,  together  with  a  simple  anaemia  without  leucocytosis,  would  suggest  this  diagnosis. 
In  most  cases  of  lymphadenoma  in  which  jaundice  occurs  it  is  a  late  symptom,  arising 
long  after  the  correct  diagnosis  has  already  been  made. 
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c.  Tuberculous  Glands. — ^Although  the  glands  in  the  portal  fissure  frequently 
become  caseous  in  cases  of  tuberculous  peritonitis,  they  rarely  compress  the  bile-duct 
and   cause   jaundice. 

d.  Lymphatic  Leuk^emic  Glands. — The  visceral  glands  may  become  enormously 
enlarged  in  some  cases  of  lymphatic  leukaemia,  and  in  rare  instances  those  in  the  pK)rtal 
fissure  have  led  to  jaundice.  The  diagnosis  is  easy,  even  if  the  spleen  and  superficial 
lymphatic  glands  are  not  enlarged,  for  a  blood-count  would  show  that  the  total  number 
of  leucocytes  per  c.mm.  of  blood  was  raised  to  anything  between  50,000  and  2,000,000, 
whilst  the  differential  leucocyte  count  would  show  a  great  preponderance  of  lymphocytes. 

Tumours  of  the  Liver. — ^Any  disease  which  causes  a  local  enlargement  of  the  liver,  e.g., 
carcinoma,  sarcoma,  abscess,  gumma,  or  hydatid,  in  the  immediate  neighbourhood  of  the 
portal  fissure,  may  compress  the  common  bile-duct  and  lead  to  jaundice.  On  account  of  the 
close  relationship  between  the  bile-duct  and  the  portal  vein,  ascites  is  equally  liable  to  be 
produced.  The  association,  therefore,  of  jaundice  and  ascites  with  a  local  enlargement 
of  the  liver  would  point  to  this  last-mentioned  condition  being  the  cause  of  the  two  former. 
In  many  such  cases,  however,  the  jaundice  is  really  due  to  deposits  in  the  portal  lymphatic 
glands  ;  for  if  the  latter  escape  there  may  be  numbers  of  malignant  deposits  in  the  liver 
without  any  jaundice  at  all. 

Tumours  of  the  Pancreas — ^A  tumour  of  the  head  of  the  pancreas  generally  causes  jaundice 
by  invading  the  orifice  of  the  common  bile-duct.  In  some  cases,  situated  far  back  in  the 
abdomen,  a  mass  can  be  felt  which,  on  accoimt  of  its  close  proximity  to  the  aorta,  may 
present  distinct  transmitted  pulsation.  It  may  prove  difficult,  without  artificially  inflating 
the  stomach,  to  distinguish  it  from  a  tumour  of  the  latter  or  of  the  liver.  A  pancreatic 
tumour  is  situated  behind  the  stomach,  and  does  not,  as  a  rule,  move  on  respiration,  though 
if  attached  to  the  portal  fissure  it  moves  with  the  liver.  Glycosuria  and  fatty  stools  would 
be  strong  evidence  in  favour  of  a  pancreatic  tumour,  even  if  no  tumour  were  palpable. 
The  tests  mentioned  on  page  101  could  be  employed  here  too.  The  gall-bladder  is  apt  to 
become  greatly  distended  ;  indeed,  persistent  and  increasing  jaundice  and  decided  enlarge- 
ment of  the  gall-bladder  in  a  person  of  the  cancer  age  are  probably  the  most  characteristic 
symptoms  of  carcinoma  of  the  head  of  the  pancreas. 

Tumours  of  the  Duodenum. — Primary  carcinoma  of  the  duodenum  is  very  rare,  but 
when  it  does  occur  it  usually  arises  in  the  immediate  neighbourhood  of  the  biliary  papilla, 
and  by  obstructing  the  common  bile-duct  causes  persistent  jaundice,  with  progressive 
emaciation. 

Tumours  of  the  Stomach, — ^A  carcinomatous  tumour  of  the  pyloric  end  of  the  stomach 
may  become  adherent  to  the  portal  fissure  and  cause  jaundice  by  compressing  the  common 
bile-duct.  If,  however,  the  existence  of  a  gastric  carcinoma  were  known  in  a  patient  who 
developed  jaundice,  the  chances  would  be  strongly  in  favour  of  the  latter  being  due  to 
obstruction,  not  by  the  primary  growth,  but  by  secondary  deposits  in  the  portal  lymph- 
glands.  It  should  also  be  borne  in  mind,  however,  that  even  when  carcinoma  exists,  a 
microbial  catarrh  of  the  duodenum  may  cause  transient  non-malignant  jaundice. 

Tumours  of  the  Colon. — Carcinoma  of  the  hepatic  flexure  or  transverse  colon  may 
become  adherent  to  the  liver  and  cause  jaundice  by  compressing  the  common  bile-duct. 
It  may  be  diflicult  to  distinguish  such  a  tumour  from  a  local  enlargement  of  the  liver  ;  but 
constipation,  vomiting,  tympanitic  distention  of  the  intestine,  and  the  passage  of  blood 
per  rectum  would  point  to  a  growth  in  the  colon.  In  most  of  such  cases,  however,  the 
obstruction  to  the  bile-ducts  is  not  by  the  primary  growth,  but  by  secondary  deposits  in 
the  portal  glands.  The  importance  of  rectal  examination  has  already  been  insisted  on, 
whilst  much  help  in  diagnosis  may  also  be  afforded  by  serial  a;-ray  examination  of  the 
alimentary  canal  after  a  bismuth  or  barium  meal. 

Tumours  of  the  Right  Kidney. — Large  tumours  of  the  right  kidney,  especially  malignant 
growths,  may  compress  the  bile-duct  and  cause  jaundice.  If  the  tumour  becomes  adherent 
to  the  liver  it  is  difficult  to  distinguish  it  from  an  enlargement  of  that  organ,  as  the  liver  and 
the  enlarged  kidney  would  move  together  during  respiration.  If  the  abdomen  is  palpated 
bimanually,  however,  the  loin  may  be  felt  to  be  filled  out  behind  ;  and,  in  front,  the  edge 
of  the  liver  may  be  distinguished  lying  over  the  front  of  the  tumour,  and  it  may  be  possible 
to  detect  a  vertical  band  of  colonic  resonance  over  the  otherwise  dull  mass.  Haematuria, 
albuminuria,  or  pyuria  would  be  additional  evidence  of  renal  disease. 
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Transitory  attacks  of  slight  jaundice  are  not  uncommon  in  association  with  movable 
kidney.  This  is  possibly  due  to  compression  of  the  common  bile-duct  by  the  kidney,  but 
it  may  also  result  from  the  associated  enteroptosis  causing  a  drag  on  the  duodenum,  and 
a  kinking  of  the  common  bile-duct.  The  diagnosis  of  movable  kidney  is  not  difficult,  the 
position  and  the  mobility  of  the  tumour,  and  the  curious  sickening  sensation  experienced 
by  the  patient  when  it  is  compressed,  being  sufficiently  characteristic. 

Tumours  of  the  Right  Suprarenal  Capsule, — Malignant  growth  of  the  right  suprarenal 
capsule  is  very  rare,  but  it  may  give  rise  to  an  enormous  tumour  which  is  difficult  to 
distinguish  from  a  renal,  or  even  in  some  cases  a  hepatic,  enlargement.  Malignant  disease 
of  one  capsule  causes  no  symptoms  of  Addison's  disease  if  the  other  remains  healthy. 
In  children,  hypernephroma  may  be  suggested  by  the  premature  development  of  pubic 
hair  (see  p.  408). 

Ovarian  Tumours. — ^A  large  ovarian  cyst  may  extend  upwards  to  the  portal  fissure, 
compress  the  common  bile-duct,  and  cause  jaundice,  but  such  a  complication  is  rare  ;  indeed, 
when,  jaundio^.is  >a9&C)«Qiatad  with.^v4MJan,.tujuQur  the^uspicioa  will  naturally.be  that  the 
latter  is  malignant  and  that  there  are  secondary  deposits  in  the  glands  in  the  portal  fissure 
obstructing  the  large  bile-ducts.  Ascites  is  very  apt  to  be  present  at  the  same  time,  so  that 
unless  the  existence  of  an  ovarian  tumour  is  already  known,  or  unless  its  existence  can  be 
determined  by  abdominal,  vaginal,  or  rectal  examination,  there  may  be  much  difficulty 
in  determining  the  precise  cause  of  the  jaundice,  though  if  cirrhosis  of  the  liver  can  be 
excluded,  some  form  of  malignant  disease  will  probably  be  suspected. 

Tumours  of  the  Uterus, — A  large  tumour  of  the  uterus  may  cause  jaundice  in  a  similar 
manner  to  an  ovarian  tumour,  but  even  more  rarely. 

Tumours  of  the  Omentum, — ^A  large  omental  tumour  may  compress  the  bile-duct  and 
thus  cause  jaundice,  but  it  is  an  exceedingly  rare  result  of  such  a  condition.  Whether 
malignant  or  tuberculous,  it  usually  lies  across  the  upper  part  of  the  abdomen,  is  superficial, 
and  moves  slightly  with  respiration.  If  it  has  become  adherent  to  the  liver  it  may  be 
difficult  to  distinguish  it  from  a  local  enlargement  of  the  latter.  In  any  case,  the  jaundice 
will  probably  be  diagnosed  as  due  to  deposits — tuberculous  or  malignant — in  the  portal 
glands,  rather  than  to  the  omental  mass  itself. 

Aneurysm  of  the  Hepatic  Artery,  Cceliac  Axis,  or  Abdominal  Aorta. — An  aneurysm  of  the 
hepatic  artery  is  decidedly  rare,  but  it  is  by  no  means  unheard  of  in  cases  of  f ungating 
endocarditis  with  embolism.  Jaundice  is  intense,  on  account  of  the  close  proximity  of 
the  hepatic  artery  to  the  common  bile-duct.  A  correct  diagnosis  would  be  almost  impossible 
during  life,  especially  in  view  of  the  fact  that  jaundice  may  occur  in  fungating  endocarditis 
cases  simply  ^om  the  inspissation  of  the  bile  that  results  from  the  toxaemia  and  fever. 

Aneurysm  of  the  coeliac  axis  or  upper  part  of  the  abdominal  aorta  is  also  a  very  rare 
cause  of  jaundice.  An  abdominal  tumour  with  marked  expansile  pulsation,  a  systolic  bruit, 
and  abdominal  pain,  are  the  most  important  diagnostic  signs,  especially  if  they  occur  in 
a  person  who  is  known  to  have  had  syphilis. 

IL  JAUNDICE   WITHOUT    OBSTRUCTION    OF    THE    LARGER   BILE-DUCTS. 

A.  Causes  associated   with   Disease  of  the   Liver. 

Carcinoma  of  the  Liver. — Jaundice  occurs  in  more  than  50  per  cent  of  the  cases  of 
malignant  disease  of  the  liver,  whether  secondary  or  primary  ;  it  is  seldom,  however,  that 
the  masses  in  the  liver  itself  cause  the  jaundice,  but  rather  the  associated  deposits  in  the 
portal  glands.  A  liver  may  contain  hundreds  of  nodules  of  new  growth  without  there  being 
either  jaundice  or  ascites  if  the  portal  glands  escape.  Jaundice  brought  about  in  this 
manner  is  permanent,  and  when  the  common  duct  is  involved  is  intense.  The  skin,  which 
at  first  is  a  deep  orange,  becomes  greenish,  and  finally  the  dark  olive-green  tint  which  is 
almost  pathognomonic  of  jaundice  due  to  malignant  disease.  Increasing  jaundice  in  a 
patient  over  40  years  of  age,  who  has  been  ill  less  than  six  months,  who  has  progressively 
wasted  and  become  weaker,  and  whose  liver  is  enormously  enlarged,  hard,  and  nodular, 
points  without  much  doubt  to  malignant  disease,  though  careful  search  may  be  required 
before  the  primary  source  is  found.  The  nodules  may  even  be  felt  to  be  umbilicated. 
Primary  carcinoma  of  the  liver  should  not  be  diagnosed  until  a  very  carefid  physical 
examination  has  failed  to  furnish  evidence  of  the  primary  growth  in  some  other  organ. 
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Cirrhosis, — In  many  cases  of  cirrhosis  of  the  liver  the  late  or  multilobular  stage  of  the 
disease  may  be  reached  without  there  having  been  any  jaundice  at  all.  If  it  occurs  late 
in  the  disease,  when  ascites  is  already  present,  the  jaundice  is  usuaUy  slight.  Ascites  is  the 
most  constant  and  characteristic  feature  at  this  late  stage  of  cirrhosis,  but  when  slight 
jaundice  and  ascites  are  associated  in  a  patient  who  gives  a  definite  history  of  alcoholism, 
and  also  has  symptoms  and  shows  signs  of  this  condition  (p.  726),  and  has  a  hard  liver  with 
a  well-defined  and  beaded  edge,  the  diagnosis  of  cirrhosis  of  the  liver  is  not  difficult.  Some- 
times, however,  jaundice  is  a  marked  feature  of  the  case  at  an  early  stage,  when  the  organ 
is  still  large  and  the  fibrosis  unilobular,  and  at  this  time  ascites  is  conspicuous  by  its  absence. 
In  most  of  these  cases  there  is  an  evening  rise  of  temperature  to  about  100°  F.  (Fig,  167,  p. 
371).  The  liver  is  considerably  enlarged,  its  surface  is  smooth,  firm  perhaps,  and  tender, 
and  its  edge  is  even  and  well  defined,  reaching  to  the  level  of  the  umbilicus  or  even  below  it. 
The  jaundice  may  pass  off,  and  the  patient  survive  many  years  before  the  multilobular 
ascitic  stage  of  his  malady  is  reached  ;  on  the  other  hand,  if  the  jaundice  persists  and 
deepens,  the  prognosis  is  grave  ^  •  chotemia  sets  ■  in;  drowsiness  and  muttering  •delirium 
passing  on  to  coma  and  death. 

There  is  a  peculiar  form  of  cirrhosis  of  the  liver  (Hanot's)  which  affects  several  members 
of  the  same  family,  and  whose  first  symptom  in  each  patient  is  jaundice.  The  disease 
api>ears  not  to  be  caused  by  alcohol,  syphilis,  or  malaria.  It  is  possible  for  the  patient  to 
live  many  years  with  more  or  less  jaundice  all  the  time.  The  icteric  tinge  of  the  skin  is 
often  unaccompanied  by  bile  pigment  in  the  urine  in  these  chronic  cases — a  variety  of 
acholuric  jaundice.  The  liver  is  enlarged  and  hard,  and  the  spleen  is  also  moderately 
increased  in  size.     The  diagnosis  is  arrived  at  by  enquiring  into  the  family  history. 

There  is  another  malady,  known  sls  familial  acholuric  jaundice  (Plate  XV 11 1),  which 
simulates  Hanot's  cirrhosis  very  closely  during  life,  but  is  found  at  operation  or  post 
mortem  to  present  no  hepatic  cirrhosis.  Several  members  of  the  same  family  are 
affected,  the  spleen  is  enlarged  considerably,  the  symptoms  develop  either  soon  after  birth 
or  during  the  first  ten  years  of  life,  progress  slowly,  with  periods  of  remission,  and  during 
exacerbations  there  is  considerable  chlorotic  ansemia,  associated  with  fragility  of  the  red 
corpuscles  as  tested  with  varying  strengths  of  salt  solution,  and  a  consequent  tendency 
to  haemorrhages  of  all  kinds — ^haematemesis,  haemoptysis,  epistaxis  and  purpura  in  particular. 
The  pathology  of  this  condition  is  still  obscure  ;  some  of  the  cases  give  a  positive 
Wassermann  test  and  appear  to  be  due  to  congenital  syphilis  ;  these  are  differentiated 
by  some  obser\'ers  from  what  they  term  true  familial  acholuric  jaundice,  in  which  the 
Wassermann  test  is  negative.     Excision  of  the  spleen  has  cured  not  a  few  of  these  cases. 

There  is  yet  another  particular  variety  of  cirrhosis  of  the  liver  which  occurs  in  children 
and  young  people,  and  is  characterized  by  enormous  enlargement  of  the  spleen,  slight 
enlargement  of  the  liver,  ansemia  without  leucocytosis,  hsematcmesis,  clubbing  of  the  fingers, 
jaundice,  and  stunted  growth.  It  differs  from  Hanot's  cirrhosis  in  that  the  liver  is  smaller 
and  the  spleen  larger,  and  from  the  latter  feature  of  the  case  it  is  termed  splenomegalic 
cirrhosis. 

Single  or  Tropical  Abscess. — In  cases  of  single  or  tropical  abscess  of  the  liver  intense 
jaundice  is  rare,  and  it  is  only  likely  to  occur  when  the  abscess  bulges  in  the  region  of  the 
portal  fissure.  The  general  appearance  of  a  patient  who  is  suffering  from  hepatic  abscess 
may,  however,  be  mistaken  for  jaundice,  because  the  complexion  is  sallow,  and  the  conjunc- 
tivae may  even  have  a  slightly  icteroid  tinge.  The  urine,  however,  seldom  contains  bile 
pigment.  The  disease  mostly  affects  people  who  have  resided  in  the  tropics,  particularly 
those  who  have  had  dysentery.  The  diagnosis  is  discussed  on  p.  369).  Should  the  abscess 
open  into  the  lung,  the  dull  reddish  pus  expectorated  would  point  to  its  origin  in  the  liver 
even  though  no  Amoebce  dysenierice  be  found  in  the  pus. 

Multiple  Abscesses  in  the  Liver  might  theoretically  arise  by  infection  through  any  one 
of  four  different  channels,  namely,  the  portal  vein,  the  bile-ducts,  the  hepatic  artery,  and 
the  lymphatics.  In  practice  only  the  first  two  are  important,  giving  rise  to  suppurative 
pylephlebitis  on  the  one  hand,  and  suppurative  cholangitis  on  the  other.  There  are  really 
no  sharp  lines  of  demarcation  between  non-suppurative  and  suppurative  inflammations  of 
these  channels  ;  there  are  all  intermediate  stages  between  simple  catarrh  of  the  ducts  and 
acute  suppurative  cholangitis  ;  and  there  are  similar  degrees  of  inflammation  in  the  case  of 
the  portal  venules.     Jaundice  is  almost  constantly  a  symptom  of  cholangitis,  and  the 
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FAMILIAL       ACHOLURIC      JAUNDICE 
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Fig.  147.— Leucin  crystals,  as  seen  under  the  J-in.  objective. 


diagnosis  is  arrived  at  when  a  cause  for  cholangitis  exists,  such  as  gall-stones,  carcinoma 

of  the  gall-bladder,  empyema  of  the  gall-bladder  after  typhoid  fever,  and  when  the  patient's 

liver  enlarges  and  becomes  tender,  especially  if  rigors  also  occur  from  time  to  time.    Suppura- 
tive pylephlebitis  is  diagnosed  less  easily, 

and  indeed  it   is  often  overlooked  as  a 

cause    for    an    obscure     febrile     illness 

accompanied  by  rigors.     About  half  the 

patients  who  have  it  develop  jaundice, 

and  one  very  important  point  is  that, 

in  over  half  the  cases,  the  cause  of  the 

infection  of  the  portal  vein  is  a  recent 

mild  attack  of  appendicitis.     If,  there- 
fore,  a   patient  who    has  recently   had 

pains   or  discomfort   in    the    right  iliac 

fossa    presently    begins    to    do    badly, 

developing  pyrexia  and   rigors   without 

apparent  cause,  and   if   that  patient  in 

the  course  of  a  week  or  so  develops  a 

tinge  of  jaundice  and  a  slightly  enlarged 

liver,    the  grave   diagnosis   of  infective 

pylephlebitis  should  suggest  itself. 

In  Acute  Yellow  Atrophy  of  the  Liver 

jaundice  is  one  of  the  earliest  symptoms. 

In  the  early  stages  bile  pigment  may  be 

found  in  the  urine,  but  towards  the  end, 

when  the  skin  becomes  green,   Gmelin's 

reaction  cannot  be  obtained,  or  only  a  trace  of  pigment  can  be  detected  (acholuric  jaundice). 
The  disease  is  rare.     It  affects  females  under  30  years  of  age  more  frequently  than  males, 

and  in  a  good  many  cases  has  been  preceded  by  fright,  or  severe  mental  emotion,  or  child- 
birth. It  usually  commences  in  the 
same  manner  as  an  attack  of  catar- 
rhal jaundice,  with  nausea,  vomiting, 
loss  of  appetite,  constipation,  and 
pain  in  the  right  hypochondrium. 
At  the  end  of  two  or  three  weeks 
a  sudden  change  occurs,  which  com- 
mences with  severe  vomiting,  head- 
ache, restlessness,  followed  by  deli- 
rium, convulsions,  and  coma.  The 
temperature  rises  to  101°  F.  or  102° 
P\,  and  the  pulse  becomes  rapid. 
The  tongue  is  dry  and  brown.  There 
is  a  tendency  to  haemorrhage  from 
various  parts,  e.g.,  epistaxis,  hsema- 
temesis,  meltena,  and  metrorrhagia. 
The  most  important  diagnostic  signs 
are  the  remarkable  diminution  of 
urea  and  uric  acid,  and  the  presence 
of  leucin  (Fig.  147)  and  ty rosin  (Fig, 
148)  in  the  urine;  also  he  rapid 
diminution  in  the  extent  of  the 
hepatic  dullness  which  takes  place 
after  the  development  of  the  above- 
mentioned  nervous  symptoms.  The 
duration    of    the    malady,    in    the 

majority  of  cases,  is  under  fourteen  days  from  the  time  of  the  sudden  change  in  the 

type  of  the  jaundice. 

The    striking  resemblance  between   this    disease    and  that    producible   by  poisons 


Fig.  148.— Tyrosin  crystals,  as  seen  under  the  high  power  of  tlie 
microscope ;  sheaves  of  colourless  nee<lles,  coarser  and  shorter  than  tliose 
of  phenyl-glucosazone  {Fig.  127,  p.  262j,  which  are  yellow. 
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suggests  that  in  it  there  is  toxsemic  catarrh  of  the  bile-ducts — that  is,  a  catarrh  produced 
by  the  excretion  through  the  bile  of  injurious  products  which  cause  extensive  degenerative 
changes  in  the  liver  cells.  A  condition  which  resembles  acute  yellow  atrophy  verj''  closely 
in  its  clinical  features  has  affected  not  a  few  persons  engaged  in  the  varnishing  of  the  wings 
of  aeroplanes,  or  occupied  upon  the  premises  in  which  this  work  is  being  carried  on.  The 
varnish  used  is  a  very  special  one,  composed  of  acetate  of  cellulose  dissolved  in  a  mixture 
of  spirit,  acetone,  benzol,  and  tetrachlorethane.  It  is  the  vapour  of  the  latter  which  is  the 
cause  of  the  toxic  symptoms  ;  in  milder  cases  recovery  occurs  when  the  patient  is  removed 
from  the  works  on  account  of  continued  ill-health  with  more  or  less  severe  gastro-intestinal 
symptoms — especially  flatulent  dyspepsia,  vomiting,  epigastric  pains  and  loss  of  appetite  ; 
those  who  remain  exposed  to  the  vapour  for  weeks  or  months  develop  jaundice. in  addition — 
at  first  exactly  like  a  simple  catarrhal  jaundice,  but  soon  passing  on  to  a  serious  and  gener- 
ally fatal  stage  precisely  similar  to  that  of  acute  yellow  atrophy  of  the  liver,  though  generally 
without  leucin  and  tyrosin  in  the  urine.  A  somewhat  similar  condition  has  resulted 
from  the  effects  of  dinitrobenzctie,  used  in  the  manufacture  of  high  explosives  such  as  roburite 
and  belli te  ;  from  irinitroioluol,  and  from  the  use  of  chloride  of  sulphur  by  rubber  workers* 
The  diagnosis  is  suggested  by  the  circumstances  of  the  occupation.  Post,  mortem  the  liver 
in  these  cases  is  shrunken  and  discoloured,  just  as  it  is  in  acute  yellow  atrophy. 

Passive  Congestion  (nutmeg  liver). — Jaundice  occurs  in  severe  cases  of  passive  conges- 
tion, especially  as  the  result  of  long-standing  mitral  stenosis,  or  of  fibrosis  of  the  lung  with 
ultimate  failure  of  the  right  side  of  the  heart.  It  is  usually  but  an  icteric  tinge,  but  when 
severe  its  association  with  cyanosis  gives  a  curious  dusky-green  tint  to  the  skin,  especially 
that  of  the  face.  (Edema  of  the  legs  and  ascites  are  also  present  as  a  rule.  The  liver  is 
considerably  enlarged,  its  edge  is  sharp  and  well  defined,  its  surface  smooth,  firm,  tender, 
and  possibly  pulsating.  Jaundice  from  this  cause  should  not  be  difficult  to  diagnose.  If 
in  a  chronic  heart  case  there  are  both  pyrexia  and  jaundice,  fungating  endocarditis  is 
probable. 

Syphilis, — Congenital  syphilis  may  cause  jaundice  in  infants  or  young  children  as  the 
result  of  intralobular  fibrosis,  but  it  is  possible  for  the  latter  to  be  extensive  without  there 
being  any  jaundice,  and  even  where  the  latter  is  present  it  is  usually  slight.  If  associated 
with  uniform  enlargement  of  the  liver,  wasting,  and  other  signs  of  congenital  syphilis,  the 
diagnosis  is  not  difficult. 

In  an  adult  it  is  possible  for  gummata  to  cause  jaundice  by  compressing  the  ducts,  but 
this  is  distinctly  rare.  The  local  enlargement  of  the  liver  and  pyrexia  may  lead  to  a  diagnosis 
of  abscess  or  of  secondary  carcinoma.  A  careful  examination  must  be  made  for  signs  of 
syphilis  ;  in  some  cases  it  is  not  until  antisyphilitic  remedies  have  been  administered  and 
the  effect  watched  that  a  correct  diagnosis  can  be  made.  If  there  are  any  active  lesions  of 
the  skin  or  mucous  membranes,  it  may  be  possible  to  detect  the  Spirochceia  pallida  micro- 
scopically (see  Plate  XXVIII,  Fig,  J,  p.  614) ;  or  the  patient's  serum  may  be  examined  in 
the  laboratory  for  Wassermann's  reaction. 

Probably  the  commonest  period  at  which  syphilis  may  be  directly  responsible  for 
jaundice  is  the  secondary  stage,  when  it  is  apt  to  cause  catarrh  of  many  different  glandular 
ducts,  including  those  of  the  liver.  The  symptoms  will  be  very  like  those  of  simple 
catarrhal  jaundice,  together  with  the  roseola,  the  sore  throat,  the  pyrexia,  the  albuminuria, 
and  other  signs  of  secondary  syphilis. 

Active  Congestion, — Active  congestion  of  the  liver  is  a  diagnosis  that  some  observers 
would  not  hold  with,  whilst  others  are  convinced  that  it  is  not  an  uncommon  result  of  many 
of  the  acute  fevers,  such  as  malaria,  and  that  it  may  arise  from  insufficient  exercise  associated 
with  alcoholism  and  over-eating,  particularly  in  Europeans  who  live  in  the  tropics.  The 
liver  is  slightly  enlarged  and  tender.  The  chief  symptoms  are  slight  jaundice,  pain,  and 
a  feeling  of  fullness,  weight,  and  oppression  in  the  right  hypochondrium,  which  sensations 
are  much  increased  by  pressure  ;  also  pain  in  the  right  shoulder,  a  bitter  taste  in  the  mouth, 
nausea,  sickness,  a  furred  tongue  with  indented  edges,  constipation,  and  scanty  high- 
coloured  urine.  There  may  be  a  temperature  of  102°  F.,  and  then  care  must  be  taken  to 
distinguish  it  from  hepatic  abscess.  An  absence  of  leucocytosis  would  be  in  favour  of 
congestion  and  against  suppuration.  If  due  to  malaria,  an  examination  of  stained  blood- 
films  should  demonstrate  the  presence  of  malaria  parasites.  It  is  clearly  impossible  to 
distinguish  clinically  between  active  congestion  of  the  liver  and  catarrh  of  the  bile-ducts. 
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B,  Jaundice  in  Acute  Fevers. 

Malaria. — Slight  jaundice  may  occur  in  long-continued  tertian  and  sestivo-autumnal 
infections,  and  on  account  of  the  associated  irregular  pyrexia  it  may  lead  to  a  mistaken 
diagnosis  of  hepatic  abscess.  Microscopic  examination  of  stained  blood-films,  and  the 
discovery  of  the  characteristic  parasites  in  the  red  blood-corpuscles  {Plate  XXV III,  p. 
614),  are  the  most  conclusive  evidence  of  malaria.  Jaundice  may  also  occur  as  a  result  of 
malarial  cirrhosis.  It  should  be  borne  in  mind  that  the  parasites  disappear  rapidly  from 
the  blood  in  cases  in  which  quinine  has  been  administered  recently.  It  is  important,  there- 
fore, to  examine  blood-films  before  quinine  is  given,  and  if  possible  at  the  very  start  of  an 
ague  fit,  at  which  time  they  are  at  their  most  typical  stage  of  development.  If  quinine 
has  been  given  already,  however,  there  will  still  be  presumptive  evidence  of  malaria  if 
there  is  no  leucocytosis,  and  if  the  differential  leucocyte  count  shows  a  decided  increase 
in  the  proportion  of  large  hyaline  lymphocytes — up  to  15  per  cent  or  more. 

Typhus  Fever, — Jaundice  may  occur  occasionally  in  this  disease,  which,  fortunately, 
is  now  extremely  rare  in  Great  Britain,  but  it  may  reappear  in  any  countrj'  during  times  of 
famine  or  distress  ;  or  during  war,  as  in  Servia  and  other  regions  during  the  European  War. 
It  is  a  disease  of  poverty,  famine,  dirt,  and  squalor,  and  is  spread  by  lice.  The  onset  is 
more  sudden,  and  the  prostration  occurs  earlier  and  is  more  marked,  than  in  typhoid  fever, 
There  is  often  a  slight  leucocytosis.  The  rash  appears  from  the  third  to  the  fifth  day, 
and  consists  of  a  dusky  red  mottling — the  mulberry  rash — rose-coloured  papules  which 
appear  on  the  abdomen  and  chest,  together  with  a  certain  number  of  i>etechiaB — the  latter 
not  being  found  in  typhoid  cases.  The  fever  tends  to  terminate  by  crisis  rather  than 
by  lysis.     Widal's  reaction  is  negative. 

Typhoid  Fever, — Jaundice  is  rare  in  this  disease  ;  it  occurred  in  only  three  out  of  Osier's 
series  of  829  cases.  It  is  due  to  an  inflammation  of  the  bile  passages  by  typhoid  bacilli. 
The  gall-bladder  may  become  enlarged  and  tender,  and  give  rise  to  a  typical  palpable 
tumour,  though  this  may  also  occur  in  typhoid  fever  without  any  jaundice  at  all.  It 
arises  occasionally  as  a  complication  in  the  course  of  the  disease,  or  it  may  be  a  sequela,  or 
again  it  may  be  an  early  and  prominent  symptom  for  which  the  patient  seeks  advice.  Cases 
have  been  recorded  of  primary  typhoid  infection  of  the  gall-bladder  and  bile-ducts  without 
any  accompanying  ulceration  of  the  intestine.  The  low  pulse  ratio  when  compared  with 
the  temperature,  e.g.,  a  pulse  of  90  with  a  temperature  of  104°  F.,  the  presence  of  typical 
rose-red  spots  on  the  abdomen,  enlargement  of  the  spleen,  leucopenia,  and  a  positive  Widal's 
reaction,  are  the  most  important  signs  which  would  point  to  a  diagnosis  of  typhoid  fever. 

Pycemia  and  Septiccemia. — Jaundice  is  frequently  a  late  symptom  of  pyaemia,  and  may 
or  may  not  be  associated  with  the  presence  of  multiple  abscesses  in  the  liver.  It  is  more 
likely  to  occur  in  cases  of  portal  than  arterial  pysemia.  Rigors,  high  irregular  temperature, 
rapid  pulse,  profuse  sweating,  rapid  emaciation,  and  progressive  loss  of  strength,  are 
symptoms  which,  if  developing  after  parturition,  wounds,  or  operations,  would  point  without 
much  doubt  to  a  diagnosis  of  pyaemia.  In  some  instances  of  acute  septicaemia  due  to 
streptococci,  staphylococci,  and  perhaps  other  micro-organisms,  there  has  been  intense 
jaundice  of  the  skin  and  conjunctivae  of  a  peculiar  mustard-yellow  tint,  without  the  urine 
giving  a  positive  Gmelin's  test.  The  urine  may  or  may  not  be  discoloured — in  some  instances 
it  looks  merely  concentrated,  in  others  it  looks  almost  like  porter,  and  yet  it  gives  no  play 
of  colour  to  the  nitric  acid  test ;  the  cause  of  this  would  seem  to  be  the  oxidation  of  the 
pigment  before  it  reaches  the  urine.  This  occurrence  of  acholuric  jaundice  in  septic  cases 
is  very  remarkable,  and  it  may  be  a  confusing  factor  in  the  case. 

Pneumonia, — Jaundice  occurs  occasionally  as  a  complication  of  pneumonia.  It  varies 
very  much  in  its  frequency  in  differeiit  epidemics  of  the  disease.  It  is  noticed  soon  after 
the  initial  rigor,  but  is  rarely  intense.  It  is  probably  due  to  engorgement  of  the  liver  and 
catarrh  of  the  bile-ducts.  Its  more  frequent  association  with  right  basal  pneumonia  is 
suggestive.  The  sudden  onset  with  a  rigor,  the  high  temperature,  the  rapid  respiration-rate, 
which  is  above  the  ordinary  temperature  and  respiration  ratio,  and  the  comparatively  slow 
pulse  (e.g.,  T.  104°  F.,  R.  40,  P.  100),  thq  characteristic  tenacious,  russet-brown  sputum,  the 
short  catchy  cough,  the  pain  in  the  side,  the  pleuritic  rub,  and  the  signs  of  consolidation 
of  the  lung,  the  hot  dry  skin,  the  deficiency  of  chlorides  in  the  urine,  and  the  occurrence 
of  herpes  facialis,  are  the  accompanying  indications  which  in  the  majority  of  cases  would 
point  to  a  diagnosis  of  pneumonia. 
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Infectious  or  Epidemic  Jaundice  (Weirs  Disease)  is  characterized  by  a  sudden  onset 
witti  pyrexia,  severe  pain  in  the  back  and  limbs,  headache,  and  giddiness,  followed  in  a  day 
or  two  by  jaundice,  enlargement  of  the  liver  and  spleen,  and  nephritis.  The  jaundice 
becomes  intense  within  twenty-four  hours,  the  temperature  rises  to  103°  F.  to  104°  F.,  and 
the  pulse  becomes  rapid.  Nephritis,  next  to  jaundice,  is  one  of  the  most  constant  features 
of  this  disease.  Males  between  15  and  80  are  most  affected,  and  it  is  connected  with 
insanitary  surroundings.  Butchers  appear  to  be  particularly  susceptible.  It  is  practically 
unknown  in  England. 

Yellaiv  Fever  in  some  respects  resembles  acute  yellow  atrophy  of  the  liver,  but  the 
liver  does  not  atrophy,  neither  does  the  spleen  enlarge,  and  crystals  of  leucin  and  tyrosin 
are  not  found  in  the  urine.  It  is  essentially  a  tropical  or  sub-tropical  disease,  prevalent  in 
the  West  Indies  and  Central  and  South  America.  The  incubation  period  is  from  three  to 
four  days,  and  the  onset  sudden,  with  rigors,  headache,  pain  in  the  back  and  limbs,  and 
constipation.  Jaundice  is  an  early  symptom,  and  one  of  the  most  characteristic,  but  it 
varies  in  intensity,  being  much  more  severe  in  fatal  than  in  mild  cases.  The  temperature 
rises  to  102°  F.  or  103°  F. ;  the  pulse  is  rapid  at  first,  but  may  fall  as  the  temperature  rises, 
and  this  is  regarded  as  a  very  typical  sign  of  the  disease.  Albuminuria,  black  vomit, 
hsemorrhage  from  the  gums  and  beneath  the  skin,  are  other  important  symptoms.  A 
sporadic  case  occurring  in  this  country  would  probably  be  looked  upon  as  acute  yellow 
atrophy  of  the  liver  unless  a  definite  history  of  exposure  to  infection  was  obtainable.  It  may 
be  difficult  to  distinguish  it  from  dengue  (p.  466)  and  i>emicious  malaria.  From  the  latter 
it  can  be  diagnosed  if  crescents  are  discovered  in  the  blood  (Plate  XXVIII,  Fig,  E.  p.  614). 

Relapsing  Fever, — Jaundice  is  a  common  symptom  of  this  contagious  fever,  which  is 
prevalent  in  India,  and  is  liable  to  arise  in  other  countries  in  times  of  famine.  It  is  spread 
by  bed-bugs.  Considerable  enlargement  of  the  liver  and  spleen,  and  a  good  deal  of  abdo- 
minal pain  and  tenderness,  are  present  in  most  cases  ;  also  epistaxis  and  ha^matemesis.  The 
most  characteristic  feature  of  the  disease  is  the  temperature,  which  rises  abruptly  to  104° 
or  105°,  and  even  to  108°  F.,  remains  high  for  five  or  six  days,  and  then  suddenly  falls  to 
normal  when,  after  an  interval  of  about  a  week,  it  again  rises  and  remains  high  for  three  or 
four  days  (Fig.  5,  p.  27).  During  the  periods  of  pyrexia  the  Spirochceta  obertneieri  (Plate 
XXVIII,  Fig,  /,  p.  614)  may  be  found  on  examining  blood-films  prepared  and  stained 
in  the  same  manner  as  for  the  detection  of  malaria  parasites.  The  blood  examination 
serves  to  distinguish  it  from  malaria. 

.  C.  Jaundice  dae  to  Poisons. 

Phosphorus. — Jaundice,  though  by  no  means  constant,  is  one  of  the  most  characteristic 
symptoms  of  phosphorus  poisoning.  It  is  slight  at  first,  appearing  on  the  second  or  third 
day  in  severe  cases,  but  in  mild  ones  not  until  the  end  of  the  first  week,  or  even  later.  This 
form  of  poisoning  is  rare  in  this  country  since  the  stringent  law  regulating  the  manufacture 
of  matches  from  the  non-poisonous  form  of  the  drug  has  been  in  force.  In  the  cases  which 
do  occur,  the  phosphorus  has  been  taken  in  the  form  of  match-heads  or  rat  paste,  with  suicidal 
intent.  At  first  the  signs  are  those  of  acute  irritant  poisoning,  coming  on  soon  after  the 
phosphorus  has  been  swallowed,  viz.  :  nausea,  vomiting,  severe  burning  pains  in  the  epigas- 
trium, collapse,  extreme  thirst,  rapid  feeble  pulse,  rapid  respiration,  and  tenderness  in 
the  epigastrium  and  right  hypochondriac  regions.  In  many  cases  that  receive  treatment 
early  these  acute  irritant  symptoms  subside  in  a  day  or  two,  and  recovery  results.  If  they 
do  not  thus  subside,  however,  after  from  two  to  five  days  the  symptoms  change,  the  vomit 
becomes  black  or  brownish  from  the  presence  of  blood,  jaundice  appears  and  rapidly  deepens, 
the  liver  enlarges,  and  headache,  drowsiness,  delirium,  convulsions,  and  coma  supervene, 
followed  shortly  by  death.  If  hepatic  enlargement  cannot  be  ascertained  it  may  be  difficult 
to  distinguish  phosphorus  poisoning  from  acute  yellow  atrophy  of  the  liver.  Haemorrhages, 
although  common,  are  not  as  frequent  as  in  acute  yellow  atrophy.  The  urine  is  concentrated 
and  strongly  acid  ;  the  total  nitrogen  is  first  reduced,  as  in  cases  of  starvation,  to  about 
one-fourth  the  usual,  and  then,  in  spite  of  the  fact  that  the  patient  can  retain  no  food,  it 
rises  to  the  usual  amount.  Urea  forms  the  greater  part  of  the  total  nitrogen,  but  towards 
the  end  the  total  amount  of  ammonia  is  increased.  Leucin  and  tyrosin  are  not  usually 
found,  and  the  chlorides  are  diminished.  The  condition  of  the  urine,  therefore,  forms  a 
contrast  to  the  changes  which  are  found  in  cases  of  acute  yellow  atrophy.      The    chief 
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indications  of  the  disease  that  are  found  post  mortem  are  jaundice,  multiple  punctiform 
haemorrhages,  fatty  degeneration  of  the  liver,  kidneys  and  heart,  and  enlargement  of  the 
spleen. 

Arseniuretted  Hydrogen  causes  jaundice  in  a  similar  manner  to  toluylenediamine, 
through  blood  destruction  and  extreme  concentration  of  the  bile  ;  the  increase  of  bile 
pigment  may  be  to  three  and  a  half  times  more  than  its  normal  amount.  The  bile  acids 
are  diminished. 

Toluylenediamine  has  been  used  for  experimental  purposes,  and  its  action  has  helped 
to  prove  that  so-called  haematogenous  jaundice  is  really  due  to  obstruction  of  the  smaller 
ducts  through  increased  viscidity  of  the  bile.  When  injected  into  dogs  it  soon  produces 
intense  jaundice  ;  it  causes  destruction  of  blood,  and  the  haemoglobin  thus  liberated  increases 
the  viscidity  of  the  bile,  so  that  temporary  obstruction  of  the  smaller  ducts,  followed  by 
jaundice,  results. 

Tetrachlorethane,  Dinitrobenzene,  and  Chloride  of  Sulphur  are  discussed  above. 
Snake  Poison. — Jaundice  is  a  common  result  of  snake-bite,  and  is  produced  in  a  similar 
manner  to  the  last  three  forms  described,  viz. :  as  a  result  of  concentration  and  increased 
viscidity  of  the  bile  leading  to  obstruction  of  the  smaller  bile-ducts.  The  diagnosis  depends 
upon  the  history.  The  symptoms  vary  with  the  kind  of  snake  that  has  bitten  the  patient. 
In  England  the  only  poisonous  variety  is  the  adder  or  viper,  whose  bite  is  followed  almost 
at  once  by  a  burning  local  pain,  quickly  succeeded  by  acute  ascending  cedema  and  darkening 
discoloration  of  the  limb.  The  patient  is  nauseated  and  presently  vomits,  he  turns  giddy 
and  faint,  has  to  lie  down,  and  in  from  one  to  three  hours  is  completely  prostrated,  often 
comatose,  and  covered  with  clammy  perspiration.  The  temperature  falls  below  normal, 
the  pulse  may  be  almost  imperceptible,  and  death  may  result  at  this  stage.  More  often 
the  severe  constitutional  symptoms  pass  off  gradually,  improvement  beginning  within 
twenty-four  hours  ;  but  the  swelling  and  discoloration  of  the  bitten  limb  remain  extreme, 
and  there  may  be  generalized  cedema  all  over  the  body.  Suppuration  or  even  gangrene 
is  common,  and  recovery  is  apt  to  be  very  slow,  even  when  appropriate  surgical  measures 
are  employed  at  once.  It  is  during  the  period  between  the  passing  off  of  the  initial  coma 
and  the  beginning  of  convalescence  that  jaundice  is  prone  to  develop. 

D.  Jaundice  dae  to  Nervous  Caases. 

Icterus  Nervosa — Mental  Emotion, — Cases  are  on  record  of  jaundice  following  almost 
immediately  after  some  violent  mental  emotion,  but  they  are  of  extreme  rarity.  The 
jaundice  has  been  explained  as  being  the  result  of  a  sudden  spasm  of  the  bile-ducts. 
In  another  class  of  these  cases  icterus  does  not  appear  until  twelve  or  fourteen  hours 
after,  and  it  is  then  probably  due  to  catarrh  of  the  bile-ducts,  associated  with  gastric 
and  duodenal  catarrh,  for  it  is  well  enough  known  that  severe  mental  emotion,  grief, 
or  anxiety  may  give  rise  to  acute  dyspepsia.  Jaundice  may  occur  similarly  after 
concussion  of  the  brain.  Herbert  French, 

JAW,  SWELLING  OF  THE.— (See  Swelling  of  the  Jaw,  p.  688.) 

JERK,  ACHILLES.— (See  Ankle-Clonus,  p.  39.) 

JERK,  KNEIE. — (See  Knek-Jerk,  Abnormalities  of  the,  p.  357.) 

JOINTS,  AFFECTIONS  OF  THE.— It  will  be  well  to  place  these  in  two  groups 
(1)  AcuU  ;  (2)  Chronic. 

1.  Acute  Joint  Affections. — Arthritis  due  to  Rheumatic  Fever  is  the  most  frequent 
of  these.  The  patient  has  often  had  the  disease  before,  or  other  members  of  the  family  may 
have  had  it ;  there  may  be  manifestations  of  past  rheumatic  affection  of  other  parts  of  the 
body  ;  thus  the  presence  of  organic  mitral  disease  is  of  great  help  in  the  diagnosis  of  a 
doubtful  case.  A  history  of  past  chorea,  several  attacks  of  tonsillitis,  pericarditis,  or 
rheumatic  erythema  or  nodules  will  help.  The  distinguishing  features  of  the  arthritis  are 
that  it  is  acute,  and  affects  first  and  chiefly  the  larger  joints,  although  in  a  very  severe  case 
even  the  joints  of  the  hand  and  fingers  may  be  implicated  ;  it  does  not  occur  in  all  the 
affected  joints  simultaneously,  but  appears  in  one,  a  few  hours  after  in  another,  and  so  on. 
As  the  arthritis  often  lasts  a  few  days  in  any  one  joint,  in  some  it  may  have  passed  away 
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while  others  are  being  affected.  The  pain  is  very  severe  and  is  greatly  increased  by  any 
jar  of  the  bed  ;  it  is  more  fleeting  than  the  arthritis,  but  like  it,  flits  from  joint  to  joint, 
hardly  ever  returning  to  the  same  joint  in  the  same  attack.  The  swelling  of  the  joint  is 
usually  only  slight  or  moderate  ;  it  is  due  to  synovial  effusion,  never  suppurates,  generally 
subsides  in  a  few  days,  and  usually  in  at  most  a  fortnight  the  joint  returns  completely  to 
its  normal  condition.  Permanent  distortion  or  stiffness  of  the  joints  after  rheumatic  fever 
occurs,  but  it  is  highly  exceptional.  Often  there  is  a  faint  red  blush  over  the  joint  when 
first  affected. 


Fig.  140. — Tenipernture  cliart  in  a  case  of  acute  rheumaiism,  showing  rapid  fall  ot  temperature 

b.v  use  of  salic3'latod. 

The  most  important  diagnostic  characteristics  of  this  arthritis  are  :  (1)  The  fact  that 
it  flits  from  joint  to  joint.  Never  diagnose  rheumatic  fever  so  long  as  only  one  joint  is 
affected.  I  have  known  failure  to  remember  this  lead  to  a  diagnosis  of  rheumatic  fever  in 
traumatic  arthritis,  tuberculous  arthritis,  arthritis  due  to  acute  necrosis  of  a  bone  near  a 
joint,  and  acute  suppurative  arthritis  ;  in  each  of  the  last  two,  the  mistake  has  cost  the 
patient  his  life.  (2)  The  arthritis  in  turn  quickly  leaves  joints.  Failure  to  remember  this 
has  often  caused  septic,  gonococcal  and  various  forms  of  infective  arthritis  to  be  called 
rheumatic  arthritis,  a  mistake  which  has  also  cost  lives.    The  drenching,  sour-smelling 


p\g,  150, Temperature  chart  in  a  case  of  i^'oiiococcal  arthritin  of  onliuary  severity,  to  show  the  absence  of 

'  effect  of  salicylates  upon  the  pyrexia.     The  case  wiis  mistaken  at  first  for  acute  rheumatic  fever. 

sweats,  and  the  relief  of  the  pain  by  salicylates,  are  very  characteristic  of  rheumatic  fever, 
but  septicaemia  also  causes  sweating.  The  sweating  of  rheumatic  fever  is  particularly 
liable  to  be  accompanied  by  minute  glassy  vesicles — sudamina.  Finally,  the  arthritis  of 
rheumatic  fever  being  transient,  is  not  accompanied  by  much  arthritic  muscular  atrophy. 
Rheumatic  nodules  are  rare,  but  when  present  are  almost  diagnostic  ;  they  are  most  often 
seen  in  young  boys  affected  with  rheumatic  fever  and  heart  disease ;  but  very  rarely  they 
are  met  with  in  osteo-arthritis,  and  once  I  have   seen   them  with   gonorrhoeal   arthritis. 
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(3)  The  joint  pains  and  the  pyrexia  are  generally  {Fig.  149),  though  not  absolutely  invariably, 
relieved  by  salicylates  within  forty-eight  hours,  whereas  gonococcal  arthritis  {Fig.  150\ 
acute  rheumatoid  arthritis  {Fig.  152,  p.  341),  gout  {Fig.  151),  and  other  acute  joint  affec- 
tions, are  not  quickly  influenced  by  salicylates  in  the  same  way. 

Septic  Arthritis  is  constantly  being  thought  to  be  rheumatic  fever  :  a  bad  mistake, 
especially  for  the  patient.  In  septic  arthritis,  it  is  true,  several  joints  may  be  affected  ; 
but  it  may  be  one  only,  which  it  never  is  in  rheumatic  fever  ;  further,  in  septic  arthritis 
the  trouble  does  not  clear  up  in  one  joint  and  then  pass  to  another  ;  a  joint  once  affected 
remains  affected  till  the  source  of  infection  is  removed  ;  the  soft  tissues  around  are  thickened 
and  brawny,  quite  unlike  rheumatic  fever,  and  if  the  colour  is  altered — which  is  not  often 
the  case — it  is  dusky,  and  not  the  bright  red  of  rheumatic  fever.  Suppuration  often  occurs  : 
in  rheumatic  fever,  never.  Whether  or  not  suppuration  takes  place,  the  joint  often  becomes 
fixed,  which  is  excessively  rare  in  rheumatic  fever.     Then,  if  proper  search  is  made,  the 


Fiaf.  151. — Four-hourly  temperature  chart  in  a  case  of  acute  pout.    Woman,  asje  40,  had  had  several  previous  attacks 
of  typical  gout ;  recovered  completely  for  the  time  being.    Salicylates  had  no  effe.'t  upon  the  pyrexia. 

source  of  infection  can  usually  be  found  ;  common  places  that  are  overlooked  are  the  sockets 
of  the  teeth,  and  the  vagina  and  uterus,  but  the  source  may  be  anywhere,  e.g.,  septic  arthritis 
may  follow  dilated  bronchial  tubes,  cystitis,  prostatic  abscess,  a  boil  on  the  skin,  otorrhcca, 
inflammation  of  the  nasal  cavities,  and  perhaps  ulceration  of  the  intestine.  Sometimes  the 
most  careful  seeking  fails  to  find  the  source,  but  the  search  must  not  be  given  up  readily. 
The  irregular  temperature,  usually  hectic,  the  leucocytosis,  sweats,  and  other  signs  of 
septicjemia  are  often  a  help. 

Pneumococcal  arthritis  is  rare  in  adults,  and  nearly  always  exists  as  a  complication 
of  acute  pneumonia.  It  may,  however,  be  found  without  evidence  of  pneumococcal  disease 
in  any  other  part  of  the  body.  Pneumococcal  otitis  media  should  not  be  forgotten  as  its 
possible  source.  Generally  only  one  joint  is  affected,  usually  the  knee,  less  ohen  some 
other  large  joint,  such  as  the  shoulder  or  elbow.  Often  there  is  a  history  of  recent  injury 
to  the  part.  The  patient  suddenly  feels  a  pain  in  the  joint ;  within  a  few  hours  of  this 
the  temperature  is  raised  ;  the  joint  swells  rapidly,  is  very  painful  and  exquisitely  tender; 
yellowish -green  pus  quickly  forms.  The  diagnosis  is  obviously  easy  if  the  patient  has 
pneumonia,  but  may  be  difficult  if  he  has  not ;  it  is  important  to  come  to  a  diagnosis 
early,  for  it  is  a  serious  disease,  and  if  allowed  to  go  far  without  incision  and  drainage  the 
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patient  may  succumb  to  a  general  septicaemia.  Pneumococcal  arthritis  is  the  commonest 
form  of  infective  arthritis  in  children  under  five  years  old.  As  in  adults,  it  is  confined 
generally  to  one  large  joint.  The  swelling  may  be  very  great,  and  extend  to  the  soft  tissues 
beyond  the  joint.  The  pain  is  less  than  in  adults,  and  redness  is  not  common.  Its  possible 
presence  must  be  remembered,  for  as  in  adults,  so  in  children,  it  is  necessary  to  drain  the 
joint  early.     The  child  has  a  raised  temperature,  and  looks  ill. 

Typhoid  Arthritis, — There  are  two  varieties,  both  very  rare  :  (1)  That  which  precedes 
the  typhoid  fever ;  this  is  a  multiple  arthritis,  not  of  severe  degree,  which  subsides  just 
before  definite  symptoms  of  typhoid  show  themselves.  It  is  impossible  to  diagnose  it 
until  the  appearance  of  the  typhoid  fever.  (2)  This  occurs  during  the  typhoid  fever ; 
one  or  many  joints  may  be  affected  ;  the  arthritis  is  of  varying  severity  ;  it  may  subside 
completely,  or  require  incision  and  drainage.  In  a  few  cases  even  when  there  has  been  no 
arthritis  during  or  before  the  attack  of  typhoid  fever  some  chronic  arthritis  may  appear 
later  ;  most  often  the  joints  and  ligaments  of  the  spine  are  affected,  and  during  the  conva- 
lescence from  his  fever  the  patient  complains  of  much  pain  and  stiffness  of  his  back  ;  he 
is  then  said  to  have  a  typhoid  spine.  In  a  similar  way  the  hip  may  become  stiff,  and  very 
rarely  there  is  chronic  osteitis  of  the  head  and  neck  of  the  femur. 

Scarlatinal  arthritis  affects  many  joints,  is  not  severe,  soon  subsides,  and  is  easily 
diagnosed  when  there  has  been  recent  scarlet  fever.  It  is  commonly  known  as  scarlatinal 
rheumatism,  a  bad  name  which  quite  gratuitously  assumes  a  connection  between  this 
arthritis  and  rheumatic  fever,  for  the  existence  of  which  there  is  no  evidence. 

Arthritis  occurs  commonly  in  association  with  meningococcic  meningitis  and  Malta 
fever,  less  commonly  with  dysentery,  rarely  in  association  with  influenza,  glanders,  small- 
pox, measles,  and  diphtheria.  In  all  these  cases  the  presence  of  the  principal  disease 
determines  the  diagnosis. 

Gonorrhoeal  Arthritis  is  often  called  gonorrhoeal  rheumatism,  but  this  phrase  should  be 
discarded,  for  there  is  no  association  between  gonorrhoea  and  rheumatic  fever.  Gk)norrhceal 
arthritis  is  frequently  overlooked.  I  have  repeatedly  demonstrated  its  presence  when  the 
family  physician  has  believed  its  existence  impossible.  It  is  particularly  likely  to  be 
missed  in  women.  I  have  met  with  it  in  married  women  of  fifty  ;  it  is  probable  in  these 
cases  that  they  are  infected  by  their  husbands.  It  may  follow  gonorrhceal  ophthalmia 
and  even  ophthalmia  neonatorum.  The  diagnosis  may  be  very  easy,  as  when  a  patient 
is  seized  with  an  acute  arthritis,  either  of  a  single  joint  or  of  several  joints,  while  he  or 
she  is  suffering  from  gonorrhoea.  If  it  is  possible  to  withdraw  a  little  fluid  from  the  cavity 
of  the  swollen  joint,  the  discovery  of  the  gonococcus  makes  the  diagnosis  certain,  but  this 
is  usually  quite  unnecessary,  and  unless  done  very  carefully  may,  by  introducing  micro- 
organisms from  without,  greatly  increase  the  •  damage  to  the  joint.  Often  a  urethral 
discharge  may  be  found,  though  sometimes  in  long-standing  cases  of  gleet  it  is  very  slight ; 
if  the  gonococcus  cannot  be  found  in  the  discharge,  it  may  be  detected  in  a  swab  taken 
from  the  posterior  urethra  or  vagina.  If  in  women  it  is  thought  undesirable  to  excite 
suspicion  by  taking  a  vaginal  swab,  the  nature  of  a  doubtful  arthritis  may  be  determined 
by  the  wide  variations  of  the  opsonic  index  to  the  gonococcus. 

It  is  difficult  from  the  clinical  character  of  gonorrhoeal  arthritis  to  tell  it  certainly 
from  other  forms  of  arthritis.  Mistakes  happen  least  often  to  those  who  constantly  think 
of  the  possibility.  It  is  of  varying  degrees  of  acuteness  ;  in  the  chronic  cases  of  gleet  the 
corresponding  arthritis  is  chronic,  but  in  the  acute  cases  of  gonorrhoea  it  may  be  so  acute 
that  I  have  more  than  once  known  the  disease  called  rheumatic  fever.  Gonorrhoeal  arthritis 
may  be  limited  to  one  joint,  and  then  most  often  to  a  large  one,  especially  the  knee  ;  but 
it  may  be  multiple,  and  very  many  joints,  even  those  of  the  wrists,  hands,  and  fingers, 
may  be  implicated  ;  there  is  often  much  swelling  of  the  soft  tissues  around,  and  this  is 
more  responsible  for  the  swelling  than  is  the  effusion  in  the  joint.  Gonorrhoeal  arthritis 
is  usually  very  painful.  The  sheaths  of  tendons  are  often  inflamed  and  tender,  and  so  are 
some  fascia?,  especially  the  plantar  fascia.  The  patient  often  complains  of  pain  at  the  back 
of  the  sole  of  the  foot,  and  in  a  chronic  case  he  has  flat-foot.  There  is  no  variety  of 
arthritis  in  which  muscular  atrophy  is  more  striking.  I  have  known  a  severe  case  of 
gonorrhoeal  arthritis  of  the  hand  called  progressive  muscular  atrophy.  When  gonorrhoeal 
arthritis  is  chronic  throughout  the  whole  of  its  course,  and  is  limited  to  one  joint,  the  cause 
of  the  trouble  is  often  erroneously  set  down  to  tubercle.     Suppuration  is  very  rare.     Some 
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cases  are  extremely  chronic,  and  may  lead  to  fibrous  ankylosis  with  deformities, 
but  with  our  modern  means  of  diagnosis  and  treatment  this  has  become  exceptional. 
Salicylates  have  no  decided  effect  either  upon  the  joint  pains  or  upon  the  co-existent 
pyrexia  {Fig,  150). 

All  the  acute  affections  hitherto  mentioned,  except  rheumatic  fever,  are  often  included 
under  the  phrase  ''infective  arthritis,^  because  they  are  known  to  be  due  to  infection  by 
a  micro-organism  ;  but  this  is  a  loose  term  that  ought  only  to  be  used  in  a  general  sense, 
for  a  diagnosis  of  the  precise  cause  of  the  infection  is  nearly  always  possible  if  care  be  taken. 
Sometimes  in  an  infective  arthritis  there  is  more  than  one  micro-organism  at  work  to 
cause  it ;  thus,  in  the  late  stages  of  gleet  various  micro-organisms  flourish  in  the  diseased 
urethra,  and  the  arthritis  may  be  due  to  a  mixed  infection  in  which  the  gonococcus  is  not 
the  preponderating  micro-organism  ;  under  such  conditions  pus  may  form  in  the  joints. 
Indeed,  I  have  known  a  mixed  infection  of  gonococci  and  streptococci  from  the  genitals 
of  a  woman  cause  in  her  a  very  severe  acute  arthritis  with  a  temperature  of  105°  F.  In 
exhausting  diseases,  e.g.,  typhoid  fever,  the  patient  may  suffer  from  a  secondary  strepto- 
coccal infection  which  may  cause  arthritis. 

Acute  Secondary  Arthritis. — By  this  is  meant  arthritis  due  to  spread  of  disease  from 
the  bone  in  the  neighbourhood  of  the  joint.  It  is  limited  to  one  joint ;  the  most  acute 
and  dangerous  form  is  that  which  follows  acute  osteomyelitis.  More  than  once  I  have 
known  this  called  rheumatic  fever,  because  the  onset  has  been  sudden  and  the  temperature 


Fig.  152. — Chart  showing  the  pyrexia  and  rapid  pulse  of  rheumatoid  arthritis  ;  the  temperature 
was  uninfluenced  by  salicylates. 

raised.  It  is  a  most  unfortunate  mistake,  for  patients  suffering  from  this  form  of  arthritis 
are  liable  to  die  quickly  from  general  septicaemia,  to  prevent  which  the  joint  ought  to  be 
opened  and  drained  at  once.  The  mistake  may  usually  be  avoided  by  remembering  that 
rheumatic  fever  does  not  affect  one  joint  only.  The  more  difficult  cases  are  those  in  which 
more  than  one  joint  is  acutely  diseased,  as  a  result  of  disease  of  the  ends  of  the  bones.  To 
avoid  this  mistake,  disease  of  the  bones  themselves  must  be  carefully  sought.  Fortunately 
for  diagnosis,  this  disease  of  several  joints  is  most  frequent  in  infants,  and  in  them  severe 
arthritis  due  to  rheumatic  fever  is  unknown.  It  is  called  acute  arthritis  of  infants.  Disease 
of  joints  may  be  secondary  to  an  abscess  in  the  bone  or  to  tuberculous  disease  of  the  bone. 
These  varieties  are  diagnosed  by  discovering  the  underlying  disease  of  the  bones  ;  a;-rays 
are  often  of  much  use. 

Rheumatoid  Arthritis. — The  first  attack  is  often  acute  :  thereifore  the  disease  is  best 
considered  here.  The  name  is  bad  and  has  led  to  confusion  ;  it  owes  its  origin  to  the  fact 
that  the  disease  in  some  respects  resembles  rheumatic  fever  ;  hence  the  name  implies  an 
arthritis  resembling  that  of  rheumatic  fever.  It  would  probably  lead  to  worse  confusion 
to  invent  a  new  name,  so  the  present  had  better  stand  until  the  micro-organism  causing 
the  disease  has  bfeen  discovered.  The  first  attack  is  ushered  in  with  fever  ;  the  temperature 
is  rarely  higher  than  100°  or  101°  F.  in  the  evening  and  99°  or  100°  F.  in  the  morning. 
This  fever  lasts  from  three  to  six  weeks,  slowly  subsiding  towards  the  end  {Fig.  152).     The 
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pulse  is  generally  rapid,  out  of  proportion  to  the  fever,  the  hands  and  feet  sweat  profusely, 
patches  of  freckle-like  pigment  are  prone  to  appear  on  the  body.     Most  of  the  patients 


Fig.  153. — Acute  rlieumatoid  arthritU  :  showinsr  the  spindle-shaped  swelliiis?  of  the 
joints  between  the  first  and  second  phalan!,'es,  and  the  swelling  in  connection  with 
the  wrist  and  metacarpo-phalaugeal  joints. 


Fig.  151. — Severe  rheumatoid  arthritis;    skiagram  of  the  hands,  showing  ulnar  deflection  but  no 
bony  intra-articular  changes. 

are  young  women.     The  pyrexia  is  less  severe  and  longer  lasting  than  that  of  rheumatic 
fever,  the  pulse  is,  considering  the  temperature,  faster,  the  sweating  is  almost  confined  to 
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hands  and  feet,  pigment  is  frequent.     Nor  are  the  differences  with  regard  to  the  arthritis 
less  striking,  for  in  rheumatoid  arthritis  the  characteristic  joints  to  be  affected  are  those 
between  the  first  and  second  phalanges,  and  as  it  is  an  affection  of  the  synovial  membranes, 
and  also  considerably  of  the  soft  tissues  around  the  joints,  quite  early  in  the  disease  we 
get  a  spindle-shaped  swelling  of  these  joints  (Fig.  153)  ;   but  soon  many  other  joints  are 
affected,  and  before  long  almost  every  joint  in  the  body  is  implicated,  so  that  we  have 
the  simultaneous  affection  of  a  great  many  joints.     The  temporo-maxillary  joint  is  often 
involved  ;  so  is  the  spine.     It  will  be  noticed  that  in  every  respect  the  arthritis  is  clinically 
different  from  that  of  rheumatic  fever.     The  joints  never  suppurate,  but  the  epitrochlear 
gland  may  be  found  enlarged.     Slowly  the  attack  subsides  ;   as  it  does  so,  passive  move- 
ments and  massage  should  be  undertaken,  for  if  not,  the  thickening  of  the  tissues  around 
the  joints  leads  to  their  fixation.    That  this  may  be  prevented  is  shown  by  the  fact  that  the 
jaw  rarely  becomes  fixed,  presumably  because  of  its  frequent  movement.     There  is  never 
any  endocarditis.     The  arthritic  muscular  atrophy  is  often  as  extreme  as  in  any  variety 
of  arthritis.     In  a  few  months  a  second  attack  comes  on,  but  both  the  general  symptoms 
and  the  arthritis  are  less  severe  than  in  the  first  ;   then  a  few  months  later  another,  less 
severe  than  the  second,  and  so  on,  until  after  four,  five,  or  six  attacks  the  disease  wears 
itself  out.      In  the  later  stages,  if  the 
joints    have    been    allowed    to   become 
stiff,     the    disease    is    often    confused 
with    osteo-arthritis ;    but  rheumatoid 
arthritis    occurs    in    younger    subjects, 
and    there    are    no    bony    outgrowths 
(Fig.  154),   except  in    a    few    cases    in 
which  chronically  thickened  fringes  of 
synovial    membrane    have,    by  friction 
during  movements  of  the  joints,  worn 
away  a  little  patch  of  cartilage,  exposed 
and   irritated   the   bone,  and  led   to  a 
slight  outgrowth.     In  such   a  case  the 
erosion  of  the   cartilage  may    lead  to 
bony    grating,    but    in    even    a    very 
chronic  and  extreme  case  of  rheumatoid 
arthritis,  in  which  the  joints  have  not 
been   treated,   grating   and    bony   out- 
growths are    quite   inconsiderable,  and 
are  not  a  leading  feature  as   in  osteo- 
arthritis.    Heberden's  nodes  (Fig.  155) 
are    not   seen  in  rheumatoid   arthritis. 
The     spindle-shaped     swelling    of    the 

,  ...  oi*       J-  •  1.         Fig.  Ib5. — Heberxicn's  nodosities  situated  on  the  terminal  plmlanges 

phalangeal  JomtS    OI  this    disease  is  not         of  the  index  and  middle  tingew.  (From  Arthritis  Deformans,  by 
seen      in      osteo-arthritis.         The     joints         Llewellyn  Jones  LIcNvellyn.) 

principally  affected  are  different  in  the 

two  diseases,  as  will  be  seen  on  reference  to  osteo-arthritis,  and  the  history  is  entirely 
different.  Formerly  some  importance  was  attached  to  the  transparency  of  the  bones  to 
the  a;- rays  in  the  neighbourhood  of  the  affected  joints  which  may  be  seen  in  rheumatoid 
arthritis  (Fig.  156),  but  this  is  now  known  to  be  visible  in  other  forms  of  arthritis.  The 
a?-rays  are,  however,  of  use  as  showing  the  bony  outgrowths  of  osteo-arthritis.  In  chronic 
cases  of  both  rheumatoid  arthritis  and  osteo-arthritis  ulnar  deflections  may  be  seen  (Fig.  154). 
Henoch's  Purpura. — This  disease  is  confined  to  children  between  infancy  and  fifteen 
years  old,  and  early  in  its  course  pain  and  slight  swelling  of  some  of  the  large  joints,  with 
a  little  elevation  of  temperature,  are  often  present.  As  in  children  the. pyrexia  and  arthritis 
of  rheumatic  fever  are  inconspicuous,  mistakes  have  occurred  between  it  and  Henoch's 
purpura,  but  the  pain  in  the  latter  is  trivial.  The  attacks  of  abdominal  pain,  with  perhaps 
vomiting  and  diarrhoea,  are  characteristic,  and  so  is  the  purpura  (Fig.  157),  together,  in 
many  cases,  with  bleeding  from  some  internal  organ — haematuria,  haematemesis,  or  mela^na. 
The  purpura  should  not  give  rise  to  any  difficulty  ;  rheumatic  purpura  is  unknown  under 
the  age  of  fifteen. 
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Gout. — ^This  is  often  said  to  be  present  when  it  is  not.  The  most  certain  points  in 
the  diagnosis  of  gout  are,  first,  the  detection  of  urate  of  sodium,  usually  as  white  hard 
masses  in  connection  with  a  joint  (Fig.  158),  in  a  bursa,  or  as  a  deposit  in  the  cartilage 
of  the  edge  of  the  ear  ;  here  it  is  frequently  not  easy  to  be  sure  if  a  white  nodule  is  urate  of 
soda  or  a  projection  of  cartilage  with  the  skin  stretched  tightly  over  it.  If  it  is  possible 
to  remove  a  minute  fragment  with  a  needle,  crystals  of  urate  of  sodium  may  be  seen  under 
the  microscope.  Secondly,  there  may  be  a  history  of  repeated  characteristic  attacks. 
The  gouty  arthritis  that  we  see  now-a-days  is  generally  strongly  inherited,  but  not  often 
by  women,  and  therefore  the  family  history  is  of  importance  ;  it  rarely  shows  itself  before 
the  age  of  twenty,  though  I  have  seen  it  in  a  boy  fifteen  years  old.     Most  of  the  sufferers 


Fiy.  150. — Rheuniatoiil  arthritis  ;  skiairram  showing  the  transparency  of  the  ends  of  bonra. 

from  gout  now  alive  get  their  attacks  quite  independently  of  any  errors  in  diet ;  many 
of  them  are  most  abstemious.  The  diagnosis  is  not  difficult  when  the  patient  has  one  or 
more  attacks  of  arthritis  in  the  characteristic  joint — that  of  the  ball  of  the  great  toe,  more 
often  the  right  than  the  left  ;  the  attack  usually  begins  at  night  with  excruciating  pain, 
which  subsides  towards  the  early  morning  ;  the  patient,  exhausted  with  pain,  drops  asleep, 
to  wake  later  and  find  his  joint  swollen  and  tense.  There  is  some  fever  {Fig,  151,  p.  339). 
Probably  during  the  day  his  toe  does  not  cause  pain  unless  he  walks  on  it ;  but  he  has 
another  attack  the  next  night,  not  so  severe  as  that  on  the  first,  and  on  each  successive 
night  the  attacks  are  less.  He  may  have  another  bout  at  any  period  of  his  life,  and  he  may 
have  many  bouts,  and  otlier  joints  may  become  affected  subsequently.     The  real  dilficulty 
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in  the  acute  cases  comes  when  it  is  suggested  that  an  acute  arthritis  with  pyrexia,  and  swell- 
ing and  redness  of  a  joint  other  than  that  of  the  great  toe,  is  caused  by  gout.  I  have  recently 
seen  the  difficulty  in  one  patient  in  the  wrist,  in  another  in  the  knee.  Such  cases,  if  they  are 
not  gout,  are  some  bacterial  arthritis.  If  more 
than  one  joint  is  affected  with  acute  arthritis  at 
the  same  time,  the  probability  is  against  gout, 
and  the  greater  the  number  of  joints  affected  the 
less  likely  is  the  case  to  be  one  of  gout.  The 
history  and  presence  of  urate  of  sodium  are  often 
conclusive  in  favour  of  gout.  If  pus  forms,  the 
■  case  is  almost  certainly  not  gout,  for  gouty  joints 
very  rarely  suppurate  except  late  in  the  chronic 
disease.  On  the  other  hand,  the  implication  of 
tendon  sheaths  and  pain  in  the  back  of  the  soles 
of  the  feet  are  in  favour  of  gout,  though  it  must 
be  remembered  that  both  these  occur  in  gonor- 
rhceal  cases.  The  presence  of  a  source  of  infec- 
tion is  of  course  against  gout.  The  difficulty  is 
especially  great  in  cases  in  which  the  general 
symptoms  and  arthritis,  although  gouty,  are  con- 
tinuous rather  than  paroxysmal ;  but  on  the 
whole,  continuously  increasing  severity  of  general 
svmptoms  is  against  gout.  The  goutily-infiamed 
joint  looks  especially  shiny,  is  exquisitely  tender 
on  the  surface,  and  is  more  painful  at  night  than 
during  the  day.     Cases  of  extreme  difficulty  have 

1  1..  1.1.1       ^.•.ii!#iii  Pig-  l»^- — Ilenoch's  pumura. 

been  recorded  m  which  the  first  joint  affected  by 

pyaemia  chanced  to  be  that  of  the  great  toe. 

Probably  most  examples  of  acute  arthritis  said  to  be  gouty  are  so,  but  mistakes  are 

common  about  chronic  gout.     Many  patients  with  chronic  arthritis  are  quite  wrongly 

said  to  have  gout  ;    usually  they  have  osteo-arthritis.     The  presence  of  visible  urate  of 

sodium  in  places  already  mentioned 
(Fig,  158),  the  history  of  previous 
acute  attacks,  the  history  of  gout  in 
ancestors,  the  age  and  sex,  will  all 
help.  The  presence  of  bony  out- 
growths is  strongly  against  gout, 
though  it  is  not  conclusive,  for  such 
may  occur  in  true  gout,  either  more 
or  less  all  round  the  joint,  or  in  the 
form  of  little  nodules ;  but  they  never 
attain  the  considerable  size  common 
in  osteo-arthritis.  If  no  urate  of 
soda  is  visible  anywhere,  the  dia- 
gnosis may  be  very  difficult  ;  the 
reader  should  consult  the  principal 
points  mentioned  under  the  heading 
of  osteo-arthritis.  Any  joints  in  the 
body  may  be  affected  by  gout,  but 
it  is   very  rare   in  the  joints   of  the 

Fig.  158.-Chronic  gout:    deposition  of  urate  of  sodium  in  and  ^^^^^^  ^hc  shouldcr,  OF  the  hip.      The 

near  the  joints.  spinc,  shouldcF,    and   hip    are    com- 

monly affected  in  osteo-arthritis. 
Urate  of  sodium  may  be  seen  in  and  near  the  joints  as  light  spots  in  a'-ray  prints  (Fig,  159). 
2.  Chronic  Joint  Affections. — We  will  now  pass  on  to  consider  the  diagnosis  of 
varieties  of  arthritis  which  are  for  the  most  part  chronic,  but  it  must  be  remembered 
that  many  of  those  mentioned  as  acute  become  chronic,  and  their  diagnosis  has  been 
described. 
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Osteo-arthriiis  is  a  chronic  disease  frequently  confused  with  rheumatoid  arthritis, 
from  which  it  is  completely  distinct,  both  clinically,  and  from  the  point  of  view  of  morbid 
anatomy.  Rheumatoid  arthritis  (p.  341)  is  primarily  a  disease  of  the  synovial  membrane 
and  soft  tissues  of  the  joints.  Osteo-arthritis  is  primarily  a  disease  of  the  cartilage  and 
bones,  leading  to  the  destruction  of  the  cartilage,  ebumation  of  bony  surfaces,  and  the 
production  of  much  new  bone  at  the  edges  of  the  joint ;  hence  bony  outgrowths  (osteo- 
phytes), grating  of  the  joint,  and  locking  of  it  so  that  movement  is  difficult,  are  common. 
Thickening  of  the  synovial  membrane  occurs,  but  is  less  important ;  the  ligaments  become 
implicated  and  may  soften  ;  if  so,  the  joint  becomes  flail-like  ;  there  may  be  some  thicken- 
ing of  the  tissues  around  the  joint  and  some  increase  of  synovial  fluid,  and  then  the  joint 
lieeooies  eidaiiged.  It  is  easy  to  distinguish  in  most  cases  between  osteo-arthritis  and 
rheumatoid  arthritis  by  the  appearance  of  the  affected  joint.  In  the  former  we  have  an 
irregularly  enlarged  joint,  with  palpable  bone  excrescences  and  much  grating  ;  often  the 
joint  is  fixed  by  these  bony  excrescences,  rarely  it  is  flail-like  from  destruction  of  ligaments  ; 
often  all  the  causes  just  mentioned  combine  to  make  it  very  large.  This  is  altogether 
different  from  the  spindle-shaped  swelling  of  rheumatoid  arthritis  (p.  341).  Then  osteo- 
arthritis is  often  confined  to  one  joint,  and  that  a  large  one,  e.g.,  the  knee  ;    rheumatoid 


Fig.  109. — Chronic  gout :  skiagram  of  the  hands,  showing  sodium  urate  deposits  about  the  ends  of  many  of  tlie  phalanges. 

arthritis  affects  many  joints,  and  is  most  characteristically  seen  in  small  joints,  e.g.,  those 
between  the  first  and  second  phalanges  ;  but  when  osteo-arthritis  does  show  itself  in  small 
joints,  those  most  often  affected  are  the  terminal  joints  of  the  phalanges,  where  the  bony 
excrescences  form  Heberden's  nodes.  Rheumatoid  arthritis  is  far  more  commonly  seen 
in  young  women  ;  osteo-arthritis  in  women  at  the  menopause.  Rheumatoid  arthritis 
nearly  always  begins  with  fever,  although  often  slight ;  osteo-arthritis  is  almost  always 
afebrile.  The  pulse  is  often  rapid  in  those  who  have  active  rheumatoid  arthritis  ;  it  is 
not  particularly  affected  in  those  who  have  osteo-arthritis.  The  spine  is  more  often  affected 
by  osteo-arthritis  than  rheumatoid  arthritis,  and  it  is  quite  common  in  the  dissecting- 
room  to  find  that  elderly  subjects  have  osteo-arthritis  of  the  spine.  Muscular  atrophy  is 
far  greater  with  rheumatoid  arthritis  than  with  osteo-arthritis.  Osteo-arthritis  is  especi- 
ally liable  to  attack  the  hip — usually  only  one — and  this  form  is  commonest  in  elderly  men. 
It  w^as  formerly  called  morbus  coxce  senilis.  Great  care  must  be  taken  to  distinguish  the 
pain  due  to  this  from  that  of  sciatica.  The  chief  point  of  distinction  is  that  in  the  latter 
the  nerve  itself  is  tender  to  pressure  ;  but  it  must  not  be  forgotten  that  in  very  rare  cases 
osteo-arthritic  outgrowths  from   the  hip  may  implicate  the  sciatic  nerve  and  so  cause 
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genuine  sciatica.  Although  osteo-arthritis  of  the  hip  usually  causes  lameness,  so  many- 
other  conditions  do  this,  e.g.,  sacro-iliac  disease,  that  the  symptom  is  of  little  value.  The 
knee  is  the  joint  most  often  affected  by  osteo-arthritis — usually  both,  but  sometimes  only 
one  is  implicated.  This  disease  of  the  knee  is  very  common  in  women  of  ages  between 
forty-five  and  fifty-five.  They  complain  of  pain  and  stiffness.  Often  the  pain  and  tender- 
ness, if  present,  are  confined  to  one  spot.  There  is  usually  considerable  enlargement  of  the 
joint,  bony  irregularities  may  be  felt,  and  grating  and  crackling  on  movement  are  very 
common  ;  these  are  due  to  bony  outgrowths,  erosion  of  cartilage,  and  thickening  of  syno- 
vial membrane,  which  also  gives  a  feeling  to  the  observer's  hand  placed  over  the  joint  when 
it  is  moved  as  though  he  were  feeling  the  movement  of  wet  sand  in  a  bag.  The  grating  may 
be  heard  very  loudly  through  the  stethoscope.  Other  joints  often  implicated  in  osteo- 
arthritis are  the  shoulder,  elbow,  ankle,  wrist,  and  temporo- maxillary  joint ;  but  what  has 
been  said  about  the  disease  in  general,  and  that  of  the  knee  in  particular,  applies  to  them. 
The  disease  may  be  considerably  advanced  and  yet  confined  to  one  joint,  or  any  number 
may  be  affected.  The  points  which  have  been  especially  mentioned  as  helping  to  distin- 
guish osteo-arthritis  from  rheumatoid  arthritis  will  aid  in  the  distinction  of  it  from  other 
forms  of  arthritis.     Pads  {Fi^s.  160,  161)  on  the  dorsal  aspect  of  the  joints  between  the  first 

and  second  phalanges  are  not  rare.  They 
vary  in  size  from  a  split  pea  to  a  hazel-nut. 
The  joints  are  not  diseased,  but  these  pads, 
which  are  due  to  a  great  growth  of  fibrous 
tissue  underneath  the  corium,  have  been  con- 
fused with  osteo-arthritis.  They  are  often 
associated  with  Dupuytren's  contracture  {Fig. 
59,  p.  142).     Ulnar  deflection  {Fig.  154,  p.  342) 


Fi<7.   160.— Pads  on   the  dorsal   aspect  of  joints;  Fig.    161.— Skiagram   showiii?    that    the    pads 

not  to  be  confused  with  ostoo-arthritic  chaMi;(M.     (By  depicted  in  Fig.  1«J0  affect  th»?  soft  parts  and  not 

perraissioa  from  The  QuarUrly  Journal  of  Medicine,  the     underlyinsj     joints,      (liy    permission     from 

vol.  i.)  The  Quarterly  Journal  of  Medicine,  vol.  i.) 

is  seen  in  osteo-arthritis,  but  is  also  present  in  so  many  other  affections  of  the  fingers  and 
wrist  that  by  itself  it  is  of  no  value  in  diagnosis. 

Tuberculous  Disease  of  Joints, — This  is  most  common  in  children  of  between  three  and 
five  years,  and  becomes  rarer  as  age  advances.  About  40  per  cent  of  the  cases  are  in  the 
spine,  40  per  cent  in  the  hip,  10  per  cent  in  the  knee,  and  the  other  joints  which  are  affected 
not  uncommonly  are  the  ankle,  shoulder,  elbow,  and  wrist.  The  disease  is  essentially 
slow,  so  that  the  early  stages  are  often  overlooked.  It  is  stated  that  tuberculous  arthritis 
is  so  insidious  in  its  onset  that  for  one  case  in  which  the  affection  is  detected  and  adequately 
treated  in  the  first  month  of  its  existence,  there  are  twenty  in  which  it  is  allowed  to  drift  on 
for  three  or  four  months,  or  even  longer,  before  it  is  recognized.  For  some  time  there  may 
be  only  slight  transient  impairment  of  movement,  or  an  occasional  twinge  of  pain  ;  gradually 
impaired  movement,  showing  itself  as  slight  lameness  in  the  lower  extremity,  becomes 
evident,  but  it  must  not  be  concluded  that  there  is  no  tuberculous  disease  of  a  joint  because 
there  is  no  impairment  of  movement.  In  the  same  way,  although  pain,  often  worse  at 
night,  and  causing  screaming,  is  an  important  sign,  yet  pain  may  be  absent  for  a  long  while, 
or  altogether.     In  all  the  joints  except  the  shoulder  and  the  hip — which  are  so  deeply 
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covered  by  soft  parts  that  unless  it  is  considerable  it  cannot  be  detected — swelling  is  a  very 
important  symptom,  for  it  is  almost  invariably  present,  even  in  the  earliest  stage.  It  may 
be  very  slight.  Although  there  may  be  no  defect  of  movement  in  the  early  stages,  sooner 
or  later,  and  often  quite  early,  this  symptom  develops  and  is  of  great  value.  Tuberculous 
arthritis  is  usually  accompanied  by  wasting  of  muscles  moving  the  joint.  It  must  never  be 
forgotten  that  a  tuberculous  arthritis  is  so  slow  in  its  development  that  often  it  is  not 
ascribed  to  its  correct  cause  ;  also  that  for  a  time  the  symptoms  are  so  slight  that  no  atten- 
tion may  be  paid  to  them.  Mistakes  are  very  serious,  and  tuberculous  arthritis  ought 
always  to  be  present  in  our  minds  when  examining  a  diseased  joint.  It  is  very  rare  for 
more  than  one,  or  perhaps  two,  joints  to  be  affected  in  the  same  person  ;  tuberculous  disease 
elsewhere,  e.g.,  phthisis,  is  not  common  ;  lardaceous  disease,  formerly  so  frequent  a  compli- 
cation, is  now  seldom  seen  ;  and  general  symptoms,  e.g.,  pyrexia,  are  often  absent  and 
rarely  extreme  ;  on  the  other  hand,  those  affected  are  often  pale.  Bony  outgrowths  are 
not  to  be  detected  ;  the  joint  is  swollen  and  feels  thick  :  hence  the  phrase  '  pulpy  knee.' 
There  is  often  a  history  of  injury  to  a  joint  which  later  becomes  tuberculous,  and  then  the 
transition  from  a  traumatic  to  a  tuberculous  arthritis  is  often  overlooked.  Tuberculous 
disease  of  the  sacro-iliac  joint  is  particularly  difficult  to  diagnose.  Tuberculosis  of  the  hip 
is  often  overlooked  because  the  pain  is  referred  to  the  knee,  and  the  slight  wasting  of  the  hip 
muscles  is  not  detected. 

Acquired  Syphilitic  Arthritis. — This  is  most  easily  recognized  by  those  who  constantly 
bear  in  mind  the  possibility  of  its  existence.  If  the  characteristic  pains  of  syphilis,  which 
are  usually  worse  at  night,  happen  to  occur  near  a  joint,  they  may  be  ascribed  carelessly  to 
gout  or  osteo-arthritis.  In  the  secondary  stage  of  syphilis,  and  more  particularly  early  in 
it,  a  syphilitic  synovitis  of  any  joint  may  occur.  It  is  subacute,  slow,  is  attended  with 
stiffness,  swelling,  and  occasionally  tenderness,  and  usually  is  confined  to  one  joint.  Pain, 
too,  may  be  present,  but  commonly  neither  pain  nor  tenderness  is  a  prominent  symptom. 
There  is  some,  but  not  much,  enlargement  of  the  joint  from  distention  with  synovial  fluid  ; 
in  a  few  cases  the  size  of  the  joint  varies  considerably  in  a  short  time.  These  cases  are 
often  mistaken  for  tuberculous  arthritis,  but  the  error  can  usually  be  avoided  if  the  patient 
is  examined  carefully  and  questioned  for  other  evidence  of  syphilis  ;  and  in  this,  and  all 
other  forms  of  arthritis  in  which  there  is  any  possibility  of  syphilis,  a  Wassermann  test 
should  be  done.  Syphilitic  arthritis  in  the  tertiary  stage  is  rare  :  there  are  two  varieties  of 
it,  both  of  which  produce  considerable  swelling  and  disorganization  of  the  joint  ;  in  one 
there  is  a  deposit  of  gummatous  material  in  the  subsynovial  tissue,  in  the  other  in  the  ends 
of  the  bone.  Both  varieties  are  usually  confined  to  a  single  joint,  neither  is  painful,  and 
both  are  liable  to  recur.  Great  effusion  of  synovial  fluid  is  not  common,  but  when  the 
disease  is  in  the  subsynovial  tissues  the  joint  is  enlarged  and  the  thickening  of  the  synovial 
membrane  can  be  felt. 

Congenital  Syphilitic  Arthritis, — In  children  and  young  adults  congenital  syphilis  may 
cause  an  arthritis  which  is  very  like  that  caused  by  tubercle.  The  knees  are  affected  most 
often,  and  the  disease  is  often  symmetrical.  If  there  is  much  synovial  exudation,  fluctua- 
tion is  detected  easily  ;  if  there  is  much  gummatous  deposit  in  the  subsynovial  tissue,  the 
synovial  membrane  feels  thickened  and  irregular.  There  is  no  pain,  and  very  little  impair- 
ment of  movement.  The  existence  of  this  disease  must  always  be  remembered  ;  the  history 
and  examination  for  other  signs  of  syphilis,  especially  nerve  deafness  or  interstitial  keratitis, 
must  be  thorough,  and  the  Wassermann  reaction  must  be  tested. 

In  infants  congenital  syphilis  may  cause  osteochondritis  in  the  sub-epiphyseal  plate 
of  cartilage  and  adjacent  bone  ;  the  epiphysis  becomes  separated  from  the  shaft,  so  that 
there  is  motility  and  dull  grating,  as  if  a  fracture  had  occurred.  At  the  same  time  there  is 
considerable  swelling  of  the  soft  parts  around,  from  the  inflammation  having  spread  to 
them,  so  that  there  is  much  swelling  about  the  joint,  although  the  joint  itself  is  usually 
not  implicated.  Separation  of  the  epiphysis  from  the  shaft  makes  the  limb  paralyzed  : 
hence  the  phrase  syphilitic  pseudo-paralysis  applies  to  this  condition.  Suppuration  is  very 
rare,  and  the  improvement  with  mercury  is  rapid.  This  condition  may  be  noticed  at  any 
period  from  one  month  after  birth  till  the  age  of  two  or  three  years,  but  it  is  most  often  seen 
when  the  child  is  two  or  three  months  old.  It  is  usually  multiple,  and  there  is  some  tender- 
ness and  slight  pain.  Other  signs  of  congenital  syphilis  are  generally  present,  but  if  not, 
the  condition  is  so  characteristic  that  the  child  must  at  once  be  given  mercury. 
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Intermittent  Hydrarthrosis, — This  rare  disease  should  be  diagnosed  easily.  It  is  com- 
monest in  women.  Cases  have  been  recorded  between  the  ages  of  eight  and  fifty,  but  the 
patients  are  most  often  between  twenty  and  thirty  years  old.  Fluid  is  poured  out  rapidly 
in  the  joint,  so  that  it  is  distinctly  swollen  in  a  few  hours  ;  the  distention  attains  its  maxi- 
mum in  one  or  two  days  ;  it  then  recedes,  and  has  disappeared  by  the  fourth  or  fifth  day. 
The  effusion  leads  to  stiffness  of  the  joint,  and  generally  there  is  some  pain,  but  usually 
very  little  tenderness,  and  the  joint  is  neither  red  nor  hot.  The  knee  is  affected  most 
often  ;  it  may  be  one  or  both  knees  ;  if  not  the  knee  it  is  almost  always  a  large  joint  that 
is  the  seat  of  the  effusion.  It  is  rare  for  more  than  two  joints  to  be  affected  at  once.  The 
remarkable  part  of  the  affection  is  that  the  effusion  is  periodic,  and  often  the  interval  of 
time  between  the  attacks  in  the  same  patient  is  on  each  occasion  exactly  the  same  :  thus 
in  one  patient  the  effusion  always  began  on  the  ninth  day  from  the  beginning  of  the 
previous  effusion  ;  the  interval  has  been  known  to  be  less  than  this,  and  it  is  often  more. 
It  may  be  that  for  a  period  the  intervals  are  of  a  certain  length,  and  then  for  a  period  they 
are  of  a  different  but  uniform  length.  In 
other  cases  there  is  no  periodicity.  In  each 
attack  the  same  joint  or  joints  are  affected  in 
the  same  patient.  After  three  or  four  years 
the  attacks  cease  in  most  cases,  but  occasion- 
ally there  are  recurrences. 

Charcot's  Disease  (Fig.  162).— This  is  the 
arthritis  met  with  in  tabes  dorsal  is,  and  if 
any  patient,  of  such  an  age  that  he  could  be 
suffering  from  tabes,  has  chronic  arthritis  of 
a  single  joint,  we  ought  always  to  examine 
him  for  signs  of  tabes.  Because  this  is  not 
done  many  cases  are  overlooked,  for  the 
arthritis  may  exist  even  when  the  patient  is 
unaware  that  he  has  any  signs  of  tabes. 
There  is  nothing  characteristic  of  tabetic 
arthritis,  and  many  joints  affected  with  it 
might,  for  all  the  clinical  symptoms  of  the 
arthritis,  or  from  the  appearances  after  death, 
be  equally  well  affected  by  osteo-arthritis  ; 
but  the  following  points  will  often  make  one 
suspicious.  The  effusion  is  frequently  very 
great — some  of  the  biggest  joints  seen  are 
those  affected  by  tabetic  arthritis  ;  the  liga- 
ments may  be  much  softened,  so  that  the 
joint  becomes  flail-like,  but  the  growth  of 
new  bone  at  the  edges  of  the  joint  is  often 
quite  slight,  and  there  is  considerable  atrophy 
of  bone  ;  thus  I  have  seen  the  floor  of  the 
acetabulum  as  thin  as  paper,  and  because  it 
was  so  thin,  the  pressure  from  the  neck  of  the 

femur  had  expanded  the  floor  of  the  acetabulum  so  far  into  the  pelvis  that  it  formed 
a  large  projection  into  the  pelvic  cavity.  Tabetic  arthritis  is  usually  chronic  and  never 
acute,  but  it  may  be  rapid  ;  thus  there  may  be  advanced  destruction  of  the  joints 
in  a  few  weeks  (Fig.  163)  ;  it  is  almost  always  painless  ;  generally  large  joints — e.g.,  knee, 
hip — are  affected  ;  usually  only  one  joint,  but  I  have  seen  two.  The  rarefaction  of  the 
bones  makes  them  liable  to  fracture.  When  tabetic  arthritis  occurs  in  the  bones  of  the  hand 
or  foot  the  considerable  swelling  may  cause  it  to  be  mistaken  for  tuberculous  disease.  In 
75  per  cent  of  cases  of  tabetic  arthritis  the  joints  affected  are  those  of  the  lower  extremity. 
Arthritis  in  Syringomyelia. — In  75  per  cent  of  the  patients  affected  with  this  form  of 
arthritis  the  joints  affected  are  those  of  the  upper  extremity.  There  is  nothing  absolutely 
distinctive  of  this  variety  ;  it  resembles  closely  that  due  to  tabes  ;  perhaps,  on  the  whole, 
some  of  the  cases  more  nearly  resemble  osteo-arthritis.  Owing  to  the  loss  of  pain-sensation 
in  syringomyelia,  wounds  are  common  ;    hence  the  joints  may  become  septic.     Mistakes 


Fig.  162. — Charcot's  disease  of  the  riijht  knee-joint  in 
osiioc'iation  with  tiibes  -dorKalis  :  showing  distention,  and 
also  displacement  of  tibia  to  the  right. 
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in  diagnosis  can  only  be  avoided  by  always  having  in  mind  the  possibility  of  the  occurrence 
of  syringomyelia,  and  examining  the  patient  for  it.  Happily  it  is  rare,  and  often  the 
symptoms  of  syringomyelia  (p.  608)  are  evident  before  the  arthritis  shows  itself.  In  about 
half  the  cases  of  syringomyeUa  there  is  scoliosis  of  the  spine. 

Arthritis  in  Hcemophilia. — In  this  disease  blood  may  be  poured  out  into  either  the 
synovial  membrane  or  the  cavity  of  the  joint.  This  is  probably  always  the  result  of  a 
blow,  often  so  slight  as  to  pass  unnoticed.  It  is  most  common  in  the  knee  and  ankle.  If 
the  bleeding  is  at  all  considerable  the  joint  swells,  the  rate  of  swelling  depending  upon  the 
rate  of  effusion  of  blood.  The  joint  is  puffy  ;  there  may  be  fluctuation,  pain  on  movement, 
and  tenderness.  The  whole  trouble  often  subsides,  but  sometimes  more  or  less  swelling 
persists  for  a  time,  and  even  if  a  joint  gets  well,  relapse  is  likely.  In  other  cases,  either 
the  impaired  blood-supply  resulting  from  damaged  vessels  or  the  friction  of  the  clots  leads 

to  erosion  of  the  cartilage,  and  per- 
manent disease  of  the  joint  results. 
Forgctfulness  of  the  fact  that  disease 
of  the  joints  occurs  in  hiemophilia 
has  led  to  the  serious  mistake  of 
incising  one  into  which  bleeding  has 
occurred.  The  condition  is  to  be 
diagnosed  by  observing  the  other 
signs  of  haemophilia. 

Malignant  and  Hydatid  Disease 
of  Joints. — Both  these  are  very  rare, 
and  in  each  case  the  disease  almost 
always  begins  in  the  adjacent  bone, 
and  therefore  properly  belongs  to 
diseases  of  bones.  Both  are  very 
serious  ;  hydatid  disease  of  a  joint 
is  very  liable  to  lead  to  suppuration 
in  it. 

Displacement  of  a  Semilunar 
Cartilage  may  cause  much  synovitis, 
and  the  cause  of  the  latter  is  very 
apt  to  be  overlooked.  There  is 
often  a  histor>^  of  a  wrench,  or  the 
patient  complains  that  he  feels 
something  in  the  joint  slip  or  catch  ; 
this  may  cause  considerable  pain, 
and  there  is  often  tenderness  over 
the  internal  semilunar  cartilage. 
Sometimes  similar  symptoms  are 
produced  by  a  thickened  fringe  of 
synovial  membrane  becoming  nip- 
j)cd.  This  may  occur  in  osteo- 
arthritis. The  thickened  fringe  may 
become  detached,  and  then  it  forms 
a  loose  body  inside  the  joint. 

Nervous  Mimicry^  Nenromimesis, 
or  Hysterical  Joints. — In  these  cases 
some  of  the  symptoms  of  artliritis  are  imitated  without  there  being  any  actual  disease  of 
the  joint.  It  is  important  to  remember  that  hysteria  is  a  disease  and  is  not  mere  malinger- 
ing. The  malingerer  can  voluntarily  get  rid  of  his  supposed  disease  if  he  wishes  ;  the 
hysterical  girl  cannot,  as  she  has  not  sufficient  power  of  will.  There  are  three  main 
varieties  :  (1)  The  joint  is  kept  constantly  in  an  abnormal  position,  e.g.,  the  knee  may 
be  considerably  flexed  ;  (2)  The  joint  cannot  be  moved,  e.g.,  the  hand  may  hang  down 
from  the  wrist,  as  in  extensor  paralysis,  and  it  cannot  be  raised  ;  (3)  There  may  be 
acute  pain  in  the  joint.  In  all  these  cases  careful  examination  will  usually  show  that 
there  are  no  real   symptoms   of   arthritis  :   there  is  no  swelling,  no  heat,  no  grating,  no 


Fifj.  1G3.  — Skia^ffim  of  flmrcot's  disonso  of  the  hip-joint.  The 
appeiirauros  are  typical  and  diairtiostic  ;  t\wy  show  extensive  destruc- 
tion of  normal  bone  and  large  masses  of  abnormal  new  bone  thrown 
out  around  it. 

(Skiagram  bt/  Dr.  C.  Thurstan  Holland.) 
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bony  outgrowth,  the  immovably  fixed  joint  can  be  moved  freely  under  an  anaesthetic  ;  on 
the  other  band  the  pain,  if 
present,  is  far  in  excess  of  any 
pain  due  to  arthritis,  and  the 
tenderness  may  be  so  great 
that  the  patient  will  not  let 
the  joint  be  touched.  Both 
pain  and  tenderness  disappear 
if  the  patient's  attention  is 
diverted,  and  neither  keep  the 
patient  awake  nor  affect  the 
general  health.  The  pain  may 
radiate  far  beyond  the  joint ; 
very  rarely  in  hysteria  there 
is  trivial  swelling,  but  it  is 
not  such  as  would  be  pro- 
duced by  the  distention  of  the 
svTiovial  cavity  ;  it  is  often 
more  in  the  neighbourhood  of 

the    joint     than    over  it  ;     but  Pig.   lOl.— Pulmonary    osteo-artliroj.iithy :     the  patient  had  clironic   fibroid 

nearlv  alwaVS  there  is  no  SWel-  phthisic.     The  bony  parts  of  the  lingers  were  becoming  progressively  thicker, 

ling  about  a  hysterical  joint. 

I'sually  the  joint  supposed  to  be  diseased  is  cold  ;    very  rarely  it  is  hot  and  perhaps  a 

little  red  ;  but  this  phenomenon,  when 
present,  is  only  a  local  blush  due  to  the 
fact  that  the  patient's  attention  is 
directed  to  the  joint,  and  it  passes  away 
quickly.  The  stiffness  of  a  hysterical 
joint  can  be  made  out  to  be  due  to  con- 
traction of  muscles  and  not  to  alteration 
of  the  joint  itself ;  occasionally  it  is 
variable,  and  it  is  often  extreme,  out  of 
all  proportion  to  any  possible  joint 
disease ;  and  often,  too,  the  attitude  of 
the  joint  is  not  that  usually  seen  in 
arthritis.  It  has  been  pointed  out  re- 
peatedly that  muscles  which  move  a  joint 
usually  atrophy,  often  rapidly,  when  that 
joint  is  diseased,  quite  apart  from  disuse. 
In  hysterical  affections  of  joints  the 
muscles  waste  only  slowly  in  proportion 
to  the  disuse  of  the  joint. 

Muscular  Paralysis. —  Often,  e.g.,  in 
peripheral  neuritis,  the  muscles  which 
undergo  rapid  wasting  as  a  result  of 
disease  of  the  lower  motor  neuron  soon 
begin  to  contract,  and  this  leads  to  con- 
siderable alteration  in  the  usual  position 
of  joints.  Thus,  the  knee  and  the  elbow 
become  strongly  flexed,  and  at  first  it  may 
be  thought  that  these  unusual  positions 
are  the  result  of  disease  of  the  joint,  for 
long-continued  chronic  disease  of  a  joint 
will  lead  to  unusual  permanent  positions 
from  contracture  of  ligaments,  from  the 
pull  of  muscles  on  a  weakened  joint,  and 
from  contracture  of  muscles  wasted  from 
fti/.  1  Co.— Pulmonary  osteoarthropathy  :   showinir  afTec-       arthritic  atrophy  ;   but  a  little  estimation 

lion  of  hands  and  feet,  and  the  wasting  due  to  chronic  iilithl^is. 
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of  the  history,  the  condition  of  the  joints,  the  symptoms  of  nerve  disease,  and  the  electrical 
reactions  of  the  muscles  will  soon  lead  to  a  correct  diagnosis.  There  is  no  reaction  of 
degeneration  in  muscles  that  have  atrophied  secondarily  to  arthritis. 

Hypertrophic  Pulmonary  Osteo-arthropathy  is  rare  and  not  really  a  disease  of  joints  at 
all,  for  the  change  consists  in  an  enlargement  of  the  ends  of  the  bones,  and  hence  the  joints 
appear  large  and  the  patient  cannot  bend  them  properly.  Often  this  is  all  that  is  the 
matter  with  them,  but  in  advanced  cases  there  is  some  thickening  of  the  synovial  membrane 
and  some  erosion  of  cartilage.  The  upper  extremity  is  affected  more  often  than  the  lower, 
and  the  joints  usually  deformed  are  the  wrist,  and  the  carpal  and  interphalangeal  joints 
{Figs,  164  and  165) ;  when  the  condition  exists  in  the  lower  extremity  the  corresponding 
joints  are  implicated.  In  extreme  cases  the  enlargement  extends  up  the  shafts  of  the 
affected  bones.  The  condition  is  distinguished  easily,  for  it  is  almost  always  accompanied 
by  clubbing  of  the  fingers,  and  in  80  per  cent  of  the  cases  it  is  associated  with  chronic 
pulmonary  disease,  especially  fibrosis,  bronchiectasis,  or  chronic  empyema,  of  which  there 
are  generally  ample  physical  signs.  The  remaining  20  per  cent  of  the  cases  are 
associated  with  such  diverse  conditions  that  text-books  must  be  consulted ;  the  most 
interesting  is  aneurysm  of  the  subclavian  artery.  Hypertrophic  osteo-arthropathy  used 
to  be  confused  with  acromegaly  ;  not  only  ought  the  clubbing  of  the  fingers  and  the 
associated  conditions  to  prevent  such  a  mistake,  but  also  in  acromegaly  there  is  consider- 
able enlargement  of  the  head  and  characteristic  changes  in  the  face  (see  Fig,  116,  p.  237). 

W.  Hale  White, 

KIDNEY,  ENLARGEMENT  OF.— ^A  renal  swelling  may  be  so  slight  that  it  is  only 
found  upon  clinical  examination,  or  it  may  be  large  enough  to  attract  the  patient's 
attention  to  it.  A  number  of  pathological  changes  in  the  kidney  may  give  rise  to  a  tumour 
of  that  organ,  such  as  hydronephrosis,  pyonephrosis,  renal  tuberculosis  or  abscess,  new 
growths,  and  various  forms  of  cysts  in  the  kidney  ;  it  is  necessary  to  be  able  to  diagnose 
any  one,  not  only  from  any  other,  but  also  from  other  tumours  simulating  a  renal 
swelling. 

The  chief  characteristic  points  of  a  renal  tumour  are : — 

1.  The  large  intestine  is  in  front  of  the  tumour.  When  either  kidney  is  merely  slightly 
enlarged,  both  large  and  small  intestine  will  be  in  front  of  it ;  but  when  the  organ  is  so 
enlarged  as  to  reach  the  anterior  abdominal  wall  the  coils  of  small  intestine  are  pushed 
aside.  The  anatomical  relation  of  the  large  intestine  to  the  kidney,  and  the  absence  of 
a  mesentery,  do  not  allow  of  the  same  mobility  of  the  colon,  which  retains  its  position  in 
front  of  the  kidney.  Hence  an  area  of  resonance  can  usually  be  obtained  in  front  of  a 
renal  swelling  ;  if  the  colon  be  empty,  it  can  sometimes  be  felt  in  a  thin  subject  and  rolled 
by  the  fingers  on  the  surface  of  the  tumour.  Bowel  is  never  placed  in  front  of  a  splenic 
tumour,  and  only  rarely  in  front  of  a  hepatic  tumour. 

2.  The  area  of  dullness  to  percussion  is  continuous  from  the  lateral  aspect  of  the  swelling 
to  the  mid-line  posteriorly — that  is,  there  is  no  area  of  resonance  between  the  mass  and 
the  vertebral  spines,  as  in  a  splenic  or  ovarian  tumour. 

3.  A  renal  tumour  usually  retains  the  shape  of  the  kidney  ;  it  is  rounded  at  its  borders 
and  poles,  and  does  not  possess  any  edge  or  sharp  margin,  as  in  splenic  or  hepatic  swellings. 

4.  A  renal  tumour  in  the  process  of  enlargement  projects  forwards  and  downwards. 
It  may  fill  up  the  natural  hollow  of  the  loin,  but  very  seldom  causes  any  prominence 
posteriorly.  A  perinephric  abscess,  which  often  simulates  a  renal  swelling,  may  cause 
a  distinct  prominence  in  the  loin. 

5.  A  renal  tumour  does  not  descend  so  freely  upon  deep  inspiration  as  a  splenic  or  hepatic 
tumour.  A  renal  tumour  may  be  movable  downwards  or  inwards,  or  may  be  fixed  in 
the  loin  by  preceding  inflammation.  An  enlarged  kidney  can  be  felt  with  ease  bimanually, 
and  if  grasped  between  the  two  hands  can  be  pushed  into  the  loin, 

6.  When  a  renal  tumour  is  large  enough  to  reach  the  anterior  abdominal  wall,  it 
commonly  comes  in  contact  with  the  latter  at  the  level  of  the  umbilicus,  at  the  same  time 
bulging  out  the  ilio-costal  space.  There  is  usually  a  line  of  resonance  between  the  upper 
margin  of  the  tumour  and  the  hepatic  dullness. 

7.  A  varicocele  may  be  developed  on  the  same  side  as  the  renal  tumour. 

8.  With  a  renal  tumour  there  may  be  changes  in  the  urine  pointing  to  renal  disease  ; 
but  on  the  other  hand,  the  urine  at  any  one  time  may  be  normal,  free  from  blood  or  pus. 
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from  the  fact  that  the  ureter  of  the  diseased  side  is  blocked,  or  that  the  disease  does  not 
involve  the  renal  pelvis. 

9.  In  exceptional  cases,  a  tumour  of  the  right  kidney  may  extend  upwards  into  the 
dome  of  the  diaphragm,  rotating  the  liver  so  that  the  anterior  margin  descends  below  the 
costal  margin,  and  prevents  satisfactory  palpation  in  the  renal  area. 

Although,  from  the  above  physical  characters,  it  would  seem  that  a  renal  tumour 
should  present  little  difficulty  in  diagnosis,  yet  it  is  by  no  means  infrequent  to  find  that  a 
tumoin*  possessing  several  of  these  characters  may  give  rise  to  considerable  doubt  in  the 
determination  of  the  organ  from  which  it  arises.  The  following  points  will  assist  in  the 
diagnosis  of  renal  swellings  from  other  tumours  with  which  they  are  likely  to  be  confused  : — 

1.  Tumours  of  the  gall-bladder  (p.  252)  are  placed  immediately  below  the  costal  margin, 
so  that  no  interval  exists  between  the  tumour  and  the  lower  margin  of  the  liver.  They 
are  usually  oval  in  outline,  with  the  long  axis  in  the  line  between  the  ninth  costal  cartilage 
of  the  right  side  and  the  umbilicus  ;  are  freely  movable  with  the  respiratory  movements, 
and  movable  from  side  to  side  about  an  axis  at  the  costal  margin.  There  is  dullness  on 
percussion  over  them,  and  they  cannot  be  felt  in  the  loin  or  be  grasped  bimanually.  With 
a  tumour  of  the  gall-bladder  there  may  be  attacks  of  colic,  with  or  without  jaundice. 

2.  Enlargements  of  the  liver  (p.  366)  pass  downwards  from  beneath  the  costal  margin 
so  that  there  is  no  line  of  resonance,  or  area  in  which  the  hand  can  be  depressed,  between 
the  tumour  and  the  costal  margin.  Hepatic  tumours  do  not  impair  the  normal  resonance 
in  the  loin  in  the  same  manner  as  a  renal  tumour.  A  tongue-shaped  lobe  of  the  liver 
(Riedel's  lobe)  may  cause  difficulty  in  diagnosis  ;  but  here  the  lower  margin  is  seldom  so 
rounded  as  in  a  renal  tumour,  nor  will  the  mass  be  felt  in  the  loin  on  bimanual  examination. 
A  tumour  or  cyst  in  the  concave  aspect,  or  of  the  left  lobe,  of  the  liver  is  especially  liable 
to  cause  error  in  diagnosis,  whereas,  on  the  other  hand,  a  tumour  of  the  right  kidney  which 
projects  upwards  behind  the  liver  may  so  rotate  the  latter  that  its  anterior  margin  descends 
below  the  costal  margin  and  completely  obscures  the  kidney.  In  a  case  of  a  large  carcinoma 
of  the  right  kidney,  the  liver  was  in  this  way  so  depressed  as  to  render  palpation  of  the 
kidney  impossible. 

3.  Enlargements  of  the  spleen  (p.  628)  descend  from  beneath  the  left  costal  margin, 
and  have  no  bowel  in  front  of  them.  The  edge  of  a  splenic  timiour  is  usually  well-defined 
and  often  notched,  and  there  is  resonance  between  the  posterior  aspect  of  the  tumour  and 
the  spinal  column.  A  splenic  tumour  is  more  movable  than  a  renal  tumour.  A  blood- 
count  may  help  in  splenic  enlargements. 

4.  Perinephric  effusions,  whether  of  blood,  pus,  or  urine,  may  form  a  tumour  in 
the  loin  which  upon  physical  examination  may  be  mistaken  for  a  renal  swelling.  A  peri- 
nephritic  effusion  may  arise  from  some  suppurative  condition  of  the  kidney,  so  that  the 
previous  history  and  examination  of  the  urine  will  not  assist  in  differentiation  ;  or  it  may 
be  due  to  conditions  entirely  distinct  from  renal  disease.  An  effusion  of  blood  aroimd 
the  kidney  is,  in  nearly  all  cases,  caused  by  an  injury  to  the  loin,  and  will  be  accompanied 
by  other  signs  of  injury.  A  perinephric  abscess  forms  a  much  more  ill-defined  tumour 
than  that  caused  by  a  renal  swelling,  is  more  acute  in  its  general  symptoms,  such  as  pain 
and  temperature,  and  fills  up  the  ilio-costal  space.  The  skin  over  it  may  be  thickened  or 
oedematous,  and  fluctuation  may  be  felt  to  be  more  superficial  than  in  a  renal  swelling. 
A  perinephric  abscess  is  most  likely  to  result  from  suppuration  about  a  carcinoma  of  the 
large  bowel,  from  appendical  inflammation,  or  from  suppuration  in  a  perinephric  hsematoma 
due  to  injury. 

5.  Tumours  arising  from  the  pelvic  organs,  from  the  ovary  or  uterus,  may  in 
some  cases  simulate  renal  tumours.  An  ovarian  cyst  with  a  long  pedicle  occupying  the 
loin  has  frequently  been  mistaken  for  an  enlarged  or  movable  kidney,  and  any  sudden 
attacks  of  pain  occurring  from  torsion  of  the  pedicle  may  be  looked  upon  as  due  to  renal 
colic.  The  usual  ovarian  cyst  or  uterine  fibroid  will  seldom  be  confused  with  a  renal 
swelling,  for  it  is  placed  in  the  middle  line  of  the  body,  can  be  felt  to  come  up  from 
the  pelvis,  and  can  be  felt  readily  upon  bimanual  vaginal  examination  to  be  attached  to 
the  uterus  or  its  appendages.  These  tumours  also  give  rise  to  dullness  anteriorly,  and  do 
not  alter  the  normal  resonance  in  the  loin.  In  cases  of  malignant  ovarian  tumours 
associated  with  ascites,  the  lumbar  resonance  may  be  lost,  but  on  turning  the  patient  over 
upon  one  side,  the  previously  dull  note  becomes  replaced  by  resonance  in  the  uppermost 
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loin.  In  the  case  of  an  ovarian  cyst  with  a  lonsf  pedicle,  or  of  a  uterine  fibroid  of 
pedunculated,  subserous  form,  the  position  in  the  loin  may  sometimes  suggest  a  renal 
tumour ;  it  will  be  found,  however,  to  occupy  a  more  anterior  position  iri  the  abdomen 
than  a  renal  tumour,  and  to  possess  a  much  greater  range  of  movement,  and  it  does  not 
slip  back  into  the  loin  under  the  costal  margin  in  the  same  manner  as  an  enlarged  kidney 
does  ;  there  is  resonance  posteriorly,  the  kidney  may  be  actually  palpated  as  well  as  the 
abjdominal  tumour,  whilst  a  distinct  connection  with  the  pelvic  organs  can  sometimes  be 
traced  from  the  tumour  when  the  latter  is  drawn  up. 

In  contradistinction  to  the  above,  a  very  large  cystic  renal  swelling  may  be  mistaken 
for  an  ovarian  cyst.  In  may  occupy  the  greater  part  of  the  abdomen,  and  even  be  felt 
per  vaginam  to  be  encroaching  upon  the  pelvis  ;  but  on  careful  examination  in  a  renal 
tumour  of  this  form  there  will  be  no  line  of  resonance  between  the  mass  and  the  vertebral 
column  posteriorly,  the  natural  hollow  of  the  loin  will  be  filled  up,  and  there  is  frequently 
a  distinct  bulging  in  the  lower  thoracic  wall,  together  with  an  increased  length  of  the  ilio- 
costal space  on  the  affected  side.  Some  assistance  may  be  obtained  from  the  history, 
when  a  hydronephrosis  may  have  been  first  noticed  as  a  tumour  commencing  under  the 
costal  margin,  and  gradually  increasing  downwards  towards  the  iliac  fossa  and  inwards 
across  the  median  line,  whereas  an  ovarian  tumour  may  have  been  noticed  to  increase 
upwards  from  the  pelvis. 

6.  Suprarenal  tamoars  may  occasionally  be  of  sufficient  size  to  form  an  abdominal 
tumour,  presenting  a  rounded,  movable  swelling  in  the  hypochondrium.  It  is  practically 
impossible  to  distinguish  them  from  renal  tumours  without  laparotomy. 

7.  Fncal  accamulatioiis  in  the  colon,  cflBcam,  or  sigmoid  flexure  may  give  rise 
to  a  tumour  and  pain  of  a  colicky  nature  in  the  loin.  They  will  be  distinguished  from 
renal  swellings  by  the  general  intestinal  symptoms,  flatulence,  and  the  changes  in  form 
consequent  on  the  administration  of  large  enemata.  It  must  be  remembered  that  a 
patient  with  a  collection  of  faeces  in  the  colon  may  not  complain  of  constipation,  but  may 
in  fact  have  a  small  daily  evacuation  from  the  overloaded  bowel. 

8.  Inflammatory  thidienings  about  the  appendix  will  be  diagnosed  from  renal 
tumours  by  the  situation  of  the  pain  and  by  the  swelling  being  in  the  iliac  fossa  rather 
than  in  the  loin.  In  some  cases,  however,  the  pain  may  be  referred  to  the  lumbar  region, 
or  an  appendical  inflammatory  thickening  may  spread  upwards.  The  onset  of  the  trouble, 
the  acute  symptoms,  and  the  febrile  disturbance  will  usually  distinguish  these  cases  from 
renal  lesions. 

0.  Malignant  growths  of  the  large  intestine,  especially  of  the  ascending  or 
descending  colon,  may  form  a  tumour  in  the  loin  which  closely  resembles  a  renal  swelling. 
The  mass  formed  by  the  growth  may  be  grasped  bimanually,  is  movable  in  the  same  direc- 
tions as  a  renal  tumour,  and  comes  forward  under  the  costal  margin.  The  percussion 
note  over  the  front  of  the  lump  is  resonant,  and  there  is  usually  an  aching  pain  in  the  loin. 
If  the  growth  has  infiltrated  through  the  wall  of  the  bowel  uncovered  by  peritoneum,  the 
perirenal  tissues  may  be  thickened,  or  albuminuria  may  be  produced  by  direct  invasion 
of  the  kidney,  when  the  case  will  even  more  resemble  a  renal  lesion.  Cancer  of  the  large 
intestine  should  be  suspected  if  there  is  any  irregularity  in  the  action  of  the  bowels,  mucus 
or  blood  in  the  motions,  or  any  symptom  of  commencing  obstruction  in  the  intestine.  The 
tumour  may  be  irregular  and  nodular,  whereas  a  renal  tumour  presents  rounded  margins. 
The  occurrence  of  a  tumour  in  either  side,  associated  with  discomfort  or  palpable  distention 
of  the  caecum  from  the  accumulation  of  faeces,  would  render  a  growth  in  the  colon  the  more 
suspicious.  The  appearances  seen  with  the  a;-rays  at  a  suitable  interval  after  a  barium 
or  bismuth  meal  may  assist  the  diagnosis  by  showing  organic  intestinal  stenosis. 

10.  Tumours  of  the  omentum,  mesentery,  or  pancreas,  either  cystic  or  malignant, 
are  more  median  in  position,  do  not  project  into  the  loin,  and  seldom  resemble  a  renal 
tumour. 

In  many  cases  in  which  difficulty  arises  in  the  diagnosis  of  a  swelling  in  the  loin,  great 
help  may  be  obtained  by  pyelography — that  is,  the  injection  into  the  renal  pelvis  by  means 
of  a  ureteric  catheter  of  some  substance  such  as  collargol  in  a  7  per  cent  solution,  followed 
immediately  by  radiography.  By  this  means  the  renal  pelvis  may  be  definitely  outlined 
in  its  normal  position,  and  any  change  in  position  or  shape  may  indicate  that  the  swelling 
is  of  renal  origin* 
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A  kidney  may  be  enlarged  but  yet  not  palpable  from  the  fact  that  it  is  either  wholly 
above  the  costal  margin  or  obscured  by  the  liver  or  the  thick  abdominal  walls  of  the 
patient.  On  the  other  hand,  a  kidney  may  be  so  diseased  as  to  be  functionless  and 
shrunken,  when  it  cannot  be  felt ;  but  the  remaining  organ  may  be  enlarged  in  a  com- 
pensatory degree  and  may  be  distinctly  palpable.  One  must  remember  the  danger  of 
regarding  an  enlarged  kidney  as  the  diseased  organ  when  it  is  in  reality  the  only  function- 
ating one.  Aching  pain  may  be  present  on  the  functional  side,  as  a  reno-reflex  pain  from 
the  disease  on  the  other  side.  The  kidney  of  normal  size  and  position  is  not  palpable 
from  the  abdomen,  or  on  bimanual  examination  with  one  hand  on  the  loin  ;  but,  in  a  thin 
subject,  the  lower  pole  may  be  felt  to  descend  between  the  hands  on  the  patient  taking 
a  full  inspiration ;  if,  therefore,  a  kidney  can  be  felt  easily  on  bimanual  examination,  it 
is  either  unduly  mobile  or  enlarged.  It  is  often  difficult  to  say  if  a  kidney  that  is  movable 
is  also  enlarged  to  a  slight  decree  ;  and  a  kidney  which  was  thought  clinically  to  be  enlarged 
has  often  been  found  to  be  of  normal  size  when  exposed  ;  this  is  in  part  due  to  the  thick 
coverings  of  the  abdominal  wall,  or  to  the  amount  of  fatty  tissue  surrounding  the  organ. 

If  the  kidney  is  definitely  enlarged,  it  remains  to  determine  the  nature  of  the  enlarge- 
ment ;  in  this  one  is  guided,  not  only  by  the  physical  characters  of  the  tumour  present, 
but  also  by  other  symptoms  that  are  associated  with  it,  more  especially,  perhaps,  by  the 
altered  characters  of  the  urine.  The  kidney  may  be  enlarged  only  slightly,  as  in  tubercu- 
losis, pyelonephritis,  commencing  hydronephrosis,  or  carcinoma  ;  or  may  be  enlarged  to 
a  considerable  degree  in  polycystic  disease,  hydro-  or  pyonephrosis,  and  in  some  forms  of 
malignant  growth.  From  the  physical  examination  of  the  enlarged  organ  it  is  often 
possible  to  say  that  the  swelling  is  fluid  or  solid  in  nature,  but  it  is  seldom  that  a  true 
diagnosis  of  the  lesion  can  be  made  from  palpation  of  the  kidney  alone.  In  the  following 
diseases  in  which  renal  enlargement  is  usually  present,  the  diagnosis  must  be  arrived  at 
by  the  consideration  of  associated  symptoms. 

In  renal  tuberculosis  the  disease  occurs  in  a  miliary  or  in  a  caseous  form.  Miliary 
tuberculosis  occurs  as  a  part  of  a  general  tuberculosis,  usually  in  children,  is  bilateral,  and 
causes  no  tumour.  The  caseous  variety  occurs  as  a  primary  disease  in  one  kidney,  in  which 
one  or  several  foci  may  be  present.  These  enlarge  and  soften  to  form  a  tuberculous  abscess, 
which  invades  the  medullary  tissues,  to  open  eventually  and  discharge  its  contents  into 
the  renal  pelvis.  The  kidney  is  enlarged  and  tender,  and  there  are  persistent  pyuria  and 
hasmaturia  in  small  amoimt.  The  lining  membrane  of  the  ureter  is  quickly  invaded  by 
the  tuberculous  process,  becoming  thickened  and  infiltrated,  and  at  the  same  time  shortened 
in  length,  so  that  cystoscopically  it  is  seen  to  be  drawn  upwards  (Plate  XV,  Fig.  D,  p. 
282).  An  early  symptom  of  renal  tuberculosis  is  increased  frequency  of  micturition,  even 
before  the  bladder  has  become  infected  in  the  downward  progress  of  the  disease.  The  ureter 
may  be  felt  to  be  thickened  per  rectum  or  per  vaginam,  or  other  tuberculous  foci  may  be 
found  in  the  prostate,  vesiculae  seminales,  or  testes  in  the  male.  A  thorough  search  should 
be  made  for  tubercle  bacilli  in  the  urine. 

In  pyelonephritis  the  kidney  may  be  slightly  enlarged,  together  with  renal  pain, 
pyuria,  and  general  malaise.  Pyelonephritis  is  usually  bilateral,  and  due  to  some  infective 
or  obstructive  lesion  in  the  lower  urinary  tract,  symptoms  of  which  are  usually  obvious 
(see  Pyuria,  p.  574). 

Malignant  tumours  of  the  kidney  give  rise  either  to  an  irregular  nodular  enlargement 
of  the  kidney,  or  to  a  general,  uniform,  solid  tumour.  There  is  usually  aching  pain  in 
the  loin,  with  intermittent  attacks  of  profuse  haematuria,  the  latter  occurring  as  soon  as 
the  growth  has  infiltrated  the  renal  pelvis.  The  bleeding  may  be  so  profuse  that  clots  are 
formed  in  the  renal  calices,  pyramidal  in  shape,  which  in  their  passage  down  the  ureter 
give  rise  to  typical  renal  colic.  The  malignant  tumours  found  in  the  kidney  are  of  several 
varieties,  and  their  origin  and  exact  pathological  nature  have  given  rise  to  much  discussion 
in  recent  years.  The  true  <^rcinoma  and  sarcoma  exist,  but  are  very  rare,  forming  but 
a  small  percentage  of  the  malignant  renal  tumours.  They  give  rise  to  renal  enlargement 
and  intermittent  hematuria,  are  usually  extremely  malignant,  and  are  accompanied  by 
early  metastases.  The  more  common  type  of  renal  tumour  in  the  cortical  portion  of  the 
kidney — the  hypernephroma — was  formerly  supposed  to  arise  in  small  aberrant  areas  of 
suprarenal  tissue  which  are  frequently  found  in  this  situation.  Recent  observers  maintain 
that  these  tumours  arise  from  the  renal  elements.      The   tumours    commonly  arise    in 
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the  upper  pole  of  the  kidney,  are  of  yellow  or  brown  colour,  and  are  usually  fairly  well 
defined  from  the  renal  tissues.  Microscopically,  their  structure  is  similar  to  that  of  the 
suprarenal  gland,  and  their  metastases  are  of  the  same  nature.  They  were  formerly 
classified  as  angiosarcoma,  alveolar  sarcoma,  endothelioma,  or  carcinoma,  but  are  now 
classified  under  the  term  hypernephroma.  They  form  a  comparatively  slowly-growing 
tumour  of  the  kidney,  and  give  rise  to  less  severe  symptoms  than  the  true  sarcoma  or 
carcinoma.  There  is  aching  in  the  loin,  and  enlargement  of  the  kidney  may  be  found  on 
examination,  but  at  first  the  symptoms  are  slight.  Haematuria  occurs  without  any  apparent 
exciting  cause,  and  there  may  be  renal  colic  from  the  passage  of  clots  down  the  ureter  ; 
the  tumour  may  be  of  fair  size  before  any  hsematuria  is  noticed. 

Another  form  of  malignant  tumour  that  occurs  in  the  kidney  is  that  which  is  supposed 
to  arise  from  embryonic  tissues,  and  to  which  the  name  of  embryoma  has  been  applied. 
These  tumours  are  formed  of  striated  muscle  (rhabdomyoma)  or  of  mixed  tissues,  such 
as  striated  and  non-striated  muscle,  cartilage  or  bone,  and  epithelial  structures  in  tabular 
or  glandular  form.     They  grow  in  the  renal  tissues,  expanding  the  latter  to  form  a  spurious 

caspule.     They  occur   most  frequently  in 
children,  and  haematuria  is  infrequent. 

Thus,  the  occurrence  of  a  renal 
tumour,  accompanied  by  intermittent 
attacks  of  haematuria,  especially  if  profuse, 
should  always  give  suspicion  of  renal 
growth  in  an  adult.  Renal  tuberculosis 
and  calculus  both  may  give  rise  to  renal 
enlargement,  but  the  haematuria  is  seldom 
profuse  ;  with  calculus,  the  haematuria  is 
often  brought  on  or  increased  by  exertion, 
whereas  with  growth  it  may  come  on  at 
any  time,  even  during  rest.  At  the  same 
time,  it  should  be  remembered  that  both 
profuse  haematuria  and  renal  enlargement 
may  arise  from  a  vesical  tumour  which 
obstructs  the  normal  flow  of  urine  from 
the  ureteric  orifice  ;  in  all  cases  therefore 
a  cystoscopic  examination  should  be  made 
before  any  operative  measure  is  carried 
out.  The  rapid  development  of  a  varico- 
cele, especially  on  the  right  side,  is  a  point 
significant  of  renal  growth. 

Hydronephrosis  and  pyonephrosis  form 
definite  enlargements  of  the  kidney,  which 
may  attain  a  large  size.  The  tumour  is 
oval  or  rounded,  smooth,  and  gives  a  sense 
of  tenseness  or  elasticity,  whilst  occasion- 
ally distinct  fluctuation  may  be  obtained. 
Pyelography  assists  the  diagnosis  in  diffi- 
cult cases  (Fig.  166).  A  hydronephrosis 
occurs  when  there  is  a  partial  obstruction  to  the  ureter,  or  in  cases  of  repeated  attacks  of 
temporarily  complete  ureteric  obstruction.  Bilateral  hydronephrosis  may  also  arise  fiom 
the  back-pressure  due  to  any  obstruction  of  the  normal  passage  of  urine  from  the  bladder. 
Hydronephrosis  is  usually  unaccompanied  by  pain  or  haematuria  ;  but  the  tumour  may 
show  marked  changes  in  size,  from  the  varying  character  of  the  lesion  producing  the 
obstruction ;  thus,  if  the  ureter  be  wholly  blocked,  the  tumour  will  increase  in  size  and 
bc;come  more  tense  ;  whilst  if  the  obstraction  be  partially  relieved,  the  tumour  will 
diminish,  synchronously  with  the  passags  of  a  larger  quantity  of  urine  of  low  specific 
gravity.  The  presence  of  any  obstruction  to  the  normal  flow  of  urine  from  the  kidney 
predisposes  to  the  onset  of  infection  of  the  kidney  by  micro-organisms,  so  that  a  hydro- 
nephrosis may  become  converted  into  a  pyonephrosis,  or  the  latter  may  arise  from  the 
obstruction  to  the  ureter  of  a  kidney  already  the  seat  of  pyelitis.     The  physical  examination 


Fig.  l<i(5, — To  illustrate  pyeIoer!M**>y.  Collarfrol  luu*  been 
iiijorteii  into  the  ritjht  ureter  and  renal  pelvis  after  ureteral 
catheterization.  The  ease  wjw  an  luiult  female  with  rii;ht- 
8i(le<l  hy(lronephro«i»,  the  result  of  calculous  disease.  Two 
stones  had  been  removed  from  thiH  kidney  a  year  previously^, 
at  which  time  the  pyelo^raphic  appearances  were  pnu-tically 
the  wime.  {Skiaijram  by  Ur.  C.  Thurstan  Holland.) 
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of  a  kidney  distended  with  urine  or  with  pus  shows  practically  no  difference  between  them, 
but  with  pyonephrosis  other  indications  are  usually  present  to  assist  the  diagnosis. 
Examination  of  the  urine  will  reveal  the  presence  of  pus  at  some  time,  although,  if  the 
ureter  is  wholly  obstructed  at  the  time  of  examination,  pus  may  be  absent  if  the  other 
kidney  and  the  bladder  are  normal.  If,  however,  the  ureter  is  blocked  only  partially,  pus 
will  be  found  in  the  urine  ;  in  the  intermittent  form,  pus  may  be  present  in  large 
quantities  at  intervals  coinciding  with  the  decrease  in  the  size  of  the  renal  tumour.  With 
pyonephrosis,  also,  there  will  be  the  general  evidence  of  suppuration,  namely,  raised 
temperature,  sweating,  pallor,  and  often  diarrhoea.  The  most  frequent  causation  of 
pyonephrosis  is  renal  calculus,  so  that  a  careful  inquiry  into  the  history  of  the  case  for 
symptoms  of  calculus  may  give  important  indications,  and  aj-ray  examination  may  be  of 
service  {Fig.  133,  p.  279)  unless  the  stone  has  been  passed.  Very  occasionally  palpation 
of  a  kidney  enlarged  from  calculous  disease  will  give  rise  to  distinct  crepitation  from  the 
friction  of  one  stone  upon  another. 

A  serous  or  hydatid  cyst  of  the  kidney  may  give  rise  to  a  tumour  in  the  loin  exactly 
resembling  a  hydronephrosis,  and  would  usually  be  diagnosed  as  such.  The  discovery  of 
booklets  (Fig,  18,  p.  49)  or  hydatid  elements  in  the  urine,  or  in  the  fluid  aspirated  from  a 
renal  cyst,  will  point  to  the  nature  of  the  disease. 

Polycystic  disease  of  the  kidney  may  occur  in  children  or  in  adults,  and  forms  a  tumour 
which  is  commonly  bilateral,  though  that  of  one  side  may  be  larger  than  the  other.  In 
adults  the  disease  causes  practically  no  trouble,  except  the  presence  of  the  tumour,  in 
the  early  stages  ;  but  later,  symptoms  of  renal  inefficiency  develop.  The  tumour  gives 
the  usual  physical  signs  of  a  renal  enlargement,  and  may  attain  a  great  size  on  both  sides. 
There  may  be  aching  pain  in  the  loins  and,  occasionally,  marked  haematuria.  The  urine 
is  of  low  specific  gravity,  is  increased  in  amount,  and  in  the  absence  of  blood  often  contains 
a  small  amount  of  albumin.  The  disease  is  usually  accompanied  by  arteriosclerosis.  The 
character  of  the  urine  and  the  bilateral  renal  tumour  are  usually  sufficient  data  upon  which 
to  form  a  diagnosis  ;  but  with  unilateral  tumour,  as  occasionally  occurs,  the  diagnosis  is 
very  difficult.  A  hydronephrotic  or  pyonephrotic  kidney  may  give  evidence  of  fluctuation 
which  will  not  be  obtained  with  a  polycystic  kidney.  R.  n,  Jocelyn  Swan. 

KNEE-JERK,  ABNORMALITIES  OF  THE.— -Before  discussing  the  abnormalities 
of  the  knee-jerk,  it  is  desirable  to  say  a  few  words  about  the  methods  used  for  eliciting 
this  valuable  physical  sign,  and  what  may  be  considered  to  be  its  normal  variations. 

It  is  essential,  if  mistakes  are  to  be  avoided,  to  test  the  knee-jerk  with  a  suitable 
instrument.  The  fingers,  or  the  edge  of  a  hand  or  of  a  book,  are  unsatisfactory.  Several 
percussors  are  made  for  the  purpose,  the  best  being  a  wooden  stethoscope  with  a  moder- 
ately heavy  ear-piece  surrounded  by  a  thick  indiarubber  ring.  The  patient  should  be 
either  sitting  or  lying  down.  If  seated  in  a  chair,  he  may  be  directed  to  cross  one  knee 
over  the  other,  or,  better  still,  place  both  feet  on  the  floor  as  far  away  from  him 
as  is  possible,  so  long  as  the  whole  sole  of  each  is  in  contact  with  the  ground.  In  either 
position  a  tap  on  the  patellar  tendon  will  provoke  a  contraction  of  the  quadriceps  extensor 
muscle,  which  will  extend  the  leg  on  the  thigh,  and  may  be  seen  or  felt  even  if  it  fails  to 
actually  move  the  leg.  If  the  patient  is  in  bed,  he  should  lie  flat  on  his  back,  and  be  told 
to  allow  the  observer  to  move  his  legs  without  resistance.  The  latter  then  flexes  the  knee 
by  grasping  the  thigh  above  the  joint  and  raising  it  until  an  obtuse  angle  is  formed  by  the 
popliteal  space,  the  foot  resting  on  the  bed.  The  position  of  the  manipulator's  hand  will 
enable  him  to  detect  whether  the  quadriceps  and  hamstring  muscles  are  sufficiently  relaxed. 
In  the  case  of  small  children  or  infants,  it  is  advisable  to  stand  at  the  end  of  the  bed  and 
to  grasp  the  ankle  with  the  left  hand.  The  knee  can  then  be  flexed  easily  by  pushing 
the  foot  towards  the  patient,  and,  at  the  moment  when  the  limb  feels  relaxed,  a  tap  on 
the  patellar  tendon  be  given  with  the  instrument  in  the  right  hand.  If  difficulty  is  found 
in  making  the  patient  relax  his  limb  in  any  of  these  positions,  his  attention  should  be 
directed  to  carrying  out  some  other  voluntary  movement,  such  as  pulling  apart  his  grasped 
hands  while  he  looks  at  the  ceiling.     This  is  known  as  '  reinforcement.' 

The  Normal  Knee-jerk. — It  is  impossible  to  define  a  normal  knee-jerk,  because 
the  extent  of  the  reaction  varies  much  in  individuals  and  much  in  the  same  person  at 
different  times.     Absence  of  the  knee-jerk  indicates  an  abnormality,  and  must  be  regarded 
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as  pathological.  Inequality  of  the  jerk  on  the  two  sides  must  also  be  regarded  as  very 
strong  evidence  of  some  organic  morbid  condition. 

Abnormalities. — ^The  knee-jerk  may  be  exaggerated,  diminished,  or  lost. 

The  knee-jerk  is  exaggerated  when  the  reflex  arc  which  governs  the  tone  of  the  quadri- 
ceps muscle  is  insufficiently  inhibited  or  controlled  by  the  higher  nervous  centres.  This 
occurs  under  two  chief  conditions,  one  of  which  constitutes  a  functional,  the  other  an 
organic,  loss  of  control. 

Functional  loss  of  control  occurs  whenever  the  general  health  or  nervous  tone  of  the 
patient  is  below  par.  Exaggeration  of  the  knee-jerk  may  therefore  be  met  with  in  almost 
any  constitutional  ailment,  and  is  nearly  always  to  be  observed  when  a  person  is  seriously 
out  of  health.  For  instance,  a  phthisical  patient,  a  case  of  chronic  renal  disease,  a  conva- 
lescent from  enteric  fever,  or  a  neurasthenic,  may  present  very  brisk  jerks,  and  their 
presence  may  only  be  looked  upon  as  an  indication  of  a  general  loss  of  nervous  tone.  This 
fact  emphasizes  the  necessity  for  never  being  satisfied  with  an  examination  of  the  knee- 
jerk  alone  in  attempting  to  diagnose  the  condition  of  the  nervous  system.  The  examina- 
tion of  the  Tcnee-jerk  must  at  least  be  supplemented  by  that  of  certain  other  reflexes,  the 
most  important  of  which  are  the  abdominal  and  plantar.  If  exaggerated  knee-jerks  are 
associated  with  normal  abdominal  reflexes  and  with  the  flexor  tyi>e  of  plantar  response, 
and  if  the  knee-jerks  are  approximately  equal  on  the  two  sides,  it  may  be  assumed  with 
some  exceptions  that  the  exaggeration  is  due  to  a  functional  loss  of  control  over  the  reflex 
arc.  If,  on  the  other  hand,  the  abdominal  reflex  is  absent  and  the  plantar  response  is  of 
the  extensor  type,  the  exaggeration  of  the  knee-jerk  is  due  to  some  organic  change  in  the 
cells  of  the  motor  area  of  the  brain  or  in  the  pyramidal  tracts  which  are  made  up  of  the 
axonal  processes  of  those  cells.  Exaggeration  of  the  knee-jerk  due  to  organic  disease  is 
always,  or  nearly  always,  associated  with  other  reflex  changes,  and  particularly  with  the 
extensor  tjrpe  of  plantar  response.  Frequently,  but  not  invariably,  these  two  signs  are 
supplemented  by  the  presence  of  ankle-clonus,  by  a  spastic  condition  of  the  lower  extremi- 
ties, and  by  a  loss  of  voluntary  control  over  the  vesical  and  rectal  sphincters. 

When  the  pyramidal  tract  is  affected  equally  on  both  sides,  the  jerks  will  also  be 
exaggerated  equally  ;  but  if,  as  in  hemiplegia,  one  pyramidal  tract  is  more  diseased  than 
the  other,  there  is  a  corresponding  difference  in  the  knee-jerk  on  the  two  sides,  that  of 
the  paralyzed  leg  being  brisker  than  that  of  the  sound  limb.  Inequality  of  the  knee-jerk 
is  also  observed  in  certain  cases  of  general  paralysis  of  the  insane  for  the  same  reason. 

A  very  brisk  knee-jerk  is  sometimes  associated  with  a  phenomenon  which  goes  by 
the  name  of  patellar  clonus.  With  the  limb  resting  relaxed  and  fully  extended  on  the  bed, 
the  patella  is  sharply  pressed  towards  the  foot,  with  the  result  that  clonic  contractions 
of  the  quadriceps  are  provoked  and  continue  as  long  as  the  pressure  is  sustained.  The 
presence  of  well-sustained  patellar  clonus  is  generally  indicative  of  organic  disease. 

The  knee-jerk  may  be  diminished  as  the  result  of  some  pathological  processes  similar 
to  those  which  abolish  the  jerk.  On  the  other  hand,  owing  to  the  natural  variations  in 
the  activity  of  the  reflex,  it  is  often  difficult  to  be  sure  that  the  sluggish  character  of  a 
knee-jerk  is  of  pathological  origin  unless  there  is  evidence  to  show  that  it  had  been  obtained 
previously  with  greater  facility.  Most  infants  suffering  from  acute  febrile  or  debilitating 
disorders  present  very  diminished  knee-jerks  ;  often  the  latter  cannot  be  obtained  at  all, 
at  the  height  of  bronchopneumonia  or  epidemic  diarrhoea  for  instance,  though  they  return 
to  normal  as  convalescence  progresses. 

The  knee-jerk  is  lost  only  in  organic  disease,  and  the  absence  of  that  reflex,  therefore, 
is  evidence  of  some  pathological  process.  The  conditions  under  which  the  knee-jerk  is 
lost  may  be  classifled  in  the  following  manner  : — 

1.  Affections  of  the  quadriceps  extensor  muscle,  as  in  the  myopathies. 

2.  Affections  of  the  afferent  path  of  the  reflex  arc,  as  in  cases  of  tabes  in  which  the 
lumbar  region  of  the  spinal  cord  is  involved. 

3.  Affections  of  the  anterior  horn  cells,  such  as  occur  when  myelitis  involves  the  third 
and  fourth  lumbar  segments  of  the  cord. 

4.  Affections  of  the  efferent  fibres  in  the  anterior  crural  nerve  innerv-ating  the  quadri- 
ceps muscle,  as  in  some  forms  of  peripheral  neuritis. 

5.  In  complete  transverse  lesions  of  the  spinal  cord  above  the  lumbar  enlargement. 
This  is  usually  the  result  of  a  dorsal  myelitis,  or  of  a  fracture-dislocation  of  the  vertebral 
column  with  severe  injury  to  the  cord. 
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6.  When  the  intracranial  pressure  is  greatly  increased,  particularly  in  cases  of  intra- 
cranial tumour,  and  more  especially  when  the  tumour  occupies  the  posterior  fossa  of  the 
skull. 

It  should  be  noted  carefully  that  the  absence  of  the  knee-jerk  in  most  cases  affords 
evidence  of  some  lesion  of  the  structures  which  constitute  the  reflex  arc,  on  the  integrity 
of  which  it  depends.  It  is  a  localizing  sign,  not  necessarily  a  sign  of  some  particular  disease. 
For  instance,  it  is  quite  possible  for  patients  suffering  from  tabes  to  retain  their  knee-jerks 
so  long  as  the  morbid  process  has  not  involved  the  lumbar  region  of  the  spinal  cord,  or 
one  knee-jerk  may  disappear  before  the  other.  For  the  same  reason  the  jerk  may  be 
present  in  certain  cases  of  acute  poliomyelitis,  or  one  may  remain  when  the  other  has 
been  lost. 

It  is  also  desirable  to  point  out  that  the  abolition  of  the  knee-jerk  may  be  the  only 
indication  of  any  affection  of  the  nervous  mechanism.  For  example,  the  knee-jerk  is 
often  lost  after  an  attack  of  diphtheria,  even  when  there  is  no  evidence  of  paralysis  of  the 
leg  muscles  or  of  any  sensory  loss  in  the  lower  extremities.  Another  instance  of  the  same 
kind  is  afforded  by  many  cases  of  lobar  pneumonia,  especially  in  children,  in  which  the 
pneumo-toxin  is  sufficiently  poisonous  to  interfere  with  the  sensitive  patellar  reflex  without 
producing  other  signs  of  disturbance  of  the  nervous  system.  In  diabetes  mellitus  the  knee- 
jerks  may  be  absent  without  any  further  signs  of  peripheral  neuritis  developing. 

Attention  has  been  drawn  to  the  occasional  absence  of  knee-jerk  in  cases  of  intracranial 
tumour.  The  explanation  of  this  is  not  very  clear,  but  reference  may  be  made  to  the 
great  variability  of  this  phenomenon  from  time  to  time.  At  one  examination  the  knee- 
jerk  is  obtained  ;  at  another,  a  few  hours  later,  it  is  lost,  perhaps  to  return  on  the  following 
day.  This  ebb  and  flow  of  the  knee-jerk  is  highly  characteristic  of  increased  intracranial 
pressure,  and  is  rarely  found  under  other  conditions. 

Two  other  forms  of  abnormal  knee-jerk  deserve  brief  reference.  One  of  them  is  what 
is  sometimes  called  the  choreic  knee-jerk.  In  many  cases  of  chorea,  when  the  leg  is 
extended  on  the  thigh  as  the  result  of  tapping  the  patellar  tendon,  it  is  held  in  that  position 
for  an  appreciable  length  of  time  before  relaxation  takes  place  and  the  foot  falls  to  its 
former  position.  In  myasthenia  gravis  it  is  sometimes,  but  only  rarely,  possible  to  tire 
out  the  knee-jerk.  A  ready  response  is  obtained  at  first,  but  rapid  repetition  of  the  test 
leads  to  abolition  of  the  reflex  excitability,  which  quickly  recovers  itself  after  a  short  rest. 

E.  Farquhar  Buzzard, 

KRAUROSIS  VULViC— (See  Index  at  end.) 

KYPHOSIS.— (See  Curvature,  Spinal,  p.  153.) 

LEG,  ULCERATION  OF  THE.— (See  Ulceration  of  the  Leg,  p.  736.) 

LEGS,  PAIN  IN  THE.— (See  under  Pain,  p.  438.) 

LEGS,  SWOLLEN.— (See  (Edema,  p.  411.) 

LEUCOCYTOSIS  is  a  word  which  has  been  used  to  denote  two  different  conditions, 
namely  :  (1)  An  absolute  increase  above  the  normal  of  the  number  of  leucocytes  per  c.mm. 
of  blood,  without  distinction  as  to  which  particular  variety  of  leucocyte  is  mainly  increased  ; 
and  (2)  An  absolute  increase  in  the  total  numbers  of  polymorphonuclear  cells  per  c.mm. 
of  blood.  If  it  is  used  in  the  latter  restricted  sense,  then  there  is  no  clinical  term  to  express 
an  absolute  increase  of  all  the  leucocytes  in  the  blood,  whatever  their  kind,  and  it  seems 
preferable  to  use  the  term  leucocytosis  in  the  broader  sense,  as  being  an  absolute  increase 
in  the  total  number  of  white  corpuscles  per  c.mm.  of  blood,  indicating  the  kind  of  leuco- 
cytosis by  means  of  a  differential  leucocyte  count.     It  is  used  in  this  sense  here. 

The  point  at  which  an  increase  in  the  total  number  of  leucocytes  per  c.mm.  of  blood 
can  be  called  leucocytosis  is  arbitrary,  for  whereas  5000  per  c.mm.  is  regarded  as  the 
average  in  health,  there  are  considerable  variations  during  the  day,  either  in  relation  to 
digestion,  exercise,  or  what  not,  and  the  same  person  who  at  one  time  of  the  day  may  have 
5000,  may  at  another  have  even  as  many  as  14,000  per  c.mm.  If  the  differential  leucocyte 
count  remains  normal,  no  total  leucocyte  count  less  than  15,000  per  c.mm.  can  be  regarded 
as  abnormal,  and  it  is  not  until  the  figure  reaches  20,000  or  more  that  much  stress  can  be 
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laid  upon  it.     The  numbers  tend  to  be  higher  in  children  and  in  pregnant  women  than  in 
other  healthy  individuals. 

From  a  clinical  point  of  view  there  are  only  two  main  groups  of  conditions  in  which 
the  existence  of  leucocytosis  is  really  of  diagnostic  importance,  namely  :  (1)  In  cases  of 
splenomedullary,  lymphatic,  or  mixed  leukaemia,  the  differential  diagnosis  of  which  is 
discussed  under  Anaemia  (p.  24) ;  and  (2)  In  connection  with  infective  processes,  particu- 
larly those  associated  with  suppuration. 

There  are  many  maladies  in  which  moderate  leucocytosis  may  occur,  but  in  which 
the  behaviour  of  the  leucocytes  themselves  is  of  little  diagnostic  significance.  Thus, 
whether  there  is  or  is  not  any  leucocytosis  makes  little  or  no  difference  in  the  diagnosis 
of  the  following  conditions,  in  all  of  which  the  number  may  be  anything  from  5000  to 
20,000  per  c.mm. :  acute  rheumatism,  scarlet  fever,  myxoedema,  intestinal  obstruction, 
diphtheria,  cholera,  foetid  bronchitis,  bronchiectasis,  urethritis,  acute  follicular  tonsillitis, 
whooping-cough,  carcinoma,  sarcoma,  rabies.  In  all  of  these,  and  probably  in  many 
others,  whereas  many  cases  show  no  leucocytic  change  at  all,  a  certain  proportion  exhibit 
leucocytosis.  If  there  were  a  universal  rule,  either  that  there  was  leucocytosis  or  was  not, 
the  fact  might  be  used  in  differential  diagnosis  ;  for  instance,  the  occurrence  of  leucocytosis 
in  scarlet  fever  might  be  used  as  a  point  in  distinguishing  it  from  measles,  in  which  such 
leucocytosis  is  rare  ;  but  it  is  just  possible  that  there  may  be  a  leucocytosis  in  a  case  of 
measles,  and  it  is  more  than  possible  that  scarlet  fever  may  present  no  leucocytosis,  so 
that  whereas  the  general  rule  is  to  the  contrary,  it  is  not  so  constant  as  to  be  a  safe  ground 
upon  which  to  make  a  differential  diagnosis.  It  can  only  be  said,  broadly  speaking,  that 
whereas  leucocytosis  is  not  uncommon  in  the  conditions  already  enumerated,  it  is  upon 
the  whole  not  common  in  measles,  malaria,  typhoid  fever,  typhus  fever,  influenza,  small- 
pox, mumps,  and  tuberculosis  other  than  caseous  bronchopneumonia,  secondary  infected 
phthisical  cavities,  or  tuberculous  meningitis. 

It  is  stated  that  certain  drugs  may  produce  leucocytosis,  though  careful  experiments 
with  some  of  them  have  by  no  means  always  confirmed  this.  Succinic  acid,  protargol, 
and  essential  oils  such  as  turpentine,  peppermint,  or  cinnamon,  are  examples  of  those  said 
to  produce  slight  leucocytosis.  After  severe  loss  of  bloody  such  as  may  result  from  excessive 
hsematemesis,  venesection,  post-partum  haemorrhage,  and  the  like,  the  leucocytes  may 
rise  in  a  comparatively  short  time  to  over  15,000,  and  perhaps  to  over  20,000  per  c.mm. 

It  is  clear,  therefore,  that  when  so  many  conditions  may  lead  to  leucocytosis,  its 
importance  is  much  diminished  as  a  means  of  differential  diagnosis.  One  may  say,  how- 
ever, that  unless  there  are  other  clinical  indications  to  the  contrary,  a  definite  leucocytosis 
of  20,000  or  more,  the  figure  sometimes  reaching  even  50,000  or  60,000,  together  with  a 
relative  increase  in  the  polymorphonuclear  cells  from  their  normal  65  per  cent  to  80,  85, 
or  even  90  per  cent  of  all  the  leucocytes  present  in  the  blood,  is  considerable  evidence  of 
there  being  suppuration  somewhere.  It  is  worthy  of  notice,  that  in  a  suppuration  which 
produces  leucocytosis  with  a  relative  increase  in  the  polymorphonuclear  cells,  the  pus 
requires  to  be  confined  under  pressure,  for  instance  in  an  appendicular  abscess,  an  abscess 
of  the  liver,  empyema  of  the  gall-bladder,  suppurative  pylephlebitis,  infective  cholangitis, 
perineal  abscess,  pyosalpinx,  suppurating  ovarian  cyst,  thoracic  empyema,  abscess  of  the 
lung,  cerebral  abscess,  subcutaneous  or  pyaemic  abscess,  an  unopened  whitlow,  an  infected 
thrombosed  vein,  or  suppurating  lymphatic  glands.  When  an  abscess  which  has  hitherto 
been  associated  with  leucocytosis  is  opened,  the  number  of  leucocytes  in  the  blood  falls 
quickly  to  normal  ;  there  is  little  or  no  leucocytosis  in  conditions  in  which  pus  is  not  under 
pressure,  for  instance  in  cases  of  impetigo  and  other  forms  of  pyodermia,  superficial 
gangrene  of  the  skin,  suppuration  connected  with  opened  hip-joint  disease  or  psoas  abscess, 
and  so  forth.  It  is  probably  on  this  account  that  f ungating  endocarditis  often  produces 
a  slight,  but  hardly  ever  any  considerable,  leucocytosis  ;  the  same  applying  to  pyelitis, 
pyonephrosis,  and  pyelonephritis,  in  all  of  which,  if  there  is  free  drainage  through  the 
ureter,  leucocytosis  is  absent,  whilst  if  there  are  abscesses  in  the  kidney  substance  the 
leucocytosis  may  be  considerable.  Gangrene  of  the  lung  is  another  instance  of  the  same 
kind,  for  there  may  be  extensive  gangrene  without  leucocytosis  if  there  is  free  expectoration  ; 
whilst  if  the  gangrenous  tissue  is  prevented  from  escaping,  leucocytosis  may  result. 
Erysipelas  is  an  exception  to  the  rule  that  superficial  suppuration  does  not  produce  leuco- 
cytosis, for  here  considerable  increase  in  the  leucocytes  is  common. 
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Amongst  diseases  in  which,  though  they  are  not  in  the  ordinary'  sense  suppurative, 
leucocytosis  is  the  rule,  are  acute  meningitis  and  pneumonia.  Unfortunately,  all  fomis  of 
acute  meningitis,  whether  tuberculous,  suppurative,  or  meningococcal,  lead  to  more  or 
less  leucocytosis,  so  that  this  point  cannot  be  made  much  use  of  in  the  differential  diagnosis 
between  them  ;  but  upon  the  whole  the  greatest  leucocytosis,  up  to  40,000  or  more,  is 
to  be  expected  in  the  acute  cerebrospinal  form.  The  fact  that  pneumonia,  whether  of 
the  lobar  or  lobular  type,  produces  leucocytosis  with  a  relative  increase  in  the  polymorpho- 
nuclear cells,  more  often  than  not  makes  it  impossible  to  rely  upon  this  point  in  detennining 
whether  or  not  an  empyema  is  developing  after  the  lung  inflammation,  unless  it  is  known 
that  up  to  the  time  of  the  crisis  there  was  only  a  moderate  leucoc\i:osis,  and  that  after  a 
continuance  of  the  fever,  or  a  recurrence  of  it  after  the  crisis,  there  is  a  greater  leucocytosis, 
with  a  still  further  rise  in  the  relative  percentage  of  polymorphonuclear  cells.  When 
there  has  been  no  pneumonia,  and  when  the  physical  signs  are  such  as  to  suggest  fluid  in 
the  chest,  it  is  to  some  extent  helpful  to  know  that  acute  pleurisy,  with  effusion  of  the  type 
sometimes  spoken  of  as  'simple,'  shows  little  leucocytosis,  whereas  empyema  neariy 
always  produces  a  considerable  leucocytosis  of  the  polymorphonuclear  type. 

The  value  of  the  knowledge  that  there  is  leucocytosis,  when  a  given  case  has  been 
hitherto  regarded  as  one  of  some  disease  not  associated  with  leucocytosis  is  obvious  (see 
Lfx'COpenia  below) ;  thus,  typhoid  fever  may  have  been  diagnosed  in  a  case  of  obscure 
pyrexia,  in  which  the  existence  of  polymorphonuclear  leucocytosis  indicates  that  the 
diagnosis  of  typhoid  fever  is  wrong,  and  that  there  is  really  deep-seated  suppuration,  such 
as  an  appendicular  abscess  or  a  pyosalpinx.  Another  similar  example  of  the  possible 
value  of  this  in  differential  diagnosis  is  in  distinguishing  malaria,  in  which  there  should  be 
no  leucocytosis,  from  hepatic  abscess,  in  which  leucocytosis  is  the  rule.        Herbert  French. 

LEUCOPENIA  denotes  the  presence  of  a  smaller  number  of  leucocytes  per  c.mm. 
of  blood  than  normal.  When  there  are  less  than  5000  leucocytes  per  c.mm.  one  may 
call  the  condition  leucopenia.  There  are  a  large  number  of  affections  in  which  this  occurs, 
in  most  of  which  the  fact  is  of  little,  if  any,  diagnostic  importance.  It  may  result  from 
simple  starvation,  either  voluntary,  or  due  to  stenosis  of  the  oesophagus  or  other  similar 
lesion.  It  is  the  rule  in  most  chronic  intoxications,  particularly  those  which  result  from 
plumMsm  or  poisoning  by  mercury,  arsenic,  ether,  alcohol,  or  morphia.  It  is  to  be  found 
in  certain  of  the  severe  ancemias,  more  particularly  pernicious  ancemia,  aplastic  ancemia, 
and  some  eases  of  lymphadenoma,  particularly  in  the  later  stages.  Acute  miliary  tuber- 
culosis is  often  associated  with .  leucopenia,  and  so  also  is  tuberculous  peritonitis  in  more 
cases  than  not. 

The  chief  diagnostic  importance  of  leucopenia  is  in  connection  with  two  diseases  in 
particular,  namely,  typhoid  fever  and  malaria.  In  the  former  there  is  leucopenia  almost 
from  the  beginning,  and  cases  are  not  few  in  which,  during  the  earlier  days  of  the  illness, 
before  Widal's  reaction  could  be  positive,  tj'phoid  fever  has  seemed  probable  until  the 
discovery  of  leucocytosis  instead  of  leucopenia  has  suggested  suppuration  rather  than 
typhoid,  the  pus  being  discovered  subsequently  perhaps  in  the  pelvis  in  connection  with 
a  pyosalpinx,  or  in  an  appendicular  abscess  or  the  like.  The  differential  leucocyte  count 
may  also  assist  in  the  same  direction,  for  the  leucopenia  of  typhoid  fever  is  associated  with 
a  relative  increase  of  the  smaller  lymphocytes  and  diminution  of  the  polymorphonuclear 
cells,  whilst  with  suppuration  the  reverse  is  the  case.  Leucopenia  will  not  serve  to  distin- 
guish between  typhoid  fever  on  the  one  hand,  and  either  general  tuberculosis,  influenza, 
or  malaria  upon  the  other  ;  biit  granted  that  there  is  a  pyrexial  illness  suggestive  of 
typhoid  fever,  the  occurrence  of  leucopenia  with  a  relative  increase  in  the  small  lymphocytes 
helps  considerably  in  confirming  the  diagnosis  days  before  the  Widal's  reaction  would  be 
positive.  The  leucopenia  persists  unless  perforation  or  other  complication  leading  to 
pus  formation  supervenes. 

Malaria  is  generally  associated  with  a  reduction  of  the  total  number  of  leucocytes 
per  c.mm.  down  to  perhaps  3000,  2000,  or  even  less.  Associated  with  tliis  leucopenia 
there  is  relative  increase,  not  in  the  small  lymphocytes  as  in  typhoid  fever,  but  in  the  large 
hyaline  lymphocytes  ;  the  association  of  these  two  things  together,  in  a  patient  whose 
history  points  to  the  possibility  of  malaria,  assists  considerably  in  clinching  the  diagnosis, 
and  it  may  be  of  particular  value  in  cases  in  which  quinine  has  been  administered  so  that 
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the  most  conclusive  proof  of  the  nature  of  the  complaint,  namely,  the  discovery  of  J:  he 
malaria]  parasites  in  blood  films,  is  not  for  the  moment  possible.  One  difficulty,  whicn  is 
not  at  all  uncommon  in  the  tropics,  is  to  decide  between  malaria  on  the  one  hand  and 
abscess  of  the  liver  upon  the  other.  Leucopenia  and  a  relative  increase  in  the  large 
lymphocytes  strongly  favours  malaria,  whereas  an  abscess  would  cause  leucocytosis  and 
a  relative  increase  in  the  polymorphonuclear  cells.  Herbert  French, 

LEUCORRHCEA.— (See  Discharge,  Vaginal,  p.  185.) 

LIMPING. — (See  Gait,  Abnormalities  of,  p.  251.) 

LIMPING  IN  CHILDREN.  (See  also  Gait,  Abnormalities  of,  p.  251.)— Limping 
in  a  child  may  be  present  from  the  time  it  first  begins  to  walk,  or  it  may  develop  in  one 
who  has  previously  walked  normally.  In  either  case  it  may  be  due  to  pain,  to  defor- 
mity, to  some  form  of  paralysis,  or  to  any  two  or  to  all  three  of  these.  Apart  from 
absolutely  acute  affections,  such  as  suppurative  osteomyelitis  of  the  tibia,  the  one  condition 
that  it  is  most  important  to  diagnose  or  exclude  as  the  cause  is  tuberculous  disease  of  the 
hip-joint,  for  limping  may  be  the  earliest  and  only  sign  of  this  malady,  in  its  most  curable 
stage  if  proper  treatment  by  complete  and  prolonged  rest  is  adopted  forthwith.  The  next 
most  important  causes,  generally  recognized  with  greater  ease,  are  tuberculous  disease  of 
the  knee,  the  ankle,  or  the  tarsus.  Most  other  lesions  need  little  discussion,  for  their  nature 
is  generally  obvious  from  the  history  or  upon  careful  examination  of  the  leg  and  foot. 

Any  painful  or  deforming  affection  of  the  lower  limb,  from  toes  to  spine,  may  lead  to 
limping,  and  one  may  enumerate  the  following  : — 


1.  Causes  affecting  the  Foot  or  Ankle,  and  associated  with  Pain  In  the  Foot  :- 


Ill-fitting    boots,    especially    those    which 

are  too  short 
Chilblains 
Corns 

Whitlow  of  a  toe 
Blister 

Abrasion  of  the  skin  on  any  part  of  the  foot 
Injury    by    a    crush,    blow,    kick,    sprain, 

fracture,  etc. 
Foreign  body,  such  as  a  thorn  or  a  needle 
Rubbed  heel 


Inflammation    of   the    bursa    beneath  the 

tendo-Achillis 
Tuberculous  dactylitis 
Tuberculous  disease  of  the  tarsus 
Tuberculous  disease  of  the  ankle 
Rheumatic  '  growing  pains  ' 
Still's  disease  (p.  378) 
Suppurative  arthritis  in  the  ankle  or  foot 
Peliosis  rheumatica  )  with  hsemorrhage  into 
Henoch's  purpura      )      the  ankle 
Hsemophilia. 


2.  Causes  affecting  the  Foot  or  Ankle,  and  associated  with  Deformity  rather  than 
with  Pain: — 


Talipes  varus 
Talipes  valgus 
Talipes  equinus 


Talipes  calcaneus 
Talipes  equinovarus 
Talipes  calcaneo- valgus 


Hammer  toe 
Flat  foot. 


8.  Causes  affecting  the  Calf : — 

Bruising 

Infantile  paralysis,  with  atrophy  of  the 
calf  muscles 

Peripheral  neuritis  (e.g.,  post-diphtheritic) 

Muscular  dystrophy,  especially  Tooth's 
peroneal  type  (p.  60) 

Chronic  periostitis  of  the  tibia  or  fibula  : 
(a)  traumatic,  (6)  tuberculous,  (c)  syph- 
ilitic 


Greenstick  fracture  of  tibia  or  fibula 

Sarcoma  of  the  tibia 

Sarcoma  of  the  fibula 

Osteomyelitis  of  the  tibia  or  fibula 

Epiphysitis  of  the  tibia  or  fibula 

Erythema  nodosum 

Rickets 

Phlebitis  and  thrombosis  of  veins. 


4.  Causes  affecting  the  Knee-joint: — 

Traumatic  synovitis 
Loose  cartilage 
Tuberculous  knee-joint 
Congenital  syphilitic  disease  of  the  knee- 
joint 
Rheumatic  fever 


Still's  disease  (p.  878). 

Foreign  body,  such  as  a  needle,  pin,  or  thorn 

Suppurative  arthritis  in  patellar  region 

Poliosis  rheumatica 

Henoch's  purpura  )  with  haemorrhage  into 

Hsemophilia  j       the  joint. 
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5.  Causes  affecting  the  Thigh : — 


36.*) 


Bruising 

Infantile  paralysis 

Chronic  periostitis  of  the  femur  :  (a)  trau- 
matic, (b)  tuberculous,  (c)  syphilitic 
Greenstick  fracture  of  the  femur 
Sarcoma  of  the  femur 


Osteomyelitis  of  the  femur 
Epiphysitis  of  the  femur 
Rickets 

Tuberculous  disease  of  the  bursa  beneath 
the  tendon  of  the  gluteus  maximus. 


6.  Causes  affecting  the  Hip-Joint  Region  or  Groin : — 


Tuberculous  disease  of  the  hip-joint 
Traumatic  synovitis  of  the  hip-joint 
Congenital    syphilitic    disease  of  the  hip- 
joint 
Dislocation    of    the    hip :     (a)  congenital, 

(b)  from  injury 
Inflamed  glands  in  the  groin 


Inguinal  hernia 

Femoral  hernia 

Retained  testicle 

Psoas  abscess 

Peliosis  rheumatica 

Henoch's  purpura  [  with  haemorrhage  into 


Haemophilia 


the  joint. 


7.  Causes  affecting  the  Pelvis  or  the  Lower  Part  of  the  Spine : — 


Injury 
Tuberculous  caries 


Sacro-iliac  joint  disease 

Acute  osteomyelitis  of  the  ilium. 


Many  of  the  above  conditions  need  no  detailed  discussion  ;  the  diagnosis  may  be  clear 
from  the  locality  of  the  pain,  the  transient  nature  of  the  limp,  or  the  existence  of  visible 
inflammation  or  swelling.  Doubts  are  likely  to  exist  in  connection  with  the  earlier  stages 
of  tuberculous  disease  of  the  digits,  tarsus,  ankle,  or  knee,  and  it  may  not  be  until  persist- 
ence of  the  painful  limping  points  to  the  lesion  being  other  than  simple,  that  the  real  nature 
of  the  ease  forces  itself  upon  one's  mind.  Examination  with  the  a?-rays  may  help  materi- 
ally, and  the  same  applies  to  other  affections  of  the  bones — periostitis,  greenstick  fracture, 
new  growth.  Treatment  by  rest  will  be  enjoined  pending  diagnosis  ;  the  latter  may  not 
become  clear  until  the  case  has  been  watched  and  the  course  of  the  symptoms  followed. 
Growing  pains  may  be  relieved  by  salicylates  ;  they  are  nearly  always  to  be  regarded  as 
acute  rheumatic,  and  a  careful  watch  will  be  kept  upon  the  heart  lest  the  child  be  allowed 
to  be  up  and  about  with  acute  endocarditis  after  the  pains  have  been  relieved  by  the 
salicylates. 

It  is  in  connection  with  the  hip  region  that  the  diagnosis  of  the  cause  of  the  pain  that 
leads  to  limping  is  so  difficult,  especially  when  the  child  complains  that  it  is  the  knee  which 
hurts,  though  the  disease  is  really  in  the  hip — an  example  of  referred  pain  due  to  the 
obturator  nerve  which  supplies  the  hip,  sending  a  small  geniculate  branch  to  the  knee. 
The  hip-joint  is  embedded  so  deeply  in  muscles  that  it  is  often  difficult  to  make  out  any 
local  swelling,  such  as  is  generally  distinctive  of  similar  pulpy  disease  of  the  knee  or  ankle. 
Even  a;-ray  examination  may  fail  to  give  clear  evidence  of  disease  when  the  latter  is  in  an 
early  stage,  though  skilled  radiologists  may  detect  rarefaction  of  the  trabeculse  in  the  head 
of  the  femur  on  comparison  of  the  two  sides,  long  before  there  is  bony  destruction  to  cause 
any  difference  in  contour.  When,  however,  the  patient  complains  of  persistent  pain  in 
the  hip-joint  region,  less  severe  some  days  than  others  perhaps,  yet  not  disappearing  as  the 
days  go  by  ;  when  this  pain  makes  him  walk  with  a  limp,  or  wake  with  a  start  and  cry  out 
at  night ;  if  there  are  no  pains  elsewhere  in  the  body,  and  if  there  is  some  irregular  though 
possibly  only  slight  pyrexia  ;  tuberculous  disease  of  the  hip-joint  would  be  suspected  even 
if  the  child  looked  well,  and  still  more  so  if  he  looked  delicate  and  had  not  a  robust  appetite. 
The  suspicion  would  be  rendered  almost  a  certainty  if,  on  getting  the  child  to  stand 
stripped,  in  a  good  light,  one  found  definite  asynunetry  of  the  buttocks,  that  of  the  painful 
side  being  flabbier  or  obviously  smaller  than  the  other  ;  the  natal  fold  beneath  it  running 
at  the  same  time  obliquely  downwards  and  outwards,  instead  of  nearly  horizontally,  as  it 
should  normally  ;  it  is  always  the  muscles  immediately  above  an  affected  joint  that  waste 
first — the  thigh  muscles  when  the  knee-joint  is  diseased,  the  glutei  in  the  case  of  the  hip- 
joint,  and  so  on.  It  may  also  be  noticed  that  the  patient  holds  the  whole  limb  on  the 
painful  side  in  an  abnormal  attitude — slightly  abducted  and  outwardly  rotated  in  the  very 
earliest  stages,  so  that  there  is  apparent  (but  not  actual)  lengthening  ;  adducted  and 
inwardly  rotated  in  most  cases,  with  apparent  shortening.     Mensuration  is  of  little  assist- 
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ance  in  arriving  at  a  diagnosis,  because  it  is  only  at  a  much  later  stage,  after  considerable 
bony  destruction  has  taken  place,  that  there  is  real  shortening,  and  the  diagnosis  will  have 
been  made  long  before  this  has  occurred.  On  attempting  to  move  the  various  joints  of  the 
legs  when  the  patient  is  lying  flat  upon  his  back,  those  of  the  sound  limb  will  show  no 
limitation  of  movement ;  on  the  affected  side  the  child  will  allow  one  to  move  the  ankle 
and  the  knee  freely  if  care  is  taken  not  to  jar  the  hip,  but  when  one  tries  to  move  the  hip 
itself,  muscular  contractions  will  resist  attempts  at  passive  flexion,  extension,  or  rotation, 
or  the  child  will  cry  out  so  that  one  desists  from  trying.  If  one  flexes  both  thighs  slightly 
on  the  trunk,  so  as  to  allow  the  spine  and  pelvis  to  lie  flat  along  a  firm  mattress,  one  finds 
that  the  sound  limb  can  be  extended  until  it  also  lies  flat  along  the  bed  without  altering 
the  position  of  the  pelvis  or  spine  ;  but  if  one  now  presses  the  affected  limb  gently  down 
to  straighten  it  similarly  on  the  bed,  a  hand  held  beneath  the  child's  lumbar  vertebrae 
detects  the  fact  that  as  the  thigh  of  the  affected  side  gets  straighter  the  lumbar  vertebrae 
begin  to  arbh  ;  this  is  owing  to  muscular  rigidity  preventing  free  play  at  the  acetabulum, 
so  that  instead  of  the  head  of  the  femur  rotating  as  it  should,  without  moving  the  pelvis, 
the  pelvis  moves  with  the  thigh,  and  arching  of  the  back  results.  If  attention  is  paid  to  all 
these  points,  it  is  generally  possible  to  detect  tuberculous  hip- joint  disease  at  a  compara- 
tively early  date,  though  in  some  cases  one  may  fear  it  without  being  able  to  diagnose  or 
exclude  it  definitely. 

Sacro-iliac  joint  disease  may  simulate  hip-joint  disease  at  first  sight,  but  on  careful 
examination  it  will  be  found  that  all  movements  at  the  hip-joint  can  be  made  painlessly 
if  the  sacro-iliac  joint  is  not  jarred  ;  whereas  the  least  jarring  to  the  sides  of  the  pelvis  may 
be  acutely  painful.  It  is  generaUy  possible  to  locate  both  pain  and  tenderness  clearly  to 
the  sacro-iliac  joint  region  posteriorly,  and  thus  arrive  at  the  diagnosis. 

Psoas  abscess  secondary  to  tuberculous  caries  of  the  spine  may  also  simulate  hip- 
joint  disease  closely,  for  owing  to  the  extension  of  the  caseous  abscess  in  the  psoas  muscle 
downwards  over  the  front  of  the  hip- joint,  in  the  direction  of  the  lesser  trochanter  of  the 
femur,  movements  at  the  hip-joint  may  be  very  painful — especially  those  of  extension. 
The  patient  is  apt  to  keep  the  thigh  flexed,  and  inwardly  or  outwardly  rotated  according 
to  the  direction  in  which  the  psoas  abscess  is  burrowing.  One  would  look  for  fullness  of 
the  deeper  structures  of  the  groin,  or  a  definite  swelling  here  ;  actual  fluctuation  obtain- 
able from  above  to  below  Poupart's  ligament  is  to  be  expected  theoretically,  but  in  practice 
it  is  very  seldom  obtainable.  The  main  thing  to  look  for  in  verifying  the  diagnosis  is 
evidence  of  disease  of  the  dorsal  or  lumbar  vertebrae.  If  there  is  Pott's  angular  curvature 
of  the  spine,  the  diagnosis  is  obvious  ;  often,  however,  the  disease  is  confined  to  the  anterior 
aspects  of  the  bodies  of  the  vertebrae,  and  no  bony  defornuty  is  visible  in  the  back  ;  one 
would  then  look  specially  for  rigidity  of  the  back,  local  pain  or  tenderness  on  gentle  percus- 
sion of  successive  spines,  or  deficient  mobility  of  the  dorso-lumbar  region  of  the  vertebral 
column  when  the  patient  attempts  to  bend  forward,  or  turns  from  side  to  side.  The  ar-rays 
are  sometimes  valuable  in  detecting  the  disease  (Fig.  195,  p.  460) ;  but  on  the  other  hand, 
absence  of  a?-ray  evidence  of  caries  does  not  exclude  it: 

Rickets  sometimes  gives  rise  to  considerable  difficulty  on  account  of  the  ill-defined 
but  often  severe  pains  in  the  bones  the  patient  suffers.  The  child  is  generally  quite  young 
— two  or  three  years  old — when  these  rickety  pains  are  worst,  and  therefore  cannot  give 
a  personal  account  of  where  they  are.  The  bones  may  be  variously  deformed,  the  patient 
may  be  unable  to  walk  properly,  and  one  may  have  grave  doubts  as  to  whether  there  is 
not  tuberculous  disease  of  the  spine,  sacro-iliac  joint,  hip-joint,  knee,  or  ankle,  as  well  as 
rickets.  Repeated  examinations  will  be  made,  and  yet  the  doubts  may  remain.  One 
would,  however,  adopt  treatment  by  recumbent  rest  and  good  hygiene  in  matters  of 
food,  air,  and  cleanliness  in  either  case,  and  it  is  better  to  prolong  the  period  of  rest 
lest  there  is  tuberculous  mischief,  than  to  curtail  it  on  the  presumption  that  the  lesion  is 
rickets  only. 

When  pain  causing  limping  in  a  child  is  confined  to  a  single  joint,  such  as  the  hip  or 
knee,  it  is  a  safe  rule  to  say  that  it  is  never  rheumatic  ;  neglect  of  this  rule  has  led  to  the 
ruin  of  many  a  joint. 

Long  though  the  list  above  is,  the  remaining  conditions  given  in  it  do  not  call  for 
detailed  discussion.  They  will  be  diagnosed  from  other  symptoms  presented  by  the  case 
besides  limping.  Herbert  French. 
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LINEL£  ALBIC ANTES,  sometimes  termed  lineae  atrophiese,  consist  of  areas  of  skin 
many  times  longer  than  broad,  somewhat  shiny,  and  bluish-white,  produced  by  atrophy 
of  portions  of  the  true  corium. 

There  is  no  disease  that  really  resembles  them,  and  indeed  no  other  condition  of  the 
skin  with  which  they  can  be  confounded  when  once  they  have  been  pointed  out.  Morphcea 
and  leucodermia  are  the  only  possible  exceptions,  and  these  only  under  the  rarest 
circumstances,  for  the  patches  of  these  affections  are  not  linear,  do  not  shine,  and  do  not 
show  those  small  cross  wrinkles  of  epidermis  at  right  angles  to  the  axis  of  a  linea  so  charac- 
teristic of  lineae  albicantes  ;  these  wrinkles  can  be  smoothed  away  by  stretching  the  skin 
in  a  direction  parallel  to  the  linea,  but  they  return  at  once  on  relaxing  the  tension. 

The  usual  meaning  of  these  lineae  is  that  the  skin  has  been  unduly  stretched  over 
some  fairly  long  period  of  time  ;  but  they  give  not  the  slightest  indication  as  to  the  cause 
of  the  stretching  ;  this  caution  is  very  necessary,  because  when  these  linese  are  found  on  a 
woman's  abdomen  or  breasts,  it  is  commonly  assumed  that  they  constitute  evidence  of 
a  past  pregnancy  ;  it  is  perfectly  true  that  this  is  the  commonest  origin  ;  but  any  other 
cause  of  swelling,  such  as  tumour,  ascites,  and  even  fat  and  cedema,  etc.,  will  produce  them 
by  stretching  the  skin. 

They  are  also  apt  to  appear  over  the  shoulders  or  in  front  of  the  knees,  or  on  the  flanks, 
thighs,  or  buttocks,  without  it  being  possible  to  draw  any  conclusion  as  to  their  causation 
or  significance.  pred.  J.  Smith. 

LIPS,  AFFECTIONS  OF  THE  RED  PART  OF  THE.— The  simplest  affection 
to  which  the  vermilion  of  the  lips  is  liable  is  that  known  as  '  chapping,'  a  condition 
frequently  due  to  exposure  to  keen  winds,  and  sometimes  aggravated  by  the  habit  of 
'  picking.'  In  some  cases  the  fissuring  is  sufficiently  deep  to  cause  appreciable  pain 
and  great  disfigurement. 

The  vermilion  of  the  lips  may  be  involved  also  in  a  number  of  cutaneous  diseases, 
among  them  lupus  vulgaris,  lupus  erythematosus y  lichen  planus,  herpes  febrilis  and  zoster, 
tinea  circinata,  urticaria,  psoriasis,  and  some  forms  of  syphilis.  The  lesions  of  the 
epithelium  of  the  lips,  as  of  mucous  membranes  in  general,  are  seldom  characteristic 
enough  to  warrant  a  confident  diagnosis ;  in  none  of  the  above  affections  is  the  red  of  the 
lips  alone  affected,  and  guidance  as  to  the  diagnosis  will  be  found  in  the  more  distinctive 
lesions  of  the  skin. 

Ordinary  eczema  is  sometimes  limited  to  the  lips  and  immediately  adjacent  parts. 
Associated  with  a  slightly  seborrhoeic  condition  of  the  scalp,  there  is  sometimes  a  persistent 
and  repeated  exfoliation  of  the  vermilion  of  the  lips  (cheilitis  exfoliativa).  In  a  somewhat 
similar  yet  not  identical  case,  the  lips  as  a  whole  were  covered  with  a  thick  accumulation 
of  scales,  which  caused  them  to  protrude.  When  the  scales  were  removed  the  lips  were 
blue  instead  of  red.  The  patient  complained  of  some  burning  pain,  but  chiefly  of  a  feeling 
of  deadness  in  the  lips.  The  condition  had  persisted  for  eleven  years,  and  appeared  to 
have  been  set  up  by  a  habit  of  biting  the  lips  and  tearing  off  the  skin.  The  subjects  of 
cheilitis  exfoliativa  are  usually  neurotic,  and  in  this  case  there  was  some  tendency  to  that 
condition,  but  there  was  no  associated  seborrhoea.  In  cheilitis  glandularis  there  may  be 
neither  seborrhoea  nor  neurosis  :  the  chronic  inflammation  of  the  lower  lip,  with  swelling 
of  the  mucous  glands,  appears  to  originate  in  catarrh  of  the  mouth  and  pharynx.  It  is 
chiefly  the  vermilion  that  is  affected,  but  the  inflammation  spreads  to  the  inside  of  the 
lip,  and  sometimes  also  to  the  neighbouring  skin,  which  presents  an  erythematous  aspect. 
The  conditions  here  described  are  all  rare,  and  are  not  likely  to  be  confused  with  more 
ordinary  affections  of  the  labial  epithelium. 

In  syphilis  the  red  of  the  lips  is  sometimes  the  seat  of  the  primary  sore  (see  Fig.  23, 
p.  73),  and  in  the  secondary  stage  condylomata  may  occur  in  this  situation.  The  chancre 
may  be  flattish  and  covered  with  a  false  membrane,  or  it  may  present  itself  as  a  crateriform 
infiltrated  ulcer. 

In  epithelioma  the  lip — usually  the  lower  one — is  frequently  the  point  of  attack,  the 
growth  beginning  as  a  slight  abrasion,  crack,  or  papule,  and  running  the  usual  course. 
(See  under  Tcmocjrs  of  the  Skin,  p.  730.) 

Fordyce*s  disease  speciaUy  attacks  the  red  of  the  lips  and  the  oral  mucous  membrane, 
the  lesions  consisting  of  small  whitish  or  yellowish   m ilium-like  bodies,  which  may  be 
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discrete  or  coalescent,  profuse  or  scanty.  Inside  the  mouth  the  milium-like  bodies  are 
whiter  than  those  on  the  lip,  and  are  also  more  projecting.  If  subjective  symptoms  are 
present,  they  take  the  form  of  sHght  burning  and  itching,  with  a  feeHng  of  stiffness.  The 
signs  can  hardly  be  confounded  with  those  of  any  other  affection.  When  the  lesions  are 
very  abundant,  they  may  simulate  a  solid  patch  ;  but  if  the  tissues  are  stretched,  the 
milium-] ike  bodies  can  be  distinguished. 

Perleche  is  a  contagious  affection  almost  peculiar  to  children,  and  due  probably  to 
streptococci.  It  usually  starts  at  both  angles  of  the  lips,  as  a  whitening  and  maceration 
of  the  epithelium,  which  is  easily  detached  ;  it  extends  along  the  epithelium  towards  the 
middle  line,  involving  also  the  surrounding  skin  and  the  mucosa  of  the  inside  of  the  lips. 
There  are  usually  some  hypenemia  and  inflammation,  and  the  feeling  of  heat  and  discomfort 
prompts  the  child  constantly  to  lick  its  lips — hence  perleche.  The  affection  often  appears 
in  association  with  impetigo  contagiosa,  or  impetiginous  stomatitis,  or  vesicular  erythema. 
In  some  cases  it  can  only  be  discriminated  from  the  mucous  patches  of  syphilis  by  the 
absence  of  other  secondary  signs.  From  herpes  it  can  be  diagnosed  by  its  symmetry  and 
its  not  beginning  as  a  vesicular  eruption.  Malcolm  Morris. 

UPURIA,— (See  Chyt.uria,  p.  108.) 

LIVER  DULLNESS,  DEFICIENT.— The  most  common  cause  for  diminution  of  the 
hepatic  dullness  is  emphysema.  The  chest  is  barrel-shaped,  the  lower  ribs  are  everted, 
and  the  diminution  of  the  dullness  is  at  its  upper  part.  The  dullness  is  diminished  from 
above  downwards  in  cases  of  tight  lacing,  which  forces  the  liver  down,  and  in  cases  of  hepato- 
ptosis,  but  in  these  two  instances  the  hepatic  dullness  descends  lower  than  is  normal,  so 
that  the  total  liver  dullness  is  often  natural.  The  hepatic  dullness  is  diminished  very  con- 
siderably and  rapidly  in  acute  yellow  atrophy  :  the  signs  of  this  disease  are  so  striking  that 
the  diagnosis  is  not  as  a  rule  difficult  (p.  333).  It  slowly  diminishes  when  the  liver  shrinks 
in  the  terminal  stage  of  cirrhosis.  It  is  often  said  that  in  perforative  peritonitis  the  presence 
of  free  gas  in  the  peritoneal  cavity  leads  to  a  diminution  of  the  hepatic  dullness  ;  this  is 
undoubtedly  true  sometimes,  but  the  sign  is  so  often  absent  that,  considering  there  are 
other  causes  of  diminution  of  hepatic  dullness,  it  is  unwise  to  lay  much  stress  on  its  presence 
or  absence  in  coming  to  a  diagnosis  of  perforative  peritonitis.  Considerable  gaseous  disten- 
tion of  the  bowels  will  also  cause  diminution  of  the  hepatic  dullness,  and  so  will  a  pneumo- 
thorax on  the  right  side.  W,  Hale  White. 

LIVER,  ENLARGEMENTS  OF  THE.— In  adults  the  liver  is  about  ^,  but  at  birth 
it  is  ttV  to  iV  ^^  ^^^  weight  of  the  whole  body  ;  therefore  in  infants  and  young  children  it  is 
relatively  larger  than  in  adults.  Unless  this  is  remembered  the  liver  may  in  such  patients 
be  thought  enlarged  when  really  it  is  of  normal  size.  On  deep  inspiration,  in  thin  people 
whose,  abdominal  muscles  are  lax,  the  lower  edge  of  the  normal  liver  can,  in  the  supine 
position,  be  felt  to  descend  to  touch  the  fingers  if  they  are  thrust  up  under  the  ribs  outside 
the  right  rectus.  In  the  upright  position  it  may  descend  half  an  inch  lower  than  this.  In 
the  epigastric  angle  a  small  portion  of  the  anterior  surface  of  the  left  lobe  is  in  contact  with 
the  anterior  abdominal  wall,  but  often  this  cannot  be  felt  owing  to  rigidity  of  the  recti 
abdominales  muscles. 

The  hepatic  dullness  to  the  left  of  the  sternum  cannot  be  distinguished  from  that  due 
to  the  heart  ;  on  the  right,  it  begins  at  the  middle  of  the  ensiform  process  of  the  sternum, 
in  the  right  nipple  line  it  reaches  the  upper  part  of  the  fifth  intercostal  space,  in  the  mid- 
axillary  line  the  seventh,  in  the  line  of  the  angle  of  the  scapula  the  ninth.  In  health  the  edge 
of  the  liver  is  firm  and  uniform,  and  the  surface  feels  smooth.  In  excessively  rare  instances 
the  whole  organ  is  lobulated.  This  is  probably  not,  as  has  been  supposed,  a  developmental 
abnormality,  but  represents  past  disease,  possibly  intra- uterine.  If  the  liver  is  transposed, 
the  right  lobe  is  small  and  the  left  large.  Occasionally  either  lobe  is  dwarfed  by  disease, 
e.g.,  alcohol  or  syphilis.  A  tongue-like  projection  of  the  right  lobe  may  protrude  from  its 
lower  right-hand  part.  This  projection,  known  as  RiedeVs  lobCy  is  often  associated  with 
disease  of  the  gall-bladder  such  as  gall-stones,  or  with  tight  lacing,  and  is  commoner  in 
women  than  in  men,  but  as  it  may  be  found  in  quite  young  children  it  must  be  regarded  as 
sometimes  an  anatomical  abnormality.     A  Riedel's  lobe  may  give  rise  to  great  difficulties 
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of  diagnosis ;  if  the  connection  between  it  and  the  liver  is  only  peritoneum,  it  may  be  mis- 
taken for  a  floating  kidney,  especially  as  in  such  a  case  there  may  be  a  band  of  resonance 
between  it  and  the  liver  ;  or  the  lobe  may  be  confused  with  any  tumour  that  may  be  found 
on  the  right  side  of  the  abdomen.  When  palpating  the  abdomen  it  is  often  very  difficult  to 
tell  the  right-hand  lower  part  of  the  liver  from  the  kidney,  even  when  there  is  no  projection 
which  can  be  called  a  Riedel's  lobe. 

Many  conditions  quite  unconnected  with  the  liver  cause  an  apparent  alteration  in  its 
size.  Thus,  a  general  weakness  of  the  tissues  may  lead  to  its  dropping  downwards  in  the 
erect  posture  from  laxness  of  its  supports,  which  are  chiefly  its  ligaments,  and  to  a  less 
extent  the  abdominal  walls.  I  have  known  this  occur  in  wasting  diseases,  the  fact  that  the 
liver  was  not  enlarged  having  been  evident  on  post-mortem  examination  ;  indeed,  in  such 
a  case  I  have  known  the  dropped  liver  to  be  regarded  as  enlarged  from  cancer,  which  was 
believed  to  be  the  cause  of  the  wasting,  when  in  reality  the  patient  was  wasted  because  he 
had  diabetes.  Again,  if  the  liver  is  somewhat  enlarged  from  disease,  its  extra  weight  may 
cause  it  to  drop,  and  hence  it  appears  larger  than  it  really  is.  Thus  it  is  not  uncommon  for 
a  nutmeg  liver  to  appear  during  life  larger  than  it  is  ;  but  that  it  is  not  may  be  proved  by 
noticing  that  percussion  shows  the  upper  line  of  hepatic  dullness  to  have  descended. 

Alterations  in  the  chest  may  lead  to  depression  of  the  liver,  which  may  then  be  thought 
erroneously  to  be  enlarged.  Thus,  in  an  extreme  case  of  fibrosis  of  the  lungs  with  adherent 
pleura  I  have  seen  the  sucking  in  of  the  ribs  on  inspiration  lead  to  depression  of  the  liver 
down  to  the  umbilicus  :  the  right  lobe  may  be  depressed  into  the  right  loin  by  compression 
of  the  chest  due  to  tight  lacing,  this  being  often  associated  with  a  movable  right  kidney. 
Deformities  of  the  chest  due  to  rickets  or  curvature  of  the  spine  may  lead  to  great  depression 
of  the  liver.  It  may  be  depressed  by  large  collections  of  fluid  in  the  right  side  of  the  chest, 
but  they  must  be  quite  large,  for  the  fluid  will  more  easily  compress  the  lungs  and  push  the 
heart  to  the  left  than  depress  the  diaphragm.  It  may  also  be  depressed  by  a  right-sided 
pneumothorax.  If  in  diaphragmatic  pleurisy  the  diaphragm  is  not  working,  and  is  in  a 
more  or  less  constant  position  of  inspiration,  the  liver  is  also  constantly  in  this  position, 
and  hence  seems  to  be  a  little  depressed.  Extreme  pericardial  effusion  is  said  to  depress 
the  liver,  but  this  must  be  very  rare.  It  is  often  stated  that  a  subdiaphragmatic  abscess 
will  depress  the  liver  considerably  ;  but  this  also  is  very  rare,  for  the  numerous  adhesions 
in  connection  with  such  an  abscess  generally  prevent  depression  of  the  liver. 

Tight  lacing  may  cause  a  deep  furrow  on  the  liver  palpable  during  life.  I  have  known 
so  deep  a  furrow  caused  by  a  man's  belt  that  the  part  of  the  liver  below  the  furrow  felt 
almost  separated  from  the  rest  of  the  organ  ;  in  such  a  case  there  may  be  a  false  impression 
of  enlargement.  The  effect  of  corsets  or  other  artificial  pressure  is  often  such  as  to  give  an 
incorrect  impression  of  enlargement,  because  the  organ  is  pressed  down  ;  most  commonly 
the  liver  is  forced  down,  flattened,  and  elongated  from  above  downwards.  Such  a  pressure 
often  leads  to  a  transverse  depression  across  the  right-hand  lower  part  of  the  right  lobe,  so 
that  a  more  or  less  detached  portion  of  it  lies  in  the  position  of  a  Riedel's  lobe. 

It  is  quite  rare  for  enlargement  of  the  liver  to  lead  to  any  upward  extension  of  the 
hepatic  dullness.  This  is  what  might  be  expected,  for  the  mere  weight  of  the  enlarged  liver 
will  lead  to  its  falling,  and  the  resistance  of  the  intestines  and  abdominal  walls  being  much 
less  than  that  of  the  diaphragm,  it  will  therefore  grow  in  the  direction  of  least  resistance, 
that  is,  downwards.  Raising  of  the  upper  limit  of  hepatic  dullness  is  best  observed  when 
some  local  disease  of  the  liver  directly  implicates  the  diaphragm  ;  thus,  a  tropical  abscess 
of  the  liver  growing  from  its  upper  surface  will  soften  the  diaphragm  and  extend  upwards  ; 
a  hydatid  will  do  the  same.  So,  when  there  is  an  extension  upwards  of  the  upper  hepatic 
dullness,  it  is  a  local  extension  forming  a  dome-shaped  addition  to  the  hepatic  dullness. 
Very  large  collections  of  ascitic  fluid  or  very  large  abdominal  tumours  may  push  the  liver 
up,  but  this  is  excessively  rare,  for  such  conditions  will  more  readily  compress  the  intestines 
and  bulge  the  abdominal  walls.  A  subdiaphragmatic  abscess,  by  its  extension  of  dullness 
up  into  the  chest,  may  appear  to  extend  the  liver  dullness  upwards. 

There  are  three  moderately  common  tumours  in  the  abdomen  which  may  give  a  false 
impression  of  increase  in  the  size  of  the  liver.  They  are  :  A  stomach  affected  with  malignant 
disease,  especially  when  the  growth  infiltrates  much  of  the  greater  curvature  ;  malignant 
disease  of  or  impaction  of  fceces  in  the  transverse  colon  ;  and  the  great  omentum  thickened 
and  puckered  up  towards  the  transverse  colon  by  some  form  of  chronic  peritonitis.     Any  of 
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these  tumours  may  move  up  and  down  with  respiration,  for  they  are  all  directly  or  indirectly 
attached  to  the  liver  ;  but  the  movement  is  not  usually  so  extensive  as  that  of  the  liver 
should  be,  and  a  band  of  resonance  may  sometimes  be  detected  between  the  liver  and  the 
tumour,  or  the  edge  of  the  liver  may  be  felt  above  it.  Enlargements  of  the  pylorus,  and 
thickening  in  connection  with  a  gastric  or  duodenal  ulcer,  may  all  be  difficult  to  distinguish 
from  an  enlarged  gall-bladder.  The  hepatic  dullness  may  be  altered  by  gas,  and  it  may  be 
almost  obliterated  by  the  descent  of  an  emphysematous  lung  ;  slight  lowering  of  the  upper 
margin  of  the  hepatic  dullness  from  this  cause  is  quite  common.  In  emphysema,  too,  the 
lower  ribs  stand  so  far  forward  that  it  may  be  impossible  to  feel  the  lower  edge  of  the  liver. 
When,  as  in  perforative  peritonitis,  there  is  free  gas  in  the  peritoneal  cavity,  the  gas  getting 
in  front  of  the  liver  may  diminish  the  hepatic  dullness,  but  this  sign  is  so  often  absent  that 
its  absence  must  not  be  used  as  an  argument  against  the  existence  of  perforative  peritonitis. 
On  the  other  hand,  partial  obliteration  of  the  hepatic  dullness  may  be  due  to  the  fact  that 
some  of  the  intestine  is  between  the  liver  and  the  anterior  abdominal  wall,  or  that  there  is 
much  gaseous  distention  of  the  colon  behind  the  liver.  A  large  collection  of  ascitic  fluid 
often  renders  it  difficult  to  estimate  the  size  of  the  liver. 

Hepatoptosis,  and  wandering  liver ^  are  terms  applied  to  a  liver  which,  being  unduly 
displaceable,  leaves  its  normal  position.  It  is  rare,  but  must  be  borne  in  mind,  for  if  not  a 
liver  which  is  only  displaced  may  erroneously  be  thought  to  be  enlarged.  Extreme  degrees 
are  met  with  in  cases  of  general  visceroptosis.  It  is  commoner  in  women  than  men,  and 
mostly  after  forty.  The  abdominal  walls  are  usually  pendulous,  and  as  the  abdominal 
muscles  are  powerful  agents  for  keeping  the  abdominal  viscera  in  place,  this  weakness, 
combined  with  a  laxity  of  the  hepatic  ligaments,  is  probably  the  cause  of  the  hepatoptosis. 
Tight  lacing  leads  to  weakness  of  the  abdominal  muscles,  as  well  as  pressing  the  liver  down  ; 
it  is  flattened,  often  extending  to  the  umbilicus  with  its  greatest  prominence  near  its  lower 
part  and  on  the  right.  It  may  form  a  protrusion  of  the  abdominal  walls  ;  it  is  easily  palp- 
able, moves  up  and  down  with  respiration,  and  can  usually  be  pushed  back  into  its  normal 
position  when  the  patient  lies  down  ;  indeed,  when  the  patient  is  in  the  supine  position  it 
sometimes  goes  back  of  its  own  accord,  only  to  fall  again  when  she  stands  up.  It  is  movable 
laterally,  and  can  be  rotated  with  the  hands  about  a  horizontal  axis  passing  through  the 
attachment  of  the  organ  to  the  inferior  vena  cava.  There  is  considerable  diminution  in,  or 
even  absence  of,  the  hepatic  dullness  in  the  chest ;  in  an  extreme  case  the  hand  may  be 
passed  up  between  the  liver  and  the  ribs,  and  at  the  upper  right-hand  part  of  the  abdomen 
there  is  a  depression  between  the  liver  and  the  ribs.  There  may  be  no  symptoms,  but  the 
patient  usually  complains  of  a  dragging  pain  and  a  heaviness  in  the  hepatic  region.  These 
are  much  worse  in  the  erect  posture,  so  that  she  may  have  always  to  lie  down.  Often, 
sudden  attacks  of  pain  occur  in  the  right  of  the  abdomen  ;  these  may  be  due  to  gall-stones 
or  to  a  movable  kidney,  both  often  present  with  hepatoptosis,  or  to  kinking  of  the  bile-duct, 
which  may  lead  to  jaundice.  The  patients  are  usually  neurotic,  dyspeptic  valetudinarians. 
As  the  abdominal  muscles  are  weak,  the  blood  stagnates  in  the  abdominal  vessels  in  the 
erect  posture  ;  hence  faintness,  palpitation,  exhaustion,  and  dyspnoea  on  exertion  are 
common,  these  symptoms  passing  away  when  the  patient  lies  down. 

We  shall  now  consider  each  of  the  pathological  enlargements  of  the  liver,  and  indicate 
the  chief  points  to  be  utilized  in  the  diagnosis  of  each. 

Venous  Congestion  of  tlie  Liver,  or  Nutmeg  Liver. — ^There  must  be  heart  disease, 
usually  of  the  mitral  valve,  or  perhaps  incompetence  of  it  secondary  to  severe  aortic  disease, 
or  disease  of  the  valves  on  the  right  side,  or  severe  disease  of  the  myocardium,  or  chronic 
pulmonary  disease,  usually  bronchitis,  or  arteriosclerosis  or  chronic  nephritis  with  high 
blood-pressure  and  secondary  heart  failure.  The  enlargement  of  the  liver  is  uniform,  its 
edge  is  firm,  its  surface  smooth.  It  may  reach  to  the  umbilicus,  and  as  the  abdominal 
muscles  are  often  weak  in  these  cases,  especially  in  women,  and  the  liver  is  very  heavy  from 
the  extra  amount  of  blood  in  it,  the  organ  is  often  a  little  dropped.  Pain  and  tenderness 
over  it  are  common  ;  due  in  some  cases  to  stretching  of  the  hepatic  capsule,  in  others  to 
local  patches  of  perihepatitis.  The  skin  over  the  liver  may  be  tender.  In  severe  cases 
there  is  often  slight  jaundice.  Dyspeptic  symptoms  are  frequent.  Ascites  may  be  present  ; 
if  so,  it  is  associated  with  the  oedema  due  to  the  heart  disease. 

In  a  severe  degree  of  nutmeg  liver  the  organ  may  pulsate.  If  so,  the  tricuspid  orifice 
must  be  incompetent  and  the  right  ventricle  must  be  beating  strongly  ;   then  a  pulse-wave 
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travels  back  in  the  inferior  vena  cava  and  hepatic  veins  to  reach  the  liver,  and  makes  the 
whole  organ  expand  synchronously  with  each  contraction  of  the  right  ventricle.  Such 
incompetence  of  the  tricuspid  orifice  is  nearly  always  secondary  to  mitral  disease.  Great 
care  must  be  taken  not  to  mistake  a  thrust  downwards  of  the  liver  by  the  contraction  of  a 
hypertrophied  heart,  or  the  thrust  forwards  by  a  pulsating  aorta,  for  hepatic  pulsation. 
The  distinguishing  feature  of  this  is,  that  when  one  hand  is  placed  on  the  front  and  the 
other  on  the  back  of  the  abdomen  over  the  enlarged,  congested  liver,  the  two  hands  can  be 
felt  to  be  separated  by  the  expansile  pulsation.  This  is  not  the  case  when  the  pulsation  is 
transmitted.  Pulsation  of  the  veins  of  the  neck  is  generally  pronounced  in  cases  in  which 
the  liver  can  be  felt  to  pulsate. 

General  Congestion  of  the  Liver. — This  is  frequently  said  to  be  present  in  those 
who  suffer  from  dyspepsia,  but  if  this  be  so  it  does  not  give  rise  to  a  demonstrable  enlarge- 
ment. When,  however,  a  Euroi>ean  lives  for  many  years  in  a  tropical  country  he  is  liable 
to  suffer  from  attacks  of  congestion  of  the  liver,  and  these,  when  frequently  repeated,  lead 
to  an  enlargement  called  tropical  liver.  The  organ  is  uniformly  enlarged,  smooth,  some- 
what hard,  and  has  a  uniform  edge.  Pain  and  tenderness  are  not  such  prominent  features 
as  they  are  in  a  nutmeg  liver.  The  condition  is  often  associated  with  indigestion,  errors 
of  diet — especially  the  taking  of  too  much  alcohol — and  attacks  of  pyrexia.  When  these 
are  present  the  liver  becomes  tender,  painful,  and  more  enlarged,  and  I  have  known  such  a 
condition  mistaken  for  hepatic  abscess.  The  sufferer  complains  of  a  sensation  of  weight  in 
the  hepatic  region  ;  he  is  constipated,  and  the  urine  is  full  of  lithates.  In  an  extreme  and 
chronic  case  the  organ  may  extend  four  inches  below  the  ribs  ;  the  patient  is  depressed, 
irritable,  and  of  a  sallow  complexion.     The  spleen  may  be  enlarged. 

Obstruction  to  tlie  Common  Bile,  whatever  the  cause,  is  often  associated  with 
uniform  enlargement  of  the  liver  owing  to  the  fact  that  the  bile  is  dammed  back  into  it 
and  so  swells  it  up  ;  even  simple  catarrh  may  do  this  ;  jaundice  will  always  be  present  at 
the  same  time,  and  the  differential  diagnosis  will  be  found  discussed  under  that  heading 
(see  Jaundice,  p.  327). 

Suppuration  within  the  Uver. — Multiple  pyaemic  abscesses  within  the  liver,  which 
constitute  part  of  the  condition  known  as  portal  pyaemia,  generally  do  not  cause  enlarge- 
ment of  the  liver,  nor,  as  a  rule,  do  multiple  abscesses  connected  with  the  bile-ducts — 
suppurative  cholangitis — unless  there  is  sufficient  obstruction  to  cause  jaundice  (p.  326)  at  the 
same  time.  Rigors  (p.  594),  pyrexia,  and  tenderness  of  the  liver  will  be  prominent  features 
of  most  such  cases.  Enlargement  of  the  liver  is  more  often  present  with  a  large  single 
abscess.  There  is  usually  a  history  of  dysentery,  for  amoebic  dysentery  is  by  far  the  com- 
monest cause  of  a  large  single  abscess  ;  therefore  it  usually  occurs  in  the  tropics,  and  is  then 
commonly  called  a  tropical  abscess.  Very  rarely  it  is  secondary  to  other  specific  fevers,  it 
may  be  due  to  suppuration  round  a  gall-stone,  or  may  spread  from  some  neighbouring 
suppuration,  e.g.,  a  perinephritic  abscess.  Or  again,  it  may  be  caused  by  suppuration  of  a 
hydatid  or  by  injury.  The  presence  of  any  of  these  causes  may  help  the  diagnosis  ;  but 
sometimes,  even  when  the  abscess  is  due  to  the  dysenteric  amoeba,  it  may  be  difficult  to 
obtain  a  history  of  dysentery  ;  and  indeed,  the  dysenteric  ulcers  of  the  intestine  may  have 
healed  years  before  the  symptoms  of  hepatic  abscess  show  themselves.  Very  rarely  it 
appears  to  follow  intestinal  ulceration  which,  as  far  as  we  know,  is  not  dysenteric  ;  this  is 
so  in  some  of  the  examples  of  single  large  abscesses  in  which  the  patient  has  never  left  this 
country.  Indeed,  sometimes  a  single  large  hepatic  abscess  is  found  in  the  tropics  when 
the  most  careful  search  fails  to  find  any  amoebae  in  the  pus  of  the  abscess,  or  to  obtain  any 
history  of  dysentery,  or  only  a  history  of  bacillary  dysenterj'.  Tropical  abscess  is  most 
common  in  men  between  the  ages  of  twenty-five  and  forty-five.  It  is  much  commoner  in 
Europeans  than  natives.  Eighty  per  cent  are  in  the  right  lobe,  usually  in  its  upper  part. 
The  colour  of  the  pus  depends  upon  the  amount  of  broken-down  hepatic  tissue  present ; 
if  there  is  much,  it  is  the  colour  of  anchovy^  paste  ;  if  there  is  none,  it  is  yellow,  but  the 
anchovy- paste-like  pus  is  characteristic.  Amoebae  may  be  found  in  it  (see  Fig,  25,  p.  77), 
or  more  often  in  the  granulation  tissue  forming  the  wall  of  the  abscess.  Bacteria  may  be 
present,  but  if  the  abscess  has  existed  some  time  the  pus  is  often  sterile.  The  symptoms 
and  physical  signs  to  which  attention  must  be  directed  are  as  follow  : — 

General, — The  most  important  is  pyrexia  ;  often  this  is  the  initial  symptom.  At  first 
the  rise  of  temperature  is  slight  and  irregular  ;   gradually  it  becomes  hectic,  with  a  wide 
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daily  excursion,  say  from  99°  F.  in  the  morning  to  103°  F.  or  104°  F.  in  the  evening.  Often 
the  patient  is  thought  to  have  malaria,  but  an  examination  of  the  blood  will  show  that  no 
malarial  organisms  are  present,  and  generally  there  is  leucocytosis,  whereas  in  malaria  the 
tendency  is  towards  leucopenia.  There  are  sometimes  considerable  intermissions  during 
which  the  temperature  is  normal  for  weeks  or  months,  and  then  there  is  a  week  or  so  of 
pyrexia.  When  such  a  case  occurs  in  this  country  mistakes  in  diagnosis  are  very  likely.  I 
know  of  a  man  afflicted  with  tropical  abscess  whose  attacks  of  pyrexia  were  separated  by 
such  long  intervals  of  normal  temperature  that  he  was  thought  by  many  physicians  to  have 
recurrent  influenza,  and  this  although  it  was  well  known  that  he  had  been  in  the  tropics. 
Rigors  are  striking  and  severe,  and  in  cases  of  doubtful  diafgnosis  are  very  suggestive  of 
hepatic  abscess,  though  they  also  make  this  disease  resemble  malaria.  In  mild  cases  the 
rigor  is  reduced  to  a  mere  feeling  of  chilliness.  Often  there  are  profuse  sweats.  The  pulse 
is  rapid  in  proportion  to  the  temperature.  Jaundice  may  be  present,  but  generally  is  not. 
In  bad  cases  the  patient  is  excessively  Ul  and  weak,  anaemic,  and  wasted  to  a  mere  skeleton. 
In  this  country  we  see  such  cases  on  their  arrival  from  India,  the  disease  having  made  rapid 
progress  on  board  ship.  On  the  other  hand,  if  there  are  long  intervafs  of  apyrexia  the 
patient  hardly  suffers  in  his  general  health  ;  in  such  cases  the  abscess  usually  has  thick  walls. 
The  blood  may  show  a  great  increase  of  polymorphonuclear  cells,  but  this  leucocytosis  is 
often  absent,  especially  if  the  pus  is  sterile  or  the  abscess  has  thick  walls.  During  the  fever 
the  patient  has  a  dry  tongue,  anorexia,  and  is  thirsty  ;  the  urine  is  scanty  and  high-coloured, 
and  may  contain  albumin. 

Local, — The  abscess  is  most  often  at  the  upper  part  of  the  right  lobe,  grows  upwards 
between  the  layers  of  the  coronary  ligament,  and  thus  forms  an  extraperitoneal  subphrenic 
abscess  which  softens  the  diaphragm  and  pushes  it  up,  giving  a  dome-shaped  area  of  dullness 
varying  in  size  from  one  to  several  inches  across,  added  to  the  top  of  the  normal  line  of  the 
hepatic  dullness,  and  best  seen  by  mapping  out  the  dullness  with  a  blue  pencil.  It  is  usually 
posterior  to  the  mid-axillary  line.  Sometimes  the  abscess  is  in  such  a  place  that  a  rounded 
swelling  may  be  felt,  or  even  seen,  on  the  liver  when  the  patient  draws  a  deep  breath.  The 
measurement  round  the  lower  part  of  the  chest  may  be  longer  on  the  affected  side,  the  inter- 
costal spaces  may  be  obliterated,  and  if  the  abscess  be  very  large,  the  lower  ribs  may  bulge. 
Not  uncommonly  the  abscess  is  of  such  size  and  position  that  the  greatest  care  is  necessary 
before  it  can  be  detected.  The  whole  of  the  hepatic  area  should  be  pressed  carefully  by  one 
finger,  for  local  tenderness  is  often  a  great  aid  in  the  diagnosis.  If  the  abscess  presents  in 
the  abdomen  the  rectus  muscle  over  it  may  be  rigid.  Pain  is  very  variable  ;  it  may  be 
absent,  it  may  be  severe  ;  often  coughing,  drawing  a  deep  breath,  or  shaking  the  patient, 
will  cause  pain.  In  about  one-sixth  of  the  cases  there  is  pain  in  the  right  shoulder  ;  if  the 
abscess  is  in  the  left  lobe,  there  may  be  pain  in  the  left  shoulder.  If  the  abscess  comes  close 
to  the  skin,  there  may  be  oedema  and  redness  over  it,  and  in  excessively  rare  cases,  fluctua- 
tion. Often  the  liver  is  enlarged  generally  as  well  as  locally.  If  the  abscess  is  large,  it  may 
be  seen  with  the  a?-rays,  for  pus  casts  a  very  dark  shadow.  If  it  implicates  the  diaphragm, 
infection  may  spread  through  it  and  cause  bronchitis,  pleurisy,  empyema,  pneumonia,  or 
gangrene  of  the  lung,  but  this  is  not  nearly  so  common  as  with  other  subphrenic  abscesses  ; 
hepatic  pus  may  be  coughed  up  from  the  lung  when  the  abscess  has  ruptured  into  it,  may 
be  vomited  when  it  has  ruptured  into  the  stomach,  or  may  be  passed  by  the  bowel  when  it 
has  ruptured  into  the  intestine.  Lastly,  I  would  again  remind  the  reader  that  in  some  of 
the  chronic  cases  seen  in  this  country,  both  the  local  and  general  signs  may  be  so  slight  that 
great  skill  is  necessary  to  detect  the  abscess. 

Cirrhosis  of  tlie  Liver. — Nearly  always  in  this  country  the  patient  has  taken  more 
alcohol  than  he  should,  but  cirrhosis  of  the  liver,  indistinguishable  from  alcoholic  cirrhosis, 
occurs  in  children  and  others  who  have  not  taken  alcohol,  especially  in  Egypt.  Here  we 
have  to  consider  only  the  stage  in  which  the  liver  is  enlarged.  It  has  been  known  to  weigh 
200  oz.,  but  anything  over  100  oz.  is  exceptional.  In  the  early  stages  the  liver  is  not  altered 
in  shape,  and  the  surface  and  edge  are  smooth  ;  later  on,  as  the  fibrous  tissue  contracts  and 
the  fat  is  absorbed  from  the  cells  which  have  undergone  degeneration,  the  surface  becomes 
finely  uneven  ;  this  unevenness  increases,  the  liver  becomes  hard  and  more  uneven  until  Jhe 
irregularities  on  it  are  like  hobnails,  and  can  be  felt  through  the  abdominal  wall.  At  this 
stage  the  edge  of  the  liver  is  irregular  and  very  firm.  As  the  irregularity  increases,  the 
diagnosis  from  cancer  becomes  more  difficult,  but  no  irregularity  from  cirrhosis  ever  exceeds 
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the  size  of  a  small  cherry,  nor  is  it  ever  umbilicated,  nor  does  it  ever  enlarge  suddenly  ; 
whereas  a  cancerous  nodule  may  be  umbilicated  and  may  enlarge  suddenly  from  haemor- 
rhage into  it.  Usually  a  cirrhotic  liver  is  not  painful  ;  if  it  be,  the  pain  is  due  to  some  local 
perihepatitis.  Other  symptoms  to  be  looked  for  in  cirrhosis,  and  to  be  borne  in  mind  when 
making  a  diagnosis,  are  that  in  cirrhosis  the  spleen  is  often  enlarged,  and  sometimes  much 
so  ;  the  increased  fibrous  tissue  in  the  liver  constricting  its  small  portal  veins  leads  to 
engorgement  of  the  veins  of  the  stomach,  and  hence  haematemesis,  which  may  be  accom- 
panied by  melaena,  is  common  at  some  period  in  the  case  ;  and  occasionally  we  see  dilata- 
tion of  the  veins  round  the  umbilicus.  There  are  often  symptoms  of  chronic  gastritis  and 
enteritis.  Cirrhosis  is  commoner  in  men  than  women  in  the  proportion  of  three  to  one  ; 
the  patients  are  usually  over  thirty  ;  there  is  a  more  frequent  association  of  alcoholic  excess 
in  the  lower  classes  than  among  those  who  are  socially  above  them.  Dyspepsia  and  morn- 
ing sickness  are  common  ;  there  are  much  impairment  of  strength,  wasting,  a  sallow  look, 
dilated  venules  on  the  cheek,  red  nose,  a  furred  tongue  which  is  often  tremulous,  and  a  dry, 
harsh  skin.  The  pulse  becomes  weaker,  and  when  the  disease  is  fatal  its  end  is  usually  by 
cardiac  failure.  lA  about  one-third  of  the  cases  that  are  ill  enough  to  come  into  the  hospital, 
the  temperature  is  raised  a  little  every  evening  {Fig,  167).  Jaundice  is  or  has  been  present 
in  about  one-third  of  the  cases  ;  it  rarely  if  ever  becomes  as  deep  as  that  seen  in  cancer  of 
the  liver.  Ascites  occurs  in  50  per  cent  of  all  cases  of  cirrhosis,  but  generally  in  the  latest 
stages  only  ;   if  it  is  abundant  the  enlarged  liver  can  be  felt  only  by  dipping,  which  means 


Fig.  167. — ^Temperature  chart  (morning  and  evening)  from  a  case  of  cirrhosis  of  tLe  liver,  showing  the 
tendency  to  sligiit  pyrexia,  especially  in  the  evening. 

pressing  the  hand  down  suddenly  on  the  liver,  and  so,  by  dispersing  the  fluid  which  is  over  it, 
coming  down  on  it.  Tympanites  is  not  uncommon  in  severe  cases  of  cirrhosis,  and  it  too  may 
make  it  difficult  to  feel  the  liver.  The  urine  is  usually  scanty,  of  high  specific  gravity, 
ver>^  acid,  high-coloured,  and  full  of  urates  ;  it  generally  contains  urobilin  and  sometimes 
bile.  Naturally  sufferers  from  cirrhosis  may  have  delirium  tremens,  but  apart  from  this, 
cirrhosis  towards  the  end  is  often  accompanied  by  nervous  symptoms,  especially  coma, 
and  this  may  be  so  even  in  those  who  have  not  recently  taken  alcohol  and  who  are  not 
jaundiced.  In  severe  cases  the  ankles  swell,  even  when  there  is  no  disease  of  the  heart, 
lungs,  or  kidneys,  or  pressure  on  the  vena  cava,  to  account  for  it.  Lastly,  it  should  be 
remembered  that  cirrhosis  may  exist  without  any  symptoms  ;  in  between  a  third  and  a  half 
of  all  cases  of  cirrhosis  found  in  the  post-mortem  room  the  patient  has  died  of  something 
else,  and  in  many  of  these  cases,  although  he  has  been  under  observation  in  the  wards,  no 
symptoms  of  cirrhosis  have  been  observed. 

The  difficulties  of  diagnosis  fall  into  one  of  two  classes  :  the  cause  of  Ascites  (p.  45), 
and  the  cause  of  enlargement  of  the  liver.  If  we  have  made  out  that  the  liver  is  undoubtedly 
enlarged,  it  is  often  a  matter  of  great  difficulty  to  tell  whether  this  is  due  to  cancer  or  to 
cirrhosis  :  this  will  be  referred  to  in  speaking  of  cancer.  Sometimes  cancer  and  cirrhosis 
are  present  in  the  same  liver,  but  this  is  rare.  Syphilis  of  the  liver  does  not  cause  much 
difficulty,  for  it  is  uncommon  at  the  bedside  ;  the  irregularities  of  the  liver  are  much  larger 
than  the  hobnails  of  cirrhosis  ;  the  patient  who  has  a  syphilitic  liver  is  rarely  jaundiced, 
and  hardly  ever  has  ascites.  The  symptoms  of  a  syphilitic  liver  are  nearly  always  entirely 
local ;    syphilitic  disease  of  the  liver  rarely  produces  general  symptoms.     Obstruction  of 
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the  common  bile-duct  leads  to  a  large  smooth  liver  ;  when  this  is  due  to  a  gall-stone  there 
is  usually  deeper  jaundice  than  in  cirrhosis,  but  no  ascites  ;  the  stools  are  quite  pallid, 
which  is  very  unusual  in  cirrhosis,  and  there  is  commonly  a  history  of  gall-stones.  There 
is  no  real  difficulty  of  diagnosis  between  the  enlargement  of  malaria  and  ordinary'  cirrhosis, 
for  so-called  malarial  cirrhosis  occurs  only  in  those  who  have  drunk  to  excess,  and  is  then 
to  be  ascribed  to  alcohol. 

HUnot's  Cirrhosis — often  called  hypertrophic  biliary  cirrhosis,  an  extremely  bad 
name — is  a  very  rare  disease,  of  which  the  distinguishing  features  are  :  Most  of  the  sufferers 
are  children  ;  few  reach  the  age  of  thirty  ;  it  is  commoner  in  males  than  females  ;  it  lasts 
many  years  ;  the  liver  is  firm,  enlarged,  and  smooth  ;  long-standing  jaundice  is  present ; 
the  spleen  is  very  much  enlarged.  The  patients  are  usually  children  of  stunted  growth, 
and  therefore  the  liver  ap]>ears  very  large,  but  the  spleen  is  proportionately  more  enlarged. 
The  liver  usually  remains  smooth  throughout,  and  even  when  towards  the  end  of  a  long 
case  it  becomes  a  little  granular,  it  never  proceeds  to  anything  like  the  irregularity  of  ordi- 
nary cirrhosis.  Jaundice  is  an  early  symptom  and  lasts  till  the  end,  so  it  may  be  present 
many  years  ;  very,  very  slowly  it  becomes  darker.  From  time  to  time  the  patient  has 
periods  during  which  he  feels  ill  and  his  temperature  is  raised  ;  but  it  is  strange  that  in 
spite  of  their  jaundice  the  children  afflicted  with  this  disease  do  not  for  years  appear  ill  ; 
they  may  be  seen  running  about  enjoying  life,  with  a  clean  tongue  and  a  good  appetite. 
Ascites  is  rare,  and  if  present  means  that  the  end  is  near.  In  many  cases  the  fingers  become 
clubbed  ;  the  clubbing  is  exactly  like  that  seen  in  chronic  fibrosis  of  the  lung.  As  growth 
is  stunted — for  example,  whereas  the  average  height  at  13  years  is  4  ft.  9  in.,  a  patient  with 
this  disease  was  only  4  ft.  1  in. — the  size  of  the  liver  and  spleen  makes  the  abdomen  very 
prominent.     At  the  later  stages  there  may  be  purpura  and  other  haemorrhages. 

Splenic  Ansmia. — This  is  a  disease  in  which  there  are  progressive  enlargement  of  the 
spleen,  secondary  anaemia,  leucopenia,  a  marked  tendency  to  haemorrhage,  especially  from 
the  stomach,  and  in  many  cases  a  terminal  stage  of  cirrhosis  of  the  liver,  jaundice,  and 
ascites.  The  disease  is  often  called  splenom^galic  cirrhosis,  and  its  terminal  stage  of  cirrhosis 
of  the  liver  is  frequently  designated  BantVs  disease.  When  in  this  terminal  stage  the  liver 
is  enlarged  from  cirrhosis,  it  may  be  almost  impossible  to  distinguish  the  condition  from 
ordinary  cirrhosis  of  the  liver  unless  we  know  from  the  medical  history  of  the  case  that  the 
spleen  has  been  enlarged  for  some  time.  Other  points  that  may  help  are  :  on  the  average 
the  spleen  is  much  larger  in  splenic  anaemia  than  in  ordinarj^  cirrhosis,  so  that  an  exces- 
sively large  spleen  is  somewhat  in  favour  of  splenic  anremia  ;  haematemesis  is  an  early 
symptom,  usually  present  long  before  the  stage  of  cirrhosis  of  the  liver.  The  disease  is 
verj'  slow,  but  the  patient  may  die  before  the  supervention  of  either  ascites  or  jaundice  ; 
he  does  not  often  do  this  in  ordinary  cirrhosis.  Ansemia  is  present  in  both  conditions,  but 
is,  on  the  whole,  severer  in  splenic  ansemia. 

Bronzed  Diabetes. — In  this  disorder,  which  is  very  seldom  seen,  the  liver  is  enlarged, 
hard,  and  cirrhotic,  exactly  like  that  of  an  ordinary  cirrhosis  :  the  pigmentation  of  the  skin, 
which  is  like  the  discoloration  due  to  arsenic,  the  absence  of  jaundice,  and  the  presence  of 
sugar  in  the  urine,  sufficiently  distinguish  the  disease. 

Sypliilis  of  tlie  Liver.-  Syphilis  when  it  affects  the  liver  produces  gummata  in  it, 
and  leads  to  increased  growth  of  fibrous  tissue.  Much  of  this  is  in  the  form  of  hard  bands 
traversing  the  liver  irregularly  and  leaving  large  areas  of  healthy  liver  substance,  so  that 
what  with  the  presence  of  recent  gummata,  gummata  that  have  begun  to  shrink,  bands  of 
fibrous  tissue  that  have  begun  to  contract,  and  pieces  of  normal  liver,  a  sj'philitic  liver  is 
very  lumpy  and  irregular.  It  may  be  enlarged,  and  even  during  life  this  lumpiness  may  be 
felt,  but  the  syphilitic  liver  does  not  become  so  large  as  a  large  cirrhotic  liver,  unless  larda- 
ceous  disease  be  present ;  it  is  much  more  irregular,  and  indeed  usually  resembles  a  cancerous 
more  than  a  cirrhotic  liver,  but  it  seldom  produces  any  clinical  symptoms  ;  if  detected 
during  life  the  discovery  is  generally  accidental  ;  it  occurs  at  a  younger  age  than  cancer  ; 
there  are  none  of  the  other  signs  of  cancer,  but  there  may  be  some  of  syphilis,  and  the 
Wassermann  reaction  will  be  positive  ;  ascites  and  jaundice  do  not  occur  as  'signs  of 
this  disease  unless  an  enlarged  gland  presses  on  the  portal  vein,  which  is  so  rarely  the  case 
as  to  be  negligible  ;  and  the  liver  is  at  most  a  little  enlarged,  never  huge  as  in  cancer. 

In  children,  congenital  syphilis  may  produce  in  the  liver  precisely  the  same  effects  as 
the  acquired  disease  does  in  adults.  Lardaceous  disease  may  be  due  to  syphilis  ;  it  will  be 
discussed  presently. 
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Universal  Chronic  Perihepatitis  may  make  the  liver  appear  large,  for  the  peritoneal 
coating  of  the  whole  organ  is  much  thickened  ;  but  as  the  liver  itself  is  of  normal  size  the 
apparent  increase  is  not  great,  rarely  exceeding  an  extra  finger's  breadth  below  the  ribs. 
Such  of  the  liver  as  can  be  felt  is  smooth  ;  the  edge  is  uniform  and  thick.  Usually,  however, 
no  apparent  enlargement  can  be  detected  in  universal  chronic  perihepatitis,  and  often  the 
organ  and  its  thickened  capsule  weigh  the  same  as  a  normal  liver,  from  which  we  may 
conclude  that  the  liver  itself  is  a  little  atrophied  :  in  a  few  cases  it  appears  actually  smaller 
than  natural,  for  the  thin  anterior  edge  is  folded  upwards  under  the  thick  peritoneal  coat. 
There  are  no  hepatic  symptoms,  e.g.,  jaundice,  and  the  universal  perihepatitis  is  only  part 
of  a  general  chronic  peritonitis,  symptoms  of  which,  e.g.,  ascites  and  thickening  of  other 
parts  of  the  peritoneum,  may  be  detected  on  palpation. 

Secondary  Cancer  of  the  Uver. — This  is  the  commonest  tumour  of  the  liver.  (Gener- 
ally there  will  be  symptoms  of  the  primary  malignant  disease,  which  in  about  90  per  cent  of 
the  cases  is  in  the  periphery  of  the  portal  area,  but  not  infrequently  none  are  present,  and 
the  patient  does  not  know  that  he  has  anything  serious  the  matter  with  him  until  he  has 
symptoms  of  hepatic  carcinoma.  On  the  other  hand,  in  about  half  the  cases  of  hepatic 
carcinoma  no  symptoms  of  it  are  present,  and  it  is  not  known  to  exist  until  a  post-mortem 
examination  is  performed,  for  the  primary  disease  kills  while  the  hepatic  disease  is  still  in 
its  early  stages.  Seventy-five  per  cent  of  all  the  patients  are  between  40  and  70  years  old, 
and  hepatic  carcinoma  is  all  but  unknown  under  the  age  of  20.  If  the  disease  gives 
rise  to  clinical  symptoms  the  liver  can  usually  be  made  out  to  be  enlarged  both  by  percussion 
and  palpation.  There  is  no  other  disease  in  which  such  a  huge  liver  may  be  found.  I  have 
known  a  cancerous  liver  to  weigh  19  lb.,  and  I  have  read  of  one  which  weighed  33}  lb.  ; 
weights  of  6  or  7  lb.  are  quite  common.  In  rare  cases  the  increase  in  the  weight  of  the  liver 
may  be  so  great  that  the  patient  actually  gains  a  little  weight  in  spite  of  the  general  wasting 
caused  by  the  cancer.  The  organ  may  be  felt  well  below  the  ribs,  even  far  below  the  umbi- 
licus. Often  it  is  so  big  that  it  can  be  seen  to  go  up  and  down  with  each  breath.  Upward 
increase  of  the  hepatic  dullness  is  rare,  and  when  present,  slight.  The  edge  of  the  enlarged 
organ  can  be  felt  to  move  up  and  down  with  respiration,  unless  it  is  fixed  by  adhesions, 
which  is  unusual.  The  edge  is  hard,  and  often  irregular  ;  when  the  secondary  nodules  are 
numerous  the  whole  organ  feels  uneven,  knobby,  and  hard,  and  sometimes  the  lumps  on  it 
feel  umbilicated  ;  this  is  absolutely  diagnostic  of  cancer.  If  much  softening  has  occurred 
a  faint  sense  of  fluctuation  may  be  detected  ;  in  a  few  instances  local  peritonitis  causes  a 
rub.  Sometimes  the  nodules  can  be  appreciated  by  the  hand  only  when  the  patient  takes 
a  deep  breath,  for  then  those  under  the  ribs  come  far  enough  down  to  be  felt.  Occasionally 
the  cancer  grows  so  fast  that  the  liver  obviously  increases  in  size  in  a  week  ;  very  rarely  a 
nodule  may  enlarge  suddenly  from  haemorrhage  into  it.  Either  or  both  these  points  are 
almost  proof  that  the  enlargement  is  due  to  carcinoma.  It  must  not  be  forgotten  that  not 
all  livers  enlarged  from  malignant  disease  have  palpable  nodules,  for  they  may  be  in  such  a 
situation  that  they  cannot  be  felt,  they  may  be  too  small  to  be  felt,  or  the  growth  may  be 
diffused  through  the  whole  liver.  About  half  the  patients  have  pain  in  the  hepatic  region, 
and  may  have  it  near  the  right  shoulder  and  down  the  right  arm.  If  the  liver  is  very  large 
there  is  a  sense  of  dragging  and  fullness  in  the  right  hypochondrium.  About  half  the  patients 
are  jaundiced.  It  is  extremely  important  to  remember  that  by  far  the  most  frequent  cause 
of  long-standing  jaundice  is  cancer  of  the  liver,  which  produces  a  deeper  yellow  of  the  skin 
than  any  other  disease ;  as  time  goes  on  this  yellow  changes  to  deep  olive-green.  The 
wasting  becomes  extreme,  the  skin  dry  and  shrivelled,  the  patient  becomes  weaker  and 
weaker,  his  pulse  feebler,  his  respiration  shallow,  and  finally  he  dies  comatose.  The  usual 
symptoms  of  Jaundice  (p.  324)  are  present.  Ascites  (p.  43)  is  rather  less  frequent  than 
jaundice,  and  the  patient  generally  dies  before  tapping  is  necessary,  for  ascites  is  a  late 
symptom.  The  urine  usually  contains  much  bile  and  lithates.  Rapidly  growing  carcinoma 
of  the  liver  is  often  associated  with  an  evening  rise  of  temperature  to  99°  F.  or  101°  F. 
{Fig.  145.  p.  326).     I  have  known  it  to  be  102°  F.  every  evening  for  weeks. 

The  chief  difficulty  of  diagnosis  is  from  cirrhosis.  The  large  cirrhotic  liver  is  uniformly 
large,  and  the  palpable  nodules  are  small  ;  if  they  feel  bigger  than  small  cherries  the  case 
cannot  be  one  of  cirrhosis,  for  hobnails  are  never  bigger  than  this  ;  hobnails  are  never 
umbilicated,  and  never  increase  rapidly  in  size  ;  if  jaundice  is  present  and  the  patient  has  a 
large  cirrhotic  liver,  the  jaundice  is  never  very  deep,  and  remains  yellow  ;  it  never  becomes 
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the  dark  olive-green  seen  in  cancer.  In  cirrhosis  we  do  not  get  clay-coloured  motions  nor 
dilatation  of  the  gall-bladder,  but  we  often  find  a  large  spleen.  Extreme  wasting  and  dryness 
of  the  skin  are  more  common  in  cancer.  A  moderate  leucocytosis  is  often  found  in  both 
diseases  in  the  late  stages.  The  discovery  of  cancer  elsewhere  is  of  course  conclusive,  and 
the  history  is  of  great  help.  Syphilis  of  the  liver  has  already  been  described  suflficiently  to 
indicate  the  points  of  difference.  Cases  in  which,  owing  to  non-malignant  obstruction  of 
the  bile-duct,  usually  by  a  gall-stone,  there  are  enlargement  of  the  liver  and  jaundice,  may 
give  rise  to  difficulty  of  diagnosis  ;  but  these  patients  rarely  have  the  extreme  wasted  look, 
with  dry  shrivelled  skin,  so  frequently  seen  in  cancer  ;  the  hepatic  enlargement  is  uniform 
and  never  so  great  as  it  may  be  in  cancer  ;  the  jaundice  does  not  become  green  ;  if  it  disap- 
pears for  a  time,  it  means  that  the  gall-stone  has  shifted  ;  that  the  jaundice  due  to  cancer 
should  disappear  is  almost  unknown.  Rigors  are  common  in  cases  of  gall-stones.  The  age, 
history,  and  detection  of  growths  elsewhere  will  be  of  help.  As  far  as  my  experience  goes, 
when  we  are  in  considerable  doubt  as  to  whether  a  patient  has  an  impacted  gall-stone  or  a 
malignant  growth,  exploration,  if  done,  almost  always  reveals  a  growth.  Hydatid  tumours 
of  the  liver  are  seldom  confused  with  cancer,  for  almost  always  these  are  only  one  or  two  in 
number,  the  liver  is  smooth  and  regular,  and  is  not  tender  ;  the  hydatid  tumour  causes 
neither  pain,  jaundice,  ascites,  nor  general  emaciation,  and  it  may  give  a  thrill.  There  is 
no  ordinary  leucocytosis,  but  the  patient  may  have  eosinophilia. 

Primary  Carcinoma  of  the  Liver. — Tfiis  is  very  rare  ;  the  liver  has  tfie  same 
character  as  in  the  secondary  form,  but  there  are  no  symptoms  of  a  primary  growth  else- 
where. It  is  almost  always  a  disease  of  adult  life.  It  is  usually  more  rapid  than  secondary 
cancer  ;  most  of  the  patients  are  dead  within  three  months  from  the  onset  of  symptoms, 
and  therefore  the  jaundice  has  not  time  to  become  dark  green.  Wasting,  and  other  general 
signs,  including  slight  pyrexia,  are  present.  During  life,  primary  can  hardly  ever  be  dia- 
gnosed from  secondary  cancer  of  the  liver,  for  even  when  the  liver  appears  clinically  to  be 
the  only  organ  affected,  it  often  turns  out  that  there  has  been  primary  disease  elsewhere, 
giving  no  symptoms,  and  not  detected  till  after  death. 

Secondary  Sarcoma  and  Embryomata  of  tlie  Liver. — These  do  not  produce  enlarge- 
ment enough  to  be  detected  during  life — except  perhaps  in  the  case  of  melanotic  sarcoma 
secondary  to  a  tumour  of  the  eye,  when  the  liver  may  enlarge  very  rapidly  and  to  an 
extreme  degree, — for  the  primary  disease  and  the  numerous  secondary  deposits  elsewhere 
than  in  the  liver  soon  kill  the  patient.  If  melanotic  growth  is  suspected,  the  urine  should 
be  tested  for  melanin  (p.  745). 

Primary  Sarcoma  of  the  Liver  is  very  rare,  and  during  life  cannot  be  distinguished 
from  primary  carcinoma. 

Adenomata  of  the  Liver  are  also  very  rare  ;  they  are  hardly  ever  of  sufficient  size 
to  be  detected  during  life.  They  are  single,  and  I  know  of  an  instance  in  which  a  large  one 
was  operated  on  under  the  impression  that  it  was  a  hydatid. 

Lymphadenomata  of  the  Liver. — New  formations  consisting  of  lymphoid  tissue, 
generally  diffused  through  the  whole  liver  but  sometimes  occurring  in  nodules,  may  be  seen 
in  those  dying  from  Hodgkin's  disease  or  from  lymphatic  leukaemia.  The  nodules  cannot 
be  detected  during  life,  but  in  a  few  cases  the  diffuse  variety  makes  the  liver  uniformly 
enlarged  ;  it  is  smooth,  its  surface  and  edge  are  firm,  it  is  painless,  not  tender,  never  of  great 
size,  and  there  is  no  jaundice.     Leukaemic  cases  will  be  detected  by  the  blood-count  (p.  24). 

Angiomata. — It  is  not  uncommon  to  find  small  angiomata  in  the  liver  in  the  post- 
mortem room,  but  they  cannot  be  detected  during  life  unless  they  are  large  enough  to  give 
symptoms  which  result  from  their  size,  and  this  is  very  rare.  Sometimes  when  a  large 
tumour  of  the  liver  has  been  thought  to  be  a  carcinoma,  and  yet  the  patient  has  seemed 
well  enough  to  be  suitable  for  operation,  the  growth  has  turned  out  to  be  a  cavernous 
angioma,  and  these  tumours  have  been  excised.  About  fifteen  of  such  cases  are  on  record, 
and  the  patient  was  usually  under  fifty  years  of  age. 

Fatty  Liver. — This  is  very  common,  but  the  enlargement  of  a  fatty  liver  is  usually 
not  sufficient  to  be  detected  during  life,  sometimes  because  the  patients  are  so  obese  that 
palpation  of  the  liver  is  difficult.  A  fatty  liver,  if  increased  in  size,  is  uniformly  enlarged, 
has  a  rounded  edge,  feels  a  little  softer  than  natural,  with  a  smooth  surface  ;  there  is  neither 
pain  nor  tenderness.  The  causes  are  so  numerous  that  often  they  hardly  help  the  diagnosis. 
The  largest  fatty  livers  arc  met  with  in  phosphorus  poisoning  ;  they  then  may  weigh  10  or 
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12  lb.  Severe  ansemia,  wasting  disease,  especially  tubercle,  and  alcoholic  excess,  are 
perhaps  the  commonest  causes.  There  is  neither  jaundice  nor  any  other  symptom  that  can 
be  attributed  to  the  disease  of  the  liver. 

Lardaceons  Liver. — The  liver  is  uniformly  enlarged  ;  the  increase  in  size  may  be 
considerable  ;  indeed,  next  to  cancer,  lardaceous  disease  causes  the  largest  livers  with  which 
we  meet.  A  lardaceous  liver  has  been  known  to  weigh  14  lb.  It  is  so  smooth  that  even 
through  the  skin  it  feels  strikingly  so  ;  it  is  firm,  and  the  edge  is  sharp  and  hard  ;  it  causes 
no  pain,  and  is  not  tender.  The  diagnosis  of  this  disease  is  much  facilitated  by  finding 
lardaceous  disease  of  other  organs  ;  thus  the  spleen  may  be  enlarged  considerably  and 
uniformly,  there  may  be  albuminuria  from  lardaceous  disease  of  the  kidneys,  or  diarrhoea 
from  lardaceous  disease  of  the  intestine.  Only  two  causes  for  lardaceous  disease  are  known, 
viz.,  long-continued  suppuration,  e.g.,  psoas  abscess,  bronchiectasis,  chronic  phthisis  with 
cavitation,  chronic  hip-joint  disease ;  and  long-standing  syphilis,  even  if  this  has  not  caused 
any  suppuration.  I  have  known  it  occur  in  a  small  child  as  a  result  of  congenital  syphilis. 
In  a  very  few  instances  no  cause  for  lardaceous  disease  can  be  discovered,  but  this  is  so 
exceptional  that  we  should  be  very  cautious  of  diagnosing  lardaceous  disease  in  the  absence 
of  syphilis  or  suppuration. 

Tuberculosis  of  the  Liver. — It  is  excessively  rare  for  a  tuberculous  deposit  in  the 
liver  to  form  a  mass  sufficiently  large  to  be  detected  clinically  :  indeed,  so  rare  is  it  that  the 
diagnosis  could  not  be  made  before  exploration  unless  it  were  known  that  the  patient  had 
tuberculous  disease  at  the  periphery  of  the  portal  vein.  Judging  by  morbid  anatomy,  a 
tuberculous  tumour  of  the  liver  would,  if  discovered  during  life,  be  a  solitary  tumour  of  the 
liver.  At  an  exploratory  operation  an  irregular  shaggy  abscess  cavity  would  be  found, 
the  pus  of  which  would  contain  tubercle  bacilli.  There  may  be  some  uniform  enlargement 
of  the  liver  in  a  child  suffering  from  general  tuberculosis. 

Actinomycosis,  or,  as  it  is  sometimes  called,  streptotrichosis  of  the  liver,  could  hardly 
be  diagnosed  without  laparotomy  unless  the  patient  were  known  to  have  actinomycosis 
elsewhere.  It  is  very  rare,  and  has  seldom  been  recognized  in  the  liver  until  after  the 
patient's  death.  If  detected  during  life,  there  would  be  a  local  enlargement  of  the  liver. 
The  pus  in  it  would  be  in  an  irregular  cavity  with  shaggy  walls  and  trabeculae,  and  the 
characteristic  little  sulphur-coloured  granules  would  be  seen  in  it  with  the  naked  eye,  and 
the  ray  fungus  on  examination  with  the  microscope  (Plate  XX  y II I,  Fig.  »9,  p.  614). 

Hydatid  Disease  of  tlie  Liver  can  hardly  be  recognized  unless  the  cyst  causes  a 
discoverable  tumour  of  the  liver.  This  may  be  huge.  Hydatid  cysts  of  the  liver  may 
contain  thirty  pints  or  more.  If  the  tumour  can  be  felt,  it  is  rounded,  smooth,  localized, 
and  regular,  and  thus  is  distinguished  by  its  feel  from  cancerous  or  syphilitic  livers,  for  in 
these  the  tumours  are  irregular  and  rough,  and  often  there  are  one  or  more  in  different  parts 
of  the  liver.  A  hydatid  tumour  is  neither  tender  nor  painful,  and  thus  differs  from  an 
abscess.  If  the  tumour  projects  from  the  lower  part  of  the  liver  it  may  resemble  a  gall- 
bladder. A  large  hydatid  cyst  of  the  lower  part  of  the  right  lobe  of  the  liver  causes  con- 
siderable intra-abdominal  enlargement  of  that  lobe  ;  on  the  other  hand,  if,  as  is  frequently 
the  case,  it  grows  upwards  between  the  layers  of  the  coronary  ligament,  it  pushes  up  the 
diaphragm,  forming  a  rounded  projection  which  may  be  percussed  out  in  the  chest  as  an 
addition  to  the  top  of  the  normal  hepatic  dullness  :  in  exceptional  cases  the  tumour  may  be 
so  huge  that  the  dome  shape  of  the  dullness  is  lost,  and  the  case  is  apt  to  be  regarded  as  one 
of  pleuritic  effusion.  If  a  hydatid  tumour  is  deep  in  the  liver,  the  swelling  feels  hard  ;  if  it 
comes  to  the  surface,  the  tumour  feels  tense — so  tense  that  fluctuation  is  very  rare.  The 
so-called  hydatid  thrill  perceptible  in  the  finger  lying  on  the  tumour  when  it  is  struck  by  a 
finger  of  the  other  hand,  is  not  often  felt ;  it  may  be  obtained  over  any  tense  collection  of 
fluid,  but  if  it  be  present  it  is  of  considerable  diagnostic  value,  for  other  tense  cysts  are 
very  unusual  in  the  liver.  Occasionally  two  or  even  three  hydatid  cysts  are  present  in  the 
same  liver  ;  each  then  has  the  characteristics  of  a  single  cyst,  but  the  diagnosis  of  these 
cases  may  give  much  difficulty.  It  is  excessively  rare  for  hydatids  to  cause  pressure  sym- 
ptoms ;  jaundice  is  hardly  ever  seen  ;  if  present,  it  is  probably  caused  by  rupture  of  the 
cyst  into  the  bile-passages.  A  huge  cyst  may  displace  the  heart.  Eosinophilia  (p.  218), 
even  to  a  considerable  degree,  is  sometimes  found  when  the  parasitic  cyst  is  living  and 
active,  but  not  when  it  is  quiescent  or  obsolete.  I  have  seen  10  per  cent  of  eosinophiles, 
and  even  50  per  cent  have  been  recorded.     A  more  moderate  increase  is  sometimes  seen  in 
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cancer.  ITsually  eosinophilia  is  absent  in  hydatid  disease,  but  when  present  it  is  a  consider- 
able help  in  diagnosis.  It  decreases  greatly  after  the  cyst  is  drained.  If  the  hydatid  fluid 
becomes  absorbed  the  patient  may  have  urticaria.  When  the  blood-serum  of  a  patient 
with  hydatid  disease  is  mixed  with  some  hydatid  fluid,  a  precipitate  may  be  formed  after 
about  twenty  hours  ;  this  reaction  is  not  constant,  but  it  does  not  occur  when  hydatid  fluid 
is  mixed  with  the  serum  of  a  patient  who  has  not  got  hydatid  disease.  Hydatid  fluid  does 
not  give  an  albuminous  precipitate  when  heated,  whereas  the  fluid  of  an  ordinary  pleuritic 
effusion  does  ;  on  the  other  hand,  hydatid  fluid  gives  an  abundant  white  precipitate  of 
silver  chloride  when  .silver  nitrate  is  added  to  it.  Hooklets  (see  Fi^.  18,  p.  49)  may  often  be 
found  in  hydatid  fluid,  especially  after  it  is  centrifugalized.  Hydatid  cysts  sometimes 
suppurate,  and  then  they  can  hardly  be  distinguished  from  other  forms  of  single  solitary 
abscess.  Alveolar  echinococcus  disease  is  very  rare.  No  case  has  been  recorded  in  England. 
The  liver  is  enlarged,  and  there  is  jaundice,  gradually  deepening  during  the  two  or  three 
years  the  patient  lives.  Pyrexia  and  gastro-intcstinal  symptoms  are  often  present,  and  the 
patient  dies  from  exhaustion. 

>•  Other  cysts  of  the  liver  arc  very  rare  and  very  difficult  to  diagnose.  Special  text- 
books dealing  with  the  liver  should  be  consulted  about  them.  W,  Ilale  White. 

LIVIDITY.-(See  Cyanosis,  p.  150.) 

LOCK  JAW.- (See  Trismus,  p.  729.)  . 

LORDOSIS.— (See  Curvature,  Spinal,  p.  153.) 

LUNG,  HiEMORRHAGE  FROM.— (See  Haemoptysis,  p.  285.) 

LYMPHATIC   GLAND   ENLARGEMENT. 

A  GENERALIZED    ENLARGEMENT. 

There  are  certain  diseases  in  which  there  is  a  tendency  for  all  or  nearly  all  the  lymphatic 
glands  in  the  body  to  be  enlarged — generalized  glandular  enlargement,  as  distinct  from 
enlargement  of  local  groups  of  glands  only.  The  distinction  is  not  absolute,  however,  for 
in  some  patients  suffering  from  a  malady  which  usually  causes  general  lymphatic  glandular 
enlargement  the  changes  may  be  confined  to  local  groups  instead  of  being  as  widespread 
as^usual.  It  may  be  said,  however,  that  if  there  is  generalized  enlargement  of  the  lymphatic 
glands,  the  patient  is  probably  suffering  from  one  or  other  of  the  following  diseases  : — 


Lymphatic  leukaemia  1  Lymphosarcoma 

Hodgkin's  disease  |  Secondary  syphilis 

Lymphadenoma  |  German  measles 

Lymphoma  Still's  disease 


Plague 

Tubercle,  rare  type. 


It  is  of  course  important  to  be  quite  sure  that  the  glands  are  really  enlarged,  and  not 
merely  palpable  with  greater  ease  than  usual  ;  experience  alone  will  decide  this  question. 
There  are  many  conditions  in  which  wasting  affects  the  subcutaneous  fat  and  not  the 
lymphatic  glands,  so  that  the  latter  are  felt  with  considerable  ease,  especially  in  the  groins. 
General  glandular  enlargement  usually  implies  affection  of  the  cervical,  axillary,  and 
inguinal  glands  at  the  same  time  ;  those  in  the  popliteal  space  or  above  the  internal  condyle 
of  the  humerus  are  less  often  affected  ;  the  various  groups  within  the  abdomen  can  seldom 
be  palpated,  unless  perhaps  in  the  iliac  region  or  pelvis,  whilst  enlargement  of  the 
mediastinal  and  bronchial  groups  can  only  be  surmised  when  there  is  evidence  of  obstruction 
to  one  or  other  bronchus,  or  when  they  can  be  demonstrated  by  the  a?-rays  (Fig,  61,  p.  149). 

When  a  case  of  generalized  lymphatic  glandular  enlargement  presents  itself,  it  is 
important  to  make  a  blood-count  ;  the  blood-changes  will  either  indicate  lymphatic 
leukaemia  (see  Anaemia,  p.  25),  or  else,  if  the  characteristic  leucocyte  counts  of  the  latter 
are  not  found,  lymphatic  leukaemia  will  be  excluded.  None  of  the  other  conditions  exhibit 
pathognomonic  blood-changes,  although  there  will  very  often  be  a  considerable  degree  of 
anaemia  of  the  chlorotic  type. 

Uodg/dn^s  disease  nearly  always  starts  with  much  swelling  of  one  group  of  glands 
before  the  rest,  especially  those  in  the  neck  ;  there  is  usually  moderate  enlargement  of  the 
spleen  at  the  same  time,  and  in  the  course  of  weeks  or  months,  generalized  swelling  of  the 
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lymphatic  glands  occurs,  especially  those  in  the  axillae  and  within  the  thorax,  the  resultant 
masses  sometimes  being  of  considerable  size  (Fig.  168),  though  the  individual  glands  remain 
distinct  from  one  another,  do  not  tend 
to  break  down  and  suppurate,  and  do 
not  become  fixed  either  to  the  skin  or  to 
the  deeper  parts,  as  they  would  do  if 
they  were  tuberculous  or  due  to  second- 
ar\'  deposits  of  malignant  disease.  The 
blood-changes  in  Ilodgkin's  disease  are 
for  the  most  part  negative  (see  Anaemia, 
p.  20),  though  in  blood-films  the  occur- 
rence of  an  occasional  basophile  cor- 
puscle or  myelocyte  may  help  to  clinch 
the  diagnosis.  r;| 

Lymphadenoma  differs  from  Hodg- 
kin's  disease  so  little  that  some  authori- 
ties use  the  two  names  as  though  they 
were  synonymous;  others  reserve  the 
term  lymphadenoma  for  those  cases  in 
which  splenic  enlargement  is  not  appar- 

*>nf  whiUf  f h#»  ftffPftinn  nf  f hp  Ivmnhfttip  ^''^-    1^8.— Hodijkiii's   (lipase.     The  lympliatic   elands   in   the 

ent  wnnst  tne  anection  OI  tne  lympnatlC  ^^^^  j^jj^  ^f  j.,^e  ^^^^,^  ^^  ^e^y  lan?e  ;  there  is  considerable  overgmwth 

glands    is    very    profound    in    one   group  of  tlie  lymphatic  glands  in  the  rii,'ht  axilla,  particularly  along  the 

^  tji         1.  r  L  out«r  bortler  of  the  pectoralis  major  muscle;    tlie  jrlands  in  the 

and    little    marked    elsewhere.       Lymph-  left  axilla  are  also  enlarged,  but  to  a  leas  extent ;    even  the  left 

oma  is  a  term  that  has  sometimes  been         epitrochiear  gland  is  vi.ibiy  enlarged. 

used  in  the  same  sense. 

Where  lymphosarcoma  ends  and   Hodgkin's  disease,   lymphadenoma,   or  lymphoma 

begins,  it  is  difficult  to  say.     If  there  is  generalized  enlargement  of  the  lymphatic  glands 

without  much  affection  of  the  spleen,  without  any  pathognomonic  blood-changes,  and 

with  a  rapidly  fatal  ending,  the  condition  is 
spoken  of  as  lymphosarcoma,  but  it  might 
equally  well  be  termed  acute  lymphadenoma. 
Syphilitic  glands  seldom  reach  any  great 
size,  only  swelling,  roughly  speaking,  to  two 
or  three  times  the  normal ;  the  first  to  be 
involved  are  those  in  the  neighbourhood  of 
the  chancre,  and  therefore  most  often  those 
in  the  groin,  spreading  later  to  all  the  glands 
in  the  body,  including  those  in  the  occipital 
region,  which  are  not  as  a  rule  affected 
except  by  syphilis,  pediculosis  capitis  with 
sores,  and  German  measles.  Syphilitic 
glands  are  almond-shaped  and  firm,  pain- 
less, or  at  most  slightly  tender,  and  they  do 
not  become  adherent  to  the  skin  or  to  the 
deeper  parts.  They  may  remain  palpable 
for  years  after  all  the  signs  of  secondary 
syphilis  have  disappeared.  The  difficulty  in 
their  diagnosis  does  not  arise  when  chancre 
or  roseola  is  present :  but  later  their  nature 
may  not  be  obvious  unless  there  is  a  clear 
history  of  syphilis  or  Wassermann's  serum 
test  is  positive. 

German  measles  causes  generalized  en- 

Fiij.   169. — Still'j*   disciise :    anite  rheumatoid    arthritis   in  ,                      .  *     .i.  i            u    a*  i       j 

childhood.     The  knee^  arc  swollen  and  their  ordinary  outlines  largcmeut  Of    thC  lymphatic  glauds     VCry 

lo<t  ;  there  is  typical  spindle-shaped   enlargement  of  the  lirst  similar    tO  that    of  SCCOUdary  syphiHs,    but 

uiieri)halangeal  joints.                                                                                                                                                       ^  j  f  ' 

the  diagnosis  is  generally  obvious  from  the 
nature  of  the  skin  eruption.  The  occurrence  of  enlarged  occipital  and  other  glands 
associated  with  a  measles-like  rash  serves  to  distinguish  German  measles  from  ordinary 
measles,  and  also  from  scarlet  fevxr  and  other  erythemata. 
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SiilVs  disease  attracts  attention  primarily  on  account  of  the  affection  of  the  joints, 
and  the  enlargement  of  the  lymphatic  glands  is  a  symptom  of  secondary  importance.  It 
is  an  affection  of  children  {Fig.  169)  precisely  corresponding  to  acute  rheumatoid  arthritis 
of  adults  ;  no  joint  in  the  body  is  exempt,  and  it  is  probable  that  the  lymphatic  glandular 
enlargement  is  secondary  to  absorption  of  micro-organisms  from  the  infected  joints.  The 
patient  becomes  anapmic,  with  a  tendency  to  pigmentation,  and  the  spleen  is  enlarged  as 
well  as  the  lymphatic  glands.  The  disease  is  unmistakeable.  Similar  lymphatic  glandular 
enlargement  occurs  in  the  acute  rheumatoid  arthritis  or  infective  synovitis  or  peri-arthritis 
of  older  persons,  especially  in  that  form  which  is  characterized  by  spindle-shaped  swelling 
of  the  first  interphalangeal  joints  of  the  hands  {Fig.  153,  p.  342)  ;  but  as  a  rule  the  enlarge- 
ment is  confined  to  those  glands  which  are  closest  to  the  afTected  joints — epitrochlear  glands, 
for  instance,  in  the  case  of  the  fingers  and  hands,  and  so  forth  ;  and  the  glandular  enlarge- 
ment disappears  when  the  malady  is  in  its  quiescent  phases,  although  the  joint  deformity 
remains. 

Plague  may  be  associated  with  very  acute  glandular  enlargement  all  over  the  body  ; 
the  diagnosis  depends  largely  on  the  history,  and  particularly  upon  the  patient  having  been 
exposed  to  the  risk  of  contracting  plague  in  some  infected  town  or  port.  The  diagnosis  may 
be  confirmed  bacteriological  ly. 

Tuberculosis  of  glands  is  much  more  often  local  than  general ;  occasionally,  however, 
one  meets  with  a  case  in  which  the  inguinal  and  axillary  as  well  as  the  cervical  and 
internal  glands  are  all  enlarged  as  the  result  of  tuberculous  infection;  the  case  then  simu- 
lates lymphadenoma  very  closely,  and  it  may  be  necessary  to  excise  one  or  more  of  the 
affected  glands  and  examine  them  histologically  before  one  can  be  sure  of  the  diagnosis. 

B.  LOCALIZED    LYMPHATIC    GLANDULAR   ENLARGEMENT. 

In  all  those  diseases  in  which  enlargement  of  the  lymphatic  glands  may  be  general,  it 
may  sometimes  be  local,  or  may  begin  locally  before  it  becomes  general,  so  that  in  every 
case  in  which  there  is  an  affection  of  a  local  group  of  lymphatic  glands,  it  is  important  to 
remember  the  possibility  of  the  case  being  due  to  one  of  the  diseases  already  discussed 
under  heading  A. 

The  following  additional  causes,  however,  have  also  to  be  considered,  namely  : — 

Septic   absorption,  from  sores,  etc.,  on  the  skin  or  mucous  membranes  from 

which  the  lymphatics  drain  into  the  particular  glands  that  are  involved 
Tuberculous  disease 
Secondary  malignant  disease. 

Whenever  there  is  any  doubt,  a  blood-count  should  be  made  in  order  either  to  diagnose 
or  exclude  lymphatic  leukaemia.  When  this  can  be  excluded,  the  nature  of  the  local 
glandular  enlargement  will  generally  be  suggested  by  the  age  of  the  patient,  by  the 
characters  of  the  glands  themselves,  and  by  their  locality.  We  will  here  deal  with  the 
subject  from  the  point  of  view  of  the  particular  group  of  glands  involved. 

Occipital  Glands. — These  seldom,  if  ever,  become  enlarged  as  the  result  of  leukaemia, 
Hodgkin's  disease,  lymphadenoma,  German  measles,  syphilis,  or  tuberculosis,  unless  there 
is  obvious  enlargement  of  other  glands  at  the  same  time.  When  there  is  enlargement  of  the 
occipital  glands  and  no  others,  by  far  the  most  likely  cause  is  septic  absorption  from  the 
posterior  region  of  the  scalp,  particularly  from  impetigo,  seborrhoeic  dermatitis,  or  most  likely 
of  all,  pediculosis  capitis.  Nits  should  always  be  looked  for  in  the  hair  with  care,  and  they 
may  sometimes  be  found  even  in  ladies  in  whom  the  mode  of  infection  may  be  quite  inexplic- 
able. The  patients  generally  have  much  irritation  of  the  skin  at  the  back  of  the  neck  at 
the  same  time,  and  it  may  be  attributed  to  the  rubbing  of  a  collar  or  the  neck  of  a  dress. 
There  is  generally  considerable  anaemia,  the  patient  looks  unwell,  and  often  has  some  even- 
ing pyrexia. 

Pre-amicnlar  Glands. — The  most  common  causes  for  enlargement  of  the  pre-auricular 
glands  are  :  Septic  infection  of  the  skin  of  the  cheek,  eyelid,  ear,  or  temporal  region  of  the 
scalp,  or  epithelioma  of  these  regions.  The  occurrence  of  enlargement  of  this  gland  in 
association  with  an  ulcer  which  may  be  rodent  on  the  one  hand,  and  an  epithelioma  on  the 
other,  does  not  necessarily  indicate  the  latter,  for  without  there  being  secondary  deposits, 
the  gland  may  become  enlarged  from  absorption  of  bacteria  and  their  products  from  the 
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pus  of  rodent  ulcer.  In  those  very  rare  eases  of  chancre  of  an  eyelid  or  other  neighbouring 
part,  enlargement  of  the  pre-auricular  gland  may  precede  the  generalized  enlargement  of 
the  glands  to  which  syphilis  gives  rise.  The  gland  may  also  be  the  site  of  melanotic  sarcoma 
in  very  rare  cases,  the  primary  growth  being  in  the  eye  or  a  pigmented  mole. 

Siibmaxillary  Glands. — The  commonest  cause  for  enlargement  of  these  is  septic 
absorption  from  the  mouth  ;  tonsillitis  and  inflammation  of  the  fauces  are  responsible  for 
the  great  majority  of  cases  in  which  a  firm  gland  becomes  palpable  just  beneath  and  behind 
the  angle  of  the  jaw  ;  generally  the  enlargement  is  greater  upon  one  side  than  upon  the 
other,  and  it  may  persist  for  days  or  even  weeks  after  the  causal  inflammation  in  the  tonsil 
has  subsided.  The  glands  are  painful  in  the  acute  stages,  and  in  a  few  cases  the  infection 
is  so  severe  that  the  tissues  break  down,  and  suppurative  adenitis  with  an  abscess  results. 
All  kinds  of  inflammation  of  the  throat  may  cause  this  glandular  enlargement — ordinary 
simple  tonsillitis,  hospital  sore  throat,  rheumatic  tonsillitis,  quinsy,  diphtheria,  scarlet  fever, 
acute  phlegmonous  tonsillitis.  The  precise  nature  of  the  infecting  organism  is  to  be  ascer- 
tained by  taking  swabbings  from  the  tonsils  or  fauces  for  bacteriological  cultivation. 
Vincent's  angina  less  frequently  produces  glandular  enlargement  than  do  other  severe  forms 
of  sore  throat. 

Inflammatory  changes  in  glands  further  forward  beneath  the  jaw  are  often  secondary 
to  caries  of  a  tooth  or  to  some  variety  of  stomatitis,  the  diagnosis  being  ascertained  by 
inspection  of  the  mouth.  I^ess  acute  enlargement,  going  on  to  much  greater  size  than  is 
the  rule  with  inflammatory  adenitis,  may  result  from  secondary  deposits  of  malignant 
disease  in  the  submaxillary  glands  when  there  is  squamous-celled  carcinoma  (epithelioma) 
of  the  tongue,  lip,  gum,  cheek,  nose,  palate,  fauces,  tonsil,  pharynx,  or  larynx.  The 
diagnosis  in  these  cases  depends  upon  the  presence  of  an  obvious  primary  epithelioma  ; 
if  there  is  any  doubt  as  to  this,  a  small  portion  of  the  ulcerating  mass  may  be  excised  for 
microscopical  examination.  When  a  gummatous  ulcer  simulates  epithelioma,  the  effect 
of  iodide  of  potassium  and  mercury  may  point  to  the  former,  or  Wass^rmann's  serum  test 
may  be  positive.     A  gumma  of  the  tongue  is  likely  to  be  median,  an  epithelioma  lateral. 

Cervical  Glands. — Enlargement  of  the  glands  in  the  neck  generally  may  be  either 
unilateral  or  bilateral.  If  unilateral,  if  only  a  few  glands  are  involved,  and  if  the  history  is 
a  short  one,  the  changes  are  probably  inflammatory,  particularly  if  there  has  been  any  sore 
place  on  the  skin  of  the  neck,  the  buccal  mucosa,  or  throat,  or  if  there  is  evidence  that  the 
patient  has  been  exposed  recently  to  scarlet  fever,  or  if  there  is  otitis  media.  Acute  cervical 
adenitis  with  sore  throat  is  one  of  the  chief  features  of  a  new  epidemic  malady,  described  by 
Kirkland,  and  referred  to  in  detail  on  p.  616.  Pediculosis  capitis  is  a  common  cause  of 
enlarged  cervical  glands  in  children  of  the  poorer  classes.  It  is  sometimes  difficult,  however, 
to  decide  when  the  enlargement  is  merely  inflammatory  and  when  it  is  due  to  some  more 
serious  lesion,  particularly  tuberculosis  on  the  one  hand  and  lymphadenoma  or  lymphosarcoma 
upon  the  other.  The  longer  the  glandular  swellings  persist,  the  less  likely  is  it  that  they 
are  purely  inflammatory.  The  younger  the  patient,  and  the  more  unsterilized  cow's  milk 
he  has  been  drinking,  the  more  likely  are  they  to  be  tuberculous.  If  they  are  present  on 
both  sides  of  the  neck  ;  if  they  show  a  tendency  to  become  adherent  to  one  another  and  to 
the  skin  ;  if  they  are  tender  notwithstanding  their  having  been  present  for  some  time,  they 
are  probably  tuberculous,  and  the  diagnosis  will  be  settled  by  surgical  measures,  the  affected 
glands  being  excised  and  examined  microscopically.  Spontaneous  breaking  down  of  the 
glands,  with  a  red  indolent  condition  of  the  skin  around  a  discharging  fistula,  and  very  slow 
healing,  are  to  be  forestalled  whenever  possible  ;  but  if  they  have  occurred,  the  condition 
is  almost  certainly  tuberculous  in  cases  in  which  there  is  no  question  of  a  late  stage  of  malig- 
nant disease.  There  may  be  confirmatory  evidence  in  the  shape  of  tuberculous  lesions 
elsewhere,  especially  in  a  joint,  the  spine,  or  the  peritoneum.  It  is  noteworthy  that  cases 
of  tuberculosis  of  the  glands  are  even  less  likely  than  other  individuals  to  develop  ordinary 
phthisis,  so  that  the  absence  of  lung  signs  is  no  indication  that  the  glands  are  not  tuber- 
culous. Lymphadenoma  is  sometimes  so  restricted  in  its  earlier  lesions  as  to  affect  the 
cervical  lymphatic  glands  to  a  great  extent,  and  long  before  any  other  groups  are  involved  ; 
in  such  cases,  previous  to  operation  and  microscopical  examination,  the  nature  of  the 
glandular  enlargement  may  be  open  to  great  doubt  ;  and  even  after  an  operation  there 
may  be  differences  of  opinion,  for  there  are  some  who  hold  that  the  large-celled  hyperplasia 
exhibited  microscopically  by  Hodgkin's-disease  glands  is  an  indication  that  they  are  only  a 
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chronic  variety  of  tuberculosis.  Clinically,  the  two  are  distinguished  by  the  fact  that 
tuberculous  glands  become  matted  together,  while  Hodgkin's-disease  glands  remain  separate 
from  one  another,  and  do  not  soften  or  break  down  even  when  they  have  become  of  such 
great  size  that  had  they  been  tuberculous  they  almost  certainly  would  have  done  so  ;  conse- 
quently, they  do  not  become  adherent  to  the  skin,  to  one  another,  or  to  the  deeper  parts, 
and  they  do  not  cause  a  fistulous  discharge.  Enlargement  of  the  spleen  as  well  as  of  the 
lymphatic  glands  in  the  neck  would  indicate  Hodgkin's  disease  rather  than  tubercle. 

Secondary  carcinoma  of  the  glands  in  the  neck  is  easy  to  diagnose  when  a  primary 
growth  is  already  known  to  exist ;  it  is  generally  either  a  squamous-celled  carcinoma  of  the 
buccal  cavity,  especially  of  the  tongue,  lip,  or  palate,  or  else  of  the  pharynx,  larynx,  or 
oesophagus.  The  cases  which  give  rise  to  the  greatest  doubt  are  those  in  which  an  oesopha- 
geal growth  has  not  caused  stenosis,  so  that  the  occurrence  of  secondary  deposits  in  the 
glands  may  be  the  first  indication  of  anything  being  wrong.  The  patient's  age  will  generally 
suffice  to  make  tuberculosis  unlikely,  for  tuberculous  glands  are  far  commoner  in  children 
than  in  adults,  whilst  carcinoma  is  a  disease  of  the  middle  and  later  periods  of  life  ;  if  there 
is  any  doubt  to  start  with,  the  rapid  enlargement  of  the  glands,  their  extreme  hardness,  the 
way  they  become  fixed  to  the  deeper  structures  and  ultimately  to  the  skin,  through 
which  they  finally  ulcerate,  will  leave  little  or  no  doubt  as  to  their  character. 

Sarcomatous  glands  in  the  neck  are  much  rarer,  the  chief  variety  to  be  met  with  being 
that  which  has  already  been  referred  to  above  as  acute  lymphadenoma  which,  on  account 
of  its  acuteness,  is  sometimes  termed  lymphosarcoma. 

Snpradaviciilar  Glands. — When  the  glands  immediately  above  the  clavicle,  especially 
those  on  the  left  side  in  the  region  of  the  attachment  of  the  sternomastoid  muscle,  are  en- 
larged, without  affection  of  any  other  lymphatic  glands  in  the  neck,  it  is  highly  suggestive 
of  there  being  a  primary  new-growth  in  the  abdomen^  with  secondary  deposits  ascending  along 
the  course  of  the  thoracic  duct,  and  exhibiting  themselves  in  the  glands  close  to  where  the 
thoracic  duct  enters  the  junction  of  the  left  jugular  and  left  subclavian  veins.  There  are, 
of  course,  many  cases  of  abdominal  malignant  disease  in  which  these  glands  do  not  become 
affected  at  all ;  but  the  value  of  the  sign  when  it  does  occur  can  scarcely  be  exaggerated 
{Fig,  17,  p.  49).  No  one  variety  of  intra-abdominal  carcinoma  is  more  liable  than  another 
to  produce  secondary  deposits  here  ;  the  primary  seat  may  be  the  stomach,  gall-bladder, 
pancreas,  duodenum,  colon,  rectum,  an  ovary,  or  even  a  testicle  or  kidney ;  in  not  a  few 
cases,  excision  and  microscopical  examination  of  the  left  supraclavicular  gland  has  indi- 
cated the  exact  site  of  the  primary'-  growth.  The  right  supraclavicular  gland  may  be 
enlarged  in  a  similar  way,  but  far  less  often  ;  and  generally  not  as  the  result  of  intra- 
abdominal but  of  intrathoracic  new-growth,  particularly  squamous-celled  carcinoma  of  the 
oesophagus.  When  the  supraclavicular  glands  are  affected  at  the  same  time  as  the  axillary 
glands,  in  cases  of  cancer  of  the  breast,  the  condition  is  very  important  as  indicating  that  the 
disease  has  extended  beyond  the  limits  within  which  operative  cure  is  likely  to  be  possible. 

Axillary  Glands.— The  three  main  causes  for  enlargement  of  the  glands  in  one  axilla 
without  enlargement  of  the  glands  elsewhere  are  :  Septic  absorption  from  sore  places  upon 
the  fingers,  arm,  breast,  shoulder,  or  upper  part  of  the  back  ;  secondary  deposits  of  carci- 
noma from  the  breast ;  and  lymphadenoma.  Tuberculous  axillary  glands  without  obvious 
affection  of  those  in  the  neck  have  been  recorded,  but  they  are  by  no  means  common.  It 
is  important  to  examine  carefully  for  any  possible  source  of  septic  absorption,  for  some- 
times it  is  by  no  meajis  obvious  ;  it  may  be  no  more  than  inflammation  around  a  ragnail. 
Inflammatory  glands  are  generally  very  painful,  and  they  are  associated  with  more  or  less 
pyrexia. 

Lymphatic  leukaemia  will  be  excluded  by  the  absence  of  pathognomonic  blood-changes  ; 
secondary  malignant  glands  should  be  diagnosed  when  primary  growth  is  found  on  careful 
palpation  of  the  breast  ;  Hodgkin's  disease  will  only  suggest  itself  if  inflammatory  absorp- 
tion, secondary  growth,  tubercle,  and  malignant  disease  can  be  excluded  ;  and  it  is  prob- 
able that  if  the  case  is  watched,  if  it  is  one  of  Hodgkin's  disease  other  lymphatic  glands  will 
presently  become  enlarged  also  (see  Fig,  168,  p.  377),  particularly  those  in  the  neck  of  the 
same  or  opposite  side,  and  those  in  the  other  axilla.  Enlargement  of  the  spleen  at  the  same 
time  would  be  an  argument  in  favour  of  Hodgkin's  disease. 

Epitrochlear  Glands. — The  only  important  cause  of  enlargement  of  the  epitrochlear 
gland   is  microbial  absorption  from  the  fingers,  hand,  or   forearm  ;    the  site  of  primary 
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infection  may  be  in  the  skin — a  whitlow,  for  example,  or  a  post-mortem  wound,  or  a  dis- 
secting-room sore  ;  or  it  may  be  more  deep-seated,  as  in  cases  of  infective  synovitis, 
arthritis,  or  peri -arthritis.  It  is  important  not  to  mistake  for  a  simple  whitlow  such  a 
lesion  as  a  digital  chancre,  which  may  also  cause  enlargement  of  the  epitrochlear  gland 
before  infection  becomes  general  ;  if  the  history  and  the  local  appearance  of  the  chancre 
do  not  suggest  the  diagnosis,  its  course  and  the  associated  secondary  symptoms  will 
indicate  the  nature  of  the  case.     Wassermann's  serum  reaction  should  be  tried. 

Mediastinal  and  Bronchial  Glands. — These  can  never  be  palpated,  and  their  enlarge- 
ment can  only  be  surmised  when  there  are  signs  of  something  within  the  thorax  obstructing 
one  or  other  bronchus,  or  leading  to  laryngeal  paralysis,  or  stenosis  either  of  the  innominate 
vein  or  of  the  superior  or  inferior  vena  cava.  The  diagnosis  will  be  between  aortic  aneurysm, 
chronic  mediastinitis,  and  mediastinal  new  growth.  The  a:-rays  may  be  of  considerable 
value  in  confirming  the  diagnosis,  and  in  distinguishing  enlarged  malignant  glands  from 
aneurysm  of  the  aorta  (Fig,  100,  p.  209).  Inflammatory  or  caseous  bronchial  or  mediastinal 
glands  seldom  if  ever  obstruct  a  bronchus  in  the  way  that  malignant  glands  do,  possibly 
because,  before  they  have  reached  a  sufficient  size,  they  have  softened,  and  perhaps  discharged 
their  contents  into  the  bronchial  tube.  When,  as  happens  in  rare  cases,  a  caseous  gland 
does  obstruct  a  bronchus,  it  is  important  to  remember  that  post-mortem  evidence  sliows 
that  it  is  very  much  less  uncommon  for  a  right  bronchial  gland  to  do  this  than  a  left. 

Mesenteric  Glands. — It  is  seldom  possible  to  palpate  enlarged  mesenteric  glands, 
although  the  diagnosis  that  they  are  swollen  may  often  be  made  upon  circumstantial 
evidence.  Any  inflammatory  condition  of  the  bowel  may  lead  to  their  being  enlarged, 
particularly  if  there  is  any  breach  of  the  mucous  membrane,  as  in  cases  of  ulcerative  colitis, 
dysentery^  tuberculosis  of  the  bowel,  or  typhoid  fever.  They  are  greatly  involved  in  most  cases 
of  tuberculous  peritonitis  ;  the  masses  that  are  felt  in  the  abdomen,  however,  are  hardly  ever 
the  glands  themselves,  but  rather  extensive  inflammatory  and  caseous  foci  of  which  glands 
may  form  the  nucleus.  Malignant  neiv  growth,  such  as  primary  carcinoma  of  the  stomach 
or  colon,  pelvic  organs,  or  testes,  may  cause  extensive  secondary  deposits  in  the  mesenteric 
and  retroperitoneal  lymphatic  glands,  usually  most  marked  in  the  immediate  neighbour- 
hood of  the  primary  new  growth,  but  extending  thence  in  the  direction  of  the  liver  until 
the  portal  glands  are  involved  ;  however,  without  opening  the  abdomen,  it  is  almost  impos- 
sible to  determine  whether  the  masses  felt  in  cases  of  this  kind  are  really  enlarged  lymphatic 
glands. 

Iliac  and  Pelvic  Glands. — What  has  been  said  above  in  connection  with  mesenteric 
glands  applies  here  also  ;  but  it  is  more  often  possible  to  determine  by  palpation  whether 
or  not  the  pelvic  lymphatic  glands  are  affected.  In  cases  of  suspected  malignant  disease, 
characteristic  nodules  of  secondary  deposits  in  lymphatic  glands  may  be  felt  sometimes  on 
careful  palpation  of  the  iliac  fossa  or  upon  making  a  rectal  examination. 

Inguinal  and  Femoral  Lymphatic  Glands. — The  commonest  cause  by  far  of  enlarge- 
ment of  the  inguinal  lymphatic  glands  and  not  of  those  elsewhere,  is  septic  absorption  from 
microbial  foci  in  the  regions  whose  lymphatic  vessels  drain  into  these  glands  ;  sore  places 
should  be  looked  for  upon  the  toes,  and  between  them,  upon  the  feet,  legs,  thighs,  buttocks, 
lower  part  of  the  back,  scrotum,  penis,  perineal  and  vulval  regions  (see  Sores,  Penile, 
ETC.,  p.  617) ;  and  a  urethral  discharge,  gonorrhoeal  or  otherwise,  should  also  be  sought  for. 
Most  of  those  cases  will  be  associated  with  constitutional  symptoms,  especially  pyrexia  and 
loss  of  appetite,  and  with  local  pain  and  perhaps  reddening  of  the  skin  over  the  inflamed 
glands.     The  latter  may  break  down  into  abscesses —buboes. 

Another,  but  far  less  common,  cause  for  localized  enlargement  of  the  inguinal  glands, 
is  secondary  carcinoma — secondary  to  squamous-celled  carcinoma  of  the  scrotum,  prepuce, 
penis,  perineal  region,  anus,  clitoris,  labium  majus,  vagina,  leg,  or  foot.  In  such  cases  the 
diagnosis  will  become  obvious  when  the  primary  growth  is  found,  and  if  doubt  exists  as  to 
the  nature  of  any  such  ulcerating  sore,  the  result  of  microscopical  examination  of  a  small 
portion  excised  will  clinch  the  diagnosis. 

Melanotic  sarcoma  is  another  rare  but  very  important  cause  of  enlargement  of  the 
inguinal  lymphatic  glands  ;  sometimes,  when  the  primary  growth  is  hardly  larger  than  a 
pea,  arising  in  connection  with  the  skin  of  one  of  the  toes,  or  perhaps  a  mole,  the  inguinal 
glands  may  be  as  big  as  pigeon's  eggs,  rapidly  growing  and  comparatively  painless.  The 
nature  of  this  enlargement  may  be  quite  obscure  unless  the  dark  tinge  of  the  growth  can  be 
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seen  through  the  skin,  or  there  is  melanuria  (Plate  XXXIV,  Fig.  10,  p.  748),  or  a  careful 
examination  reveals  a  small  primary  new  growth  of  the  skin,  or  unless  surgical  measures 
are  adopted  for  their  removal. 

Popliteal  Glands  are  seldom  felt,  and  when  palpable  they  are  discovered  as  a  rule 
rather  because  there  are  enlarged  lymphatic  glands  elsewhere  than  from  any  symptoms 
which  attract  notice  to  the  popliteal  space  itself.  Almost  the  only  cause  for  their  enlarge- 
ment is  septic  absorption  either  from  joints  or  from  the  skin  of  the  toes,  feet,  or  legs,  com- 
parable to  the  conditions  which  produce  enlargement  of  the  epitrochlear  glands  of  the  arm. 

Lymphadsm  or  Status  Lymphaticns. — Much  attention  has  recently  been  attracted 
to  the  fact  that  in  young  persons  under  puberty  who  have  died  as  the  result  of  poisoning  by 
anaesthetics,  or  of  what  under  ordinary  circumstances  would  be  regarded  as  inadequate 
causes,  such  as  operation  for  the  removal  of  tonsils,  circumcision,  and  so  forth,  the  internal 
lymphatic  glands  and  tissues,  particularly  the  tonsils,  thymus  gland,  bronchial  and  mesen- 
teric glands,  Peyer's  patches,  and  the  solitary  follicles  of  the  intestines,  arc  considerably 
larger  than  is  usually  the  case  in  post-mortem  examinations  upon  patients  of  similar  ages 
who  have  died  of  other  diseases.  It  is  generally  stated  that  the  condition  referred  to  is 
pathological,  and  it  has  been  described  as  the  status  lymphaticus  or  lymphatism.  It  is 
doubtful,  however,  whether  this  is  not  really  the  normal  condition  of  the  lymphatic  tissues 
at  this  age,  for  very  similar  appearances  are  to  be  found  in  the  bodies  of  children  killed,  not 
slowly  by  disease,  but  suddenly  by  accidents.  In  any  case,  it  is  almost  impossible  to 
diagnose  the  so-called  status  lymphaticus  during  life,  for  if  it  is  an  affection  at  all,  it  is  one 
of  the  internal  lymphatic  tissues  and  not  of  the  peripheral  and  easily  palpable  lymphatic 
glands.  It  is  doubtful,  however,  if  it  is  really  a  pathological  state,  though  deaths  produced 
by  anaesthetics  are  being  accredited  to  it.  Herbert  French. 

MACROGLOSSIA.~(See  Swelling  of  the  Tongue,  p.  698.) 

MACULES  are  circumscribed  discolorations  or  decolorizations  of  the  skin,  without 
noticeable  elevation  or  depression.  They  may  be  due  :  (1)  To  the  passage  of  blood,  or  of 
the  colouring  matter  of  the  blood,  into  limited  areas  of  the  skin,  as  in  purpura  ;  (2)  To 
hyperaemia,  either  arterial  or  venous,  as  in  erythema  ;  (3)  To  dilatation  of  the  vessels  of 
the  skin,  or  the  formation  of  new  vessels,  as  in  capillary  naevus  and  telangiectases  ;  (4)  To 
changes  in  the  pigmentation  of  the  skin,  whether  of  the  rete  or  of  the  corium — on  the  side 
of  excess  as  in  chloasma,  or  on  that  of  deficiency  as  in  leucodermia  ;  and  such  changes  may 
result  from  the  administration  of  drugs  such  as  arsenic  and  chloral,  or  may  be  an  expression 
of  trophoneurosis,  as  in  glossy  skin. 

Macules  of  the  second  and  third  groups  are  effaced  temporarily  by  pressure  ;  those  of 
the  first  and  fourth  remain  unaltered. 

Macules  may  be  inflammatory  as  in  the  rose  spots  of  enteric  fever,  or  non-inflammatory 
as  in  purpura  ;  congenital  as  in  moles,  or  acquired  as  in  the  exanthemata  ;  temporary  as 
in  drug  rashes,  or  permanent  as  in  leucodermia  ;  scanty  as  sometimes  in  leucodermia,  or 
abundant  as  in  roseola.  They  may  be  attended  by  subjective  symptoms  (e.g.,  itching) 
as  in  drug  rashes  ;  but  generally  there  are  no  such  accompanying  symptoms.  Usually 
round  or  roundish,  they  may  be  oval,  or  irregular  ;  they  also  vary  greatly  in  definition.  In 
colour  they  may  be  red,  brown,  or  yellow,  in  various  shades.  In  size  they  \2Lry  from  a  mere 
speck  to,  say,  the  area  of  a  man's  hand  ;  if  very  widely  diffused,  as  in  malaria,  the  pigmenta- 
tion is  usually  styled  a  discoloration.  Most  frequently  a  primary  lesion,  as  in  lentigo,  the 
macule  may  also  be  secondary  to  burns,  blisters,  excoriations,  and  eruptions  of  various 
kinds,  erythematous,  vesicular,  bullous,  papular,  pustular,  and  cczematous.  The  brown 
spots  whi^h  follow  traumatic  or  purpuric  ecchymoses,  haemorrhagic  urticaria,  varicose 
eczema,  etc.,  form  a  special  group  of  macules  in  which  the  pigment  is  haemosiderin.  If  a 
macule  takes  on  a  slight  degree  of  elevation  it  is  sometimes  styled  a  maculo-papule. 

The  differential  diagnosis  of  the  erythemas,  of  which  the  lesions  are  for  the  most  part 
too  diffuse  to  be  regarded  as  macules,  is  set  out  in  the  articles  on  Erythema  (p.  222)  and 
Nodules  (p.  402)  ;  that  of  the  purpuras  in  the  article  on  Purpura  (p.  552)  ;  that  of  leuco- 
dermia, sclerodermia,  morphoea,  the  various  forms  of  chloasma,  and  the  discolorations  due 
to  the  use  of  drugs,  in  the  article  on  Pigmentation  of  the  Skin  (p.  527).  Nor  need  the 
most  familiar  macule,  that  which  occurs  in  lentigo  (freckles),  be  described  here,  for  the  only 
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affection  with  which  it  can  be  confused  is  xeroderma  pigmentosum,  the  diagnosis  from 
which  is  given  under  Tumours  of  the  Skix  (p.  730),  where  also  will  be  found  the  differentia] 
diagnosis  of  another  macular  affection,  xanthoma  in  its  various  forms.  Tinea  versicolor 
has  been  dealt  with  under  Fungous  Affections  Of  the  Skin  (p.  250) ;  pityriasis  rosea 
under  Scales  (p.  601);  lichen  planus  and  herpes,  in  both  of  which  macules  appear  as 
secondary  lesions,  respectively  under  Papules  (p.  487)  and  Vesicles  (p.  753).  Of  naevi 
and  of  telangiectases  the  identification  is  self-evident,  and  it  only  remains  to  speak  of  the 
macules  of  leprosy  and  syphilis. 

In  leprosy y  following  the  prodromal  symptoms  and  the  period  of  invasion,  erythematous 
spots  appear  on  the  face,  limbs,  or  trunk,  varying  in  colour  according  to  the  natural  pig- 
mentation of  the  skin,  but  usually  in  white  races  of  a  light  red.  The  colour  is  brightest  at 
the  edge  ;  the  centre  may  become  white  and  atrophic.  In  size  the  macules  vary  from  a 
pin's  head  to  the  palm  of  the  hand, 
or  larger  ;  they  are  smooth  and 
shining,  with  a  well-defined  outline. 
Some  infiltration  is  usually  present. 
Fresh  crops  continue  to  come  out 
at  irregular  intervals,  and  each  out- 
burst is  accompanied  by  an  exacer- 
bation of  the  constitutional  sym- 
ptoms. After  a  time  the  macules 
and  the  neighbouring  areas  of  ap- 
parently normal  skin  become  more 
or  less  anaesthetic.  The  macular 
stage  of  leprosy  may  possibly  be 
confused  with  erythema  simplex,  but 
the  macular  areas  are  usually  larger 
than  in  erythema,  in  which  also 
there  is  little  or  no  constitutional 
disturbance.  As  soon  as  anaesthesia 
arises  the  diagnosis  is  settled.  This 
is  indeed  the  crucial  test  in  all  cases 
of  doubt  as  between  leprosy  and 
any  other  affection,  for  in  leprosy  it 
is  almost  invariably  present,  if  not 
in  the  lesions  themselves,  then  in 
some  neighbouring  area  of  the  skin. 
Its  commonest  sites  are  towards 
the  centre  of  the  macule,  in  the 
pale  patches  left  by  macules  that 
have  disappeared,  and  in  the 
hands  and  feet.  Another  distinc- 
tive feature  of  leprous  spots  is  that 
they  rarely  perspire.  In  syringo- 
myelia     the      sensory      and       trophic  Fig.  170.— Macular  sypUiUdep. 

lesions  may  suggest  leprosy,  but  the 

macules  will  be  absent,  nor  is  there  enlargement  of  lymphatic  glands  or  thickening  of  nerve - 
trunks.  (For  the  diagnosis  of  nodular  leprosy  from  lupus  vulgaris,  see  under  Nodules, 
p.  402.)  Whenever  doubt  exists,  the  lepra  bacillus  should  be  sought  in  the  lesions  or  in  the 
nasal  discharge. 

The  macular  sypkilide  is  one  of  the  most  characteristic  lesions  of  secondary  syphilis. 
The  eruption  (Fig,  170),  erythematous  in  character  and  styled  syphilitic  roseola,  begins  as 
a  macular  mottling,  resembling  measles  but  rather  more  dusky,  distributed  over  the  chest 
and  abdomen.  It  is  extremely  evanescent,  often  disappearing  in  a  few  hours  and  coming 
out  again  as  suddenly.  The  mucous  membrane  of  the  throat  is  the  seat  of  a  similar  erup- 
tion, and  superficial  ulcers  may  form  on  the  tonsils.  Generally  about  a  fortnight  from  its 
appearance  the  rash  begins  to  fade,  giving  place  to  a  papular  or  follicular  eruption  on  the 
trunk,  limbs,  face,  and  neck.     Ilypencmia  of  the  papillae  here  and  there  gives  rise  on  the 
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chest  and  abdomen,  and  often  on  the  flexor  aspects  of  the  limbs,  to  red  patches  which  may 
persist  for  a  longer  or  shorter  time  as  isolated  blotches,  varying  in  colour  from  a  delicate 
rose  to  a  pale  violet  or  dusky-bluish  or  even  brownish-red.  Scattered  about  among  these 
macular  syphilides  may  often  be  seen  papules  (maculo-papular  syphilides),  which  leave 
stains  of  varying  depth. 

From  the  macular  syphilide  both  tinea  versicolor  and  tinea  circinata  may  be  dis- 
tinguished by  the  fungous  parasites  present  in  the  lesions  of  those  affections,  and,  in 
the  case  of  tinea  versicolor,  by  the  ease  with  which  the  scaly  patches  can  be  detached 
by  the  finger-nail  ;  the  erythematous  drug  rasfies,  such  as  those  produced  by  copaiba,  etc. 
(p.  222),  by  their  more  vivid  redness  and  the  presence  of  itching  and  burning  ;  sehorrhoea 
corporis  by  its  moie  limited  distribution  ;  measles  by  the  crescentic  character  of  the  eruption, 
the  coryza,  cough,  and  the  different  distribution.  A  peculiarity  of  this  s^'philide,  which 
should  always  be  watched  for  in  doubtful  cases,  is  that  it  varies  in  colour  with  the  temper- 
ature ;  a  cool  atmosphere  will  bring  it  out  in  vivid  colours,  even  when  almost  completely 
Caded.  Malcolm  Morris, 

MAIN-EN-GRIFFE.— (Sec  Claw-Hand,  p.  109.) 

MARASMUS  literally  means  '  wasting,'  and  therefore  signifies  much  the  same  as 
loss  of  weight.  By  common  consent,  however,  when  speaking  simply  of  marasmus,  one 
generally  has  in  mind  an  infant  or  young  child,  so  that  lesions  which  cause  loss  of  weight 
in  tender  years  will  be  considered  under  the  present  heading,  whilst  wasting  in  older  patients 
is  discussed  under  the  heading  Weight,  Loss  of,  p.  768. 

The  bodies  of  infants  and  young  children  consist  so  largely  of  water  that  great  vari- 
ations may  occur  within  a  comparatively  short  time,  particularly  in  association  with  a 
disease  which  causes  loss  of  fluid.  The  most  rapid  loss  of  weight  occurs  as  the  result  of 
acute  diarrhoea,  with  or  without  vomiting  ;  in  the  summer  zymotic  diarrhoea  of  infants 
the  subcutaneous  tissues  may  be  seen  to  shrivel  in  twenty-four  hours  or  less,  the  eyes  become 
sunken,  the  fontanelle  depressed,  and  the  patient  loses  weight  rapidly.  There  are  probably 
various  micro-organisms  producing  these  acute  symptoms,  of  which  the  best  known  are 
the  Bacillus  enteritidis  of  Gaertner  and  Morgan's  bacillus  I.,  but  the  exact  bacteriological 
diagnosis  of  the  symptoms  can  only  be  arrived  at  by  investigation  of  the  stools  and  perhaps 
of  the  patient's  serum  in  special  laboratories.  Acute  vomiting  without  diarrhoea  generally 
causes  loss  of  weight,  but  less  markedly  than  does  severe  diarrhcea  ;  it  sometimes  does  so 
to  a  considerable  extent,  nevertheless,  particularly  in  that  periodic  type  of  the  malady 
known  as  cyclical  vomiting  of  infants.  Without  apparent  cause,  a  child  of  tender  years 
who  is  subject  to  this  complaint  is  seized,  without  any  preceding  irregularity  in  diet  and 
apparently  without  anything  definite  to  account  for  the  mischief,  with  most  severe  and 
recurrent  vomiting,  lasting  for  twenty-four,  thirty-six,  or  forty-eight  hours,  or  even  longer, 
nothing  whatever  being  kept  down,  and  the  urine  at  the  same  time  abounding  as  a  rule 
with  diacetic  acid  and  acetone,  the  evidence  of  acidosis  (p.  3).  Severe  though  the  loss 
of  weight  may  temporarily  be,  the  symptoms  generally  subside  as  rapidly  as  they  come 
on,  and  the  patient  remains  in  apparently  normal  health  until  the  next  period  of  similar 
vomiting  with  acidosis  comes  on.  Besides  cyclical  vomiting,  severe  attacks  of  vomiting 
may  be  caused  by  errors  of  diet  of  various  kinds,  though  it  is  remarkable  how  children 
escape  the  disorders  of  injudicious  feeding  if  only  virulent  organisms  are  not  administered 
in  the  food  at  the  same  time.  Congenital  hypertrophic  stenosis  of  Vie  pylorus  is  nowadays 
spoken  of  as  though  it  were  itself  a  disease  ;  it  is  associated  with  persistent  vomiting  of  all 
foodstuffs,  the  symptoms  coming  on  either  immediately  after  birth  or  within  a  few  days 
or  weeks,  and  in  not  a  few  instances  resulting  in  death  from  sheer  inanition.  At  the  post- 
mortem examination  in  such  cases  there  is  undoubtedly  both  more  muscle  than  there  should 
be  in  the  pylorus,  and  undue  tightness  of  its  constriction,  but  it  is  very  doubtful  whether 
this  is  really  a  condition  of  congenital  malformation,  and  not  the  result  of  spasm  of  the 
pylorus  produced  by  injudicious  feeding,  especially  the  giving  of  food  before  the  mother 
has  milk  in  her  breasts  ;  the  pyloric  hypertrophy  being,  not  congenital,  but  the  result  of 
the  muscular  contractions  so  induced. 

Simple  starvation  owing  to  inability  of  the  parents  to  provide  food  will  naturally  cause 
acute  wasting,  though  the  nature  of  the  case  may  not  be  obvious  to  the  doctor  unless  the 
conditions  of  home  life  are  known. 
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Defective  feeding  is  one  of  the  commonest  causes  of  lack  of  progress  and  of  actual 
marasmus  amongst  the  children  of  the  lower  classes.  The  amount  of  dirt  that  reaches 
the  child's  mouth  from  its  own  fingers,  from  its  mother's  breasts,  and  from  the  utensils 
in  which  the  food  is  given,  is  by  itself  enough  very  often  to  upset  the  digestion,  even  if  the 
right  food  were  given  in  the  proper  amounts  and  at  the  right  intervals  ;  when,  in  addition 
to  the  dirt,  the  food  supply  is  of  the  wrong  kind  and  the  intervals  are  irregular,  it  is  not  at 
all  surprising  that  the  child  does  not  thrive. 

Rickets  is  not  so  much  a  cause  of  marasmus  as  a  concomitant  effect  of  the  injudicious 
feeding — ^many  rickety  children  being,  indeed,  unduly  fat  and  heavy. 

Congenital  syphilis^  on  the  other  hand,  is  a  very  potent  cause  for  marasmus.  The 
diagnosis  may  sometimes  be  guessed  at ;  it  may  sometimes  be  obvious  from  the  snuffles, 
skin  lesions.  Parrot's  nodes,  condylomata,  and  so  forth  ;  it  may  be  known  of  in  the  parents  ; 
and  it  may  be  confirmed  by  Wassermann's  serum  test.  Many  congenital  syphilitic  children, 
without  developing  any  of  the  better  known  evidences  of  syphilis,  fail  from  simple  inability 
to  thrive,  and,  although  born  fine,  healthy-looking  infants,  presently  waste  and  pine,  and 
they  may  be  said  rather  to  cease  to  live  than  in  the  ordinary  sense  to  die  of  a  disease. 

Tuberculosis  is  a  very  important  and  common  cause  for  loss  of  weight  in  infants, 
though  it  is  generally  very  difficult  indeed  to  be  certain  that  a  tuberculous  lesion  is  present. 
No  obvious  foci  such  as  tuberculous  glands  in  the  neck,  kyphosis  from  spinal  caries,  ascites, 
or  abdominal  lumps  from  tuberculous  peritonitis  or  tabes  mesenterica,  tuberculous  joints 
such  as  the  hip  or  knee,  tuberculous  dactylitis,  and  so  forth,  may  be  present,  and  yet  there 
may  be  some  deep-seated  lesion,  of  which  the  commonest  by  far  is  caseation  of  the  bronchial 
glands.  Phthisis  pulmonalis  is  almost  unknown  in  infancy  and  childhood ;  in  phthisical 
patients  there  is  practically  never  caseation  of  the  bronchial  glands  ;  in  infants  and  young 
children  caseous  bronchial  glands  are  very  common,  and  they  occur  almost  entirely  in  those 
who  have  drunk  any  large  quantity  of  milk.  The  danger  in  such  cases  is  that  the  bacilli 
will  not  remain  localized  to  the  bronchial  glands  :  many  a  child  is  quite  unsuspected  of 
having  such  a  lesion  until  some  intercurrent  malady  such  as  measles  causes  the  mischief 
to  light  up  and  become  generalized  in  the  form  of  general  tuberculosis  and  meningitis, 
and  at  the  post-mortem  examination  caseous  bronchial  glands,  obviously  of  long  standing, 
are  found.  Many  children  recover  completely,  and  the  nature  of  the  case  at  the  time  when 
there  were  loss  of  weight  and  general  ill-health  may  never  be  determined.  The  child  out- 
grows its  delicacy.  It  is  always  possible,  or  even  probable,  when  obscure  wasting  occurs 
in  a  child  who  objectively  presents  no  particular  abnormality  except  ill-health,  that  the 
lesion  is  tuberculous  absorption  from  infected  milk,  with  accumulation  of  the  bacilli  in 
the  mesenteric  and  bronchial  glands.  The  faices  may  be  examined  for  the  bacilli  after 
antiformin  treatment  in  the  laboratory.  It  may  often  help  the  diagnosis  to  eliminate  milk 
from  the  dietary,  and,  if  need  be,  butter  also,  and  watch  the  effects  of  giving  the  patient 
such  foods  as  are  known  to  contain  no  tubercle  bacilli.  Von  Pirquct's  skin  reaction  might 
also  be  tried,  though  its  results  are  by  no  means  pathognomonic  (p.  768),  especially  if  the 
tuberculin  used  is  not  prepared  exactly  as  it  was  in  von  Pirquet's  original  method. 

Herbert  French, 

MEL^NA. — ^This  term  is  correctly  applied  to  black  motions  containing  altered  blood. 
The  colour  is  due  to  the  action  of  the  digestive  juices  upon  haemoglobin,  and  the  condition 
is  usually  associated  with  some  ulcerative  lesion  of  the  stomach  or  duodenum.  It  may  be 
simulated  by  the  presence  of  sulphide  of  iron  or  of  bismuth  in  the  stools  of  patients  taking 
either  of  these  metals.  The  slatey-black  colour  of  these  sulphides  does  not  very  closely 
resemble  the  tarry  motions  of  haemorrhage.  The  motions  may  also  be  black  after  con- 
sumption of  charcoal,  in  the  form  of  biscuits  or  otherwise,  or  of  bilberries.  In  case  of  doubt, 
the  microscope  may  be  used  to  reveal  blood-corpuscles,  or  the  chemical  tests  for  blood 
may  be  employed.     (See  Blood  per  Anum,  p.  75.)  W.  Cecil  Bosanquet. 

MELANURIA. — (See  Urine,  Abnormal  Coloration  of,  p.  745.) 

MEMORY,  LOSS  OF.— (See  Amnesia,  p.  19.) 

MENORRHAGIA. — ^By  this  symptom  is  meant  an  excessive  amount  of  the  menstrual 
flow,  or  an  undue  prolongation  of  the  time  during  which  it  takes  place.  It  is  important 
to  remember  that  in  this  condition  the  patient  is  free  from  bleeding  during^  the  inter- 
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menstrual  periods,  the  term  Metrorrhagia  (p.  390)  being  reserved  for  bleeding  which 
occurs  between  the  periods.  The  careful  distinction  between  these  symptoms  often  serves 
to  distinguish  very  important  conditions,  and  they  should  on  no  account  be  confounded 
with  one  another  or  considered  as  the  same  entity.  Pure  menorrhagia  is  an  important 
symptom  of  many  well-defined  conditions  which  do  not,  as  a  rule,  give  rise  to  irregular 
bleeding.  Both  these  terms  must  be  limited  carefully  to  patients  who  menstruate,  and 
must  not  be  used  for  bleeding  after  the  menopause.  The  term  Metrostaxis  (p.  392)  is 
the  best  for  bleeding  occurring  after  menstrual  life  has  passed. 

Causes  of  Menorrhagia. 


J  .     GKSERATIVE   SVt<TEM 

Uterine  congestion 

Endometritis 

Retroversion  and  flexion 

Fibromyoma 

Salpingo-odphoritis 

Sub-involution 

Acute  Infectious  Diseases 
Influenza 
Enteric 
Cholera 
Scarlatina 
Variola 
Rheumatism 
Malaria 
Diphtheria 
Measles 


2.    Circulatory  System 

Uncompensated     valvular 

disease  of  the  heart 
Cirrhosis  of  the  liver 
Emphysema  of  the  lungs 

The  Circulation 

Passive  hyperaemia  from  : 
Constipation 
Tight-lacing 
Sewing  machine 

The  Blood  Itsel] 
Deficient  coagulability 
Scorbutus 
Purpura 
Hamophilia 

High  Blood-pressure 
Arteriosclerosis 
Disturbance     of     internal 
secretions 


3.    Nervous  System 


Excessive  coitus 
Prevention  of  conception 

A  Single  Excessive  Period 
Fright 

Violent  emotion 
Sudden      changes      of 

temperature 
Cold  bath 
Dancing 
Gymnastics 
Bicycling,  etc. 


Perusal  of  the  above  table  will  make  it  clear  that  the  causes  of  pure  menorrhagia 
can  be  grouped  under  the  three  headings  of  diseases  of  the  generative  organs,  circulatory 
organs,  and  the  nervous  system.  In  attempting  to  differentiate  these  causes  from  one 
another,  the  first  point  to  ascertain  is  whether  there  is  any  disease  of  the  generative  system, 
and  failing  this,  to  make  such  systematic  examinations  as  will  place  the  cause  under  one 
of  the  other  two  headings. 

In  considering  the  Generative  System,  it  is  clear  that  some  diseases  will  be  easy  to 
discover,  others  will  require  some  special  method  of  examination. 

For  instance,  of  all  the  causes  of  pure  menorrhagia,  fibromyoma  of  the  uterus  stands 
out  by  itself  as  the  only  important  growth  associated  with  this  symptom,  and  a  simple 
bimanual  examination,  as  a  rule,  suffices  to  show  that  such  a  tumour  exists,  the  chief  char- 
acteristics of  a  fibromyoma  of  the  uterus  being  these  :  the  uterus  itself  is  enlarged,  and  in 
almost  every  instance  the  enlargement  is  asymmetrical,  the  typical  shape  of  the  organ 
being  altered  ;  as  there  may  be  more  than  one  tumour  in  the  uterus,  its  shape  may  be 
exceedingly  irregular  ;  the  consistence  of  the  tumour  is  hard  and  unyielding  as  a  rule, 
but  pathological  changes  in  these  tumours  are  common,  some  of  them  leading  to  softening, 
others  to  cystic  changes  which  may  give  a  fluid  thrill.  The  tumour  and  cervix  always 
move  together  if  the  organ  can  be  moved  at  all.  The  only  difficulty  in  diagnosis,  as  a  rule, 
lies  in  distinguishing  a  fibromyoma  of  the  uterus  from  an  ovarian  cyst,  and  sometimes  this 
is  exceedingly  difficult,  for  it  is  not  always  possible  to  say  that  a  given  tumour  is  actually 
the  enlarged  uterus.  It  must  be  remembered,  however,  that  the  symptom  which  has  led 
to  this  difficulty  is  menorrhagia,  and  ovarian  tumours  almost  never  give  rise  to  it.  Ovarian 
tumours  usually  cause  no  disturbance  of  menstruation  at  all,  unless  they  are  double  and 
destroy  completely  both  ovaries,  in  which  case  they  cause  amenorrhoea.  If  the  tumour 
cannot  be  diagnosed  by  simple  examination,  there  still  remains  examination  by  the  uterine 
sound.  If  no  possibility  of  pregnancy  exists — and  with  pure  menorrhagia  pregnancy  is 
impossible — ^the  sound  may  be  passed  into  the  uterus  with  every  precaution  against  sepsis. 
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In  all  cases  of  fibromyoma,  the  sound  passes  beyond  the  normal  2  J  inches,  and  it  may  pass 
as  much  as  6  inches,  or  even  more.  In  cases  of  subperitoneal  fibroids,  the  uterus  may 
not  be  much  enlarged,  but  in  such  cases  menorrhagia  is  not  usually  present.  In  ovarian 
tumours  the  length  of  the  uterine  cavity  is  not  increased  unless  a  condition  of  endometritis 
co-exists,  which  is  very  unconunon  ;  and  if  it  did  not  exist,  the  amount  of  elongation  of 
the  uterine  cavity  would  be  small.  In  general,  however,  it  is  quite  unnecessary  to  use 
the  sound  for  the  diagnosis  of  a  fibromyoma. 

Uterine  Congestion  and  Endometritis. — ^These  lesions  can  only  be  inferred  in  cases  of 
pure  menorrhagia  when  the  uterus  is  not  enlarged  to  any  appreciable  extent,  and  when, 
in  addition,  there  are  leucorrhcea  and  backache.  These  three  cardinal  symptoms.  Pozzies 
syndrome,  point  always  to  endometritis,  whatever  other  lesion  of  the  generative  system 
may  be  present.  As  a  rule  the  subjects  of  these  are  married  and  have  had  pregnancies  or 
abortions,  but  endometritis  may  occur  in  a  virgin,  the  result  of  infection,  without  any 
pregnancy  having  taken  place.  The  presence  of  endometritis  cannot  be  proved  without 
the  removal  of  the  endometrium  and  microscopical  examination  of  sections  of  the  material 
removed  by  curettage. 

Retroversion  and  flexion  of  the  tUerus  and  salpingo-oOphoritis  are  very  definite  and 
obvious  lesions  which  are  associated  with  menorrhagia,  but  the  actual  prime  cause  is  again 
endometritis  and  uterine  congestion. 

So  also  with  sub-involution^  which  necessarily  can  only  follow  labour  or  abortion  ; 
though  a  relaxed  uterine  muscle  and  a  dilated  uterine  cavity  are  present,  endometritis 
and  congestion  are  present,  too,  and  are  the  real  causes  of  menorrhagia. 

Exanthemata. — ^The  various  exanthems  are  liable  to  cause  menorrhagia  except  in 
those  instances  where  they  give  rise  to  ansemia.  It  has  been  shown  bacteriologically  that 
an  acute  endometritis  may  be  set  up  by  various  zymotic  diseases,  and  therefore  it  is  not 
surprising  that  in  some  instances  this  condition  becomes  chronic  and  causes  a  lasting 
menorrhagia. 

Circulatory  System. — Under  this  heading  there  can  be  no  doubt  that  definite  causes 
of  menorrhagia  exist,  but  in  the  absence  of  well-defined  lesions  of  heart,  liver,  or  lungs  it 
may  be  a  matter  of  considerable  difficulty  to  make  a  differential  diagnosis.  Any  lesion  of  the 
heart,  liver,  or  lungs  which  leads  to  back-pressure  in  the  venous  system  may  cause  hyper- 
semia  of  the  pelvic  organs  and  consequent  excessive  menstrual  losses.  It  does  not  follow, 
however,  that  this  will  be  the  case,  because  the  sufferers  from  these  diseases  are  sometimes 
ansemic  as  far  as  the  quality  of  the  blood  goes,  and  consequently  may  lack  the  stimulus 
to  menstruate  at  all.  However,  it  happens  not  uncommonly  that  menorrhagia  is  caused 
by  uncompensated  valvular  lesions  of  the  heart,  cirrhosis  of  the  liver,  or  emphysema  of 
the  lungs.  Passive  hypercemia  of  the  pelvic  organs  may  result  from  constipation,  tight 
lacing,  or  certain  occupations  such  as  the  working  of  a  treadle  sewing-machine  :  but  endo- 
metritis may  also  be  present  and  be  the  real  underlying  cause  of  excessive  flow. 

Ancemia. — That  the  quality  of  the  blood  itself  may  be  a  cause  of  menorrhagia  is 
undoubted,  and  particularly  if  it  be  deficient  in  calcium  salts,  leading  to  retardation  of 
the  coagulation-time.  Modem  methods  of  estimating  coagulation-time  enable  us  to  dis- 
tinguish these  cases  with  some  certainty,  and  thus  point  out  a  line  of  treatment.  Unfor- 
tunately there  is  no  simple  clinical  method.  Doubt  also  has  recently  been  thrown  on  the 
view  that  the  calcium  salts  have  any  effect  on  coagulation-time.  The  well-known  signs  of 
scorbutus  in  its  minor  degrees,  purpura,  and  fupmophilia  may  draw  attention  to  cases  of 
this  class. 

Menorrhagia  in  young  girls  at  the  time  of  puberty  and  commencement  of  menstruation 
depends  upon  excessive  ovarian  activity,  and  we  must  conclude,  therefore,  a  disturbance  of 
the  balance  between  the  internal  secretions.  It  is  often  associated,  too,  with  retardation 
of  the  coagulation-time  of  the  blood,  especially  in  the  subjects  of  chilblains,  cold  hands 
and  feet,  '  dead  fingers,'  etc.  It  must  not  be  forgotten  that  young  girls  may  have  a 
malignant  growth  of  the  uterus,  such  as  sarcoma,  but  this  is  more  likely  to  cause  irregular 
bleeding  as  well  as  menorrhagia. 

Finally,  high  blood-pressure  must  be  reckoned  with  as  a  cause  of  menorrhagia  at  any 
period  of  life,  but  particularly  when  nearing  the  onset  of  the  menopause.  Menopause 
menorrhagia  much  more  often  depends  upon  one  of  the  well-defined  lesions  of  the  uterus 
described  above  than  on  high  blood-pressure,  but  cases  occur  in  which  the  blood-pressure 
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is  alone  responsible.  The  arteriosclerosis  which  is  likely  to  affect  the  uterine  vessels  about 
this  period  of  life  may  contribute  to  the  causation  of  menorrhagia.  The  high  blood- 
pressure,  and  possibly  the  arteriosclerosis  also,  may  eventually  prove  to  be  connected  with 
the  internal  secretions  of  the  ductless  glands.  Though  still  mainly  a  matter  of  theory, 
normal  menstruation  depends  in  part  at  least  on  the  normal  balance  being  preserved 
between  the  various  internal  secretions,  the  ovarian  and  thyroid  on  the  one  hand  being 
balanced  by  the  suprarenal  and  pituitary  on  the  other,  and  any  disturbance  of  this 
balance  may  result  in  amenorrhoea  (as  in  myxoedema),  or  in  menorrhagia,  as  sometimes 
occurs  in  exophthalmic  goitre  and  at  the  menopause.  It  is  very  fascinating  to  believe  that 
high  blood-pressure  may  be  due  to  the  unbalanced  action  of  the  suprarenal  and  pituitary 
secretions,  and  to  suggest  a  remedy  in  consequence.  In  the  absence,  however,  of  collateral 
signs  of  definite  lesions  of  ductless  glands,  we  have  at  present  no  ready  means  of  telling 
which  gland  is  at  fault. 

The  Nervous  System  alone  is  never  likely  to  be  a  cause  of  lasting  menorrhagia,  but 
that  a  single  profuse  period  may  result  from  such  disturbance  of  the  nerve  mechanism  of 
menstruation  has  long  been  believed.  There  certainly  are  cases  in  which  no  other  causation 
can  be  recognized,  and  in  which  the  excessive  flow  is  not  repeated.  The  effect  of  sexual 
intercourse  upon  the  menstrual  flow  is  difficult  to  determine,  but  eases  do  occur  in  which 
excessive  menstruation  has  been  cured  by  abstention,  and  we  cannot  but  believe  that 
excesses  in  this  direction  must  therefore  have  been  the  cause.  Such  cases  occur  chiefly 
in  the  newly  married.  The  part  played  by  incomplete  coitus,  coitus  interruptus,  or  pre- 
vention of  conception  by  other  means,  is  still  difficult  to  determine,  but  we  have  no  real 
evidence  to  hand  which  proves  that  any  menstrual  disturbances  arise  on  these  accounts. 
In  any  case,  however,  we  are  not  justified  in  assuming  that  the  nervous  system  is  to  blame 
for  a  menorrhagia  until,  by  careful  examination,  we  have  eliminated  the  other  more 
important  causes.  T.  c.  Stevens, 

MENSTRUATION,  ABNORMALITIES  OF.— (See  Amenorrhoea,  p.  17  ;  Menor- 
rhagia, p.  385  ;  and  Metrorrhagia,  p.  390.) 

MERYCISM  is  equivalent  to  cud-chewing  or  rumination ;  it  is  very  rare  in  man  ;  even 
when  it  does  occur  it  is  no  evidence  of  disease.  It  has  to  be  distinguished  from  pyrosis 
and  from  flatulence  ;  in  typical  cases  there  is  no  difficulty,  for  with  merycism  the  act  may 
be  voluntary  to  some  extent :  actual  food  returns  to  the  mouth  instead  of  merely  acrid 
fluid  as  in  pyrosis,  and  there  is  none  of  the  belching  of  flatulence.  It  sometimes  develops 
in  several  members  of  the  same  family  ;  this  may  be  a  question  of  imitation,  but  it  is  due 
quite  as  likely  to  congenital  peculiarity.  The  diagnosis  depends  mainly  upon  the  patient's 
own  account  of  what  he  feels  taking  place  inside  him,  upon  the  history  of  a  similar  condition 
affecting  other  members  of  the  family,  and  upon  the  absence  of  objective  evidence  of  gastric, 
intestinal,  intracranial,  or  renal  disease.  Herbert  French. 

METEORISMy  or  tympanites,  is  the  term  used  to  denote  enormous  distention  of  the 
abdomen  with  gas,  the  latter  generally  being  within  the  alimentary  canal,  though  it  may 
be  free  in  the  peritoneal  cavity.  It  is  seldom  a  symptom  in  itself  of  diagnostic  importance, 
the  nature  of  the  case  being  determined  usually  on  other  grounds.  It  is  apt  to  be  very 
troublesome  in  cases  of  general  peritonitis  ;  the  diagnosis  will  depend  upon  the  history, 
which  may  suggest  a  cause  for  peritonitis,  such  as  gastric  or  duodenal  ulcer,  appendicitis, 
t>T>hoid  fever  ;  and  upon  the  persistent  vomiting,  the  dry  furred  tongue,  the  motionless 
rigid  abdomen,  the  rising  rapidity  of  pulse,  the  facies  Hippocratica,  the  impairment  of  note 
in  the  flanks,  the  rub  over  the  liver  or  spleen,  and  the  absence  of  borborj^gmi. 

Intestinal  obstruction,  whether  acute,  subacute,  or  chronic,  and  whether  due  to  stran- 
gulated hernia,  peritoneal  band,  volvulus,  new  growth,  intussusception,  or  other  cause, 
often  leads  to  extreme  meteorism,  with  visible  peristalsis,  the  passage  of  neither  faeces  nor 
flatus,  and  persistent  vomiting  which  will  become  faeculent  if  the  case  is  not  operated  upon. 
Peritonitis  ultimately  supervenes  ;.  but  previous  to  this,  intestinal  obstruction  is  differ- 
entiated from  general  peritonitis  by  the  absence  of  rigidity  of  the  abdominal  wall,  by  the 
presence  of  borborygmi  and  visible  peristalsis,  the  absolute  constipation  in  spite  of  enemata, 
the  slower  pulse,  and  the  relatively  better  condition  of  the  patient. 
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Acute  pancreatitis,  whether  hsemorrhagic  or  not,  may  cause  acute  meteorism.  The 
symptoms  are  variable,  but  they  nearly  always  suggest  an  acute  abdominal  condition 
requiring  immediate  laparotomy,  the  diagnosis  being  then  suggested  directly  the  areas  of 
fat  necrosis  are  seen  in  the  omental  fat.  Previous  to  laparotomy,  the  symptoms  are  rather 
those  of  acute  intestinal  obstruction  than  of  general  peritonitis  ;  the  usual  history  of  acute 
pain  in  the  epigastrium  may  at  first  suggest  perforated  gastric  ulcer,  but  the  abdomen 
remains  supple  as  in  obstruction  more  often  than  it  becomes  rigid  as  in  peritonitis. 

Meteorism  in  cases  of  typhoid  fever,  dysentery,  dengue,  and  other  severe  illnesses  in 
which  the  bowel  is  affected,  is  chiefly  of  importance  in  that  it  may  lead  to  a  suspicion  of 
perforation  and  general  peritonitis.  The  diagnosis  is  often  very  difficult,  and  there  may 
be  grave  anxiety  and  doubt  as  to  whether  the  abdomen  should  be  opened  or  not.  One 
important  point  in  typhoid  fever  is  that  perforation  is  generally  accompanied  by  a  sudden 
drop  in  the  temperature  and  an  equally  sudden  rise  in  the  pulse-rate,  whereas  meteorism 
by  itself  would  not  cause  this. 

When  the  vessels  in  the  mesentery  are  affected  by  thrombosis  or  embolism,  acute 
meteorism  results,  with  all  the  signs  of  intestinal  obstruction,  rapidly  followed  by  peritonitis. 
The  nature  of  the  case  may  be  quite  obscure  until  laparotomy  is  performed,  unless  the 
existence  of  a  cause  is  known,  such  as  fungating  endocarditis. 

Interference  with  the  solar  and  mesenteric  plexuses  of  nerves  has  sometimes  led  to  severe 


Ftg.    171. — Hiischspning's  disease;    or  idiopathic  dilatation  of  the  colon.     Note  the 
distended  coils  of  intestine.    (From  Professor  Rutherford  Mori^on's  IiUrodactinti  to  Surgery.) 

meteorism  in  cases  of  tabes  mesenterica,  or  inflltrating  intra-abdominal  new  growth.  The 
symptom  occurs  late,  and  the  diagnosis  will  generally  have  been  made  on  other  grounds. 

Affections  of  the  spinal  cord  may  lead  to  paralysis  of  the  bowel  and  tympanites.  This 
may  result  from  transverse  '  myelitis,'  whether  due  to  primary  softening  of  the  cord  from 
syphilitic  or  other  spinal  arterial  thrombosis,  from  compression  by  spinal  caries,  new  growth, 
aneurysm,  or  from  destruction  of  the  dorsal  region  of  the  cord  by  a  stab,  a  crushing,  or  a 
bullet  wound.  There  will  generally  be  Paraplegia  (p.  510)  to  indicate  the  nature  of  the 
case. 

Diabetes  mellitus  often  indicates  its  impending?  termination  in  coma  by  the  onset  of 
abdominal  pains,  with  more  or  less  meteorism.  The  diagnosis  will  be  known  already  on 
account  of  the  glycosuria.  Meteorism  is  also  common  in  the  late  stages  of  cirrhosis  of 
the  liver. 

Particular  mention  may  be  made  of  Hirschsprung's  disease — idiopathic  enormous 
distention  of  the  sigmoid  colon  in  children  and  young  people  (Fig.  171).  Careful  exam- 
ination indicates  that  the  enormous  gaseous  distention  of  the  abdomen  is  not  due  to  general 
tympanites,  but  to  ballooning  of  what  may  seem  at  first  to  be  stomach,  but  which  is  proved 
not  to  be  this  by  the  absence  of  immediate  effect  on  the  gas-containing  cavity  when  fluid 
or  gas  is  given  by  the  mouth,  by  the  swelling  appearing  to  arise  from  the  left  iliac  fossa, 
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and  if  need  be  by  the  a?-ray  shadows  after  a  bismuth  meal.  Obstinate  constipation,  or 
symptoms  of  recurrent  intestinal  obstruction^  are  usual  in  these  cases,  and  the  diagnosis 
is  confirmed  by  the  laparotomy  that  is  generally  required,  in  the  end,  to  relieve  the  patient. 
Hysteria  J  or  rather  functional  derangement  of  the  nervous  system,  can  lead  to  almost 
any  symptom  (p.  465),  including  meteorism.  Two  difficulties  arise  in  the  diagnosis  : 
namely,  to  be  sure  :  (1)  That  the  condition  is  meteorism  at  all,  and  not  pregnancy,  ascites, 
ovarian  cyst  or  other  tumour — phantom  tumours  are  difficult  to  diagnose  without  exam- 
ination under  an  anaesthetic,  and  even  laparotomy  may  be  undertaken  before  the  absence 
of  a  tumour  is  established  certainly  ;  and  (2)  That  the  meteorism  has  no  organic  basis — 
the  circumstances  may  sometimes  suggest  this  at  once,  but  in  some  cases  the  exclusion 
of  an  organic  cause  for  the  tympanites  may  take  much  time,  careful  enquiry  into  symptoms 
and  physical  signs,  and  considerable  anxiety  meanwhile.  Herbert  French. 

METH.£MOGLOBINURIA.— (See  Hemoglobinuria,  p.  284.) 

METRORRHAGIA  means  less  of  blood  from  the  uterus  in  the  intermenstrual  periods, 
and  the  term  should  be  applied  only  to  irregular  haemorrhages  during  menstrual  life.  It 
is  not  correct  to  apply  it  to  hsemorrhages  connected  with  pregnancy,  for  menstruation  is 
then  in  abeyance.  It  may,  however,  be  used  with  propriety  in  those  cases  remotely  con- 
nected with  pregnancy  in  which  menstruation  has  been  re-established.  The  term  may 
be  used  for  losses  of  actual  blood,  or  for  blood-stained  discharges  in  which  mucus  is  mixed 
with  the  blood. 


Causes   of   Metrorrhagia. 

1.   Generative  system 

2.     CIRCULATORY   SYSTEM 

3.    Nervous  S 

Malignant  Growths: 
Carcinoma 

High  blood- pressure  due  to  : 
Internal  secretions 

Sexual  excess 

Squamous  epithelioma 
Sarcoma 

Arteriosclerosis 

Chorion-epithelioma 

Benign  Growths  : 
Submucous  fibroid 
Fibroid  polypus 
Mucous  polypus 

Inflammatory  Lesions  : 
Erosion  of  cervix 

At  the  menopauses 

Undue  congestion  due  to  : 
Internal  secretions 

Deficiency  of  calcium  at 
the  onset 

Blood  Changes  : 
Purpura 
Scorbutus 

Endometritis 
Tuberculosis  of  the  litems 

Hiemophilia 
Leukaemia 

The  Lesions  of  the  Generative  Organs  which  give  rise  to  metrorrhagia  are  well  defined 
as  a  rule,  and  in  the  case  of  growths  of  the  cervix  uteri  are  often  self-evident.  Where 
growths  of  the  body  of  the  uterus  are  present,  differential  diagnosis  is  often  a  matter  of 
great  difficulty,  and  in  many  instances  cannot  be  made  without  a  preliminary  curettage 
and  microscopical  examination  of  the  material  removed.  In  fact,  with  the  exception  of 
obvious  mucous  polypi,  fibroid  polypi,  and  advanced  growths  of  the  cervix,  all  the  growths 
of  the  uterus  require  a  preliminary  histological  examination  for  their  exact  diagnosis  unless 
the  symptoms  demand  a  radical  operation.  In  such  cases  it  is  sufficient  to  diagnose  the 
actual  nature  of  the  growth  after  removal.  It  is  not  out  of  place  here  to  suggest  the 
best  way  to  make  histological  preparations  from  curetted  material,  a  matter  of  great 
importance  to  the  patient,  because  it  is  often  difficult  to  distinguish  between  cancer  and 
endometritis  unless  the  very  best  microscope  sections  can  be  secured.  The  curetted 
material  must  be  obtained  after  dilatation,  with  a  sharp  curette,  and  the  larger  the  frag- 
ments removed  the  more  easy  will  the  histologist's  work  be.  Anaesthesia  is  always  essential 
except  in  the  case  of  cervical  growths.  In  doubtful  cervical  growths  a  wedge  should  be 
cut  out,  including  some  normal  tissue  if  possible.  Curetted  fragments  should  be  washed 
free  from  blood  for  a  minute  or  two,  but  should  not  be  left  to  soak  in  water.  They  should 
then  be  placed  immediately  in  an  efficient  fixing  fluid,  and  the  best  all-round  fluid  for  this 
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purpose  is  formalin  10  c.c,  0*75  per  cent  salt  solution  90  e.e.  Twenty-four  hours  in  this 
fluid  lead  to  good  fixation,  after  which  the  tissues  can  be  dehydrated  in  successive  strengths 
of  alcohol,  cleared  in  xylol,  and  finally  embedded  and  infiltrated  with  paraffin  wax.  Sections 
cut  from  these  paraffin  blocks  are  the  best  obtainable,  far  superior  to  any  freezing  method 
or  celloidin  infiltration.  If  the  stained  sections  are  submitted  to  a  histologist  who  has 
experience  of  uterine  growths,  there  should  not  be  two  per  cent  of  doubtful  specimens.  If, 
however,  the  tissues  are  fixed  improperly,  thick  sections  are  cut,  and  stained  badly,  then 
the  most  skilled  histologist  will  be  unable  to  give  a  definite  and  reliable  diagnosis. 

Cancer  of  the  body  of  the  uterus,  cancer  of  the  cervical  canal,  early  cancer  of  the  cervix, 
sarcoma  of  the  uterus,  chorion-epithelioma,  some  sloughing  fibroids,  tubercle,  and  endo- 
metritis can  be  distinguished  from  one  another  only  by  investigations  carried  out  on  these 
lines.  The  fact  that  all  these  lesions  produce  metrorrhagia,  and  may  give  rise  to  haemor- 
rhage on  coitus,  walking,  straining  at  stool,  and  bimanual  manipulation  of  the  uterus, 
makes  it  imperative  that  we  should  have  histological  confirmation  of  the  nature  ol'  the 
lesion  before  making  an  exact  diagnosis. 

The  relation  of  fibromyoma  to  metrorrhagia  as  opposed  to  pure  menorrhagia,  which  is 
the  rule  with  these  tumours,  is  interesting.  Fibroids  only  produce  irregular  bleeding  when 
they  are  submucous  and  in  process  of  extrusion,  when  they  are  infected  and  sloughing, 
or  when  they  are  actually  polypoid.  The  reason  for  this  is  that  in  these  conditions  the 
tumours  are  always  partly  strangulated  by  uterine  contractions,  and  therefore  in  a  state 
of  gross  venous  congestion  ;  hence  they  bleed  more  or  less  constantly,  without  provocation. 
The  occurrence  of  irregular  bleeding  in  a  person  who  is  known  to  have  fibroids  almost  always 
means  one  of  these  conditions,  and,  commonly,  extrusion  of  the  tumour  from  the  uterus. 
On  the  other  hand,  it  must  not  be  overlooked  that  carcinoma  may  develop  in  the  endo- 
metrium with  a  fibroid  also  present,  or  that  a  fibroid  may  become  sarcomatous,  or  that  a 
sarcoma  may  arise  de  novo  in  the  uterus  and  attack  a  pre-existing  fibroid.  Rapid  enlarge- 
ment of  a  uterus,  with  irregular  haemorrhage,  is  very  suspicious  of  a  sarcoma,  but  as  it  is 
not  uncommon  for  several  fibroids  to  be  present  in  the  same  uterus,  it  is  also  common  for 
rapid  enlargement  to  occur  as  a  result  of  cystic  changes  in  one  of  them,  whilst  haemorrhage 
may  take  place  due  to  extrusion  of  another. 

Pure  carcinoma  of  the  body  of  the  uterus  rarely  produces  much  enlargement  of  the  organ, 
and  any  increase  in  size  is  not  very  rapid. 

Chorion-epithelioma  follows  hydatidiform  mole  in  about  50  per  cent  of  the  recorded 
cases,  and  it  always  follows  pregnancy,  never  having  been  seen  in  the  uterus  in  a  case  where 
pregnancy  could  be  excluded.  It  is  associated  especially  with  profuse  bleeding  and  the 
rapid  development  of  a  foetid  discharge  due  to  decomposition  of  blood  and  necrosing 
tissues  in  utero.  Carcinoma  of  the  body  of  the  uterus  rarely  produces  foul  discharges 
until  the  condition  is  very  advanced  and  has  become  exposed  to  the  air. 

The  differential  diagnosis  of  bleeding  due  to  cancer,  erosion,  and  tubercle  of  the  cermx 
is  often  difficult  in  the  early  stages.  In  advanced  cancer  the  friable  hardness  of  the  growth 
distinguishes  it  at  once  from  the  tough  leathery  hardness  present  in  erosions.  In  the  former, 
the  growth  can  be  broken  down  with  the  finger  ;  in  the  latter,  the  soft  velvety  erosion  can 
be  scraped  off  the  tough  leathery  and  fibrous  cervix  beneath.  Nothing,  however,  but 
sections  made  from  wedges  removed  from  the  cervix  enable  us  to  distinguish  cancer  or 
erosion  from  tubercle  in  the  early  stages.  Tubercle  of  the  cervix  is  usually  mistaken  for 
cancer,  but  the  difference  is  clear  enough  in  microscope  sections. 

Mucous  polypi  and  fibroid  polypi  are  common  causes  of  intermenstrual  bleeding,  and 
are  usually  quite  definite  growths.  The  mucous  polypus  is  soft,  strawberry-red  in  colour, 
often  pedunculated,  and  contains  cystic  spaces  filled  with  glairy  mucus.  It  almost  never 
gives  rise  to  a  malignant  growth.  The  fibroid  polypus  is  hard,  and  shows  the  glistening 
whorled  appearance  so  well  known  in  fibromyomata  on  section.  These  growths  are  liable 
to  infection  and  sloughing,  and  are  then  apt  to  be  mistaken  for  cancer  or  sarcoma.  The 
microscope  alone  will  enable  the  difference  to  be  made  out. 

Endometritis  rarely  causes  severe  metrorrhagia,  but  is  often  associated  with  a  blood- 
stained watery  discharge.  In  a  doubtful  case  there  is  absolutely  no  way  of  distinguishing 
it  except  with  the  microscope. 

The  Circulatory  System  is  sometimes  responsible  for  metrorrhagia,  just  as  it  is  for 
Menorrhagia  (p.  385),  and  the  actual  causes  are  much  the  same.    It  is,  however,  especially 
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at  the  onset  and  the  decline  of  menstruation  that  irregular  bleeding  is  likely  to  occur  from 
this  cause.  The  same  disturbance  of  the  internal  secretions  which  may  cause  menorrhagia 
at  these  i>eriods  sometimes  acts  similarly  in  causing  irregular  bleeding.  It  is  fairly 
common  to  find  young  girls  at  the  onset  of  menstruation  having  menorrhagia  and  metror- 
rhagia, and  it  is  often  very  difficult  to  be  certain  of  a  cause.  It  depends,  however,  very 
largely  on  two  definite  factors,  namely  :  (1)  Unusual  uterine  congestion,  the  result  of  an 
excess  of  the  biochemical  stimulus  (internal  secretions)  of  menstruation,  and  (2)  deficient 
coagulation  power,  possibly  due  to  a  want  of  calcium  in  the  blood.  The  former  cannot 
be  diagnosed  by  any  defined  investigation,  but  the  latter  is  determined  by  estimating  the 
coagulation-time.  Purpura,  scorbutus,  and  haemophilia  are  diagnosed  readily  when  they 
act  as  causal  agents.  Leukamia  is  sometimes  responsible  for  irregular  uterine  bleeding, 
and  is  diagnosed  readily  by  making  a  total  and  difTerential  leucocyte  count  (p.  24). 

The  Nervous  System  seldom  causes  metrorrhagia,  but  there  is  no  doubt  that  sexual 
excess,  often  seen  in  the  first  months  of  married  life,  is  a  reflex  cause  of  uterine  congestion, 
and  may  cause  metrorrhagia  as  well  as  menorrhagia.  T.  G,  Sieveiis. 

METROSTAXIS  is  the  term  applied  to  uterine  hemorrhage  at  any  period  of  life, 
unconnected  with  menstruation,  or  at  times  when  menstruation  is  in  abeyance.  It  is 
convenient  to  keep  this  form  of  haemorrhage  separate  from  the  other  varieties,  because 
in  this  way  all  the  pregnancy  haemorrhages  can  be  differentiated  carefully.  Its  cause  may 
be  classified  according  to  whether  the  uterus  is  pregnant  or  not.  The  bleeding  which 
occurs  from  the  vagina  occasionally  in  new-born  infants  is  usually  thought  to  depend  upon 
uterine  congestion  subsequent  to  the  cessation  of  the  placental  circulation.  It  is  usually 
trivial,  but  a  fatal  case  has  been  reported. 

Causes   of   Metrostaxis. 


Uterus  Non-Phegnant 


Uteiu  s    Phk!:nant 


Uterine  bleeding  in  the  new-born 

Malignant  growths 

Polypi 

Senile  endometritis 

Senile  granular  vaginitis 

Pyometra 

Secondary  post-partum  haemorrhage 

Sub-involution 


Threatened  abortion 

Ante-partum  haemorrhage 

Extra-uterine  gestation 

Malignant  growths  of  cervix  or  vagina 

Erosions 

Polypi. 


The  differentiation  of  malignant  growths,  polypi,  and  senile  endometritis  can  only  be 
established  in  the  same  manner  as  in  cases  occurring  during  menstrual  life  (p.  391).  Senile 
adhesive  vaginitis  must  not  be  overlooked  as  a  possible  cause  ;  the  vaginal  walls  at  the 
fornices  become  inflamed  and  form  granulation  tissue  which  may  bleed  if  the  surfaces  rub 
together.  On  examining  such  cases  the  surfaces  may  be  partly  adherent,  and  the  separation 
brought  about  by  the  finger  may  cause  bleeding.  In  any  doubtful  case,  the  routine 
dilatation  and  curettage  of  the  uterus  must  never  be  omitted.  An  unsuspected  pyometra, 
or  distention  of  the  uterus  with  pus,  may  cause  haemorrhage,  along  with  a  foul  discharge, 
and  although  it  is  almost  always  accompanied  by  a  malignant  growth,  may  be  only  the 
result  of  infection  and  granulation-tissue  formation. 

In  relation  to  a  recent  pregnancy,  haemorrhage  may  result  from  simple  sub- 
involution, from  retained  products  of  conception,  and  from  chorion-epithelioma.  The 
differentiation  of  these  conditions  can  be  established  only  by  exploration  of  the  uterine 
cavity,  with,  if  necessar>%  the  assistance  of  the  microscope.  Such  conditions  may  be 
termed  secondary  post-partum  haemorrhage  in  cases  occurring  within  a  few  days  of  delivery. 

Haemorrhage  from  the  pregnant  uterus  almost  always  means  separation  of  the 
placenta  or  of  the  embryo  from  its  attachments,  but  malignant  growths  of  the  cervix, 
erosions,  and  polypi  may  have  to  be  considered.  Haemorrhage  from  a  pregnant  uterus  is 
never  due  to  malignant  growths  of  the  body  of  the  organ,  because  pregnancy  is  practically 
impossible  with  such  lesions.  There  are,  however,  two  great  difliculties  in  connection 
with  pregnancy  haemorrhages;  these  are  to  differentiate  (1)  the  uterine  haemorrhage 
which  occurs  along  with  ejctra-uterine  gestation  from  that  due  to  threatened  abortion  ;    and 
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(2)  the  bleeding  of  placenta  prcevia  from  that  due  to  the  separation  of  a  normally  situated 
placenta. 

In  the  first  case,  arising  very  early  in  pregnancy,  the  haemorrhage  occurs  when  the 
extra-uterine  gestation  is  separated  from  its  tubal  or  other  attachments  and  is  converted 
into  a  tubal  mole,  when  it  becomes  extruded  from  the  fimbriated  extremity  of  the  tube, 
or  when  the  tube  ruptures.  Therefore,  there  may  be  history  of  acute  abdominal  pain, 
faintness,  and  possibly  collapse  from  internal  haemorrhage.  Along  with  this,  the  uterus 
will  not  be  found  obviously  enlarged,  whilst  there  is  some  sort  of  swelling  in  one  or  the 
other  posterior  quarter  of  the  pelvis.  Haemorrhage  due  to  threatened  abortion  cannot 
be  diagnosed  unless  the  presence  of  an  intra-uterine  pregnancy  can  be  established.  There- 
fore, in  this  case  we  must  look  for  the  definite  signs  of  a  normal  pregnancy,  which  in  the 
early  months  will  be  :  amenorrhoea,  morning  sickness,  breast  changes,  enlargement  of 
the  uterus,  Hegar's  sign,  and  Braun's  sign.  The  former  consists  in  the  extreme  softening 
of  the  upper  part  of  the  cervix  and  lower  part  of  the  uterine  body,  combined  with  the  as 
yet  unsoftened  vaginal  portion  and  globular  tense  fundus  ;  it  is  found  from  the  sixth  to 
the  eighth  week.  The  latter  consists  in  the  irregular  shape  of  the  uterus  from  the  eighth 
to  the  twelfth  week.  One  side  is  larger  than  the  other,  and  an  ill-defined  groove  is  found 
between  them. 

In  the  second  case,  occurring  generally  after  the  sixth  month  of  pregnancy,  it  is  of 
the  greatest  importance  to  be  able  to  diagnose  placenta  prcevia.  The  only  definite  sign  is 
the  feeling  of  the  placenta  through  the  cervix  when  it  will  admit  of  this  method  of  investi- 
gation. The  suggestive  signs  are  those  due  to  the  filling  up  of  the  lower  uterine  segment 
by  the  placenta.  The  presenting  part  remains  high  up  and  movable,  not  engaged  in  the 
brim,  and  there  is  a  sensation  of  great  increase  of  thickness  between  the  vaginal  fomices 
and  the  presenting  part.  In  any  case  of  severe  haemorrhage,  however,  the  cervix  must 
be  dilated  so  as  to  admit  a  finger,  as  treatment  depends  upon  diagnosis,  and  no  patient 
with  a  placenta  praevia  is  safe  until  she  is  delivered  and  bleeding  has  ceased. 

r.  G.  Stevens. 

RUCHOPSIA.— (See  Vision,  Defects  of,  p.  763.) 

MICTURITION,  ABNORMALITIES  OF.— A  person  in  health -micturates  about 
five  times  during  the  twenty-four  hours,  the  total  amount  of  urine  passed  being  about 
1500  c.c,  or  50  ounces.  This  varies  according  to  the  amount  of  fluid  taken,  the  amount 
lost  by  perspiration,  and  so  forth.  The  act  of*  micturition  is  controlled  by  a  nervous 
mechanism,  a  stimulus  from  the  vesical  mucous  membrane  starting  an  impulse  which 
causes  contraction  of  the  detrusor  muscle,  and  at  the  same  time  relaxation  of  the  sphincter 
at  the  urethral  orifice.  The  special  centres  controlling  the  motor  functions  of  the  bladder 
are  in  the  spinal  cord  at  the  level  of  the  third  sacral  nerve,  whilst  the  brain  controls  these 
centres  in  response  to  sensory  impulses  received.  The  abnormalities  of  micturition  which 
are  met  with  in  practice  depend  partly  upon  lesions  of  some  portion  of  the  urinary 
apparatus,  and  partly  upon  some  change  in  the  nervous  mechanism  controlling  the  act, 
and  will  be  discussed  from  these  points  of  view,  and  under  Enuresis  (p.  218). 

1.  Increased  Frequency  of  Micturition. — A  large  number  of  diseases  of  the  genito- 
urinary tract  are  accompanied  by  increased  frequency  of  micturition,  and  it  is  necessary 
to  ascertain  if  the  increased  frequency  of  micturition  depends  upon  an  increased  amount 
of  urine  to  be  passed.  Thus  in  diabetes  or  chronic  interstitial  nephritis,  the  increased  amount 
of  urine  will  cause  an  increased  frequency  of  desire  to  micturate,  provided  the  capacity  of 
the  bladder  is  unaltered.  If  the  total  amount  of  urine  remains  normal,  any  increased 
frequency  of  micturition  may  be  due  to  some  lesion  of  the  genito-urinary  apparatus,  and 
consideration  of  the  other  symptoms  of  a  case  will  often  point  to  a  definite  diagnosis.  It 
must  be  remembered,  however,  that  increased  frequency  does  not  necessarily  imply  that 
the  bladder  is  the  seat  of  the  disease,  as  the  symptom  is  present  with  any  form  of  renal 
pyelitis — commonly  calculous  or  tuberculous — or  with  prostatic  enlargement. 

It  is  important  to  ascertain  the  relationship  between  micturition  during  the  day  and 
during  the  night.  Normally,  a  healthy  person  should  not  wake  during  the  night  to  pass 
urine,  unless  an  excess  of  fluid  has  been  taken  ;  but  if  any  inflammatory  condition  is  present 
in  the  bladder,  micturition  will  be  present  during  the  night,  as  well  as  increased  in  frequency 
during  the  day.     Any  form  of  cystitis  or  acute  inflammatory  conditions  of  the  prostate 
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or  neighbouring  organs,  will  cause  increased  frequency  both  day  and  night.  In  patients 
with  chronic  nephritis  who  are  passing  normal  quantities  of  urine  during  the  day,  frequent 
micturition  at  night  is  common. 

With  vesical  calculus  there  is  increased  frequency  during  the  day,  but  often  no 
urination  is  necessary  during  the  night.  The  frequency  during  the  day  is  increased  with 
activity  or  exercise,  or  by  the  jolting  movements  of  travelling,  but  is  absent  during  a 
period  of  rest.  If  the  presence  of  a  calculus  has  excited  cystitis,  increased  frequency  of 
micturition  will  be  present  both  day  and  night. 

With  prostatic  enlargement,  whether  simple  or  carcinomatous,  the  increased  frequency 
is  most  marked  at  night,  and  is  commonly  the  first  symptom  of  the  disease  noticed  by  the 
patient,  generally  a  man  of  about  sixty.  The  bladder  is  not  emptied  completely,  so  that 
the  addition  of  a  relatively  small  amount  of  urine  from  the  kidneys  soon  fills  up  the  in- 
completely emptied  viscus  and  sets  up  afresh  the  desire  to  micturate. 

In  vesical  carcinoma,  increased  frequency  of  micturition  is  present  during  both  the 
day  and  night,  as  the  infiltration  of  the  vesical  wall  prevents  the  bladder  from  being  dis- 
tended without  pain,  and  it  is  frequently  associated  with  cystitis. 

In  renal  colic  caused  by  calculus  or  blood-clot,  or  torsion  of  a  movable  kidney,  there 
may  be  increased  desire  to  micturate,  and  the  symptom  may  be  present  in  inflammatory 
diseases  in  the  pelvis,  such  as  salpingitis,  pyosalpinx,  or  a  low-placed  appendicitis,  or  in 
the  secondary  infiltration  of  the  bladder  in  carcinoma  of  the  uterus  or  rectum. 

Increased  frequency  of  micturition  may  be  produced  by  mechanical  obstruction  to 
the  normal  vesical  distention  by  a  tumour  occupying  the  pelvis,  and  is  seen  commonly 
with  ovarian  cyst,  uterine  fibroid,  or  a  retroverted  gravid  uterus ;  these  tumours  will  be  found 
upon  vaginal  examination. 

In  children,  increased  frequency  of  micturition  may  be  due  to  phimosis,  balanitis, 
a  small  urinary  meatus,  worms,  penile  calculus  (p.  469),  oxaluria  (p.  423),  coli  bacilluria 
(p.  69),  or  to  hyperacidity  of  the  urine. 

2.  Changes  in  the  Stream  of  Urina — An  abnormality  of  the  stream  of  urine  may 
be  due  to  a  congenital  deficiency  of  the  terminal  urethra,  as  in  hypospadias  or  epispadias, 
or  to  some  lesion  mechanically  obstructing  the  stream.  Most  commonly  this  is  due  to  a 
stricture  of  the  urethra.  If  the  stricture  be  situated  in  the  penile  portion,  the  stream  of 
urine  is  of  small  calibre  but  of  fair  force,  whilst  if  the  stricture  is  in  the  bulbous  urethra, 
the  mechanical  effect  upon  the  stream  of  urine  passing  through  the  stricture  into  the 
urethra  of  wider  calibre  beyond  the  stricture  is  that  the  force  is  diminished,  whilst  the 
actual  stream  as  it  leaves  the  meatus  is  not  thinned.  A  stricture  at  or  near  the  urethral 
meatus  forms  a  thin  but  forcible  stream  ;  but  no  reliance  can  be  placed  upon  the  com- 
plaint of  a  '  twisted  stream.' 

The  obstruction  to  micturition  by  an  enlarged  prostate  causes  the  stream  of  urine  to 
be  slow  and  forceless,  so  that  it  may  fall  vertically  from  the  meatus  instead  of  in  the  usual 
arched  manner.  This  same  dribbling  of  urine  will  be  seen  when  a  urethral  stricture 
becomes  much  narrowed,  or  again  when  the  bladder  musculature  has  lost  its  contractile 
power,  or  in  disease  of  the  nervous  system  affecting  the  motor  paths  to  the  bladder. 

In  any  case  presenting  an  abnormality  in  the  stream  of  urine,  careful  inquiry  should 
be  made  to  ascertain  if  the  stream  has  become  gradually  and  progressively  narrowed,  as 
in  stricture,  or  if  the  alteration  in  the  force  of  the  stream  is  accompanied  by  increased 
frequency  of  urination,  as  in  prostatic  hypertrophy  in  an  elderly  patient,  or  by  urethral 
discharge  in  a  case  suggestive  of  acute  prostatitis.  A  stricture  may  be  diagnosed  with 
certainty  by  careful  endoscopic  examination  under  air-distention,  or,  failing  this,  by  the 
obstruction  offered  to  the  passage  of  a  catheter  or  bougie.  Prostatic  enlargement  or  inflam- 
mation will  be  suggested  by  the  history  of  the  case,  and  confirmed  by  a  digital  examination 
of  the  gland  per  rectum  ;  in  the  absence  of  a  mechanical  obstruction  in  the  urethra,  exam- 
ination should  be  conducted  for  any  disease  of  the  spinal  cord  by  testing  the  knee-jerk 
and  other  reflexes. 

Sudden  stoppage  of  the  flow  of  urine  during  micturition  may  be  caused  by  a  smaU, 
movable  vesical  calculus,  if  the  latter  happens  to  engage  in  the  internal  urethral  orifice  or 
becomes  impacted  in  the  urethra.  The  same  sudden  cessation  of  the  flow  is  caused  occa- 
sionally by  a  tuft  of  a  vesical  villous  tumour  blocking  the  urethral  opening  during  mic- 
turition.    Usually  the  flow  will  be  resumed  after  a  few  seconds,  unless  the  calculus  has 
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passed  into  the  urethra,  when  it  may  be  passed  naturally  or  require  to  be  removed  by 
surgical  means.  If  the  symptom  recurs,  a  cystoscopic  examination  of  the  bladder  will 
distinguish  readily  between  the  two  conditions. 

The  same  sudden  cessation  of  the  stream  may  occur  without  any  intravesical  lesion 
as  the  result  of  spasmodic  contraction  of  the  vesical  sphincter.  Patients  subject  to  this  trouble 
(so-called  stammering  bladder)  can  at  times  pass  urine  quite  normally,  but  at  others  the 
stream  is  interrupted  frequently,  or  they  may  be  unable  to  pass  urine  at  all,  especially  in 
the  presence  of  a  second  person. 

3.  Difficulty  in  Micluritioii. — Frequently  associated  with  some  change  in  the  character 
of  the  stream  of  urine,  a  patient  may  complain  of  difficulty  in  micturition,  either  as  a 
hesitation  in  commencing  the  flow  or  a  need  to  strain  to  maintain  it.  This,  again,  is  most 
common  with  urethral  stricture  or  prostatic  enlargement^  or  may  be  due  to  the  impaction  of 
a  calculus  in  the  urethra  or  to  the  formation  of  blood-clot  in  the  bladder.  A  calculus  may 
be  passed  into  the  urethra  and  become  arrested  in  the  canal,  but  not  so  that  it  wholly 
obstructs  the  passage  of  urine.  It  is  not  uncommon  for  a  calculus  to  occupy  the  dilated 
portion  of  the  urethra  behind  a  stricture,  or  occasionally  a  prostatic  calculus  projects  from 
the  gland  into  the  lumen  of  the  posterior  urethra.  A  calculus  so  placed  may  increase  in 
size  by  the  further  deposition  of  urinary  salts  whilst  in  the  urethra,  and  cause  difficulty 
in  micturition  ;  it  may  be  felt  in  the  canal  from  the  outside,  upon  rectal  examination,  or 
upon  passing  a  soft  bougie  into  the  urethra.  Even  if  placed  behind  a  stricture  it  may 
be  felt  by  a  fine  guide  or  bougie  passed  to  dilate  the  stricture.  Difficulty  in  micturition 
may  also  arise  from  prostatic  inflammation  or  from  tuberculous  disease  of  the  prostate. 

Difficulty  in  micturition  due  to  the  presence  of  blood-clot  in  the  bladder  will  usually 
be  indicated  by  the  previous  passage  of  blood-stained  urine  and  by  the  constant  efforts 
to  micturate. 

Difficulty  in  micturition  in  the  female  may  be  caused  by  a  pelvic  tumour  by  the  drag 
or  direct  pressure  on  the  urethra  or  vesical  neck.  This  may  occur  with  a  uterine  fibroid 
or  a  pregnant  retroverted  uterus.  Occasionally,  difficulty  is  produced  by  the  direct  infil- 
tration of  the  urethra  by  a  carcinoma  of  the  vaginal  wall  or  vulva. 

Difficulty  in  micturition  is  not  uncommon  in  disease  of  the  nervous  system,  causing 
paralysis  or  paresis  of  the  detrusor  muscle  of  the  bladder.  This  may  be  due  to  trauma 
and  pressure  on  the  spinal  cord  by  blood-clot,  or  to  myelitis  or  tabes.  It  must  be  remem- 
bered that  it  is  not  uncommon  for  the  early  cord-changes  of  tabes  to  affect  the  urinary 
organs,  and  that  difficulty  in  passing  urine  may  be  complained  of  when  the  urethra  and 
bladder  are  normal. 

Atony  of  the  bladder  wall  without  any  affection  of  the  nervous  mechanism,  from  recur- 
ring over-distention  of  the  bladder,  may  cause  difficulty  in  micturition. 

4.  Retentioii  of  Urine — by  which  is  implied  the  gradual  accumulation  of  urine  in 
the  bladder,  with  inability  to  pass  any  per  urethram — may  arise  from  mechanical  causes 
obstructing  the  urethra,  or  from  derangement  of  the  nervous  system.  Retention  of  urine 
must  be  distinguished  from  Anuria  (p.  39),  or  failure  of  the  kidneys  to  secrete  urine,  for 
in  retention  the  kidneys  are  still  functioning,  and  the  urine  is  collecting  in  the  distended 
bladder.  Retention  of  urine  occurring  suddenly  produces  very  severe  pain  and  strangury, 
but  in  cases  of  old-standing  obstruction  the  bladder  may  be  distended  enormously  before 
pain  becomes  severe.  If  the  retention  remains  unrelieved,  urine  may  continually  dribble 
away  per  urethram,  when  a  condition  resembling  incontinence  of  urine  is  produced  ;  but 
it  is  most  important  to  distinguish  the  condition  from  true  incontinence  of  urine  due  to 
injury  or  paralysis  of  the  vesical  sphincter  muscle.  In  true  incontinence  the  bladder 
remains  empty,  urine  flows  away  as  soon  as  it  passes  down  into  the  bladder,  and  there  is 
no  obstruction  in  the  urethra ;  whereas,  in  the  condition  of  involuntary  passage  of  urine 
from  an  unrelieved  distended  bladder — incontinence  from  overflow,  or  false  incontinence — 
the  bladder  may  be  felt  distended  in  the  suprapubic  region,  and  there  exists  some 
mechanical  obstruction  in  the  urethra,  or  at  the  internal  urethral  orifice. 

The  common  causes  of  retention  of  urine  are  urethral  stricture  and  prostatic  enlarge- 
ment. In  stricture,  it  does  not  necessarily  follow  that  the  urethra  is  entirely  occluded  by 
the  fibrosis,  but  rather  that  some  spasm  or  congestion  is  present  at  the  stricture,  from 
exposure  to  cold  or  indulgence  in  alcohol,  when  a  small  catheter  may  be  passed.  In 
elderly  men  with  prostatic  hypertrophy,  acute  retention  may  occur  early  in  the  disease  from 
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a  congested  condition  of  the  enlarged  gland,  or  in  the  later  stages  be  due  to  actual  obstruc- 
tion of  the  urethra  by  a  localized  enlargement  from  either  lateral  lobe  or  the  so-called  third 
lobe  which  acts  as  a  ball-valve  to  the  internal  urethral  orifice  in  such  a  manner  that  each 
forced  attempt  at  urination  closes  the  orifice  more  securely.  A  large  coude  catheter  can 
usually  be  passed  readily;  but  in  cases  of  acute  retention,  especially  in  those  of  old- 
standing  obstruction  in  which  the  kidneys  are  probably  affected  by  the  backward  pressure, 
the  urine  must  be  drawn  off  very  slowly,  otherwise  fatal  anuria  may  be  induced. 

A  case  of  acute  retention  of  urine  from  stricture  of  the  urethra  will  generally  be  that 
of  a  comparatively  young  patient,  who  will  give  a  history  of  former  gonorrhoea,  gradually 
increasing  diflRculty  in  micturition,  narrowing  of  the  stream,  and  inability  to  finish  the 
flow  completely  without  some  dribbling  of  urine.  Examination  of  the  urethra  by  an 
endoscope,  or  by  the  passage  of  olivary-pointed  flexible  bougies,  will  reveal  the  presence 
of  a  stricture. 

In  prostatic  enlargement  the  patient  is  usually  above  the  age  of  fifty-five  years,  has 
been  troubled  with  increasing  frequency  in  micturition,  especially  at  night,  with  straining 
and  loss  of  force  in  the  stream  of  urine.  Per  rectum,  the  prostate  may  be  found  to  be 
enlarged  both  from  above  downwards  and  laterally  ;  it  may  be  smooth,  elastic,  and 
movable  in  the  pelvic  space  in  the  case  of  adenomatous  enlargement,  or  nodular,  hard, 
irregular,  and  fixed  in  the  case  of  carcinoma  ;  the  subjective  symptoms  of  both  are  very 
similar.  In  some  cases  the  prostate  may  not  appear  to  be  much  enlarged  upon  rectal 
examination,  though  it  is  causing  an  intravesical  tumour  which  obstructs  urination,  or  a 
firm  fibrous  collar  around  the  internal  urethral  orifice  which  gives  rise  to  marked  prostatic 
symptoms.  In  prostatic  cases,  even  a  large  catheter  of  coude  form  can  usually  be  passed 
into  the  bladder  readily.  Retention  of  urine  may  also  be  present  in  cases  of  acute  pro- 
statitis or  of  prostatic  abscess. 

Acute  retention  of  urine  may  be  produced  by  other  causes  than  the  above.  A  sm^ll 
calculus  may  be  passed  into  the  urethra  and  totally  obstruct  the  passage  of  urine.  This 
may  occur  at  any  age,  and  the  calculus  become  arrested  at  some  narrow  portion  of  the 
canal — usually  at  the  meatus  or  at  the  membranous  urethra.  The  urethra  may  lodge  a 
calculus  for  some  time  with  comparatively  little  pain  ;  but  more  often  the  stone  passes 
into  the  canal  during  micturition,  causing  a  sudden  pain,  with  cessation  of  the  flow  of  urine 
and  dribbling  of  a  few  drops  of  blood.  The  calculus  may  be  palpated  if  it  lies  in  the  penile 
urethra  or  in  the  perineum,  or  will  be  felt  on  passing  a  metal  instrument  into  the  urethra. 

Retention  may  be  caused  by  the  blockage  of  the  internal  urethral  orifice  by  the  free 
portion  of  a  pedunculated  vesical  tumour.  On  any  attempt  at  micturition  the  growth  is 
forced  into  the  orifice  and  obstructs  it.  These  cases  are  rare,  but  in  one  under  the  care 
of  the  writer,  a  man,  owing  to  his  inability  to  pass  any  urine,  had  been  condemned  to 
catheter  life  on  the  assumption  that  he  had  prostatic  enlargement.  No  enlargement  could 
be  felt  per  rectum,  but  upon  cystoscopic  examination  a  papilloma  was  found  in  the 
bladder,  attached  by  its  pedicle  just  above  the  urethral  orifice  and  obstructing  the  flow 
of  urine. 

Retention  of  urine  may  also  occur  with  paralysis  of  the  motor  nerves  of  the  detrusor 
muscle  of  the  bladder,  or  interference  with  the  spinal  centres  by  compression  paraplegia, 
tabes  dorsalis,  or  myelitis,  each  being  diagnosed  on  examination  of  the  nervous  system  ; 
or  as  a  reflex  spasm  of  the  vesical  sphincter  after  operations  upon  the  rectum  or  neighbour- 
ing organs. 

In  other  cases,  retention  of  urine  is  present  in  association  with  other  symptoms  of 
hysteria  ;  but  care  must  be  taken  not  to  give  a  diagnosis  of  hysteria  until  all  other  causes 
of  retention  are  excluded.     These  cases  usually  occur  in  children  or  in  young  women. 

Retention  of  urine  occurring  after  operations  about  the  anal  or  rectal  areas  or  for 
hernia,  etc.,  will  be  diagnosed  readily. 

5.  Pain  during  Micturition. — Pain  may  be  present  during  or  immediately  after  mic- 
turition, and  it  is  important  to  ascertain  not  only  the  period  at  which  it  is  present,  but 
also  the  actual  location  of  the  pain.  If  pain  is  present  in  the  urethra  during  micturition, 
it  usually  indicates  that  a  stricture  or  some  inflammatory  process  is  present,  the  latter 
being  evidenced  by  a  urethral  discharge  (see  Discharge,  Urethral,  p.  181).  If  pain  is 
experienced  immediately  after  micturition,  and  felt  as  a  tingling  or  pricking  sensation  in 
the  glans  penis,  there  is  some  inflammatory  or  irritant  process  at  the  trigonal  region  of 
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the  bladder.  Formerly  this  symptom  was  looked  upon  as  diagnostic  of  vesical  calculus, 
and  though  it  is  almost  a  constant  symptom  of  the  latter,  provided  the  calculus  is  not 
trapped  in  a  post-prostatic  pouch,  it  is  also  present  in  cystitis,  tuberculous  or  otherwise, 
in  vesical  carcinoma  which  is  infiltrating  the  bladder  base,  and  in  acute  or  subacute  pros- 
tatic infections.  Prostatic  infection  can  be  diagnosed  by  the  history  of  the  case,  usually 
following  an  acute  urethritis,  and  by  a  rectal  examination.  Tuberculous  cystitis  usually 
occurs  in  young  adults,  and  frequently  other  tuberculous  lesions  are  present  in  the  genito- 
urinary organs,  such  as  the  epididymis,  vas  deferens,  seminal  vesicles,  or  prostate,  whilst 
the  urine  contains  not  only  blood  and  pus,  but  tubercle  bacilli.  Cystitis  from  other  causes, 
and  vesical  growth  or  calculus,  can  be  ascertained  upon  cystoscopic  examination. 

Pain  may  be  felt  in  the  perineum  during  and  after  micturition  in  cases  of  prostatic 
disease,  especially  if  much  straining  occurs  during  micturition,  or  may  be  felt  in  both  the 
perineum  and  the  anal  area  in  vesical  carcinoma. 

In  the  female,  pain  is  felt  at  the  urethral  orifice  and  in  the  vulva  after  micturition  in 
cases  of  cystitis  or  vesical  carcinoma. 

It  should  be  noted  that  in  either  sex,  severe  pain  may  be  present  at  the  termination 
of  the  urethra  after  micturition  when  a  calculus  is  impacted  in  the  vesical  end  of  a  ureter , 
{Fig.  192,  p.  455),  especially  if  the  latter  is  partially  prolapsed  into  the  bladder.  In  one 
such  case  the  patient  would  hold  her  urine  for  hours  rather  than  pass  it,  owing  to  the  pain 
that  followed  micturition. 

6.  Micluritioii  through  Fistiilie. — Urine  may  pass,  either  wholly  or  in  part,  through 
a  fistulous  track  communicating  with  the  urinary  organs,  such  opening  being  the  result 
of  preceding  disease  or  injury.  Occasionally,  owing  to  congenital  malformation  of  the 
urethra  or  bladder,  urine  passes  by  an  opening  in  the  perineum,  pubes,  or  into  the  vagina  ; 
but  these  cannot  be  regarded  as  fistulae. 

Urinary  fistulae  in  connection  with  the  urethra  are  most  common  as  the  result  of  peri- 
urethral abscess,  stricture,  or  some  operation  ;  and  in  a  case  in  which  a  penile  fistula  is 
present,  it  is  necessary  to  ascertain  if  the  calibre  of  the  urethra  is  in  any  way  narrowed  by 
cicatricial  inflammation.  A  fistula  may  open  in  the  perineum  as  the  result  of  inflamma- 
tion and  extravasation  behind  a  stricture,  following  an  operation  upon  the  lower  urinary 
organs,  or  in  the  female  into  the  vagina  from  damage  during  parturition  or  some  vaginal 
operation.  In  cases  in  which  a  fistula  opens  into  the  vaginal  fornix,  the  urine  may  leak 
from  the  bladder  or  from  the  lower  end  of  the  ureter.  The  opening  is  usually  small  and 
embedded  in  an  area  of  cicatricial  tissue,  so  that  it,  is  very  difficult  to  pass  a  probe  along 
the  track.  In  these  cases,  evidence  of  the  nature  of  the  fistula  may  be  obtained  by  filling 
the  bladder  with  some  sterile  coloured  solution,  such  as  weak  methylene  blue  ;  if  the  open- 
ing is  in  communication  with  the  bladder,  coloured  solution  will  appear  in  the  vagina,  but 
if  the  urine  comes  from  the  ureter,  no  stain  will  be  found.  Evidence  may  also  be  obtained 
by  means  of  the  cystoscope,  when  a  cicatricial  area  may  be  found  in  the  bladder  surround- 
ing a  retracted  fistulous  opening,  or  the  ureteric  orifice  of  one  side  may  be  found  displaced 
from  its  normal  situation  by  the  scar  contraction  when  the  ureter  is  at  fault.  In  these 
cases  it  may  be  impossible  to  pass  a  bougie  into  the  ureter  more  than  a  very  short  distance, 
the  tip  being  arrested  by  the  scar  tissue. 

A  urinary  fistula  may  be  present  in  the  suprapubic  area  in  connection  with  the  bladder, 
or  in  the  lumbar  area  commimicating  with  the  kidney,  as  the  result  of  operations  on  these 
two  organs.  A  fistula  has  been  seen  in  the  iliac  fossa  as  the  result  of  an  operation  on  the 
ureter,  and  after  the  opening  of  an  abscess  formed  around  the  ureter  from  the  ulceration 
caused  by  a  ureteric  calculus. 

7.  Disorders  of  Micturition  from  Diseases  of  the  Nervous  System. — In  most 
of  the  foregoing  paragraphs  it  will  be  noticed  that  symptoms  referable  to  the  urinary  organs 
have  been  stated  to  be  due  in  some  cases  to  disease  of  the  nervous  system,  such  as  myelitis, 
tabes  dorsalis,  or  hemiplegia  ;  in  spite  of  repetition  it  is  advisable  to  gather  these  under 
one  heading.  The  control  of  the  act  of  micturition  depends  upon  the  integrity  of  the 
nervous  system  ;  for  although  special  centres  exist  in  the  lower  segments  of  the  spinal 
area  presiding  over  the  motor  functions  of  the  bladder,  the  impulse  calling  for  action  of 
these  centres  is  supplied  by  the  brain  after  a  stimulus  has  been  conveyed  to  the  latter 
by  the  sensory  nerve  fibres  from  the  bladder.  There  are  two  centres  in  the  lower  spinal 
segment,  by  one  of  which  the  detrusor  muscle  of  the  bladder  is  brought  into  action,  and 
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by  the  other  the  sphincter  muscle  surrounding  the  vesical  outlet  is  maintained  in  tonic 
contraction  until  inhibited  by  the  same  stimulus  which  produces  contraction  of  the 
detrusor.  The  two  vesical  muscles  are  thus  antagonistic  in  their  action,  the  detrusor 
contracting  and  the  sphincter  relaxing  in  answer  to  the  stimulus  to  micturition.  In  the 
diagnosis  of  all  neuroses  of  the  bladder  it  is  most  important  to  exclude  all  lesions  of  the 
urinary  apparatus,  and  not  to  overlook  the  fact  that  vesical  symptoms  are  often  produced 
by  some  lesion  in  the  kidney  when  the  bladder  on  careful  examination  appears  quite 
normal. 

(a).  Irritability  of  the  Sensory  Nerves  of  the  Bladder, — Some  patients  experience  an 
urgent  and  frequent  desire  to  pass  urine,  often  every  half-hour,  though  no  objective 
symptoms  of  disease  can  be  found,  and  all  inflammatory  lesions  can  be  excluded  ;  there 
is  no  pain  and  no  increased  frequency  of  micturition  during  the  night.  The  cases  have 
received  the  name  of  cystalgiay  hypercesthesia  vesiccBy  and  irritable  bladder,  and  they  must 
be  distinguished  carefully  from  those  in  which  there  is  some  lesion  of  the  urinary  organs, 
the  rectum,  and  of  the  female  pelvic  organs. 

(b).  Irritability  of  the  Motor  Nerves  of  the  Bladder, — In  this  condition  there  is  a  spas- 
modic contraction  of  the  sphincter  muscle  of  the  bladder,  with  resulting  retention  of  urine 
or  great  difficulty  in  micturition.  There  is  no  stricture  or  urethral  obstruction,  as  shown 
by  the  ease  with  which  a  catheter  is  passed,  nor  is  there  any  prostatic  enlargement.  The 
neurosis  is  not  confined  to  the  male  sex,  and  is  seen  in  hysteria  as  well  as  in  those  nervous 
affections  which  affect  the  spinal  centres,  such  as  myelitis,  lateral  sclerosis,  and  tabes 
dorsalis. 

(c).  Paralysis  of  the  Motor  Nerves  of  the  Bladder  may  affect  the  peripheral  nerves  or 
spinal  elements,  but  the  results  as  regards  the  bladder  are  the  same.  If  the  nerves  supply- 
ing the  detrusor  muscle  or  its  spinal  centre  be  paralyzed,  retention  of  urine  occurs,  and 
the  patient  can  expel  urine  only  by  the  force  of  the  abdominal  wall.  If  the  sphincter  muscle 
is  affected,  it  becomes  relaxed,  and  urine  dribbles  away.  In  many  cases  only  part  of  the 
motor  tract  is  affected,  so  that  the  power  of  the  bladder  is  not  abolished  but  diminished, 
and  a  portion  of  the  urine  is  retained  in  the  bladder  after  micturition.  The  bladder  may 
be  affected  thus  in  compression  of  the  spinal  cord  by  fracture,  or  haemorrhage  into  the 
membranes,  in  myelitis,  paraplegia,  and  tabes. 

(d).  Destruction  of  the  Spinal  Centres  for  Micturition,  by  injur>%  softening,  or  com- 
pression, gives  rise  to  incontinence  without  distention  of  the  bladder.  The  urine  dribbles 
from  the  urethra  as  fast  as  it  enters  the  bladder.  R.  u.  Jocelyn  Swan. 

MOUTH,  PIGMENTATION    IN.-  (See  Picmkntation  in  the  Mouth,  p.  526.) 

MUCUS  IN  THE  STOOLS.— This  occurs  in  such  a  variety  of  conditions  that  it  is 
impossible  to  give  a  complete  differential  diagnosis  of  them  here.  Its  presence  always 
indicates  organic  disease,  usually  of  the  large  bowel,  for  if  it  comes  from  the  small  bowel 
it  will,  unless  the  motions  are  very  fluid,  be  so  incorporated  with  them  that  it  cannot  be 
seen.     It  occurs  in  malignant  disease  of  the  colon  as  a  clear  glairy  mucus,  often  blood-stained. 


Fig.  172. — Tubular  raucous  cast  of  lar?e  intestine,  much  retluood  in  size,  from  a  case  of  muco- 
membranous  colitis.     The  cast  measured  'Jol  inches  in  leni,'th. 

and  it  has  the  same  characters  in  intussusception,  for  the  obstruction  in  both  these  cases 
accounts  for  the  absence  of  faecal  colouring.  It  is  often  seen  in  constipated  motions,  the 
hard  faeces  having  led  to  irritation  of  the  large  bowel,  with  consequent  excessive  secretion 
of  mucus  ;  if  this  has  lain  some  time  in  the  bowel  it  has  become  coagulated  into  white 
shreds,  which  can  be  seen  attached  to  the  motions  and  look  like  parasitic  worms.    In  severe 
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cases  a  motion  may  consist  almost  entirely  of  these  shreds  ;  there  may  be  little  fseoal 
matter.  If  the  mucus  has  not  lain  so  long  in  the  bowel,  it  appears  like  a  jelly  outside  the 
motion.  Sometimes,  especially  in  adult  women  who  are  constipated,  complete  casts  of 
the  bowel  formed  of  coagulated  mucus  are  passed  ;  they  may  be  a  foot  or  more  in  length 
(Fig,  172).  Often,  however,  by  the  time  they  are  passed,  they  have  become  broken  into 
fragments  which  the  patient  describes  as  skins,  and  which  look  not  unlike  segments  of 
tape-worm.  Patients  passing  this  variety  of  mucus  are  said  to  have  membranous  colitis. 
In  the  more  acute  varieties  of  inflammation  of  the  bowel  the  mucus  passed  is  jelly-like 
and  semi-fluid,  of  varying  colour  according  to  the  amount  of  faecal  staining.  In  severe 
cases  of  enteritis  the  motions  consist  of  nothing  but  mucus  and  blood.  It  is  impossible 
to  attempt  to  differentiate  here  between  all  the  numerous  varieties  of  enteritis. 

W,  Hale  White. 

MUCUS  IN  THE  URINE  is  generally  of  little  clinical  significance.  Many  normal 
urines,  particularly  those  of  women,  develop  a  faint  or  even  a  more  definite  deposit  of 
mucus,  which  may  remain  in  suspension  or  may  accumulate  as  a  light  floccular  deposit  at 
the  bottom  of  the  specimen-glass.  Such  mucus  is  a  normal  product  of  the  epithelial  cells 
of  the  urinary  passages.  It  is  not  possible  by  merely  looking  to  say  whether  it  is  in  excess 
or  not.  It  may  indicate  catarrh  of  the  mucous  membranes  ;  but  such  catarrh  will  be 
shown  more  decisively  by  the  occurrence  of  epithelial  cells  or  actual  pus  corpuscles,  or  by 
a  cause  for  catarrh  such  as  Oxaluria  (p.  423)  ;  diagnosis  depending  not  upon  the  mucus 
but  upon  the  other  substances  present  with  it.  It  is  important  not  to  mistake  elongated 
strands  of  mucus  for  tube-casts  ;  the  error  is  particularly  apt  to  occur  if  the  cover-glass, 
on  being  pressed  down  on  a  specimen  stained  with  methylene  blue,  slips  slightly  and  draws 
out  the  mucus  into  long  narrow  strands.  When  large  numbers  of  these  are  seen  all  parallel 
with  one  another,  they  are  not  likely  to  be  mistaken  for  casts.  Mucus  stains  readily  either 
with  methylene  blue  or  with  eosin,  but  exhibits  no  structure  beyond  granular  particles, 
or  cells  that  may  have  become  entangled  in  its  meshes. 

If  a  male  patient  has  formerly  suffered  from  gonorrhoea,  a  residual  catarrh  of  the 
glands  in  the  prostate  often  persists  long  after  the  cure  may  have  seemed  to  be  complete. 
Urine  from  such  a  case,  looked  at  in  a  tall  glass  vessel,  often  exhibits  numerous  filaments 
or  '  prostatic  threads,'  consisting  for  the  most  part  of  mucus  coming  in  the  form  of  casts 
from  the  prostatic  tubules.  Herbert  French, 

MUSCiE  VOUTANTES.— (Sec  Black  Specks  before  the  Eyes,  p.  71.) 

MUSCULAR    ATROPHY.— (See  Atrophy,  Muscular,  p.  59.) 

MYDRIASIS. — (Sec  Pupil,  Abnormalities  of  the,  p.  551.) 

MYOSIS. — (See  Pupil,  Abnormalities  of  the,  p.  551.) 

NAILS,  AFFECTIONS  OF  THE.-^Various  pigmentary  and  degenerative  changes 
may  occur  in  the  nails  as  the  result  of  occupation,  as  in  dyers,  washerwomen,  jewellers, 
confectioners,  and  others  ;  or  the  condition  known  as  pterygium  may  arise,  the  fold  of 
skin  at  the  proximal  end  of  the  nail  adhering  and  growing  over  the  nail,  like  a  '  wing.' 
The  nails  are  liable  to  attack  also  in  such  cutaneous  affections  as  ringworm,  favus,  eczema, 
psoriasis,  and  epidermolysis  bullosa.  The  differences  between  the  onychomycosis  due  to 
ringworm  and  that  due  to  favus  are  described  in  the  article  on  Fungous  Affections  of 
THE  Skin  (p.  246).  In  eczema,  usually  the  first  sign  of  involvement  of  the  nails  is  pitting, 
which  gives  them  an  appearance  somewhat  resembling  orange-rind.  They  become  dis- 
coloured and  thinned,  transverse  and  longitudinal  splitting  follows,  and  finally  exfoliation 
may  occur.  In  long-standing  cases  they  may  be  thickened  to  the  extent  of  deformity. 
In  psoriasis,  if  the  matrix  of  the  nails  is  attacked,  they  become  furrowed  transversely, 
and  dull  in  colour  ;  later  the  nails  split  and  may  be  shed,  but  not  permanently.  In  other 
cases,  instead  of  the  matrix  being  affected,  the  nails  are  discoloured  about  the  free  border, 
and  they  become  thickened  as  the  discoloration  extends  downwards  to  the  root.  In 
epidermolysis  bullosa  there  may  be  repeated  bleb-formation  at  the  finger-ends,  causing 
atrophy  of  the  skin  and  loss  of  nails.     The  signs  of  nail  involvement  in  these  three 
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conditions  are  sufficiently  distinctive  to  obviate  confusion  between  them  ;    and  the  lesions 
elsewhere  will  aid  the  dia^osis. 

Trophic  changes  in  the  nails  may  also  be  consequent  on  acule  illness  or  senile  decay,  or 
they  may  occur  without  any  apparent  cause  :  the  longitudinal  striae  may  be  exaggerated, 
transverse  furrows  may  appear,  or  white  spots  may  develop,  and  a  large  part  or  the  whole 
of  the  nail  may  become  white  (leuconychia).  With  this  condition  spoon-nails  may  be 
associated  ;  the  nail  becomes  thin  and  hollowed,  either  from  side  to  side  or  antero-posteriorly . 
Shedding  of  the  nails  may  occur  not  only  in  distinctively  cutaneous  affections,  but  also  in 
diabetes  mellitus  and  syphilis,  in  locomotor  ataxy  and  other  nervous  disorders.  Either 
without  definite  etiology,  or  in  connection' with  inflammation  of  the  finger-tips,  the  nail 
may  be  separated  from  its  bed  without  being  actually  shed.  Onychia,  or  inflammation 
of  the  nail,  is  in  some  instances  due  to  syphilitic  or  tuberculous  infection  ;  in  the  latter 
case  associated  scrofulous  lesions  will  often  be  found  in  the  eyelid  and  elsewhere.  Onychia, 
however,  may  also  be  due  to  trauma,  or  to  contact  with  irritants  used  in  industries,  or 
may  be  idiopathic.  Whatever  the  cause,  the  condition  cannot  be  mistaken.  If  the 
process  is  acute  there  is  great  pain,  with  redness  ;  suppuration  takes  place  beneath  the 
nail,  which  becomes  thickened  and  discoloured,  and  is  ultimately  shed,  leaving  an  un- 
healthy sore.  If  this  should  fail  to  heal,  the  lymphatics  may  be  involved,  and  the  case 
becomes  one  of  •paronychia,  or  whitlow.  This  condition  is  sometimes  caused  by  the 
pressure  of  tightly-fitting  boots,  or  by  irritation  set  up  by  the  edge  of  a  badly-cut  nail — 
usually  that  of  the  big  toe.  Onychorrhexis,  brittleness  of  nails,  may  be  either  congenital 
or  acquired.  It  is  sometimes  present  in  cheiropompholyx,  and  in  other  cases  is  associated 
with  nervous  affections  and  anomalies  of  development.  In  onychauxis,  hypertrophy  of 
the  nail,  there  may  be  overgrowth  in  one  or  in  all  directions,  accompanied  by  distortion 
or  discoloration,  and  sometimes  by  inflammation.  In  some  cases  the  free  end  may  grow 
to  a  great  length,  and  may  become  twisted  like  a  ram's  horn  (onyzhogryphosis).  This 
curious  distortion  is  often  found  in  connection  with  congenital  ichthyosis.  A  rarer  con- 
dition of  modified  nutrition  is  that  known  as  egg-shell  nail,  which  is  intimately  associated 
with  hyperidrosis  ;  it  has  been  met  with  in  debilitated  young  women  ;  the  nail  tends  to 
grow  upwards  rather  than  forwards  ;  its  connection  with  the  distal  portion  ot  the  bed  is 
enfeebled  ;  and  in  typical  cases  the  colour  is  precisely  that  of  the  inner  face  of  the  shell 
of  a  hen's  egg — ^a  delicate  combination  of  white  and  purple.  It  has  been  suggested  that, 
owing  to  the  maceration  of  the  distal  portion  of  the  nail-bed  due  to  hyperidrosis,  there  is 
interference  with  the  normal  comification  of  the  nail-plate.  Whatever  the  process,  the 
diagnosis  is  clear.  Transverse  ridging  of  the  nails  due  to  previous  illness  (Fig,  306,  p.  769) 
is  described  on  p.  769.     (See  also  Finger,  Sore,  p.  239.)  Malcolm  Morris. 

NAPKIN-REGION  ERUPTIONS.— Infantile  eruptions  in  this  region,  when  they 
are  a  manifestation  of  congenital  syphilis,  are  usually  erythematous  or  papular,  but  they 
may  also  be  pustular,  bullous,  squamous,  or  polymorphic  ;  in  all  cases  alike  they  are 
distributed  symmetrically  on  the  buttocks.  Frequently,  around  the  anus  and  the  genital 
organs  the  papules  are  moist  and  coalescent,  and  form  flattish  condylomata.  Similar 
lesions  are  also  found  on  the  soles,  palms,  forehead,  and  around  the  mouth,  and  in  these 
regions  also  the  distribution  is  symmetrical.  The  eruption  is  as  a  rule  transitory.  The 
other  symptoms  of  hereditary  syphilis  are  so  characteristic  that  the  lesions  here  described 
are  seldom  liable  to  misinterpretation.  The  skin  eruption  is  usually  preceded  by  a  chronic 
coryza  ('  snuffles ')  and  laryngitis.  Often  the  nails  are  severely  affected  coincidently 
with  the  skin.  The  colour  of  the  lesions,  approximating  to  the  characteristic  raw-ham 
tint,  the  loose,  dry,  cafi-au-lait  skin,  the  senile  aspect  of  the  face,  and  the  accompanying 
cachexia,  form  a  distinctive  clinical  picture. 

A  napkin-area  eruption  which  was  often  mistaken  for  congenital  syphilis  is  the 
infantile  erythema  of  Jacquet,  It  is  a  process  which  manifests  itself  in  :  (1)  Simple  erythe- 
matous, (2)  Erythemato-vesicular,  (3)  Papular,  (4)  Ulcerating  forms.  These  may  develop 
consecutively  or  coincidently.  The  most  common  are  the  erythematous  and  the  papular. 
All  alike  are  probably  due  in  part  to  the  irritation  set  up  by  moist  or  soiled  napkins,  but 
vasomotor  irregularities  and  gastro-intestinal  toxaemia  may  also  be  concerned  in  the 
etiology.  The  preference  sites  of  all  four  forms  of  the  eruption  are  the  convex  surfaces  of 
the  buttocks,  of  the  thighs,  and  of  the  scrotum  or  vulva.     In  the  simple  erythemas,  of 
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which  the  usual  subjects  are  quite  young  infants,  the  rash  may  be  limited  in  mild  cases 
to  the  genitalia,  the  inner  sides  of  the  thighs,  and  the  perineum,  while  in  severer  cases  it 
may  extend  to  the  lumbar  region,  the  lower  abdomen,  and  the  calves  and  heels.  In  the 
erythemato-vesicular  form  there  appear  on  the  convex  surfaces  towards  the  centre  of  the 
erythematous  areas  small  bright-red  erosions  which,  forming  groups  of  from  two  or  three 
to  a  dozen  or  more,  may  become  confluent ;  the  erosions  are  preceded  by  vesicles,  which 
may  usually  be  found  near  the  borders  of  the  reddened  area.  The  erythemato-papular 
form  of  the  eruption  is  met  with  when  the  erosions  just  described  have  thrown  up  flattened 
granulations,  which  give  to  the  lesions  the  appearance  of  flat,  reddish  papules.  In  this 
stage  the  heels  and  the  lower  abdomen  may  be  involved  in  the  erythema.  In  the  fourth 
form  of  the  eruption  the  erosions,  failing  to  granulate,  develop  into  ulcers,  with  sharply 
defined  borders  or  coalescing  into  vermicular  lesions.  They  are  confined  to  the  convex 
surfaces,  the  folds  always  escaping.  Attention  to  the  appearance  and  distribution  of  the 
lesions,  and  the  course  they  run,  together  with  the  absence  of  the  more  familiar  signs  and 
symptoms  of  congenital  syphilis,  will  prevent  confusion  with  that  disease,  or  with  the 
condition  which  Colcott  Fox  has  styled  vacciniform  erythema  of  infants. 

Pemphigus  neonatorum  consists  of  an  eruption  of  bulla?  on  the  thighs  and  buttocks 
in  new-bom  infants.  It  is  not,  however,  confined  to  this  region,  but  attacks  other  parts, 
including  the  face,  and  this  is  true  also  of  the  bullous  impetigo  of  older  babies,  which 
Adamson  believes  to  be,  like  pemphigus  neonatorum,  a  form  of  the  impetigo  contagiosa 
of  Tilbury  Fox.     The  diagnosis  of  these  affections  has  been  given  under  Bullae,  p.  98). 

The  '  seborrhocic  eczema  of  infants '  has  been  styled  '  seborrhoeic  dermatitis  of 
infancy '  by  Adamson,  who  was  the  first  to  lay  stress  upon  its  special  incidence  upon  the 
napkin  region,  and  who  does  not  regard  it  as  a  form  of  eczema.  The  whole  napkin  region 
is  occupied  by  a  uniform  bright-red  rash,  for  the  most  part  covered  with  moist  or  greasy 
yellowish  scales,  though  in  prominent  parts  the  surface  may  be  smooth  and  polished.  The 
margins  of  the  area  are  sharply  defined.  The  rash  often  extends  downwards  to  the  thighs 
and  calves,  and  upwards  to  the  umbilicus,  while  beyond  this  area  there  are  smaller  patches 
and  many  pin-head,  red,  scaly  papules.  Other  parts  that  are  attacked  frequently  are  the 
bends  of  the  knees,  the  flexures  of  the  elbows,  the  axillse,  the  side  of  the  neck,  the  naso- 
labial fissure,  and  behind  the  ear.  On  the  scalp  will  always  be  found  a  red,  squamous 
or  crusty  eruption.  The  diagnosis  rests  upon  the  distribution  and  the  sharply  defined 
margins,  with  the  patches  and  crusted  papules.  It  is  assisted  by  the  readiness  with  which 
the  eruption  yields  to  mild  local  parasiticidal  applications.  In  cases  of  congenital  syphilis 
which  mimic  this  condition,  the  presence  of  the  concomitant  specific  signs,  as  enumerated 
above,  will  prevent  confusion  between  that  disease  and  '  seborrhoeic  eczema.' 

In  adults  the  same  region,  known  as  the  bathing-drawers  area,  is  liable  to  attack  in 
a  number  of  affections.  In  eczema  margination  (tinea  marginata,  as  I  prefer  to  term  it), 
dhobie^s  itchy  and  erythrasma  the  eruption  occurs  exclusively,  or  almost  exclusively,  in  this 
region  ;  of  these  affections  the  differential  diagnosis  has  been  given  under  Ringworm 
(p.  247).  In  pediculosis  pubis  the  pubes  may  alone  be  affected,  or  the  parasite  may  wander 
to  the  abdomen,  the  thorax,  the  axilla;,  and  may  even  reach  the  beard,  whiskers,  and  eye- 
lashes. The  diagnosis  of  this  condition  can  present  no  difficulty.  In  scabies  the  lesions 
may  be  very  slight  on  the  hands  and  wrists,  and  the  brunt  of  the  attack  may  be  borne  by 
the  penis  and  scrotum,  the  lower  part  of  the  abdomen,  and  the  thighs.  In  psoriasis  the 
eruption  is  sometimes  very  severe  in  the  bathing-drawers  area,  of  which  the  surface  is  an 
almost  uniform  deep  red,  and  is  the  seat  of  profuse  desquamation,  while  on  the  special 
sites  of  election — the  knees  and  elbows — ^the  lesions  may  be  quite  insignificant.  In  eczema 
intertrigo  and  erythema  intertrigo  the  folds  in  the  area  under  consideration  are  only  liable 
to  attack  in  common  with  folds  in  other  parts.  The  diagnosis  of  these  affections  has  been 
given  elsewhere  ;  but  it  may  here  be  mentioned  that  in  diabetes,  eczema  may  begin 
on  the  penis  or  the  vulva,  and  may  spread  thence  to  other  regions.  Other  conditions 
which  may  affect  this  area  specially  are  :  acute  traumatic  erysipelas,  pruritus  ani, 
small-fK)x  in  the  prodromal  stages,  and  the  various  forms  of  syphilis.  In  syphilis 
the  commonest  site  for  the  moist  papule  is  around  the  anus  and  genitalia  (see  Papules, 
p.  490).  Malcolm  Morris. 

NEURTTISy  OPTIC. — (See  Ophthalmoscopic  Appearances,  Notes  on,  p.  415.) 
D  26 
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NIGHTMARES  may  occur  at  any  age,  but  they  are  particularly  common  in  children 
between  four  and  eight,  when  they  may  be  so  bad  and  persistent  as  to  merit  the  term  night- 
terrors.  The  commonest  cause  for  a  nightmare  in  an  adult  is  some  indiscretion  in  diet, 
the  last  meal  having  been  taken  too  late  in  the  evening,  or  else  having  contained  some 
injudicious  article.  The  symptom  is  not  otherwise  of  diagnostic  import,  though  some 
individuals,  particularly  those  of  nervous  inheritance,  are  more  liable  to  nightmare  than 
others,  and  the  tendency  is  certainly  increased  by  such  excitement  as  the  reading  of 
thrilling  novels  or  participating  in  unusual  events.  Children  are  particularly  prone  to 
night-terrors  during  term-time,  when  they  are  working  at  high  pressure  ;  during  the 
holidays  the  symptom  often  disappears.  Those  who  are  keenest  upon  their  school  work 
are  apt  to  suffer  most,  and  similar  evidence  of  excitability  of  the  nervous  system  is 
exhibited  particularly  by  those  who  have  a  tendency  to  acute  rheumatism  in  the  form  of 
chorea.  Night-terrors  may  occur  in  these  patients  without  any  other  cause  than  over- 
pressure, particularly  if  they  lie  upon  the  back  rather  than  upon  one  side  during  sleep  ; 
but  the  tendency  is  much  increased  by  errors  of  diet,  such  as  the  eating  of  unripe  fruit  and 
so  forth,  by  the  presence  of  intestinal  worms,  and  by  the  existence  of  adenoids,  with  or 
without  enlarged  tonsils.  Herbert  French, 

NIPPLE,  DISCHARGE  FROM.— (Sec  Discharge  fbom  the  Nipple,  p.  181.) 

NODULES  in  ordinary  dermatological  usage  are  solid  elevations  larger  than  a  papule 
and  smaller  than  a  tumour  ;  the  definition,  however,  makes  no  pretence  to  scientific 
exactitude.  Nodules  differ  from  papules  not  only  in  size  but  also  in  their  greater  ten- 
dency to  downward  growth  ;  the  substantial  difference  between  a  nodule  and  one  of 
the  larger  papules  is  that  the  one  is  a  solid  lesion  extending  upwards,  while  the  other  is 
a  solid  lesion  projecting  both  upwards  and  downwards.  They  may  be  neoplastic,  or 
hypertrophic  and  inflammatory. 

Little  need  be  said  here  of  the  nodules  met  with  in  some  malignant  diseases,  for  the 
differential  diagnosis  of  carcinoma  and  of  sarcoma  will  be  found  under  Tumours  of  the 
Skin  (p.  730).  Fibroma,  myoma,  and  cysts  are  also  dealt  with  under  this  heading,  and 
glanders  in  the  articles  on  Pustules  (p.  559). 

The  nodules  of  lupus  vulgaris,  arising  in  either  the  superficial  or  the  deep  part  of  the 
corium,  are  soft,  brownish-red,  and  translucent,  resembling  apple  jelly.  At  first  buried 
in  the  skin,  they  presently  appear  as  discrete  papules  the  size  of  a  pin's  head,  arranged  in 
groups  or  in  irregular  circles,  dull  red  at  the  outset,  but  afterwards  pale.  Gradually  the 
papules  develop  into  nodules,  the  intervening  skin  meanwhile  becoming  thickened  by 
cellular  infiltration,  reddened  by  inflammatory  stasis,  and  raised  into  a  patch  which  is 
covered  with  fine  branny  scales.  Around  the  edge  of  the  patch  new  nodules  spring  up, 
and  thus  a  large  area  of  skin  may  be  invaded.  The  disease  usually  starts  from  a  single 
focus,  but  others  may  arise  and,  spreading  separately,  may  involve  large  areas  of  cutaneous 
surface.  The  patch  may  undergo  slow  involution  and  be  followed  by  scarring  ;  but  much 
more  often  ulceration  occurs,  the  sore  being  covered  with  a  greenish-black  crust,  around 
the  ragged  edges  of  which  will  be  seen  apple-jelly  nodules  in  various  stages  of  develop- 
ment. In  parts  like  the  nose  there  may  be  necrosis  of  cartilage,  but  there  is  never  erosion 
of  bone.  The  apple-jelly  nodule  is  the  chief  diagnostic  feature  of  lupus  vulgaris.  In 
typical  cases  the  patch  described  above,  with  its  infiltrated,  raised  surface,  its  well-defined 
edge  studded  with  the  nodules,  and  its  covering  of  fine  scales,  can  hardly  admit  of  mis- 
interpretation. Less  typical  cases  may  require  to  be  differentiated  from  lupus  erythe- 
matosus, rodent  ulcer,  epithelioma,  scrofulodermia,  and  syphilis.  Lupus  erythematosus 
begins  as  minute  red  points,  not  as  dull-red  papules,  and  the  lesions  never  develop  into 
apple-jelly  nodules,  nor  do  they  ever  ulcerate  or  extend  to  the  deeper  parts  and  erode 
cartilage.  They  are  symmetrical  in  distribution,  as  lupus  vulgaris  scarcely  ever  is,  and 
the  affection  seldom  appears  before  puberty,  as  lupus  vulgaris  almost  invariably  does.  It 
is  only  when  the  lesions  peculiar  to  lupus  vulgaris  are  masked  by  oedematous  swelling  that 
the  two  affections  can  be  confused  ;  but  if  the  skin  at  the  spreading  edge  be  stretched, 
small  amber-coloured  nodules  can  usually  be  seen. 

In  rodent  ulcer  there  is  usually  but  one  lesion,  which  runs  a  much  more  sluggish  course 
than  the  nodules  of  lupus  vulgaris  ;   the  ulcer  has  an  indurated  border  and  a  firm  base, 
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and  penetrates  deeply  into  the  tissues  ;  and  the  disease  is  essentially  one  of  later  life  (see 
Ulceration  of  the  Face  (p.  735).  Epithelioma,  again,  is  a  disease  of  later  life.  The 
hard,  everted  edge  of  the  growth,  the  foul  base,  frequently  roughened  with  warty  forma- 
tions or  sprouting  with  cauliflower-like  excrescences,  the  implication  of  neighbouring  glands 
(which  very  occasionally,  however,  occurs  in  lupus),  and  the  secondary  deposits,  form 
quite  a  different  clinical  picture  from  that  of  lupus  vulgaris. 

In  one  form  of  scrofulodermia  nodules  develop  under  the  skin,  and  an  ulcer  is  formed 
which  is  bordered  by  dark  bluish,  thin,  undermined  skin  that  has  too  little  vitality  to  allow 
of  repair  ;  there  is  no  infiltration  as  in  lupus  vulgaris,  the  nodules  do  not  present  the  apple- 
jelly  aspect,  and  other  evidences  of  the  disease  will  be  found  on  the  neck  or  elsewhere,  in 
the  form  of  enlarged  glands  or  scars.  As,  however,  the  two  conditions  frequently  co-exist, 
and  the  treatment  is  virtually  the  same,  diagnosis  between  the  two  is  of  little  practical 
importance. 

In  the  diagnosis  from  '  lupoid '  tertiary  syphilis,  again,  the  apple-jelly  nodule  of  lupus 
vulgaris  plays  the  chief  part.  The  syphilitic  process,  further,  is  much  more  rapid,  nor  is 
acquired  syphilis  generally  a  disease  of  early  life.  The  nodules  and  ulcers  of  late  syphilis — 
neoplasms  that  grow  by  infiltration  of  the  surrounding  parts  and  often  break  down  into 
ulcers  which  are  prone  to  become  serpiginous,  and  show  little  or  no  tendency  to  spontaneous 
cure — have  in  turn  to  be  differentiated  from  other  conditions.  They  may  be  mistaken 
for  abscess,  but  if  opened  they  give  issue  not  to  pus  but  to  a  gummy  liquid.  If  the  ulcer 
into  which  the  gumma  breaks  down  be  on  the  leg,  it  may  resemble  callous  ulcer,  but  its 
obduracy  to  ordinary  treatment  and  its  resi>onse  to  the  iodides  will  reveal  its  true  nature. 
Wassermann's  serum  test  will  probably  be  positive.  From  syphilitic  ulcer  rodent  ulcer 
differs  in  its  hard  edge,  and  red,  shining,  dry  floor,  as  well  as  in  its  favourite  situations  ; 
from  epithelioma,  in  that  a  .process  of  new  growth  has  preceded  the  ulceration  ;  from 
scrofulodermia,  in  the  undermined  border  of  the  ulcers  and  the  slow  rate  of  the  process. 

In  yaws,  as  in  syphilis,  the  nodule  is  the  most  characteristic  lesion  of  the  tertiary  stage. 
It  arises  in  the  subcutaneous  tissue,  and  generally  leads  to  the  formation  of  superficial 
ulcers  which  spread  serpiginously,  like  the  ulcers  of  tertiary  syphilis.  New  nodules  fre- 
quently appear  in  the  neighbourhood  of  the  older  ones,  and  masses  resembling  syphilitic 
gummata  may  form  and  break  down  into  ulcers.  These  late  ulcers  mostly  appear  on  the 
lower  part  of  the  leg,  especially  around  the  ankle,  but  they  are  not  uncommon  about  the 
lips,  and  indeed  may  occur  in  any  part  of  the  body.  The  clavicle,  sternum,  ulna,  tibia, 
and  the  metacarpal  and  metatarsal  bones,  are  often  the  sites  of  nodules  which  may 
occasion  permanent  thickening,  or  break  down  and  cause  ulcers.  Between  yaws  and 
syphilis  there  are  obvious  resemblances  in  the  tertiary  stage,  but  there  are  marked  differ- 
ences in  the  primary  and  secondary  stages.  In  yaws  the  inoculation  lesion  is  not  indurated, 
there  is  seldom  distinct  glandular  enlargement,  the  mucous  membrane  lesions  of  syphilis 
are  absent,  and  the  most  characteristic  lesion,  which  appears  in  the  secondary  period,  is 
the  framboesial  granulomatous  excrescence  known  as  the  yaw  (see  Scabs,  p.  601).  In 
yaws,  the  exanthem,  the  alopecia,  the  iritis,  the  affection  of  the  permanent  teeth,  the  bone 
lesions,  the  polymorphism,  the  nerve  lesions,  and  the  gummata  of  syphilis  are  wanting. 
Yaws  is  never  hereditary  nor  congenital  ;  yaws  and  syphilis  confer  no  immunity  against 
each  other,  and  yaws  may  die  out  in  a  community  while  syphilis  remains,  or  it  may  be 
universal  in  a  community  where  syphilis  is  unknown.  The  minute  histology  of  the  lesions 
of  the  two  diseases  also  furnishes  important  differences. 

From  tuberculosis  yaws  differs  (apart  from  the  tubercle  bacillus)  in  the  absence  of 
the  characteristic  tuberculous  architecture  with  its  giant-cells  and  daughter  plasma-cells, 
more  marked  disintegration  of  the  fibrous  stroma,  and  complete  disappearance  of  the  blood- 
vessels. 

In  leprosy  the  nodule  (Fig,  173)  marks  one  of  the  three  types  of  that  affection,  the 
others  being  nerve  or  anaesthetic  leprosy,  and  mixed  or  complete  leprosy.  In  nodular 
{or  tubercular)  leprosy  the  macules,  which  are  always  the  primary  lesion,  are  transformed 
into  nodules  by  sudden  increase  of  inflammatory  infiltration.  When  fully  developed  they 
vary  in  size  from  a  small  shot  to  a  filbert,  or  larger,  are  round  or  oval,  but  raised  consider- 
ably above  the  level  of  the  skin.  They  may  mimic  lupous  nodules,  syphilitic  papules, 
rosacea,  erythema  nodosum,  or  sycosis.  Sometimes  telangiectases  may  be  observed  on 
their  surface.     They  are  elastic  to  the  touch,  are  at  first  sometimes  hyperaesthetic,  but 
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later  very  frequently  become  temporarily  or  permanently  anaesthetic.  Nodules  on  the 
mucous  membranes  are  red  or  grey,  and  may  resemble  syphilitic  lesions.  Both  on  skin 
and  on  mucous  membrane  they  tend  to  break  down,  but  in  exceptional  cases  they  either 
undergo  cicatricial  shrinking  or  reach  the  ulceration  stage  by  way  of  suppuration.  The 
differential  diagnosis  of  leprosy  in  the  macular  stage  is  given  under  Macules  (p.  383). 
In  the  later  stages  the  identification  of  the  disease  seldom  presents  difficulty.  The  nodules 
of  leprosy  may  resemble  those  of  lupus  vulgaris  and  the  tubercular  syphilide,  but  the 
lupous  and  syphilitic  eruptions  are  both  of  limited  extent,  and  there  is  no  anaesthesia.  The 
syphilide  also  is  serpiginous,  or  occurs  in  crescentic  groups.  Wassermann's  serum  test 
may  be  positive  in  leprosy  without  syphilis,  and  therefore  cannot  be  relied  on  in  differ- 
entiating the  two.  In  the  early  stages  of  nodular  leprosy  the  lesions  may  strongly 
resemble  those  of  erythema  nodosum,  and,  as  in  that  affection,  there  may  be  pains  about 
the  joints  ;   but  if  the  case  be  one  of  erythema  nodosum  the  nodules  will  disappear  within 

a  fortnight,  though  successive  crops 
may  arise  for  three  or  four  weeks 
longer.  Preceded  and  accompanied 
by  pains  about  the  joints,  by  py- 
rexia and  other  symptoms  of  con- 
stitutional disturbance,  oval  nodules, 
ranging  in  size  from  a  walnut  to  a 
hen's  egg,  appear  on  the  legs  and 
feet  and,  less  frequently,  elsewhere. 
They  are  most  common  between  the 
knees  and  ankles,  next  between  the 
wrists  and  elbows.  In  colour  they 
are  at  first  bright  red,  but  soon 
become  bluish  in  the  centre  and 
purple  at  the  periphery,  exhibiting 
as  they  subside  the  changes  of  tint 
presented  by  a  bruise.  Erj'thema 
nodosum  is  an  affection  of  adol- 
escence, and  girls  are  attacked  by 
it  twice  as  often  as  boys.  There  is 
nearly  always  considerable  pyrexia, 
and  acute  osteomyelitis  of  the  tibia 
may  be  suspected  if  it  is  not  remem- 
bered that  erythema  nodosum  is 
nearly  always  bilateral,  which  osteo- 
myelitis seldom  is.  There  is  never 
ulceration,  and  this,  with  the  pains 
and  swellings  about  the  joints,  dis- 
tinguishes it  from  syphilitic  nodules. 
The  same  features  distinguish  it  also 
r.v,  1-0     A  *    <   I  /      T  ,     ,  X.  from  an  erythema  of   the   legs,   the 

Ftg.  1/3. — A  typicnl  case  of  nodular  lepropv  in  a  Norwegian.  ^  •*  .     ° 

(From  a  photograph  by  Dr.  Arwaver  Hansen.)  TCSUlt  apparently  of  CXCCSSlVC  Stand- 

ing, to  which  young  girls  are  some- 
times subject,  and  from  the  node-like  swellings  which  sometimes  occur  in  the  legs  of 
women  suffering  from  varicose  veins. 

The  absence  of  ulceration  and  the  presence  of  joint-pains  are  points  which  differen- 
tiate erythema  nodosum  from  erythema  induratnm  scrofulosorum  (Bazin's  disease).  Here 
the  nodules,  which  occur  chiefly  on  the  legs,  are  at  first  subcutaneous,  and  can  only  be 
felt,  not  seen.  They  are  generally  discrete,  but  may  become  fused  together  into  a  solids 
infiltrated  mass,  and  are  apt  to  break  down  into  irregular  ulcers.  They  differ  from  the 
nodules  of  erythema  nodosum  not  only  in  the  features  already  noted,  but  also  in  colour, 
being  violet  instead  of  bright  red,  and  not  undergoing  successive  bruise-like  changes  of 
tint.  From  gummata  they  differ  in  being  less  painful  and  in  running  a  less  rapid  course, 
as  well  as  in  being  more  numerous,  and  in  attacking  both  legs.  The  only  effect  of  anti- 
syphihtic  treatment  is  to  aggravate  the  condition.     The  nodules  of  erythema  keratodes 
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differ  from  those  both  of  erythema  nodosum  and  of  erythema  induratum  scrofulosonim 
in  that  they  appear  only  on  the  back  of  the  finger-joints,  while  on  the  palms  and  soles  there 
is  overgrowth  of  the  homy  tissue,  accompanied  by  oedema  and  tenderness. 

The  condition  which  Boeck  designated  multiple  benign  sarcoid,  or  miliary  benign  lupoid^ 
presents  some  resemblance  to  lupus  and  sarcoma.  The  nodules,  at  first  rose-coloured, 
afterwards  become  livid,  then  brownish.  In  size  they  vary  from  a  millet  seed  to  a  large 
bean.  The  favourite  sites  of  the  eruption,  which  is  always  symmetrical,  are  the  face, 
shoulders,  wrists,  and  the  extensor  surfaces  of  the  upper  limbs  ;  but  exceptionally  the 
scalp,  the  back,  and  the  lower  limbs  are  attacked.  Occasionally  the  lymphatic  glands 
are  enlarged.  The  nodules  never  break  down,  but  after  a  period,  it  may  be  of  several 
years,  shrink  and  disappear,  leaving  a  slight  atrophic  scar.  The  affection,  which  often 
accompanies  visceral  tuberculosis,  is  distinguishable  both  from  sarcoma  and  from  lupus 
vulgaris  by  histological  examination,  as  well  as  by  the  course  it  runs.  From  the  latter 
affection  it  is  distinguished  also  by  the  negative  reaction  in  inoculation  experiments. 

The  subcutaneous  nodules  of  acute  rheumatism  generally  occur  over  the  sheaths  of 
tendons  and  the  fascia  covering  bony  prominences,  around  joints,  and  on  the  scalp.  They 
may  be  as  small  as  a  pin's  head  or  as  large  as  a  bean.  Within  limits  they  can  be  made 
to  glide  on  the  underlying  tendon-sheath  or  fascia.  They  are  sometimes  met  with  in  adults 
whose  hearts  have  not  been  damaged  by  the  toxaemia,  but  much  more  frequently  in  chil- 
dren with  distinct  valvular  lesions,  and  according  to  some  authorities  they  are  analogous 
to,  if  not  identical  with,  the  nodules  that  have  been  found  post  mortem  on  the  borders  of 
the  mitral  curtain  and  in  the  myocardium.  The  coincidence  of  nodules  such  as  these  with 
rheumatic  fever  can  leave  no  doubt  as  to  their  true  nature.  Heberden^s  nodes  {Fig.  155, 
p.  343),  the  little  knobs  on  the  finger-joints  which  are  caused  by  osteophytic  outgrowths 
from  the  bases  of  the  distal  phalanges  in  certain  elderly  persons,  are  unmistakeable,  and 
the  same  applies  to  the  nodular  pads  which  sometimes  develop  on  the  backs  of  the  knuckles 
(Fig.  160,  p.  347).  Multiple  subcutaneous  cysticerci  are  a  rarity  the  diagnosis  of  which 
may  be  suggested  by  the  eosinophilia,  but  can  only  be  clinched  by  excision  and  micro- 
scopical examination  of  one  of  the  noduies.  Mahclm  Morris, 

NOISES  IN  THE  EARS.— (See  Tinnitus,  p.  722.) 

NOISES  IN  THE  HEAD  are  complained  of  by  two  entirely  different  classes  of 
patient;  namely,  (1)  The  insane,  and  (2)  The  sane, 

1.  The  Insane. — In  these  cases  the  noises  may  be  of  indistinct  or  indeterminate 
nature,  but  more  often,  in  addition  to  mere  noises,  buzzings,  singings,  roarings,  hootings, 
there  are  more  definite  subjective  auditory  sensations,  which  as  a  rule  take  the  form  of 
voices.  They  then  constitute  a  variety  of  either  hallucination  or  delusion — the  former 
if  there  is  some  organic  mischief  at  the  bottom  of  sounds  which  are  misinterpreted, 
the  latter  if  the  voices  are  pure  fancy.  In  either  case  the  hearing  of  the  voices  needs 
to  be  persistent  to  constitute  evidence  of  insanity,  for  most  normal  persons  have 
transitory  subjective  sensations  of  having  been  spoken  to  when  they  are  quite  alone. 
If,  however,  the  patient  persistently  hears  voices  when  there  are  none,  other  evidence  of 
insanity  should  be  looked  for,  though  it  often  takes  an  expert  psychologist  to  detect  the 
nature  of  the  mental  malady.  The  voices  may  appear  to  the  patient  to  be  definitely  within 
his  own  head  ;  on  the  other  hand,  they  often  appear  to  be  external  voices,  sometimes 
strange  to  the  patient,  sometimes  familiar ;  attributed  perhaps  to  a  non-living  person, 
a  dead  wife,  or  God,  or  Christ ;  perhaps  to  a  living  person  who  is  far  away — a  straying 
daughter,  an  old  friend,  a  loving  mother.  The  voices  may  say  different  things  at  different 
times,  or  they  may  constantly  reiterate  the  same  sentence  ;  in  the  worst  cases  they  urge 
the  patient  to  this  or  that  particular  action,  especially  suicide  or  homicide.  When 
they  have  reached  this  degree  there  can  be  little  doubt  as  to  their  indicating  insanity. 
They  do  not,  however,  belong  to  any  one  type  of  insanity  in  particular  ;  they  may  occur  in 
melancholia,  accusing  the  patient  of  having  committed  the  unpardonable  sin  and  urging 
him  to  suicide  ;  or  in  mania,  urging  to  homicide  for  some  supposed  wrong  ;  or  in  general 
paralysis  of  the  insane  ;  or  in  either  the  melancholic  or  maniacal  phase  of  folic  circulaire. 
The  chief  difficulty  in  diagnosis  arises  in  the  early  stages,  or  when  a  patient  hears  diffused 
sounds  of  subjective  origin,  due  perhaps  to  organic  causes,  but  feared   by   the   patient 
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himself  to  be  a  sign  that  he  is  going  mad.  In  such  eases  much  discretion  may  be  required 
in  deciding  the  psychological  import  of  the  noises  complained  of. 

2.  The  Sane. — Perfectly  sane  persons,  however,  may  bel  bothered  tremendously  by- 
subjective  noises  in  the  head — sensations  resembling  the  blowing  off  of  steam  by  railway 
engines ;  crackings  and  groanings  ;  hissing  or  buzzing  noises  ;  rhythmical  pulsating  noises ; 
clatterings  and  dins  like  hundreds  of  drums  beating  at  one  time  ;  roarings  ;  hammerings, 
and  so  on.  As  a  rule  it  is  possible,  on  careful  inquiry  from  the  patients,  to  differentiate 
these  into  two  main  types— namely,  (1)  Those  in  which  the  noises  rapidly  wax  and  wane, 
though  they  are  never  absent,  the  variations  having  a  more  or  less  rhythmical  character 
related  to  the  pulse  rate  ;  and  (2)  Those  in  which  there  is  no  such  rhythm  in  the  subjective 
noises  heard.  The  former  group  comprises  cases  in  which  the  fault  lies  either  in  the  blood 
itself  or  in  the  cerebral  vessels  through  which  it  flows ;  in  the  latter  group  the  cause 
usually  lies  in  the  ear  itself — external,  middle,  or  internal — or  in  the  hearing  centre  in 
the  temporo-sphenoidal  lobe  of  the  brain.  In  either  case  the  patient  may  live  for  years,  and 
get  used  to  the  troublesome  noises  ;  general  hearing  may  be  quite  good  in  spite  of  them  ; 
and  it  is  often  very  difficult  to  be  quite  certain  of  their  cause  because  there  is  so  little 
post-mortem  evidence  to  base  their  pathology  on.  The  patients  do  not  die  in  hospitals, 
and  in  general  practice  post-mortem  research  into  the  causation  of  the  noises  is  rare. 

The  haemic  and  vascular  conditions  to  think  of  in  connection  with  the  first  group  are 
the  following  : — 

Arteriosclerosis  :   Granular    Kidney. — Evidenced  by  high    blood-pressure    readings   with 

the  sphygmomanometer  and   by  albuminuria. 
Aortic  liegurgitation. — Evidenced  by  the  aortic  diastolic  bruit  and  the  highly  pulsatile 

arteries  generally. 
Atheroma  of  the  Cerebral  Arteries. — Guessed  at  on  account  of  the  age  of  the  patient  and 

the  condition  of  the  thickened   radials  and  the  tortuous  temporal  arteries  ;   there 

need  be  no  increased  systemic  blood-pressure. 
Severe  Anaemia  (see  Anaemia,  p.  20). — Any  condition  of  severe  ansemla  may  cause  noises 

in  the  head,  but  it  is  most  marked  in  cases  of  pernicious  anaemia  (p.  24),  severe 

chlorosis,  and  anaemia  due  to  any  sudden  blood  loss, — due  for  instance  to  post-partum 

hjemorrhage,  bleeding  of  a  duodenal  ulcer,  haematemesis,  or  hamoptysis. 
Graves'' s  Disease  (p.  229). — In  which  all  the  arteries  may  be  pulsating  very  violently. 
Purely  Functional  Conditions ^   with  or  without  Hysteria. — Especially  when   there  is  also 

undue  pulsation  of  the  abdominal   aorta  (p.  543)  and   great  exaggeration  of  the 

knee-jerks,  often  visceroptosis,  and  mobility  of  the  right  kidney. 
Toxic  Conditions. — Especially  intestinal  toxiemia  from  any  form  of  chronic  constipation  ; 

or  from  alcoholism,  acute  and  chronic  ;  or  from  the  effects  of  certain  drugs,  especially 

salicylates,  aspirin,  quinine,  arsenic,  iodide  of  potassium,  plumbism. 

When  these  causes  can  be  excluded,  and  there  is  reason  to  suppose  that  there  is  or 
has  been  trouble  in  the  ears  themselves,  the  various  conditions  that  need  to  be  considered 
are  : — 

Wax  in  the  ear. 

Inflammation  of  the  external  auditory  meatus. 

Blows  upon  the  ear. 

The  effects  of  work  carried  on  amid  exceptional  circumstances  of  noise,  e.g.,  boiler- 
makers,  rivettcrs  ;  or  under  exceptional  conditions  of  external  pressure,  e.g.,  under 
high  pressures  :  divers,  caisson  workers,  workers  in  very  deep  pits  ;  or  under  low 
pressures :  mountaineers,  those  who  live  at  high  altitudes,  balloonu»ts,  airmen  who 
ascend  to  great  heights. 

The  effects  of  chronic  otitis  media  (otosclerosis),  generally  preceded  by  Otorrhcea 
(p.  421). 

Chronic  thickening  of  the  bones  containing  the  ears ;  for  instance,  as  part  of  osteo- 
porosis, osteitis  deformans  (p.  155),  acromegaly  (p.  237),  chronic  syphilis  of  the  bones, 
leontiasis  ossea. 

Chronic  thickening  of  the  meninges  in  relation  to  the  petrous  bone  ;  secondary  to  otitis 
media  ;   due  to  injury,  age,  or  syphilitic  pachymeningitis. 

Tumour,  abscess,  or  inflammatory  changes  affecting  one  temporo-sphenoidal  lobe. 

When  the  noises  in  the  head  are  due  to  ear  trouble,  they  are  likely  to  be  much  more 
marked  upon  one  side  of  the  head  than  the  other  ;  when  due  to  vascular  or  haemic  states, 
they  arc  moie  likely  to  be  symmetrical  ;  this  general  rule,  however,  is  liable  to  exceptions 
either  way,  and  in  all  cases  a  full  examination  of  the  ears  is  necessary,  especially  by  means 
of  the  aural  speculum  and  by  the  tests  for  hearing  described  under  Deafness  (p.  164). 
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Any  of  the  conditions  mentioned  in  either  of  the  main  groups  above  may  be  associated 
with  vertigo,  so  that  the  latter  is  not  so  useful  a  symptom  in  the  differential  diagnosis  as 
might  be  supposed.  Upon  the  whole,  however,  it  is  true  that  vertigo  is  to  be  expected 
more  with  either  local  ear  conditions  or  with  arteriosclerosis  than  with  any  of  the  others^ 
so  that  in  a  case  in  which  vertigo  is  prominent  but  the  blood-pressure  is  not  raised,  the 
probability  of  some  local  affection  of  the  outer,  middle,  or  internal  ear,  especially  perhaps 
of  the  semi-auricular  canals,  will  be  considerable. 

The  Wassermann  reaction  should  be  tested  in  all  cases  in  which  there  is  any  hesitation 
in  the  diagnosis  ;  if  it  is  positive  a  syphilitic  cause  will  be  likely,  and  it  is  surprising  how 
many  nerve  symptoms  of  obscure  origin  are  really  syphilitic.  Incidentally,  in  regard  to 
this,  though  it  has  no  connection  with  the  present  subject,  it  is  noteworthy  that  quite  a 
considerable  proportion  of  cases  of  apparently  simple  sciatica  have  been  shown  to  be  due 
to  syphilis  in  this  way. 

The  great  majority  of  patients  who  complain  of  noises  in  the  head  are  adults,  and 
most  of  them  are  past  middle  age.     The  symptom  is  quite  uncommon  in  children. 

Herbert  French, 

NOSE,  BLEEDING  FROM.— (See  Epistaxis,  p.  220.) 

NOSE,  DISCHARGE  FROM.— (See  Discharge,  Nasal,  p.  178.) 

NOSE,  REGURGITATION  OF  FOOD  THROUGH.— (See  Regurgitation  of  Food 

THROUGH  THE  XOSE,   p.    588.) 

NUMBNESS  OF  THE  FINGERS.— (See  Sensation,  Abnormalities  of,  p.  604.) 

NYCTALOPIA.— (See  Vision,  Defects  of,  p.  763.) 

NYSTAGMUS. — Several  varieties  of  associated  tremor  of  the  two  eyes  are  comprised 
under  the  term  nystagmus.  These  are:  (1)  Searching  movements  ;  (2)  Pseudo-nystagmus; 
and  (3)  Nystagmus  proper. 

1.  Wide  purposeful  and  slow  movements  of  the  eyes  in  all  directions  are  usually  seen 
in  people  who  are  born  blind  or  have  lost  the  power  of  fixation  as  the  result  of  some  obstruc- 
tion of  the  retina  or  choroid  at  the  yellow  spot.  The  eyes  appear  to  be  seeking  for  some- 
thing but  never  rest  on  any  definite  object. 

2.  Pseudo-nystagmus,  which  is  commonly  confused  with  true  nystagmus,  is  the  term 
applied  to  rapid  jerking  movements  of  the  eyes  when  they  are  carried  to  the  extremity  of 
an  excursion  in  any  direction.  The  eyes,  instead  of  remaining  fixed  on  the  object,  rapidly 
recede  from  their  position  and  return  to  it  at  the  rate  of  four  or  five  oscillations  a  second. 
This  condition  is  a  characteristic  symptom  in  Friedreich's  or  hereditary  ataxy ^  and  is  also  met 
with  in  40  or  50  per  cent  of  cases  of  disseminated  sclerosis  and  in  many  cases  of  cerebellar 
tumour.     For  the  differential  diagnosis  of  these  conditions  see  Paraplegia,  p.  510. 

3.  Nystagmus  proper  is  the  term  applied  to  the  condition  in  which  the  eyes  make 
rapid  regular  oscillations  about  a  fixed  point,  not  only  at  the  extremity  of  an  excursion, 
but  when  the  eyes  are  otherwise  at  rest,  and  looking  directly  forward.  The  oscillations 
may  be  in  the  vertical  or  the  horizontal  meridian,  or  may  in  some  cases  exhibit  a  rotatory 
form.  The  condition  is  usually  bilateral,  though  it  is  occasionally  met  with  affecting  one 
eye  only,  and  in  some  rare  cases  the  character  of  the  nystagmus  may  differ  in  the  two  eyes. 

True  nystagmus  is  caused  by  : — 

(a).  Conditions  causing  defective  vision  in  the  early  months  of  life.  As  a  result  of  such 
affections,  the  macular  region  is  not  differentiated  from  the  surrounding  portions  of  the 
retina  as  is  the  usual  course  in  the  early  months  of  infant  life,  and  power  of  fixation  is  never 
acquired.  Conditions  which  may  thus  cause  nystagmus  are  ophthalmia  of  the  new-born, 
congenital  cataract,  colour  blindness,  albinism,  and  certain  cases  in  which  there  is  an 
unusual  distribution  of  the  retinal  pigment.  The  diagnosis  of  these  various  conditions 
depends  on  an  accurate  examination  of  the  eye. 

(6).  Conditions  developing  in  later  life  due  to  constant  strain  from  peculiar  occupa- 
tions, as  for  example  miners^  nystagmus,  in  which  it  is  probably  caused  by  continued  work 
in  a  dim  light,  where  the  central  vision  necessary  for  steady  fixation  is  comparatively 


Digitized  by 


Google 


408 


OBESITY 


ineffective,  and  in  which  it  is  associated  with  other  symptoms  of  failure  of  the  central 
nervous  system.  As  a  rule  it  improves  on  the  cessation  of  the  occupation  which  causes  it. 
(c).  Aural  irritationy  in  which  it  is  usually  associated  with  vertigo. 
(d).  Nystagmus  may  also  occur  in  about  12  per  cent  of  all  cases  of  disseminated  sclerosis, 
(e).  In  certain  cases  of  cerebellar  tumours  it  is  a  marked  symptom ;  and  it  may  occur, 
(/■).  In  various  rare  conditions,  after  traumatism  or  poisoning,  and  possibly  syringo- 
myelia. //.  L.  Eason. 

OBESITY  implies  an  excessive  accumulation  of  fatty  tissue  in  the  body.  It  is  not 
necessarily  pathological,  but  even  in  otherwise  healthy  persons  obesity  ultimately  incom- 
modes them,  and  is  very  liable  to  lead  to  cardiac  symptoms  due  to  fatty  changes  in  and 
around  the  heart.    The  following  are  some  of  the  chief  causes  : — 


Heredity 

Continued  over-eating 

Continued  drinking  of  malt  liquors 

Too  little  exercise 

A  pre-glycosuric  state 

Chronic  parenchymatous  nephritis 

Testicular  atrophy  or  excision 


Ovarian   insuflRciency 
Hypothyroidism 
Hypopituitarism 
Cerebellar  tumour 
Hypernephroma 
Adi{)osis  dolorosa    or ) 
Diffuse  lipomatosis      i 


Dercum's  disease. 


The  majority  of  the  above  need  little  discussion.     Families  in  which  all  the  members 
tend  to  run  to  fat  are  familiar  enough  ;    the  individuals  may  weigh  anything  from   16  to 
30  stone,  without  necessarily  being  ill.     Over-eating,  over-drinking,  and  under-exercising 
are  generally  obvious  if  the  patient's  mode  of  living  is   known.     The   pre-glycosuric  state 
is  particularly  important  from  the  point  of  view  of  life  insurance  :   when  a  young  man  or 
woman  under  thirty-five  begins  to  run  to  fat  without  apparent 
cause,  it   is   clear  that  there  is  an  error  in  his  metabolism  ; 
there  may  be   no    glycosuria    at    this  time,    but  in  quite  a 
number  of  these  cases  the  error  of  metabolism  develops  as 
time  goes  on,  until  presently  there  is  glycosuria,  and  finally 
typical  diabetes  mellitus. 


Fig.  174.-  A  pirl,  aped  6.  sufferiiipr  from  hypeniophroina,  which  proved  fatal 
from  secondary  deposits  in  the  hmgs :  the  photoprraph  shows  tlie  premature 
developn.eut  of  pubic  hair,  wiiich  in  this  case  appeared  at  tlie  age  of  eighteen 
month;;. 


Chronic  parenchymatous  nephritis  sometimes  gives  rise  to 
a  large,  pale  person,  who  looks,  and  is,  fat  and  flabby.  Part 
of  the  apparent  fatness  may  be  due  to  excess  of  fluid  in  the 
tissues,  but  there  need  be  no  obvious  oedema  with  pitting  on 
pressure.  There  may  or  may  not  be  a  history  of  previous 
acute  nephritis — some  of  these  cases  arise  insidiously  :  the 
diagnosis  is  not  difficult,  however,  where  renal  tube  casts  and 
an  abundance  of  albumin  are  found  in  the  urine,  particularly 
if  there  is  a  big  heart,  a  prolonged  first  sound  at  the  impulse, 
a  ringing  aortic  second  sound,  a  high  blood-pressure,  and 
perhaps  albuminuric  retinitis. 

Testicular  atrophy  or  excision  as  a  cause  for  undue  fatness  is  best  exemplified  by 


Fig.  1 75.  —Tlie  same  case  as  Fig  1 74 
after  removal  of  the  pubic  hair  :  show- 
inj»  the  hypertrophy  of  the  external 
cenitaiia,  without  development  of  the 
breasts. 
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eunuchs  ;  similar  fat  accumulation  sometimes  occurs  in  less  degree  as  the  result  of  atrophy 
after  bilateral  gonococcal  orchitis  or  epididymitis  ;  it  does  not  follow  tuberculous  destruc- 
tion, for  the  patient  then  wastes  instead.  Palpation  of  the  scrotum  may  indicate  the 
diagnosis. 

Ovarian  insufficiency  is  probably  a  potent  cause  for  undue  stoutness  in  certain  women, 
but  it  is  difficult  to  prove  this,  because  many  of  the  patients  suffer  from  hypothyroidism 
at  the  same  time  :    there  is  a  close  intcr-relationship  between  the  thyroid  gland  and  the 
ovaries.     Only  a  small  proportion  of  those  cases  in  which  both  ovaries  have  been  excised 
become  obese  ;   but  when  the  normal  ovarian  activities  are  beginning  to  abate,  especially 
at  and  immediately  after  the  menopause,  it  is  common  for  women  to  become  very  stout. 
They  develop  at  the  same  time  peculiar  nervous  symptoms,  and  it  is  remarkable  how  easily 
both    the    latter    and    the 
obesity  may  be  relieved  by 
relativ^ely     small     doses    of 
thyroid  extract ;   such  cases 
may    be     termed    sufferers 
from  hypothyroidism,  even 
though  they  may  not  have 
the  typical  signs  of  complete 
my  xoedema — increasing 
stoutness,  loss  of  strength, 
broad    features,    increasing 
slowness    of    the    intellect, 
broadening  and   thickening 
of    the   fingers   and   hands, 
malar  flush,  and  falling  out 
of  hair  and  eyebrows.     The 
best  test  of  the  diagnosis  is 
the   effect  of  administering 
carefully  graduated  doses  of 
thyroid  extract. 

There  are  certain  boys 
and  girls — especially  boys — 
who  tend  to  become  enor- 
mously fat  long  before  they 
reach  the  age  of  puberty. 
The  papers  were  full  of  a 
typical  example  of  this 
malady  a  while  ago — the 
Fat  Boy  of  Peckham.  This 
abnormal  development  of 
fat  and  size  is  in  some  cases 
associated  with  an  affection 
of  a  suprarenal  capsule  or 
kidney — hypernephroma. 
The  latter  does  not  always  ftg.ne.-Cn^  of  dystrophia  adiposogenitaiid. 

cause  this  overgrowth,  how- 
ever, for  in  another  type  of  patient  the  tumour  leads  merely  to  premature  development 
of  the  pubic  hair  and  external  genitalia.  Figs,  174  and  175  are  from  a  girl,  aged  seven, 
who  had  had  thick  pubic  hair  since  she  was  eighteen  months  old.  The  clitoris  was 
enlarged,  but  there  had  been  no  menstruation.  The  diagnosis  was  confirmed  post  mortem, 
the  congenital  suprarenal  tumour  having  produced  secondary  deposits  in  the  lungs  after 
seven  years. 

Recent  observations  seems  to  show  that  obesity  may  be  due  to  affections  of  the  pituitary 
body  as  well  as  to  those  of  the  suprarenal.  We  are  told  that  when  there  is  over-activity 
of  the  anterior  lobe  of  the  pituitary,  acromegaly  results  (p.  237) ;  and  that  when  there  is 
deficiency  in  either  the  anterior  or  the  posterior  lobe,  the  resultant  error  of  metabolism 
affects  not  so  much  the  bones  as  the  soft  parts  ;  Fig,  176  indicates  the  kind  of  patient  that 
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results.  The  diagnosis  is  suggested  when,  along  with  the  rapidly  increasing  and  clearly 
pathological  fatness,  there  is  persistence  of  the  infantile  type  of  intellect,  voice,  and  genital 
organs,  a  voracious  appetite,  abundant  stools,  and  a  proneness  to  unusually  long  hours 
of  sleep.  It  is  not  necessary  that  the  intracranial  lesion  should  be  primarily  in  the 
pituitary  body  itself ;  a  tumour  at  a  distance  from  the  latter  can  sometimes  so  interfere 
with  it  indirectly  that  the  same  kind  of  symptoms  may  result  as  if  the  pituitary  gland 
was  the  chief  focus  of  disease  ;  this  is  probably  the  explanation  of  the  fatness  that  is 
so  often  observed  in  cases  of  cerebellar  or  cerebral  tumour. 

Adiposis  dolorosa^  diffuse  lipomatosis^  and  Dercum's  disease  all  seem  to  be  closely 
related.  There  are  two  types — ^the  alcoholic  and  the  congenital  syphilitic  ;  the  former 
is  the  commoner,  and  occurs  in  older  patients  than  does  the  other.  Extreme  fatness 
develops,  but  not  quite  universally  ;  the  abdominal  wall,  especially  on  either  side  of  the 
umbilicus,  the  neck,  shoulders,  arms,  forearms,  thighs,  and  legs  may  become  enormous, 
but  the  hands,  feet,  scalp,  ears,  nose,  and  forehead  escape.  The  patient's  muscular  power, 
as  tested  by  the  dynamometer,  is  very  small,  sometimes  not  a  tenth  of  the  normal ;  and 
when  any  of  the  fat  parts  are  taken  hold  of  firmly,  without  any  pinching  or  other  pro- 
cedure that  would  be  unpleasant  to  an  ordinary  patient,  some  of  these  cases  experience 
acute  pain — the  name  adiposis  dolorosa  describing  the  two  main  symptoms  of  the 
malady.  There  are  often  mental  symptoms  at  the  same  time  ;  a  patient  of  thirty  may 
periodically  imagine  she  is  only  eight,  and  behave  and  speak  as  though  for  the  time 
being  she  were  a  child  again  ;  and  so  on  in  other  cases,  the  types  of  mental  symptoms 
being  protean.  Superficially  these  cases  may  simulate  myxoedema,  but  a  moment's 
observation  will  show  that  there  is  no  affection  of  the  hands  and  feet,  which  are  just  the 
parts  to  be  first  broadened  and  thickened  by  myxoedema,  besides  which  thyroid  treatment 
does  not  bring  about  material  improvement.  Herbert  French. 

OBSTIPATION.— (See  Constipation,  p.  121.) 

OBSTRUCTON,  INTESTINAL.— (See  Vomiting,  p.  767;  and  Constipation,  p. 
121,  and  consult  Index  at  end.) 

(EDEMA,  ASYMMETRICAL.— (Edema  of  one  leg  or  arm,  or  of  some  local  part  of 
the  head,  face,  neck,  or  trunk,  may  be  due  to  any  of  the  following  causes  : — 

Ccn^eniial  • '  blockage  of  lymphatics,  e.g.,  in  cellulitis, 

Constriction  by  amniotic  bands  [   .^.^Z^^^^  i^i^JJil""'""'"*'''"  ''  "'""'*'" 

Communications  between  arteries  and  veins      ^;*jf  ^.^ii!  !ueh  as  those  caused  by- 

Acquired : —  i  Aspirin 

Blockage  of  veins  :  I  Antitoxic  sera 

1.  From  within — non-infective  thrombus,   i  Iodides 

varicose  veins,   infective  thrombus,    I  Bromides 

e.g.,  white  leg  ^  Mercurials  ;  and  any  which  cause  urti- 

2.  By  pressure  from  without — by  glands,    '  carial  lesions  (p.  771) 

tumours,  aneurysms,  etc.  |  Angioneurotic  oedema. 

Congenital  Causes  are  rare,  but  as  a  rule  they  are  identified  easily. 

Acquired  Causes. — The  diagnosis  may  be  obvious  :  For  instance,  there  may  be  tooth- 
ache with  unilateral  oedema  of  the  face,  or  a  scalp  wound  with  boggy  swelling  all  round 
it,  or  a  well-marked  cellulitis,  with  red  streaks  extending  up  the  limb  showing  the  course 
of  acutely  inflamed  lymphatics.  It  is  only  rarely  that  a  cellulitis  presents  any  difficulty 
in  recognition  ;  namely,  when  the  inflammation  is  not  very  acute,  and  when  there  is  no 
obvious  source  of  infection,  such  as  an  abraded  toe  or  a  suppurating  wound  of  a  finger. 
Cellulitis  may  then  be  confounded  with  gout ;  but  the  history,  the  presence  of  leucocytosis, 
and  the  absence  of  other  gouty  manifestations  will  indicate  the  real  complaint.  There 
may  be  considerable  pyrexia  in  acute  gout  {Fig.  151,  p.  339),  so  that  the  temperature  chart 
does  not  serve  to  distinguish  it  from  cellulitis. 

Varicose  veins  are  a  frequent  cause  of  asymmetrical  oedema,  especially  in  the  leg,  and 
if  there  is  thrombosis  as  well,  very  marked  swelling  results.  The  thrombus,  however, 
does  not  always  lie  in  a  superficial  vein,  and  if  it  is  in  a  deep  one  such  as  the  popliteal, 
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femoral,  or  iliac,  the  case  may  not  be  so  clear.  The  thrombus  in  these  cases  is  often  due 
to  septic  infection,  and  the  common  source  is  sepsis  in  connection  with  the  uterus  following 
parturition — ^white  leg  ;  or  it  may  arise  in  the  course  of  a  prolonged  febrile  illness  such 
as  tjrphoid  fever,  or  in  a  case  of  cachexia  resulting  from  malignant  disease  or  other  prolonged 
and  debilitating  malady,  or  from  one  of  the  blood  diseases  such  as  leuktemia. 

When  none  of  these  causes  is  present  it  is  necessary  to  examine  carefully  to  ascertain 
whether  there  is  any  swelling  pressing  on  and  obstructing  the  veins,  such  as  an  aneurysm 
in  the  popliteal  space  or  a  mass  of  malignant  glands  ;  and  not  only  must  the  whole  limb 
be  examined,  but  also  the  rectum,  vagina,  and  lower  part  of  the  abdomen,  and  the  neck 
and  upper  thorax  in  the  case  of  the  leg  and  arm  respectively.  For  instance,  there  may 
be  a  tumour  springing  from  some  structure  in  the  pelvis  causing  pressure  on  the  iliac  veins  ; 
and  swelling  of  the  arm  might  be  caused  by  an  aneurj^sm,  subclavian  or  thoracic,  or  by 
a  mediastinal  new  growth,  in  which  case  ic-ray  examination  may  be  of  material  assistance 
in  verifying  the  cause.  The  oedema  due  to  venous  obstruction  pits  readily  on  pressure, 
but  where  the  lymphatics  are  blocked  the 
oedema  is  much  more  solid  ;  this  may  be  an 
important  diagnostic  point. 

Elephantiasis  due  to  blockage  of  lymphatics 
by  the  parasite  filaria  sanguinis  hominis  is  not 
common  in  England,  though  a  pseudo-elephan- 
tiasis, due  to  long-standing  lymphatic  obstruc- 
tion with  resulting  roughening,  thickening,  and 
fibrotic  changes  in  the  skin  and  underlying 
tissues,  is  not  uncommon,  and  may  result  from 
long  continuance  of  a  tumour,  or  be  associated 
with  a  badly-united  fracture,  or  follow  some 
operation  in  which  the  lymphatics  have  been 
removed,  e.g.  after  amputation  of  the  breast 
and  axillary  contents  for  carcinoma.  Probably 
the  most  difTicult  group  of  all  cases  to  diagnose 
is  that  in  which  there  is  a  thrombus  of  one  of 
the  deep  veins  of  the  leg  without  any  obvious 
disease,  and  in  this  event  the  diagnosis  can 
only  be  arrived  at  by  a  process  of  exclusion. 
Milroy's  Disease  (Fig,  177)  is  diagnosed  from 
the  family  history  (sec  p.  414). 

Ligature. — It  sometimes    happens    that    a 
patient,    generally    a    female,   presents    herself 
with  an  oedema  of  a  limb  for  which  no  explan- 
ation can  be   offered.      It  has  to  be  borne  in 
mind  that  there  are  some  neuroti?  individuals 
who  will  tie  a   ligature  round  their  limbs   in 
order  to  simulate  disease  or  to  excite  sympathy, 
and  who   have  even  gone  so  far  as  to  suffer 
amputation.     It  is  often  extremely  difficult  to 
detect    the   fraud  ;    but   if  the   possibility   be 
suspected,  the  nurse  in  charge  must  be  instructed  to  keep  watch,  and  at  unexpected 
times  to  search  the  patient,  when  a  handkerchief  or  a  piece  of  string  may  be  found  con- 
stricting the  limb.     The  fact  that  the  upper  limit  of  the  oedema  is  sharply  defined  should 
awaken  suspicion.     It  may  be  difficult  to  differentiate  this  from  angioneurotic  nodema 
(Quincke's  disease),  but  the  latter  condition  is,  as  a  rule,  transitory,  and  affects  different 
parts  of  the  body,  e.g.  the  tongue,  lips,  eyelid,  hands,  etc.,  at  different  times  (Fig.  178, 
p.  412) ;  the  fact  that  the  patient  has  had  previous  attacks  generally  points  to  the  diagnosis, 
and  the  malady  often  occurs  spontaneously  in  several  members  of  the  same  family. 

George  E.  Gask. 

CEDEMA,  SYMMETRICAL.— Owing  to  accidents  of  posture— such,  for  instance,  as 
the  patient  sitting  with  one  leg  to  the  ground  and  the  other  supported  upon  a  chair,  or 
lying  in  bed  turned  well  over  to  one  side,  and  remaining  in  this  asymmetrical  position  for 


Fiff.  177. — Milroy's  or  ireii»e's  disease  :  A  case  of 
unilateral  hereditary  tropluiiileniJi  of  the  lejr.  The 
conditioa  had  develope<l  spoutaiieou-*Iy  in  a  iiir\  who 
had  never  been  out  of  liii^dand,  and  who  suffered  little 
inconvenience  from  the  affection.  She  was  "Jl  when 
tlie  photograph  was  taken,  and  had  had  the  swellin!.? 
for  year.J.  Note  that  the  enlargement  of  her  rii,'ht 
leg  ceases  abruptly  at  the  groin. 
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a  long  time — it  is  possible  for  oedema  which  would  really  be  symmetrical  to  appear  asym- 
metrical. Allowing  for  this  source  of  fallacy,  however,  the  causes  of  symmetrical  oedema 
are  different  from  those  of  asymmetrical  oedema  (ses  above).  One  may  subdivide  cases 
into  three  main  groups,  namely  :  (1)  Those  in  which  the  oedema  is  universal ;  (2)  Those  cases 
of  oedema  in  which  the  swelling  involves  the  face,  neck,  and  arms,  but  not  the  legs  or  the  lower 
half  of  the  trunk  ;  (3)  Those  in  which  the  oedema  affects  the  legs,  or  the  legs  and  lower  half  of 
the  tmnky  but  not  the  arms,  neck,  or  face. 

GEdema  of  the  legs  is  by  far  the  commonest  type,  and  by  far  the  most  important  point 
in  the  diagnosis  is  to  decide  as  soon  as  possible  whether  this  oedema  is  due  to  Bright's  disease, 
heart  failure,  or  to  some  other  cause.  The  broad  distinction  into  these  groups  is  seldom 
difficult.  The  urine  should  be  tested  at  once  ;  if  albumin  be  present,  microscopic  examina- 
tion for  renal  tube-casts  is  essential,  their  presence  indicating  renal  mischief,  their  absence 
probably  excluding  it,  unless  the  renal  lesion  is  very  acute,  in  which  case  there  will  be  renal 
epithelial  cells  even  if  there  are  no  tube-casts  ;  if  there  be  no  albumin  in  the  urine,  renal 
inflammation  as  a  primary  cause  of  oedema  of  the  legs  is  unlikely. 

It  will  be  easy  as  a  rule  to  decide  whether  there  is  failure  of  cardiac  compensation  or 

not ;  if  there  is,  the  differentiation  between  the 
four  main  groups  of  causes  of  heart  failure, 
namely,  primary  valvular,  primary  muscular, 
primary  lung  affections,  and  primary  arterial  or 
renal  conditions,  will  be  made  upon  the  lines 
indicated  upon  p.  14. 

Other  causes  for  oedema  of  the  legs  will  be 
suggested  by  other  symptoms  in  the  case  or  by 
the  history,  but  they  cannot  be  diagnosed  with 
certainty  until  both  renal  inflammation  and 
heart  failure  have  been  excluded.  It  seems 
worth  while,  however,  to  discuss  in  rather 
greater  detail  each  of  the  main  groups  indicated 
above. 

Cases  in  which  the  (Edema  is  Universal. — 
When  a  patient  has  a  tendency  to  universal 
symmetrical  oedema,  the  great  probability  is 
that  he  is  suffering  from  either  primary  acute 
nephritis  or  acute  nephritis  superposed  upon 
chronic  nephritis  ;  the  diagnosis  is  indicated  by 
the  occurrence  of  albumin  with  tube-casts.  The 
degree  of  oedema  exhibited  in  different  regions 

Fiy^  178— An^^OMeurotic  frdema  of  the  evelida  varicS  partlv    by  rcaSOU   of  the   loOSCnCSS  of  the 

simulating  acute  nephritis.  subcutauGous  tissues  in   different  places,    and 

partly  by  means  of  the  effects  of  gravity. 
Other  things  being  equal,  the  oedema  shows  most  in  the  legs,  lumbar  region  (lumbar 
cushion),  penis,  scrotum,  labia,  eyelids,  and  face,  though  careful  examination  may  show 
that  there  is  some  degree  of  oedema  in  every  tissue  from  scalp  to  toes  ;  it  is  due  to  the 
influence  of  gravity  that  when  the  patient  is  up  and  about  the  oedema  is  most  marked  in 
the  legs  ;  is  very  marked  in  the  lumbar  cushion  and  the  genital  organs  when  the  patient 
sits  propped  up  in  bed  ;  and  is  most  prominent  in  the  eyelids  when  the  patient  has  been 
lying  horizontally,  as  during  sleep. 

Other  causes  for  universal  oedema  are  rare,  but  it  may  sometimes  be  due  to  a  universal 
condition  of  angioneurotic  oedema  {Fig,  178),  though  this  is  much  more  often  asymmetrical  ; 
or  to  overloading  of  the  tissues  with  fluid — for  instance,  as  the  result  of  excessive  trans- 
fusion or  infusion,  or  in  patients  who  have  been  swilling  beer  day  after  day  until  their  bodies 
have  become  sodden.  Such  cases  present  an  appearance  highly  suggestive  of  acute 
nephritis,  but  the  absence  of  albumin  from  the  urine,  the  history  of  excessive  drinking  over 
long  periods,  and  the  complete  recovery  when  the  drinking  is  stopped,  point  to  the  dia- 
gnosis. Generalized  oedema,  usually  not  of  extreme  degree,  is  apt  to  be  complained  of  by 
some  anaemic  girls,  generally  between  15  and  20  years  of  age,  often  in  association  with 
gastric  symptoms,  especially  persistent  vomiting  after  food,  and  with  constipation.     These 
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cases  have  no  name ;  they  are  chiefly  of  importance  in  that  they  are  very  apt  to  be  dia- 
gnosed as  nephritis,  although  there  is  no  albuminuria  as  a  rule,  and  they  get  well  by  them- 
selves. The  oedema  is  doubtless  toxic,  but  whether  the  causal  toxin  is  intestinal,  or  derived 
from  some  other  source,  no  one  knows.  The  same  applies  to  certain  cases  of  acute  universal 
oedema  in  infancy  or  childhood,  simulating  acute  nephritis,  but  differing  from  the  latter  in 
that  there  is  no  albuminuria  and  spontaneous  recovery  occurs.  Both  types  differ  from 
true  angioneurotic  oedema  in  that  the  condition  is  not  familial  like  the  latter  (p.  411). 
Similar  universal  oedema,  perhaps  toxic  in  origin,  but  unaccompanied  by  any  evidence  of 
nephritis,  follows  severe  gasiro-enieritis  in  children,  even  when  no  saline  infusion  has  been 
resorted  to. 

Certain  poisons  may  produce  universal  oedema,  though  rarely  ;  iodide  of  potassium 
has  been  known  to  do  so  to  a  mild  degree  ;  one  of  the  effects  of  snake-bite  also  is  to  produce 
universal  oedema  with  or  without  albuminuria,  though  as  a  rule  the  part  originally  bitten 
is  very  much  more  swollen  than  are  the  other  portions  of  the  body. 

Aspirin  affects  certain  individuals  in  a  curious  way,  producing  urticaria]  wheals  and 
universal  swelling,  transient  as  a  rule,  or  lasting  little  more  than  twenty-four  hours  ;  though 
sometimes  so  severe  that  the  whole  face  is  swelled  up  and  bloated  to  such  an  extent  that 
the  patient  is  for  the  time  being  unrecognizable.  The  symptoms  appear  to  depend  here 
upon  personal  idiosyncrasy  to  the  drug. 

Only  in  very  rare  cases  does  heart  failure  produce  oedema  of  the  hands  and  arms  as 
well  as  of  the  legs,  and  when  it  does  so  the  patient  usually  has  been  ill  some  time,  the  dia- 
gnosis has  already  been  made,  and  the  end  is  not  far  off. 

(Edema  of  the  Face,  Neck,  and  Arms,  bat  not  of  the  Legs  or  Lower  Half  of 
the  Trunk,  is  nearly  always  due  to  obstruction  to  the  superior  vena  cava  or  to  the  main 
branches  which  go  to  form  this,  and  the  commonest  cause  of  this  obstruction  are  thoracic 
a:ieurysm,  mediastinal  nav  groxvths,  or  gumma,  chronic  mediastinal  fibrosis,  and  thrombosis 
spreading  to  the  main  trunk  from,  for  instance,  an  axillary  vein  infected  from  a  whitlow 
or  from  other  sources  of  phlebitis.  When  the  swelling  comes  on  acutely,  as  it  may  in  any 
of  the  above  conditions,  acute  Bright's  disease  may  be  simulated  on  account  of  the  extreme 
pufliness  of  the  eyes  ;  but  further  examination  will  show  a  remarkable  limitation  of  the 
oedema  to  the  head  and  upper  limbs,  whilst  the  urine  will  probably  not  contain  albumin. 
If  the  obstruction  to  the  superior  vena  cava  persist,  there  will  be  evidence  of  collateral 
circulation  in  the  form  of  varicose  veins  upon  the  chest  wall  (see  Veins,  Varicose 
Thoracic,  p.  750). 

It  only  remains  to  add  that,  instead  of  being  asymmetrical,  inflammatory  lesions  may 
sometimes  produce  almost  symmetrical  oedema  of  the  face  or  neck,  in  which  connection 
one  may  mention  erysipelas,  cellulitis,  anthrax,  angini  Ludovici,  the  differential  diagnosis 
of  which  is  based  upon  the  history,  the  constitutional  symptoms,  the  local  appearances 
of  the  inflammation,  and  the  results  of  bacteriological  examination. 

Similar  symmetrical  swelling  may  be  produced  in  the  hands  or  arms  either  by  angio- 
neurotic oedema  {Fig,  178),  or  by  allied  vasomotor  neuroses,  such  as  Raynaud's  disease. 
Swelling  of  the  eyes  and  face  suggestive  of  oedema  may  sometimes  be  due  to  bouts  of  crying, 
prolonged  attacks  of  coughing,  as  for  instance  in  whooping-cough,  or  as  the  result  of  catarrh 
due  to  a  common  cold,  measles,  or  to  the  effect  of  such  remedies  as  poiatsium  iodide  or 
arsenic, 

(Edema  of  the  Legs  and  Lower  Part  of  the  Trunk,  without  any  of  the  Neck  or 
Face,  is  suggestive  of  heart  failure  or  of  nephritis,  and  the  main  points  that  arise  in  the 
differential  diagnosis  have  been  discussed  above.  If  both  these  main  groups  of  causes 
can  be  excluded,  however,  it  is  important  to  remember  how  often  the  legs  may  swell  as 
the  result  of  poverty  of  the  blood  in  any  condition  of  anaemia.  This  is  perhaps  seen  best 
of  all  in  cases  of  chlorosis,  for  patients  suffering  from  the  severer  types  of  anaemia,  such 
as  pernicious  ancemia,  lymphatic  or  splenomedullary  leulccemia,  Hodgkin's  disease,  splenic 
ancemia,  pseudo-leukcemia  infantum,  are  less  continuously  up  and  about  than  are  many 
cases  of  chlorosis.  The  same  applies  to  the  severe  ancemia  which  folloivs  loss  of  blood  from 
haemoptysis,  haematemesis,  post-partum  and  other  haemorrhages  ;  or  to  the  less  acute 
anaemias  that  result  from  parasitic  infections  such  as  Bothriocephalus  latus  or  Ankylostomum 
duodenale,  or  the  effects  of  certain  drugs  ;  or  to  cachectic  conditions  such  as  result  from 
carcinoma,  sarcoma,  syphilis,  tuberculosis,  starvation,  malaria  and  various  other  tropical 


Digitized  by 


Google 


414  (EDEMA,     SYMMETRICAL 

infections.  The  differential  diagnosis  of  these  conditions  will  seldom  depend  upon  the 
presence  of  oedema  alone,  and  each  of  the  maladies  will  be  found  discussed  under  the 
heading  of  some  other  symptom. 

Obstruction  to  the  inferior  vena  cava  may  lead  to  extreme  oedema  of  the  legs  ;  if  due 
to  phlebitis,  the  clotting  of  the  inferior  vena  cava  itself  is  nearly  always  preceded  by  that 
of  the  veins  of  one  leg,  so  that  even  when  the  final  result  is  symmetrical,  the  history  nearly 
always  points  to  it  having  begun  asymmetrically.  When  the  inferior  vena  cava  is  obstructed 
by  new  growth  or  by  the  pressure  of  ascitic  fluid,  the  diagnosis  will  depend  upon  the 
discovery  of  some  abnormal  mass,  or  upon  the  interpretation  of  the  cause  of  the  Ascites 
(p.  43).     Much  difficulty  sometimes  arises,  as  in  a  case  mentioned  on  p.  7. 

The  influence  of  the  vasomotor  nerves  in  controlling  the  balance  of  lymph  production 
and  lymph  absorption  in  the  legs  is  sometimes  interfered  with.  One  sees  a  good  example 
of  this  in  the  oedema  which  develops  in  the  lower  extremities  in  convalescent  patients 
when,  having  been  long  in  the  horizontal  position  from  any  cause,  they  first  begin  to 
walk  about  ;  it  is  probable  that  a  perfectly  normal  person  kept  at  rest  in  bed  for  three 
months  would  suffer  from  oedema  of  the  legs  in  varying  degree  for  some  days  or  weeks 
after  first  beginning  to  use  his  limbs,  and  the  tendency  is  still  more  marked  in  those  who 
have  been  laid  up  by  gastric  or  duodenal  ulcers,  typhoid  fever,  fractured  femur,  and  so 

on.  It  may  at  first  arouse  a  suspicion  of  some  kidney 
lesion,  though  the  absence  of  albumin,  and  the  way  in 
which  the  oedema  disappears  spontaneously  in  time, 
especially  under  the  influence  of  massage,  indicate  the 
diagnosis  when  the  history  of  long  confinement  to  a 
horizontal  position  is  known.  Diseased  conditions  of 
the  vasomotor  system  may  produce  even  more  marked 
oedema,  as  seen  in  elderly  people,  in  some  cases  of 
Raynaucts  disease ;  in  angioneurotic  oedema  ;  in  associa- 
tion with  peripheral  neuritis,  especially  in  the  tropical 
variety  called  heri-heri,  an  epidemic  febrile  illness 
generally  seen  in  this  country  only  in  seaport  towns  as 
the  result  of  an  outbreak  amongst  seamen  on  board 
ships  in  which  the  diet  has  consisted  largely  of  decorti- 
cated rice. 

There  is  a  peculiar  hereditary  disease  in  which 
oedema  of  the  lower  extremities,  occurring  in  many 
members  of  a  family  (Fig,  179),  may  be  a  prominent 
feature ;  in  the  early  stages  this  oedema  is  asym- 
metrical, affecting  one  leg  before  the  other,  but  sooner 
/77.  179 -Bilateral  homiitarytrophoedcma     q^  j^ter  both   Icgs  may  bccomc  iuvolvcd.  Until,  if  the 

of  the  leiTS  :n  a  ffirl  of  21,  twelve  other  members       _.,  %     %  •  i« 

of  the  family  beiiis  afTeete^l  bv  the  complaint      family      and      pCrSOUal     hlStory     WCrC    UOt      kuOWU,     thC 

Th^n,  w.ts'no  abnonX  aboveSt^Ss     oedcma  of  BrighVs   discasc  might   bc  suspcctcd.     The 

lisament.     Milroy's  or  Meijrei*  disease.    (For  a      affcctiou    is   kuOWU   aS   MUrOU'S  diSCaSC,   Mcigc's   discaSC, 

full  mTOUiit  see  Flope  and  French,  Quarl.  Jour.  ^  T  . 

vi  Mai.,  vol.  i.  No.  3,  p.  312.)  or    hereditary   trophcedema.     The    sudden    demarcation 

between  the  swollen  and  the  non-swollen  parts  at  the 
level  of  a  joint — ankle,  knee,  or  hip — is  characteristic.  There  is  sometimes  a  history  of 
periodic  acute  attacks  of  pyrexia  and  of  gastric  disorder  associated  with  an  increase  in 
the  swelling,  not  altogether  unlike  those  occurring  in  angioneurotic  oedema.  The  swelling 
may  cease  at  the  ankles  in  the  early  stages  ;  when  a  subsequent  spread  occurs,  it  may 
reach  almost  suddenly  up  to  the  knees,  ceasing  there  for  a  variable  number  of  years,  until 
ultimately  it  spreads  to  the  groins,  above  which  it  seldom  extends.  The  diagnosis  is  easy 
when  the  family  history  is  obtainable. 

Myxoedema  is  a  condition  in  which  the  swelling  of  the  legs  may  simulate  actual  oedema 
very  closely,  and  indeed  in  not  a  few  cases  the  subcutaneous  tissues  of  the  feet  and  legs  do 
pit  to  a  certain  extent  on  pressure.  When  there  is  actual  oedema  as  well  as  myxoedema, 
considerable  doubt  as  to  whether  there  may  not  be  a  cardiac  or  other  factor,  as  well  as 
thyroid  insufficiency,  will  arise.  The  urine  often  contains  albumin,  moreover,  though 
generally  without  tube  casts  ;  the  patient  is  nearly  always  a  woman  of  middle  age  (Fig,  104, 
p.  234),  who  has  recently  begun  to  get  much  stouter,  and  at  the  same  time  less  active  both 
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mentally  and  physically.  The  diagnosis  of  myxoedema  will  be  confirmed  if  the  untoward 
symptoms  and  the  abnormal  state  of  the  subcutaneous  tissues  disappear  under  the 
influence  of  thyroid  medication. 

It  is  not  easy  to  include  all  the  possible  causes  of  oedema  in  a  classified  list,  but  the 
following  include  those  which  have  been  discussed  above  : — 


1.  Universal  lEdema. 

Primary  acute  nephritis 

Acute  nephritis  as  an  exacerbation  of  chronic 

nephritis 
Angioneurosis 
Excessive  transfusion  or  infusion 


Soddening  from  l)eer  drinking 

Toxins  (?  intestinal)  in  girls  and  children 

Iodide  of  potassium 

Snake- bite 

Heart  failure. 


2.  lEdema  of  Face,  Neck,  and  Arms,  bat  not  of  Legs. 


Obstruction  to  the  superior 
vena  cava  by  : 
Thoracic  aneurysm 
Mediastinal  new  growth 
Mediastinal  ^umma 
Mediastinal  fibrosis 
Thrombosis 


Erysipelas 

Cellulitis 

Anthrax 

Angina  Ludovici 

Raynaud^s   disease 

Angioneurosis 

Crying 


Coughing 
Measles 
Common  cold 
Ptomaine  poisoning,  shell- 
fish variety 
Arsenic 
Aspirin. 


3.  (Edema  of  the  Legs,  witboat  any  of  the  Neck  or  Face. 


Heart  failure  secondary'  to  : 
Valvular  disease 
Myocardial  affections 
Chronic  lung  afTections 
Renal  or  arterial  afTections 

Bright 's  disease 

Chlorosis 

Pernicious  anaemia 

L^nnphatic  leukaemia 

Splenomedullary  leukaemia 

Hodgkin's  disease 

Splenic  anaemia 

Pseudo-leukaemia  infantum 


I   Anaemia    following    excessive   i 

blood  loss  ' 

j   Parasitic  affections,  especially     , 

Bothriocephalus  latus  i 

I  Ankylostomum  duodenale 

Cachectic  states  due  to  : 
I  Carcinoma  ' 

'  Sarcoma 

Syphilis 

Tuberculosis 

Starvation  ' 

Malaria  I 

I  Tropical  affections  I 


Inferior  vena  cava  obstruction 
by: 

Thrombosis 
New  growths 
Ascites 
Convalescence 
Old  age 

Raynaud's  disease 
Angioneurosis 
Beri-beri 
Milroy's     disease     (hereditary 

trophoedema) 
Myxoedema. 

Herbert  French. 


OLIGOCYTHiEMIA.— (See  Ax^mia,  p.  20.) 

OLIGURIA.— (Sec  Anuria,  p.  39.) 

OPHTHALMOPLEGIA.— (See  Strabismus,  p.  649 ;  Purii,,  Abnormalities  of 
THE,  p.  551  ;    and  Diplopia,  p.   174.) 

OPHTHALMOSCOPIC  APPEARANCES,  NOTES  OK— (Plates  XIX  and  XX,) 

Fig.  a. — ^A  Pbysiological  Cup  may  vary  in  size,  but  usually  occupies  the  centre  of 
the  disc.  The  retinal  vessels  dip  over  the  edge,  which  is  usually  steeper  on  the  nasal  side, 
the  temporal  slope  being  more  gradual.  At  the  bottom  of  the  cup  is  seen  the  lamina 
cribrosa,  which  is  mottled  by  the  openings  through  which  the  retinal  nerve  fibres  pass. 

A  physiological  cup  is  distinguished  from  that  caused  by  glaucoma  (Fig.  v)  by  the 
fact  that  it  occupies  only  the  centre  and  not  the  whole  of  the  disc. 

Fig.  b. — Congenital  Crescents  are  common,  and  usually  situated  at  the  lower  part 
of  the  disc,  in  contrast  to  myopic  crescents  (Figs,  h  and  i),  which  are  seen  on  the  outer 
side.  They  arc  probably  due  to  an  uneven  distribution  of  connective  tissue  in  the  lamina 
cribrosa,  and  are  often  associated  with  hypcrmetropia. 

Fig.  c. — ^Pigmented  Crescent  in  Disc  Margin. — The  disc  margin  is  always  more 
or  less  pigmented,  the  amount  varying  from  a  small  crescent  to  a  complete  ring.  The 
pigment  has  no  pathological  significance. 

Fig.  d. — CololM>ma  of  the  Choroid  is  a  congenital  deficiency,  and  it  may  be 
recognized  by  its  situation  below  the  disc,  the  small  amount  of  pigment  at  the  edge  of  the 
white  area,  and  the  presence  of  healthy  retinal  vessels  on  its  surface.  It  may  be  associated 
with  other  congenital  abnormahties,  such  as  coloboma  of  the  iris,  optic  disc,  or  lens. 
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Figs,  e,  f. — Opaque  Nerve  Fibres  exist  normally  in  the  retinae  of  some  mammals, 
e.g.,  the  rabbit.  The  condition  is  due  to  the  persistence  of  the  medullary  nerve  sheath  of 
the  retinal  fibres,  the  sheath  being  lost  usually  at  the  passage  of  the  nerve  fibre  through 
the  lamina  cribrosa.  The  condition  may  be  recognized  by  the  brilliant  white  colour  of 
the  nerve  fibres,  the  striated  appearance  of  the  white  patch,  and  the  fact  that  the  retinal 
vessels  are  more  or  less  embedded  among  the  nerve  fibres. 

Fig.  g. — ^Advanced  Syphilitic  Choroiditis. — In  advanced  choroiditis  the  inflamma- 
tory process  has  ended  in  the  total  destruction  of  the  choroid  in  patches,  which  in  some 
places  have  joined  to  disclose  large  bare  areas  of  sclerotic.  There  are  large  masses  of 
pigment,  usually  surrounding  the  white  areas,  the  pigment  being  chiefly  derived  from  the 
choroid.  The  retinal  pigment  is  also  increased  in  the  great  majority  of  cases,  and  vision 
is  rendered  extremely  defective.  Macular  choroiditis  is  degenerative  in  origin,  and  does 
not  usually  appear  till  middle  life.  It  probably  commences  in  the  form  of  macular  haemor- 
rhages, which  lead  to  destruction  and  fibrosis  of  the  retina. 

Figs,  h,  i. — The  Myopic  Crescent  is  usually  found  on  the  outer  side  of  the  disc,  and 
may  vary  in  size  and  extent  from  a  thin  crescent  to  a  large  atrophic  area  surrounding  the 
whole  disc  (posterior  staphyloma).  Usually,  the  size  of  the  crescent  varies  with  the  amount 
of  the  myopia  and  increases  with  age. 

Figs,  k,  I. — Recent  Optic  Neuritis  is  characterized  by  the  swelling  of  the  disc  and 
the  blurring  of  its  outline  by  retinal  oedema.  The  retina  is  greyish  and  striated  in  appear- 
ance, owing  to  oedema  between  the  retinal  nerve  fibres,  and  the  veins  are  extremely  dilated 
and  tortuous.  Flame-shaped  haemorrhages  are  also  seen  on  the  disc  and  in  the  surrounding 
retina,  and  numerous  small  retinal  vessels  on  the  disc,  usually  invisible,  become  dilated 
and  apparent.  In  the  later  stages  of  the  neuritis  the  haemorrhages  may  disappear,  and 
the  whole  disc  become  greyer  and  paler,  the  condition  ultimately  terminating  in  post- 
neuritic atrophy  (Fig,  I).  The  outline  of  the  disc  is  entirely  lost,  and  in  severe  cases 
the  disc  may  be  so  swollen  as  to  resemble  a  small  mushroom  in  shape.  Radiating  lines 
of  white  patches  may  also  be  seen  in  the  macular  region,  resembling  albuminuric  retinitis 
(Figs,  p,  q,  r,). 

Figs,  tn,  n. — Primary  Optic  Atrophy  (Fig.  n)  is  characterized  by  the  pallor  of  the 
disc,  white  or  bluish -white,  sharply  defined  lamina  cribrosa,  well-marked  edge,  and  retinal 
vessels  of  normal  size.  In  post-neuritic  atrophy  (Fig,  m)  the  disc  is  covered  with  fibrous 
tissue,  which  fills  up  the  physiological  cup  ;  the  colour  is  greyish-white,  the  retinal  vessels 
are  thin  and  tortuous,  and  the  edge  of  the  disc  is  irregular.  In  some  cases  of  old  post- 
neuritic atrophy  or  fibrosis,  following  slight  optic  neuritis,  it  may  be  impossible  to  distinguish 
the  condition  from  primary  atrophy. 

Fig,  0, — ^Thrombosis  of  the  Central  Retinal  Vein. — In  thrombosis  of  the  central 
retinal  vein  the  disc  is  extremely  swollen  and  oedematous,  the  edge  being  indistinct  and 
blurred.  All  the  retinal  veins  are  enormously  dilated  and  tortuous,  and  the  fundus  is 
covered  with  flame-shaped  and  petechial  hajmorrhages.  The  oedema  of  the  retina  from 
the  obstruction  of  the  venous  circulation  may  be  so  great  that  the  vein  may  occasionally 
be  hidden  entirely. 

Figs,  Pj  g,  r. — ^Albuminaric  Retinitis  is  characterized  by  the  presence  of  flame- 
shaped  haemorrhages  in  the  nerve-fibre  layer  of  the  retina,  and  white  patches.  The  white 
patches  are  of  two  kinds.  Those  seen  in  the  early  stages  of  the  disease  are  ill  defined  and 
woolly,  scattered  about  the  macular  region  in  an  irregular  manner.  These  are  due  to 
exudate  in  the  nerve-fibre  layer  of  the  retina.  In  the  later  stages,  smaller  white  patches 
may  be  seen  usually  arranged  in  radiating  lines  from  the  macula,  which  are  well  defined, 
and  glistening  or  chalky  white. 

Fig.  s. — Embolism  of  the  Central  Retinal  Artery. — In  embolism  of  the  central 
retinal  artery  the  retina  is  generally  pale  grey  or  white,  owing  to  the  anaemia  consequent 
on  the  obstruction  of  the  artery.  The  macula  itself  being  adherent  to  the  choroid  does 
not  share  in  the  general  pallor,  and  appears  as  a  bright  cherry-red  spot  in  contrast.  The 
retinal  arteries  are  extremely  small,  being  only  fine  white  threads  in  places,  and  the  veins 
may  be  nearly  empty.     The  optic  disc  is  white,  blurred,  and  indistinct. 

Fig.  t. — Detachment  of  the  Retina. — The  detached  portion  of  the  retina  is  silvery- 
grey  in  colour,  and  raised  above  the  surrounding  fundus.  In  cases  due  to  serous  exudate, 
the  detached  part  of  the  retina  is  transparent,  arranged  in  billowy  folds,  and  may  float 
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about  on  movement  of  the  eye.     When  the  detachment  is  due  to  growth,  the  retina  is 
usually  smooth  and  opaque.    The  retinal  vessels  are  small,  very  tortuous,  and  dark  in  colour. 

Fig,  V. — Glaacomatoas  Discs. — ^The  excavation  of  the  optic  disc  may  be  distinguished 
from  the  physiological  cup  by  the  fact  that  it  affects  the  whole  of  the  disc,  the  edge  often 
being  surrounded  by  an  atrophic  ring.  The  retinal  vessels  bend  sharply  over  the  edge, 
and  may  disappear  from  view  behind  the  overhanging  margin  of  the  disc,  reappearing  on 
the  bottom  of  the  cup.  The  lamina  cribrosa  is  well  marked,  and  the  disc  is  white  and 
atrophic. 

Fig.  w. — ^Tabercles  in  tlie  Choroid  are  seen  as  ill-defined  circular  masses  varying 
in  size  from  a  pin's  head  to  masses  nearly  the  size  of  the  optic  disc.  They  are  usually 
associated  with  miliary  tuberculosis,  grow  rapidly,  but  rarely  attain  any  great  size  owing 
to  the  death  of  the  patient.  It  is  stated  that  they  occur  most  commonly  in  the  neigh- 
bourhood of  the  disc,  but  this  is  due  to  the  fact  that  only  the  posterior  portion  of  the  fundus 
is  visible  with  the  ophthalmoscope.     Post  mortem  they  are  found  all  over  the  choroid. 

Fig,  X. — ^Hsrpermetropic  Astigmatism. — In  hypermetropic  astigmatism  the  disc  is 
often  oval  and  ill  defined.  The  physiological  cup  is  absent,  the  disc  red,  and  the  margin 
ill  defined.  The  vessels  may  be  tortuous  though  not  dilated,  and  unless  the  error  of 
refraction  is  observed,  the  condition  may  be  mistaken  for  optic  neuritis. 

Herbert  L,  Eaton. 

OPISTHOTONOS  is  a  rare  but  characteristic  condition,  in  which  the  muscles  of  the 
neck,  back,  and  legs  are  contracted  rigidly  in  such  a  way  that  the  body  is  over-extended 
in  the  form  of  an  arch,  supported  by  the  occiput  above  and  by  the  heels  below.  This 
position  may  be  maintained  ;  more  often  it  is  assumed  periodically,  with  partial  or  complete 
relaxations  between  the  tetanic  seizures.  Its  chief  cause  is  tetanus^  but  it  may  also  be  due 
to  strychnine  poisoning,  spinal  meningitis,  urcemia,  and  hysteria. 

Tetanus, — ^The  history  will  often  point  to  the  correct  diagnosis.  If  there  has  been  a 
punctured  wound  recently,  and  if  stiffness  of  the  neck  muscles  and  of  the  lower  jaw  (lock- 
jaw or  trismus)  (p.  729)  has  set  in,  to  be  followed  within  a  day  or  so  by  generalized  rigidity, 
with  severe  paroxysmal  exacerbations,  the  opisthotonos  is  almost  certainly  due  to  tetanus. 
The  fixed  smile — risus  sardonicus — is  common  to  tetanus  and  to  strychnine  poisoning.  An 
attempt  will  be  made  to  obtain  the  drumstick  bacilli  (PUUe  XXVIII,  Fig,  T,  p.  614)  from 
the  suspected  wound,  very  often  without  success.  In  some  cases  there  will  be  no  obvious 
wound  or  contusion,  but  although  the  source  of  contagion  will  then  be  obscure,  the  early 
lockjaw  and  the  course  of  the  disease  will  point  to  tetanus. 

Strychnine  poisoning  does  not  give  rise  to  lockjaw,  and  the  paroxysms  of  opisthotonos 
are  separated  by  intervals  of  more  complete  relaxation  than  is  the  case  in  tetanus  ;  there 
may  be  evidence  of  the  source  of  the  poisoning,  either  accidental,  suicidal,  or  homicidal, 
in  the  form  of  a  bottle,  a  hypodermic  syringe  and  needle,  a  packet  of  vermin-destroyer,  or 
something  of  that  kind.  In  some  cases  the  diagnosis  can  only  be  arrived  at  by  analysis, 
either  of  the  gastro-intestinal  contents,  or  of  the  viscera  post  mortem. 

Spinal  meningitis  seldom  causes  difficulty  in  the  diagnosis,  for  it  is  generally  part  of 
acute  cerebrospinal  meningitis,  of  which  the  general  symptoms  and  pyrexia  will  have 
existed  some  days,  if  not  a  week  or  more,  before  opisthotonos  is  likely  to  occur.  Optic 
neuritis  may  be  found,  and  in  some  cases  the  bacteriological  and  cytological  results  of 
lumbar  puncture,  especially  the  discovery  of  the  meningococcus,  may  clinch  the  diagnosis. 

Urcemic  convulsions  are  associated  with  complete  coma,  whereas  in  tetanus  and  in 
strychnine  poisoning  consciousness  is  retained  perfectly  ;  the  convulsions  are  epileptiform 
rather  than  tetanic  ;  there  is  no  persistent  lockjaw  ;  and  the  urine  will  nearly  always 
contain  albumin  and  renal  tube-casts. 

Hysteria  sometimes  takes  a  form  that  may  for  the  moment  be  difficult  to  distinguish 
from  tetanus  or  from  strychnine  poisoning.  Unlike  malingering,  hysterical  contractions 
that  are  even  violent  enough  to  cause  opisthotonos  do  not  always  make  the  patient  perspire, 
nor  do  they  lead  to  fatigue  in  the  way  that  similar  voluntary  efforts  certainly  would.  The 
diagnosis  of  hysteria  is  generally  arrived  at  by  watching  the  case.  Persistent  lockjaw  may 
be  present,  as  in  tetanus  ;  but  whereas  in  strychnine  poisoning  and  in  tetanus  there  is  a 
great  similarity  between  one  exacerbation  and  the  next,  hysterical  convulsions  are  apt  to 
be  polymorphous  ;  the  more  the  writhing  and  the  change  of  attitude  and  position,  the 
less  likely  is  the  attack  to  be  organic.     The  mind  remains  perfectly  clear  in  tetanus  and 
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strychnine  poisoning,  though  its  outward  expression  may  be  prevented  by  the  muscular 
paroxysms  ;  in  hysteria,  the  mental  attitude  is  in  one  way  or  another  abnormal  for  the 
time  being.  In  arriving  at  a  diagnosis  it  may  be  of  great  assistance  to  know  full  details 
of  the  patient's  previous  history,  for  t'here  may  have  been  similar  hysterical  outbursts  on 
former  occasions.  Herbert  Fnnch, 

OPTIC  ATROPHY. — (See  Ophthai^ioscopic  Appearances,  Notes  on,  p.  415.) 

OPTIC  NEURITIS. — (See  Ophthalmoscopic  Appearances,  Notes  on,  p.  415.) 

ORTHOPNCEA,  or  the  inability  to   breathe    unless  propped  above  the    horizontal 
position,  may  be  due  to  many  causes,  which  may  be  grouped  as  follows  : — 

FaUare  of  the  Rigbt  Side  of  the .  Heart  :— 

Secondary  to  valvular  disease  of  the  left  side  of  the  heart  : 


Aortic  disease  with  secondary  mitral  regur- 
gitation. 


Mitral  stenosis 

Mitral  regurgitation 

Mitral  stenosis  and  regurgitation 

Secondary  to  affections  of  the  heart  muscle  : 

Fatty  heart  Some  cases  of  pericarditis 

Fibroid  heart  Primary  alcoholic  heart. 

Adherent  pericardium 

Secondary  to  high  systemic  blood-pressure  : 
Arteriosclerosis  |  Granular  kidney. 

Secondary  to  lung  affections  : 


Emphysema 
Chronic  bronchitis 


Fibroid  lung 
Pneumothorax. 


Secondary  to  the  effects  of  chronic  poisoning  : 
Especially  from  tobacco  smoking. 


Obstraetioii  to  the  Larynx  or  Trachea : — 


Acute  oedema  of  the  larynx 

Acute  abductor  paralysis 

Post-pharyngeal  abscess 

Laryngeal  diphtheria 

Laryngismus   stridulus 

Catarrhal    laryngitis,    especially    at    the 

onset  of  certain  cases  of  measles 
Acute     pneumococcal     or    streptococcal 

laryngitis 
CEdema  due  to  potassium  iodide 


Laryngeal  crises  of  tabes  dorsalis 

Foreign  body 

Enlarged  thyroid  gland 

Enlarged  thymus  gland 

Aortic  aneurysm 

Mediastinal  new  growth 

Malignant  glands  in  the  neck 

Lymphadenomatous  glands  in  neck 

Irruption  of  a  caseous  gland  into  the  trachea 

(Esophageal  tumour. 


Acute  Obstraetioii  of  the  Bronchi  and  Bronchioles: 


Acute  bronchitis 

Acute  capillary  bronchitis 

Some  cases  of  acute  bronchopneumonia 

Mediastinal  Masses  :— 

Aneurysm 
Huge  heart 


Asthma 
Whooping-cough. 


New  growth 
Hydro  thorax. 


Enormous  Distention  of  the  Abdomen  by — 

Ascites  I  Neurosis  or  hysteria 


Tympanites 


Solid  or  cvstic  tumours. 


By  far  the  commonest  cause  of  orthopnoea  is  heart  failure  of  some  kind  or  another, 
and  the  differential  diagnosis  of  the  variety  of  heart  failure,  and  whether  it  is  due  to 
valvular  disease,  to  myocardial  degeneration,  to  arteriosclerosis,  to  granular  kidney,  or 
to  the  effect  of  difficulties  in  the  pulmonary  circulation  from  bronchitis  and  emphysema  or 
fibroid  lung,  has  to  be  decided  upon  the  various  grounds  that  are  discussed  on  p.  14. 
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When  orthopnoea  is  due  to  obstruction  to  Uie  larynx  or  trachea^  the  fact  is  generally 
obvious  on  account  of  other  symptoms,  such  as  stridor,  up-and-down  movements  of  the 
larynx  itself,  sucking  in  above  and  below  the  clavicles  and  of  the  lower  intercostal  spaces, 
the  main  difficulty  in  some  of  these  patients  being  to  decide  whether  the  obstruction  is 
sufficiently  near  the  larynx  to  be  relieved  by  tracheotomy,  or  whether  it  is  due  to  mischief 
lower  down  in  the  trachea,  bronchi,  or  bronchioles.     The  nearer  the  obstruction  is  to  the 
larynx  the  greater  will  be  the  spasmodic  up-and-down  movements  of  the  thyroid  cartilage, 
and  the  stridor.     If  the  evidence  is  that  the  obstruction  is  in  the  larynx  itself,  and  if  the 
orthopnoea  and  difficulty  with  respiration  are  extreme,  the  probability  is  that  tracheotomy 
will  be  resorted  to  as  an  urgency  measure,  the  precise  diagnosis  being  determined  later. 
The  history,  or  a  local  examination,  would  serve  to  diagnose  or  exclude  acute  abductor 
paralysis,  post-pharyngeal  abscess,  foreign  body,  enlarged  thyroid  gland,  malignant  glands  in 
the  neck,  lymphadenomatous  glands  in  the  neck.      Enlargement  of  the  thymus  gland  can 
seldom  be  more  than    conjectured,   or 
diagnosed    by   a    process  of  exclusion, 
unless  there  is  definite  dullness  behind 
the   upper  part  of   the  sternum  [in   a 
child  under  ten  years  of  age,  together 
perhaps  with  an  aj-ray  shadow  of  the 
gland  {Fig,   180).     Aortic  aneurysm  or 
mediastinal  new  growth  obstructing  the 
trachea  will  generally  have  given  rise 
to  other  characteristic  symptoms  at  the 
same  time  ;     particularly  in"  the  case  of 
mediastinal  new  growth  to  obstruction 
of  the  innominate  veins  or  the  superior 
vena  cava,  with  varicose  distention  in 
the  superficial  thoracic  veins  by  way  of 
collateral  circulation  {Fig.  99,  p.  208) 
The  a;-rays  may  be  useful  in  confirming 
the  diagnosis  {Fig,  100,  p*  209). 

In  a  great  many  cases,  particularly 
in  children,  none  of  the  above  will  be 
the  least  likely,  and  if  foreign  body  and 
post-pharyngeal  abscess  have  been  ex- 
cluded by  digital  examination,  the  first 
suspicion    will   be    that    the  patient  is 
suffering     from     laryngeal     diphtheria. 
This  may  be  confirmed  by  the  presence 
of  a  small  quantity  of  membrane  on 
the  pharynx,  the  uvula,  or  elsewhere, 
though  quite  commonly  when  laryngeal 
diphtheria    is    extensive    there    is    no 
obvious  exudate  upon  any  of  the  visible 
parts  at  the  back  of  the  mouth.     The 
existence  of  cases  of  diphtheria  in  the 
same    house  or  in    the  neighbourhood  may  point  to  the  diagnosis  ;    but  in  every  case 
swabbings  should  be  obtained  from  as  far  back  in  the  throat  as  possible,  and  examined 
for  Klebs-Loeffier  bacilli,  both  in  direct  films  and  by  culture.     Until  laryngeal  diphtheria 
can  be  excluded  by  the  absence  of  Klebs-Loeffler  bacilli — ^and  a  single  negative  result  does 
not  necessarily  exclude  the  disease — the  nature  of  the  case  will  probably  remain  in  doubt. 
Acute  oedema  of  the  larynx  is  nearly  always  due  to  some  microbial  infection,  and  therefore 
in  a  sense  it  includes  acute  pneumococcal  or  streptococcal  laryngitis,  the  diagnosis  of 
which  depends  upon  bacteriological  cultivations  from  swabbings  from  the  throat.     CEdema 
may  also  be  due  to  similar  infection  of  ulcerated  places  in  the  throat  developing  in  the 
course    of  tuberculous,    syphilitic,  malignant,  lupoid,  traumatic,  or  post-typhoidcd  laryngeal 
ulceration.     The  previous  history,  with  the  results  of  examination  of  the  lungs,  larynx,  and 
sputum,  will  indicate  the  diagnosis  of  these  various  conditions. 


Fig.  180. — Skiagram  showing  an  enlarged  thymus  gland.  No 
thoracic  symptoms.  The  large  thymus  was  discovered  in  the 
course  of  a  routine  x-ray  examination  on  account  of  dyspepsia  in 
a  female,  aged  48. 

T.  Shadow  of  the  large  thymus.  H,  Shadow  of  the  heart. 
D,  Shadow  of   the  diaphragm. 

{Skiagram  by  Dr.  C.  Thurston  Holland.) 
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The  laryngeal  crises  of  tabes  dorsalis  are  exceedingly  rare ;  they  might  be  suggested 
if  the  patient  were  known  to  have  no  knee-jerks  and  Argyll  Robertson  pupils,  but  even 
then  there  might  be  doubt  as  to  whether  they  were  really  crises  and  not  the  result  of 
syphilitic  ulceration,  or  due  to  the  administration  of  potassium  iodide  in  these  cases.  Acute 
oedema  of  the  larynx  is  sometimes  spoken  of  as  one  of  the  complications  of  acute  BrighVs 
disease,  but  it  is  very  rare  in  this  malady,  rarer  than  acute  oedema  of  the  lungs  ;  it 
is  usually  a  terminal  factor,  the  diagnosis  of  nephritis  having  been  made  previously  on 
account  of  general  oedema  and  albuminuria  with  tube-casts.  Laryngismus  stridulus  is  a 
dangerous  diagnosis  to  make,  for  many  cases  thought  to  be  this  are  really  examples  of 
diphtheria  :  if  laryngismus  stridulus  does  occur,  it  is  to  be  expected  in  rickety  children 
who  show  a  tendency  to  spasmodic  muscular  contractions  in  other  parts  besides  the  larynx, 
such  for  instance  as  convulsions  from  slight  causes,  or  the  carpo-pedal  contractions  of 
infantile  tetany  ('spasmophilia').  It  is  supposed  that  similar  spasmodic  contractions  of 
the  muscles  of  the  larynx  produce  paroxysms  of  laryngeal  obstruction  with  acute  dyspnoea, 
orthopnoea,  and  cyanosis  ;  but  no  such  cases  should  be  diagnosed  as  simply  neuromuscular 
until  every  precaution  has  been  taken  to  exclude  all  other  causes  of  laryngeal  obstruction, 
especially  diphtheria.  Now  and  then  one  meets  with  a  case  in  which  an  apparently  healthy 
child  is  seized  suddenly  with  acute  dyspnoea,  cyanosis,  orthopnoea,  and  general  respiratory 
distress,  without  any  signs  of  laryngeal  obstruction,  the  result  of  irruption  of  a  caseous 
bronchial  or  mediastinal  gland  into  the  lower  part  of  the  trachea  or  a  main  bronchus.  The 
symptoms  are  precisely  such  as  one  would  expect  if  the  patient  had  suddenly  inhaled  a 
foreign  body  of  some  size,  and  if  one  can  be  quite  sure  that  no  such  foreign  body  has  been 
inhaled,  the  correct  diagnosis  may  sometimes  be  guessed  at.  It  would  be  confirmed  if,  as 
occasionally  happens,  a  sudden  effort  of  coughing  leads  to  the  caseous  or  cretaceous  mass 
being  expectorated. 

The  difficulty  of  being  certain  whether,  in  a  given  case  of  severe  respiratory  distress 
with  evidence  of  obstruction,  the  mischief  lies  in  the  larynx  or  in  the  lungs,  is  sometimes 
considerable  ;  in  either  case  there  may  be  marked  cyanosis,  orthopnoea,  dyspnoea,  sucking 
in  above  and  below  the  clavicles  and  of  the  lower  intercostal  spaces  :  the  most  important 
point  to  note  is  whether  the  larynx  itself  remains  stationary  as  when  the  mischief  is  in 
the  lungs,  or  whether  it  moves  up  and  down  with  the  respiratory  movements  as  it  does 
when  the  trouble  is  in  the  larynx.  Very  often  both  the  lungs  and  the  larynx  are  involved, 
and  it  may  then  be  very  difficult  to  decide  which  is  the  more  so,  and  consequently  whether 
tracheotomy  is  indicated  or  not.  The  chief  point  on  which  to  lay  stress,  besides  the  move- 
ments of  the  larynx,  is  the  result  of  a  physical  examination  of  the  chest  for  evidence  of 
cunite  bronchitis  or  of  bronchopneumonia. 

True  asthma  is  a  spasmodic  variety  of  dyspnoea,  the  diagnosis  of  which,  and  the 
difficulty  of  distinguishing  between  asthma  complicated  by  bronchitis  and  bronchitis 
simulating  asthma,  are  discussed  elsewhere  (p.  535). 

Whooping-cough  is  seldom  difficult  to  diagnose,  for  even  when  the  patient  himself 
does  not  exhibit  the  typical  whoop,  he  will  be  affected  by  a  severe  paroxysmal  cough, 
possibly  leading  to  vomiting,  and  at  the  same  time  relatives  or  friends  may  be  affected  by 
cough  which  gives  rise  to  the  typical  whoop. 

Mediastinal  masses  y  suth  as  aneurysm,  a  huge  heart,  new  growth,  hydro  thorax  with 
marked  displacement  of  the  heart,  and  enormous  distention  of  the  abdomen  by  ascites, 
tympanites,  or  by  large  tumours,  will  generally  have  been  diagnosed  before  they  reach 
the  stage  of  producing  orthopnoea.  The  chief  reason  why  a  very  large  heart  or  a  thoracic 
aneurysm  may  produce  orthopnoea,  even  when  there  are  no  signs  of  failure  of  the  cardiac 
compensation,  is  that  when  a  patient  sits  up  there  is  a  greater  distance  between  the  sternum 
and  the  vertebrae  than  when  he  lies  back.  The  cause  for  the  orthopnoea  is  thus  mechanical, 
the  patient  sitting  up  to  allow  a  bigger  space  for  the  accommodation  of  the  abnormal 
mass  ;  hence  in  some  of  these  cases  he  may  be  able  to  walk  about  and  see  to  his  business 
without  distress  during  the  daytime,  and  yet  be  unable  to  lie  down  at  night.  The  cause  of 
the  orthopnoea  associated  in  this  way  with  a  huge  heart  is  quite  different  from  that  in 
which  there  is  failure  of  the  right  side,  the  former  being  a  mechanical  means  of  giving  a 
big  mass  more  room,  whilst  the  latter  is  due  to  the  need  of  maximum  assistance  from  the 
respiratory  blood-pump.  Herbert  French. 
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OTORRHCEA. — ^Discharge  from  the  ear  may  result  from  a  variety  of  causes,  some 
trivial,  others  serious.  The  skin  of  the  normal  external  auditory  meatus  contains  numerous 
ceruminous  and  sebaceous  glands,  the  secretion  of  which,  known  as  cerumen  or  wax,  may 
lead  to  trouble  by  forming  a  hard  solid  plug  which  gives  rise  to  deafness,  tinnitus,  and 
vertigo.  Though  not  usually  included  under  the  heading  of  '  discharge,'  impacted  ceru- 
men may  be  the  cause  of  a  purulent  discharge  from  the  ear. 

When  a  patient  complains  of  an  aural  discharge,  the  colour,  amount,  and  character 
should  be  ascertained.  Any  offensive  odour  should  also  be  noted.  The  discharge  may  be 
purulent,  muco-purulent,  or  serous,  but  occasionally  it  consists  of  blood,  either  alone  or 
mixed  with  one  of  the  above-mentioned  varieties. 

A  discbarge  of  blood  from  the  external  auditory  meatus  (otorrhagia)  may  be  the  result 
of  an  injury.    The  following  lesions  may  cause  this  symptom  : — 

Fracture  of  the  base  of  the  skull.  When  the  line  of  fracture  crosses  the  middle  fossa  it 
traverses  the  petrous  portion  of  the  temporal  bone  and  opens  the  tympanic  cavity,  tearing 
the  tympanic  membrane. 

Injury  to  the  external  auditory  meatus,  usually  at  the  junction  of  the  cartilaginous  and 
osseous  portions,  the  result  of  a  blow  on  the  chin,  the  force  being  transmitted  backwards 
along  the  inferior  maxilla. 

Rupture  of  the  tympanic  membrane,  which  may  occur  as  the  result  of  the  introduction 
of  a  foreign  body  through  the  external  auditory  meatus,  or  after  a  fall  or  blow  on  the  head 
without  any  injury  to  the  base  of  the  skull. 

Bleeding  from  the  ear  is  by  no  means  diagnostic  of  fracture  of  the  middle  fossa  ;  in 
most  cases  the  skull  is  not  injured.  Care  must  be  taken  to  make  sure  that  the  blood  has 
not  trickled  into  the  meatus  from  some  small  wound  of  the  scalp  or  external  ear.  If  the 
external  auditory  meatus  has  been  injured,  the  source  of  the  haemorrhage  may  be  dis- 
covered by  mopping  the  blood  away  with  plugs  of  cotton-wool  and  examining  with  a  spe- 
culum. A  tear  in  the  tympanic  membrane  may  be  visible  if  the  haemorrhage  comes  from 
the  tympanum.  If  the  skull  is  fractured,  the  haemorrhage  is  usually  profuse,  while  if  the 
membrane  alone  is  injured  it  is  comparatively  slight.  The  hearing  should  be  tested,  for  if 
the  base  of  the  skull  is  fractured,  injury  of  the  auditory  nerve  is  an  occasional  complication. 
A  variety  of  acute  inflammation  of  the  middle  ear  known  as  acute  hcemorrhagic  otitis  is 
characterized  by  a  discharge  of  blood.  This  trouble  is  usually  associated  with  influenza, 
but  may  also  occur  in  haemophilic  patients.  The  haemorrhage  is  preceded  by  pain,  and  the 
membrane  is  markedly  hyperaemic,  or  may  show  petechial  spots.  A  haemorrhage  or  blood- 
stained purulent  discharge  occurring  in  the  course  of  chronic  suppurative  otitis  media  will 
probably  be  due  to  the  presence  of  polypi  or  of  masses  of  granulations.  A  similar  blood- 
stained discharge  may  be  present  in  malignant  disease  of  the  external  or  middle  ear. 

Very  rarely  erosion  of  the  internal  carotid  artery  may  lead  to  a  severe  fatal  haemorrhage 
from  the  external  auditory  meatus.  The  artery  in  its  course  through  the  carotid  canal  is 
separated  from  the  anterior  part  of  the  tympanic  cavity  by  only  a  thin  plate  of  bone,  which 
may  be  deficient.  Owing  to  chronic  suppuration,  this  portion  of  bone  may  be  destroyed 
and  the  walls  of  the  artery  weakened,  so  that  it  may  give  way  suddenly,  leading  to  a  quickly 
fatal  bleeding  from  the  ear,  nose,  and  mouth.  A  similar  severe  or  fatal  haemorrhage  may 
result  from  erosion  of  the  lateral  sintis  from  a  similar  cause. 

Cerebrospinal  fluid  may  escape  from  the  external  auditory  meatus  after  a  fracture  of 
the  middle  fossa,  and  its  presence  may  be  regarded  as  diagnostic  of  this  injury.  The  flow 
is  usually  copious,  and  may  last  for  some  days.  Liquor  Cotunnii  may  escape  when  the 
labyrinth  is  injured.  In  appearance  it  resembles  cerebrospinal  fluid,  but  the  amount  is 
very  small.  In  chronic  suppurative  otitis  media  the  discharge  may  be  serous,  and  bear 
some  resemblance  to  cerebrospinal  fluid,  from  which  it  may  have  to  be  distinguished  in 
a  patient  unconscious  as  the  result  of  a  head  injury.  Apart  from  examination  of  the  mem- 
brane through  a  speculum,  this  can  be  effected  by  collecting  some  of  the  fluid  and  testing 
for  albumin,  which  is  present  in  considerable  quantity  in  the  fluid  from  the  labyrinth.  A 
serous  septic  discharge  also  contains  much  albumin,  while  cerebrospinal  fluid  has  only  the 
merest  trace. 

Paralent  Discbarges. — In  by  far  the  greater  number  of  cases  the  discharge  is 
obviously  purulent,  muco-purulent,  or  sero-purulent.  Such  a  discharge  may  arise  from 
some  lesion  of  the  external  auditory  meatus,   from  disease  of  the  middle  ear,  or  from 
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suppuration  in  some  adjacent  structure,  the  pus  making  its  way  into  the  external  or 
middle  ear,  and  so  draining  from  the  external  auditory  meatus. 

The  following  lesions  of  the  external  auditory  meatus  gives  rise  to  such  a  discharge  : — 

Eczema, — ^The  discharge  in  this  case  may  be  serous.  The  trouble  may  be  caused  by 
the  irritation  of  a  plug  of  impacted  cerumen,  or  it  may  be  associated  with  eczema  of  the 
auricle  or  of  some  other  region  of  the  body.  It  must  be  remembered  that  eczema  of  the 
external  auditory  meatus  and  of  the  external  ear  may  be  caused  by  a  discharge  of  pus  from 
the  middle  ear,  and  hence,  when  the  external  auditory  meatus  is  eczematous,  every  care 
must  be  taken  to  make  sure  that  chronic  middle-ear  suppuration  is  not  also  present. 

The  presence  of  a  foreign  body,  such  as  a  plug  of  cotton-wool  which  has  been  inserted 
and  forgotten,  or  of  such  foreign  bodies  as  children  occasionally  insert,  may  produce  a 
dermatitis  of  the  meatus  leading  to  a  discharge  of  pus.  This  condition  is  recognized  easily 
on  examination  with  the  speculum. 

Furunculosis. — This  not  uncommon  trouble  gives  rise  to  very  acute  pain  and  swelling 
of  the  meatus,  followed  by  a  discharge  of  thick  pus.  A  furuncle  may  usually  be  seen  on 
otoscopic  examination,  and  the  trouble  may  be  diagnosed  from  the  extreme  tenderness 
and  swelling  of  the  meatus,  and  the  presence  of  an  opening  from  which  the  pus  escapes. 

Secondary  Syphilis, — In  this  disease  condylomata  may  occur  in  the  external  meatus. 
The  discharge  is  usually  serous,  and  may  have  a  very  foul  odour.  The  diagnosis  will 
depend  upon  the  presence  of  other  secondary  troubles  or  the  history  of  the  primary  sore. 
Tertiary  syphilitic  ulceration  may  also  occur  at  the  orifice  of  the  meatus.  Wassermann's 
reaction  should  be  tested. 

Suppurating  Sebaceous  Cyst, — The  cutaneous  lining  of  the  external  auditory  meatus 
is  well  supplied  with  sebaceous  glands,  which  may  give  rise  to  cysts  ;  these  may  inflame 
and  suppurate.  The  signs,  symptoms,  and  appearances  closely  resemble  those  of  furun- 
culosis. 

Diphtheritic  Inflammation  of  the  ear  is  rare,  but  the  nature  of  the  abundant  swelling 
and  muco-purulent  discharge  to  which  it  gives  rise  may  be  overlooked  entirely  unless  the 
Klebs-Loffler  bacillus  {Plate  XXVIII,  Fig.  L,  p.  614)  is  looked  for  by  cultural  methods. 

Epithelioma  may  occlude  the  external  auditory  meatus.  The  appearance  is  often  so 
characteristic  that  the  diagnosis  presents  no  difficulty  ;  but  it  may  be  simulated  by  chronic 
inflammation  with  granulation  tissue,  by  lupus  of  the  ear,  or  by  rodent  ulcer  ;  the  duration 
of  the  disease  may  assist  in  the  diagnosis,  but  histological  examination  of  a  portion  of  the 
affected  tissue  should  be  resorted  to  in  cases  of  doubt. 

Caries  or  necrosis  of  the  bony  external  auditory  meatus  will  give  rise  to  a  profuse 
purulent  discharge,  associated  with  the  presence  of  polypi  or  of  masses  of  granulations. 

The  diagnosis  of  the  above  causes  of  an  aural  discharge  may  be  easy,  but  on  the  other 
hand  it  may  be  a  difficult  matter  to  make  sure  that  there  is  no  ^isease  of  the  middle  ear  at 
the  same  time,  for  there  is  likely  to  be  so  much  swelling,  and  probably  tenderness  of  the 
meatus,  that  it  is  impossible  to  get  a  view  of  the  membrane.  It  must  also  be  borne  in 
mind  that  when  there  is  a  discharge  of  pus  from  the  middle  ear  the  lining  membrane  of  the 
canal  is  frequently  swollen,  inflamed,  and  eczematous. 

The  most  frequent  cause  of  a  purulent  discharge  from  the  ear  is  suppurative  otitis 
media,  either  acute  or  chronic.  In  the  former  case,  the  discharge  is  preceded  by  acute 
pain,  usually  paroxysmal,  with  pyrexia  and  more  or  less  severe  constitutional  symptoms. 
The  discharge  usually  consists  of  thick  pus,  and  there  may  be  much  swelling  of  the  meatus 
preventing  a  satisfactory  view  of  the  membrane.  When  this  can  be  seen  it  has  a  charac- 
teristic hypersemic  and  swollen  appearance,  and  the  perforation  through  which  the  pus 
escapes  can  be  made  out. 

A  bacteriological  examination  of  the  discharge  will  often  throw  considerable  light  on 
the  cause  and  also  help  considerably  in  prognosis.  The  most  serious  forms  are  associated 
with  diplococci  and  the  streptococcus  pyogenes.  The  former  include  the  meningococcus 
(Weichselbaum),  the  gonococcus,  micrococcus  catarrhalis,  and  the  Gram-positive  pneumo- 
coccus.  Staphylococcus  pyogenes  albus  and  aureus  are  much  less  virulent  than  the  others, 
and  are  found  in  connection  with  furunculi  as  well  as  with  middle-ear  disease.  The  tubercle 
bacillus  is  often  found  to  be  the  cause  of  otitis  media  and  otorrhoea  in  children.  Deafness 
and  tinnitus  are  also  present,  but  there  is  usually  no  pyrexia,  and  pain  is  remarkably  absent. 
Examination  shows  a  swollen  dull  red  or  pink  membrane,  while  a  perforation,  often  in  the 
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anterior  region  may  be  made  out  after  cleansing  the  meatus.  In  this  disease,  rapid  destruc- 
tion of  the  bone  may  also  occur  without  pain. 

In  chronic  suppurative  middle-ear  disease  the  character  and  quantity  of  the  discharge 
vary  enormously,  from  only  a  slight  serous  discharge  to  a  profuse  flow  of  foul  pus.  Fre- 
quently the  amount  and  character  vary  from  time  to  time,  and  occasionally  the  flow  is 
intermittent.  The  presence  of  other  symptoms,  such  as  deafness,  tinnitus,  pain,  and 
vertigo,  must  always  be  inquired  for.  The  membrane  must  be  examined  after  syringing 
out  and  drying  the  meatus.  In  practically  every  case  a  perforation  will  be  found,  though 
occasionally  the  pus  may  make  its  way  along  some  bony  track  which  opens  into  the  ex- 
ternal auditory  meatus.  The  position  of  the  perforation  should  be  ascertained,  whether  it 
is  in  the  membrana  propria  or  in  Shrapnell's  membrane.  In  the  latter  case  the  suppura- 
tion occurs  chiefly  in  the  attic,  and  the  ossicles  are  likely  to  be  carious.  Generally  speak- 
ing, perforations  in  the  anterior  portion  of  the  membrana  propria  are  of  less  serious  nature 
than  those  in  the  posterior  portion.  The  presence  of  polypi  or  granulations  must  be  noted, 
and  if  possible  the  site  from  which  they  spring  determined. 

In  addition  to  the  above  causes  of  an  aural  discharge,  abscesses  in  adjacent  structures 
may  occasionally  burst  into,  and  lead  to  a  copious  discharge  of  pus  through,  the  external 
auditory  meatus.  An  acute  mastoid  abscess  may  discharge  in  this  way  through  a  sinus 
which  opens  on  the  posterior  aspect  of  the  meatus.  In  chronic  mastoid  suppuration  pus 
may  make  its  way  from  the  mastoid  air-cells  in  a  similar  manner.  Rarely  a  cerebral  abscess 
in  the  temporo-sphenoidal  lobe  may  burst  into  the  tympanum  and  discharge  through  the 
external  auditory  meatus.  Occasionally,  an  abscess  in  the  parotid  gland  may  extend  back- 
wards and  discharge  through  the  anterior  wall  of  the  meatus.  A  similar  result  may  happen 
with  an  abscess  which  originates  in  disease  of  the  temporo-mandibular  joint y  or  even  in  the 
neighbouring  lymphatic  glands.  Philip  Turner. 

OXALURIA. — ^This  term  is  generally  used  to  include  any  condition  under  which 
crystals  of  calcium  oxalate  are  to  be  found  on  microscopical  examination  of  the  urine. 
They  occur  in  two  forms,  of  which  by  far  the  most  characteristic  and  common  is  familiarly 
described  as  the  '  envelope  '  crystal — ^really  a  regular  octahedron  ;  when  crystallization 
has  occurred  imperfectly,  a  spheroidal  form  with  a  central  constriction  like  that  of  a  '  dumb- 
bell '  may  be  seen  occasionally  (Fig,  181).  Either  form  is  transparent,  highly  refractile, 
and  usually  quite  colourless.  If  the  precipitate  is  sufficiently  abundant  to  be  visible  to  the 
naked  eye,  it  is  generally  pure  white  ;  it  often  comes  down  after  more  or  less  mucus  has 
already  gone  to  the  bottom  of  the  specimen  glass,  so 
that  a  dense  white  layer  is  seen  lying  on  the  top  of  a 
less  white  flocculent  mass  ;  this  appearance  has  been 
described  as  that  of  the  '  powdered  wig.' 

The  crystals  are  soluble  in  any  mineral  acid,  but 
they  are  insoluble  in  water  or  ordinary  acetic  acid 
solution.  They  may  be  found  in  any  urine,  whether 
acid  or  alkaline,  but  are  commonest  in  acid  urines. 
They  may  be  in  the  urine  when  it  is  voided  ;  more 
often  they  form  as  the  urine  stands  in  the  specimen 
glass,  and  it  is  important  to  remember  that  if  a  slide 
is  prepared  from  the  centrifugalized  deposit  of  a  urine 

,„  .A*.jj»  i_-ii-j!«'-'  'J  ^Hf'  181. — Varieties  of  crystals  of  calcium 

and  allowed  to  stand  for  a  while  before  it  is  examined  oxalate  (high  power). 

under  the  microscope,  numbers  of  very  minute  calcium 

oxalate  crystals  may  appear  even  when  none  are  to  be  found  in  a  similar  specimen 
examined  at  once. 

The  deposition  of  calcium  oxalate  is  by  no  means  necessarily  pathological  ;  indeed, 
upwards  of  20  milligrams  are  excreted  in  the  urine  daily,  even  35  milligrams  not  being 
beyond  the  normal  limit.  So  long  as  the  oxalic  acid  is  combined  to  form  soluble  salts  such 
as  those  of  sodium  or  potassium,  no  envelope  crystals  appear,  but  it  is  common  for  the 
proportion  of  oxalic  to  other  acids  on  the  one  hand,  and  of  calcium  to  other  bases  upon 
the  other,  to  be  such  that  the  insoluble  oxalate  of  lime  is  formed  and  precipitated,  either  in 
the  urinary  passages  or  after  the  specimen  has  been  voided. 

Certain  patients  presenting  symptoms  of  gastric  or  intestinal  indigestion  have  a  curious 
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tendency  to  suffer  from  alternating  oxaluria  and  phosphaturia  ;  in  their  dietetic  efforts  to 
obtain  comfort  they  cause  marked  variations  in  the  reaction  of  their  urine  ;  at  one  time  it 
is  markedly  acid,  and  oxalates  are  precipitated,  at  another  it  is  alkaline  and  an  abundant 
deposit  of  phosphates  forms.     No  special  significance  attaches  to  this  alternation. 

Circumstances  which  cause  an  absolute  increase  in  the  amount  of  oxalic  acid  excreted 
will  naturally  increase  the  tendency  to  visible  oxaluria.  The  best-known  exogenous  sources 
of  oxalic  acid  are  certain  vegetable  products,  of  which  the  following  in  particular  may 
be  mentioned :  tea,  cocoa,  rhubarb,  spinach,  gooseberries,  figs,  coffee,  chicory,  chocolate, 
peas,  beans,  beetroot,  artichokes,  tomatoes,  and  beer.  It  is  probable,  however,  that  there 
is  also  an  endogenous  source  for  oxalate  of  lime,  for  even  a  starving  person  still  excretes 
oxalates  in  his  urine.  The  source  of  these  is  still  obscure,  but  it  is  held  by  many  that  uric 
acid,  creatinin,  and  possibly  other  allied  substances,  may  be  a  source  of  oxalate.  The  fact 
that  uric  acid  crystals  and  those  of  oxalate  of  lime  are  to  be  seen  not  infrequently,  either 
together,  or  alternating  with  one  another  on  different  days,  would  seem  to  favour  this  view, 
and  gouty  persons  are  perhaps  more  liable  than  others  to  oxaluria.  Calcium  oxalate 
crystals  may  be  found  in  the  urine  at  any  age,  however,  from  infancy  onwards. 

In  great  part,  oxaluria  is  physiological  and  dietetic  ;  nevertheless  there  is  a  decided 
tendency  now-a-days  to  revert  to  the  older  view  that  when  a  patient's  metabolism  is  such 
as  to  cause  a  constant  deposition  of  calcium  oxalate  crystals  in  the  urine,  it  is  also  apt  to 
lead  to  a  group  of  symptoms  of  which  nervous  dyspepsia,  neurasthenia,  and  even  hypo- 
chondriasis are  the  chief.  The  discovery  of  calcium  oxalate  crystals  in  the  urine  of  such 
patients  therefore  might  be  of  assistance  in  determining  the  nature  of  the  dietetic  and  other 
treatment  that  should  be  adopted  for  the  cure  of  the  other  general  symptoms. 

There  are  at  least  three  other  ways  in  which  the  knowledge  of  the  existence  of  oxaluria 
may  be  important : — 

1.  Concerns  patients  who  present  symptoms  that  may  be  due  to  renal  or  vesical  cal- 
culus. Microscopical  examination  of  the  centrifugal ized  urinary  deposits  in  such  a  case 
may  serve  to  detect  not  only  pus  cells  and  red  blood-discs,  but  also  calcium  oxalate  crystals 
that,  instead  of  being  all  separate  from  one  another,  as  is  the  rule  in  a  dietetic  or  neuras- 
thenic case,  may  be  obviously  agglomerated  into  minute  calculi ;  if  there  are  clinical  sym- 
ptoms of  stone,  the  discovery  of  microscopic  aggregations  of  crystals  is  highly  suggestive  of 
there  being  a  larger  calculus  present  somewhere  in  the  urinary  system. 

2.  If  oxalate  crystals  are  deposited  in  numbers  in  the  urine  whilst  it  is  still  in  the 
bladder,  irritability  of  the  latter  is  apt  to  follow,  with  a  tendency  to  undue  frequency  of 
micturition  ;  such  oxaluria  is  not  altogether  infrequent  as  the  cause  for  persistent  nocturnal 
enuresis  in  girls  and  boys. 

3.  In  some  ways  this  is  one  of  the  most  important  features  of  oxaluria.  The  same 
irritation  by  oxaluria  that  may  produce  the  nocturnal  enuresis  in  girls  and  boys  may  lead 
to  the  urine  of  adults  containing  a  considerable  excess  of  nucleo-proteid,  and,  in  the  male, 
numbers  of  spermatozoa.  There  may  be  no  symptoms  whatever,  and  in  that  case  the  only 
importance  of  the  condition  lies  in  the  fact  that  the  nucleo-proteid  may  be  mistaken  for 
albumin  ;  for  if  the  boiling  test  is  applied  to  a  specimen  containing  nucleo-proteid  in  excess, 
a  cloud  of  phosphates  may  come  down,  and  then  when  acetic  acid  is  added  to  dissolve  up 
this  cloud,  a  residual  haze  may  remain  behind  because  the  acetic  acid«  at  the  same  time  that 
it  dissolves  the  phosphates,  precipitates  some  of  the  nucleo-proteid.  This  source  of  fallacy 
may  be  obviated  in  either  of  two  ways  :  the  haze  of  nucleo-proteid  will  clear  up  on  addition 
of  a  drop  of  nitric  acid,  whereas  a  similar  haze,  due  to  albumin,  will  remain  ;  or,  to  make 
quite  certain,  three  test-tubes  may  be  used  :  into  the  first,  put  plain  urine  without  any 
boiling  ;  into  the  second,  urine  plus  acetic  acid  without  boiling  ;  and  into  the  third,  urine 
plus  acetic  acid,  the  mixture  being  thoroughly  boiled.  If  the  haze  is  due  to  a  nucleo- 
proteid  only,  it  will  be  equally  marked  in  the  second  and  third  tubes,  whereas  if  there 
is  albumin  as  well,  the  haze  in  tube  three  will  be  denser  tlian  that  in  tube  two. 

Just  as  oxaluria  may  lead  to  nocturnal  enuresis  in  adolescents,  so  in  a  few  adult  males 
it  has  been  re^rarded  as  a  factor  in  the  causation  of  excessive  nocturnal  emissions  or  sperma- 
torrhoea. Herbert  French. 

PAIN,  ABDOMINAL  (Cieneral). — ^Most  abdominal  pain  is  local,  e.g.,  that  due  to  a 
renal  or  biliary  stone  or  to  appendicular  colic.     The  most  serious  cause  of  general  abdominal 
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pain  is  acute  general  peritonitis.  If  this  be  perforative,  at  first  the  pain  is  local  at  the 
seat  of  perforation,  and  the  abdomen  is  retracted  ;  but  soon,  whether  the  peritonitis  is  or 
is  not  perforative,  the  abdomen  becomes  distended  from  paralysis  of  the  bowel,  and  the 
pain  becomes  general.  Increase  in  the  rate  of  the  pulse,  rigidity,  and  immobility  of  the 
abdominal  wall  on  breathing  are  most  important  signs  for  diagnosis.  Quickly  the  pulse 
becomes  more  rapid  and  wiry,  the  patient  looks  ill,  the  temperature  is  raised  a  little,  the 
bowels  are  constipated,  and  there  is  some  nausea,  perhaps  vomiting.  In  cases  of  doubt  it 
is  a  good  plan  to  count  the  pulse-rate  at  intervals  of  ten  minutes  ;  a  progressive  rise  in  the 
successive  pulse-rates  often  points  to  the  need  for  urgent  laparotomy.  There  may  be  a 
rapidly  progressive  leucocytosis.  It  is  often  said  that  the  drawing  up  of  the  knees  on  to  the 
abdomen  is  of  importance  ;  sometimes  it  is  very  striking,  but  in  many  patients  with  acute 
general  peritonitis  the  legs  are  not  drawn  up,  and  they  may  be  drawn  up  in  other  condi- 
tions. The  early  diagnosis  of  acute  general  peritonitis  is  of  the  utmost  importance.  It 
has  been  estimated  that  in  many  cases  each  hour's  delay  in  opening  the  abdomen  means 
that  the  chances  of  death  are  increased  5  per  cent.  Morphia  should  never  be  given  when 
it  is  thought  there  is  even  a  remote  possibility  that  any  illness  is  acute  general  peritonitis, 
for  it  makes  the  subsequent  diagnosis  so  difficult.  The  onset  of  pneumonia  is  sometimes 
announced  by  an  abdominal  pain  so  acute  that  the  patient  is  thought  to  have  acute  general 
peritonitis  ;  the  relatively  rapid  respiration  rate  may  point  to  the  lesion  being  in  the 
chest,  but  in  some  of  these  cases  it  is  only  by  anxious  watching  that  one  can  decide  whether 
the  disease  is  primarily  thoracic  or  abdominal.  Sometimes  it  is  both — for  instance,  in 
pneumococcal  septicaemia. 

Chronic  General  Peritonitis. — This  usually  causes  a  dull  feeling  of  heaviness  rather  than 
a  general  acute  pain.  The  chief  points  to  be  observed  in  arriving  at  a  diagnosis  are  the 
chronicity  of  the  trouble,  the  presence  of  fluid  in  the  peritoneal  cavity,  and  the  fact  that 
masses  of  thickened  peritoneum  can  often  be  felt.  The  most  usual  is  the  puckered,  thick- 
ened omentum,  forming  a  tumour  lying  transversely  at  the  middle  of  the  abdomen  ;  some- 
times other  lumps  can  also  be  felt.  It  must  not  be  forgotten  that  an  infiltration  of  the 
stomach  with  new  growth  will  give  rise  to  a  tumour  lying  transversely  across  the  abdomen, 
and  so  may  a  diseased  colon.  The  presence  of  these  peritoneal  thickenings  often  gives 
the  abdomen  a  dough-like  feel.  The  commonest  cause  of  chronic  peritonitis  is  tubercle. 
Often  there  is  no  discoverable  tubercle  elsewhere  to  help  us  to  a  diagnosis,  but  the  hectic, 
irregular  temperature  may  be  a  guide.  As  the  fluid  increases,  the  umbilicus  becomes 
flattened  out  (see  Ascites,  p.  43),  and  in  tuberculous  peritonitis  sometimes  red. 

Intestinal  Colic. — ^This  is  due  to  many  causes  which  lead  to  painful  contraction  of 
the  intestinal  muscles.  The  pain  is  always  paroxysmal  and  usually  recurrent,  so  that  a 
severe  attack  consists  of  frequently  recurring  paroxysms.  There  are  all  degrees,  from 
quite  a  slight  pain  to  one  that  causes  the  patient  to  shriek  and  break  out  into  a  cold  sweat. 
The  temperature  is  usually  normal,  but  is  occasionally  slightly  raised.  The  pulse  is  usually 
of  normal  rate  unless  the  temperature  be  raised.  The  abdomen  is  generally  distended, 
and  in  a  bad  case  peristaltic  movements  of  the  coils  of  intestine  may  be  seen.  Often  the 
abdominal  muscles  are  reflexly  contracted  and  rigid.  The  pain  may  come  on  without 
warning,  or  may  be  accompanied  by  nausea,  eructations,  and  borborygmi.  It  is  usually 
felt  at  the  umbihcus,  from  which  region  in  a  severe  case  it  spreads  over  the  whole  abdomen. 
The  patient  tosses  about  in  the  severity  of  it,  and  finally  selects  a  position  in  which  he  can 
bring  pressure  to  bear  on  the  abdominal  wall  ;  in  peritonitis  this,  so  far  from  relieving  the 
abdominal  pain,  increases  it.  Intestinal  colic  is  usually  brought  on  by  eating  some 
indigestible  article  of  food,  so  the  history  will  help  us  ;  but  it  may  be  due  to  obstruction. 
In  children,  intestinal  colic  is  recognized  by  their  cries,  restlessness,  and  the  drawing  up 
of  the  legs. 

Acute  or  subacute  Intestinal  Obstruction  is  a  common  cause  of  general  abdominal  pain, 
and  requires  most  careful  diagnosis  (see  Vomiting,  p.  767). 

Lead  Colic. — This  is  diagnosed  by  the  symptoms  of  colic,  as  given  above,  by  the 
history  and  occupation,  and  by  the  presence  of  other  signs  of  lead  poisoning  (p.  34),  of 
which  the  most  characteristic  is  a  blue  line  on  the  gums. 

Gastric  Crises  may  cause  general  abdominal  pain,  but  they  will  be  recognized  by  the 
absence  of  knee-jerks  and  other  signs  of  tabes  dorsalis. 

Abdominal  Neuralgias. — This  phrase  is  applied  to  severe  abdominal  pains  unassociated 
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with  any  organic  disease.  The  greatest  caution  must  be  exercised,  and  a  diagnosis  of 
abdominal  neuralgia  must  be  looked  upon  with  great  suspicion,  for  there  is  no  doubt  that 
such  a  diagnosis  is  often  wrong,  the  patient  really  having  organic  disease.  The  pain  may 
be  local,  e.g.,  those  neuralgias  of  the  kidney  which  resemble  renal  calculus,  or  it  may  be 
general.     Disease  of  the  spine  must  be  excluded  carefully.     Often  these  patients  have 

neuralgia  elsewhere.  The  cases  last  a  long 
while  ;  they  are  commoner  in  women  than 
men.  In  a  few,  opening  the  abdomen  has 
shown  that  the  small  intestine  or  colon  is 
spasmodically  contracted  (enterospasm),  and 
indeed,  it  may  be  felt  through  the  abdominal 
wall  as  a  swelling  like  a  thick  cord.  These 
patients  are  often  given  morphia,  but  this 
should  not  be  done.  It  is  not  infrequent  to 
find  that  severe  abdominal  pain  is  appar- 
ently due  to  the  administration  of  mor- 
phia, for  the  pain  ceases  when  the  drug  is 
withheld.  I  have  seen  two  such  cases 
recently. 

General  Visceroptosis  often  causes  a 
general  dull,  dragging  abdominal  pain.  It 
can  easily  be  diagnosed  by  feeling  the  dis- 
placed liver  or  kidney,  by  looking  at  the 
abdominal  outline  seen  from  the  side  when 
the  patient  stands  up  (see  Fig,  56,  p.  127 ; 


Fig.  182.^Skii?ram  to  show  the  normal  appearance  of  the 
rei'tum,  colon,  and  csecuni  aft<"r  injection  of  the  bowel  with  a 
Ijismutli  enema.  Xote  that  food  has  psissed  the  ileoaocal 
valve  and  entered  the  small  bowel.    Male,  ajje  14. 

(Skiagram  by  Dr.  C.  Thurstan  Holland.) 


see  also  Constipation,  p.  121),  and  by 
observing  the  displaced  stomach  or  intes- 
tines by  the  a;-rays  after  the  administration 
of  bismuth.  (Compare  Fig,  182  with  Fig, 
183.)  W.  Hale  White. 


PAIN,  BEARING-DOWN.— This  form 
of  pain  is  very  frequent  in  diseases  of 
women,  and  is  an  associate  of  many  pelvic 
conditions.  It  is  impossible  in  many  in- 
stances to  dissociate  it  from  chronic  aching 
pain ;  but  it  is  not  every  chronic  pain 
which  has  the  bearing-down  character.  It 
is  usually  the  result  of  impaction  of  some 
pelvic  structure,  and  owes  its  character 
more  particularly  to  pressure  on  the  rectum, 
and  sometimes  on  the  bladder.  Displace- 
ment of  pelvic  organs,  or  even  simple  con- 
gestion of  them,  will  sometimes  produce  it. 

Its  source  is  not  always  strictly  g\'naecological,  as  it  may  be  the  result  of  rectal  disease, 
such  as  cancer,  ulcer,  or  haemorrhoids.  It  is  thus  closely  associated  with  rectal  tenesmus. 
The  commonest  cause  is,  perhaps,  backward  displacement  of  the  uterus,  and  it  is  most 


Fig.  183. — Ski)u,'riim  after  a  bismuth  meal,  showinp  ptosis 
of  the  iuscendin^r  and  transverse*  colon.  Twenty-five  hours 
after  the  meal.     Female,  aije  19.     Erect  posture. 

{Skiajram  by  Dr.  C.  Thurstan  Holland.) 
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marked  in  retroversion  of  the  pregnant  uterus,  especially  if  impaction  of  the  organ  occurs. 
Impaction  of  a  pelvic  tumour  may  produce  it,  uterine  fibroids,  ovarian  tumours,  and  pelvic 
haematocele  being  the  chief  swellings  which  give  rise  to  it.  These  produce  pain  of  a 
different  character  in  addition,  due  to  pressure  on  nerves  ;  but  the  bearing-down  character 
is  more  particularly  referred  to  the  rectum,  hence  it  is  commonly  believed  to  have  some 
relation  to  pressure  on  the  rectum.  A  pelvic  abscess  of  peritoneal  origin  is  an  unusual 
impacted  swelling,  which  gives  rise  to  very  severe  bearing-down  pain  :  impacted,  because 
it  is  bound  down  by  peritoneal  adhesions,  and  exercising  pressure  because  of  the  tension 
in  it.  The  bearing-down  character  becomes  most  marked  if  the  abscess  involves  the 
rectal  wall,  as  it  so  frequently  does,  causing  a  flow  of  mucus  and  much  irritation  of  the 
rectum. 

The  differential  diagnosis  of  the  causes  of  this  type  of  pain  can  be  made  only  after  a 
complete  pelvic  examination  by  abdominal  palpation,  and  bimanual  examination  by  the 
vaginal  and  by  the  rectal  touch.  Further,  it  may  be  necessary  to  examine  the  bladder 
by  the  cystoscope,  or  the  rectum  by  the  finger  or  sigmoidoscope.  The  differential  diagnosis 
of  the  pelvic  disorders  mentioned  is  discussed  under  Swelling,  Pelvic  (p.  688). 

T.  G.  Stevens, 

PAIN  IN  TBOE  ANKLE.— (See  Joints,  Affections  of  the,  p.  387.) 
PAIN  IN  TBOE  ARM.— (See  Pain  in  the  Extremity,  Upper,  p.  442 .) 

PAIN  IN  THE  BACK. — From  occiput  to  anus,  a  pain  referred  to  the  spinal  axis  is 
a  frequent  complaint,  and  the  diagnosis  of  its  cause  is  very  often  a  most  troublesome 
problem.  We  start  with  the  broad  generalization  that  a  pain  in  any  area  must  be  due 
to  irritation,  either  of  the  trunk  or  the  terminals  of  the  sensory  nerves  supplying  the  spot, 
or,  it  may  be,  of  a  nerve  which  is  in  immediate  anastomosis  with  that  to  the  painful  area. 
Pain  referred  to  any  one  spot  and  due  to  central  (cerebral)  irritation  is  so  rare  as  not  to 
require  mention  here  (except  that  arising  from  gross  cerebral  trouble,  which  will  be  referred 
to  by  the  patient  as  Headache,  p.  293)  ;  and  applying  this  principle  to  the  spinal  axis,  we 
find  that  the  sensory  divisions  of  the  spinal  nerves,  from  the  first  cervical  to  the  coccygeal, 
all  divide  into  branches  for  (a)  the  skin,  (b)  the  bones  and  meninges  of  the  spinal  canal, 
(c)  the  muscles  lying  on  the  vertebral  column,  and  (d)  the  viscera  contained  in  the  cranium, 
neck,  thorax,  abdomen,  and  pelvis.  Consequently,  to  interpret  rightly  the  meaning  of  a 
pain  in  the  back,  we  must  look  not  only  to  general  conditions  affecting  the  blood  (fevers  of  all 
sorts  are  often  associated  with  a  general  backache  as  a  prominent  feature),  but  to  the 
condition  of  the  organs  contained  in  that  spinal  segment  (or  the  one  immediately  above 
or  below  it)  in  which  the  pain  is  complained  of. 

Another  very  useful  generalization  is  this.  We  may  draw  a  distinction  between  a 
pain  complained  of  spontaneously  in  a  spot  not  associated  with  tenderness  on  firm  pressure, 
and  one  in  which  such  tenderness  is  present.  In  the  latter  case,  the  tender  spot  is  located 
in  all  probability  at  or  near  the  seat  of  the  trouble  ;  in  the  former  case  it  is  probable  that 
the  pain  is  one  referred  by  the  brain  to  the  spot,  but  not  really  arising  there — a  *  referred 
pain,'  as  it  is  termed  ;  and  this  is  the  more  likely  if  we  find  that  the  skin  over  the  area 
is  very  sensitive  to  light  stimulus,  but  not  more  sensitive — ^perhaps  even  less  so — to  a 
stimulus  which  is  rather  rougher,  a  pressure  rather  firmer  than  a  light  touch.  Carrying 
this  to  its  extreme,  we  have  the  paradoxical  phenomenon  of  severe  pain  being  complained 
of  in  an  area  the  skin  over  which  is  absolutely  anaesthetic  ;  this  indicates  a  complete 
lesion  of  the  trunk  of  the  nerve  concerned. 

Coming  now  to  the  practical  diagnosis  of  a  pain  in  the  back,  we  can  pretty  easily  and 
accurately  eliminate  those  cases  owning  a  pyrexial  origin  by  observing  that  the  patient 
not  only  complains  of  a  pain  in  the  back  but  looks  acutely  ill  ;  if  he  does  so,  take  his 
temperature,  and  if  this  be  found  to  be  raised  above  100°  F.,  we  may  be  sure  that  we  have 
to  deal  with  a  zymotic  disease  at  its  onset,  or  perhaps  it  may  be  with  a  meningitis  or  a 
myelitis  or  even  acute  rheumatism,  and  in  all  of  these  the  pain  in  the  back  is  only  an 
obtrusive  symptom,  to  which  will  very  soon  be  added  some  of  the  signs  distinctive  of  the 
disease. 

Often,  however,  we  have  to  deal  with  cases  in  which  the  patient,  except  for  the  pain 
in  the  back,  is  comparatively  well,  and  he  is  concerned  to  know  what  it  means.     Two  or 
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three  questions  immediately  arise  in  such  a  case,  the  answers  to  which  will  throw  light  on 
the  nature  of  the  trouble.  The  first  thing  is  to  ask  him  to  locate  the  pain  ;  the  next  to 
enquire  how  did  it  arise,  i.e.,  did  it  come  suddenly  after  a  blow  ?  after  some  unusual 
exertion  ?  after  some  unintentional  movement,  say  of  the  head  and  neck,  or  a  slip  off  a 
pavement  ?  And  then  again,  how  long  has  he  had  it,  and  has  he  ever  had  a  similar  pain 
before  ?  Again  we  proceed  to  ask,  is  it  constant  or  intermittent  ?  If  the  latter,  what 
action  on  the  patient's  part  will  cause  it  to  return,  or  what  position  will  ease  it  when  it  is 
present  ? 

It  is  but  seldom  that  we  have  not  by  these  questions  arrived  at  a  provisional 
diagnosis  in  our  own  minds,  but  we  must  never  omit  to  make  a  careful  physical  examina- 
tion for  points  which  will  corroborate  or  correct  this  diagnosis. 

Inspection  may  reveal  skin  conditions,  such  as  a  patch  of  herpes,  which  may  be 
either  the  real  cause  or  an  outward  manifestation  of  a  cord  or  bone  lesion  ;  swellings  or 
redness  may  be  apparent,  or  undue  prominence  of  a  spinal  process  ;  bruises  or  purpura 
may  be  seen,  or  a  pulsating  tumour  proving  aneurysm  ;  glands  may  be  visible  in  the 
posterior  triangle  of  the  neck.  It  will  also  reveal  any  trace  of  lateral  curvature,  a  frequent 
source  of  backache  in  young  people. 

Palpation  may  reveal  great  tenderness  on  pressure,  either  of  muscles  or  bone  ;  it 
may  show  fluctuation  (remember  that  this  fluctuation  must  be  vertical,  not  lateral,  to 
be  reliable)  ;  it  may  prove  the  absence  of  tenderness,  and  may  also  show  hyperaesthesia 
of  the  skin,  suggestive  of  pain  referred  from  a  viscus.  A  very  useful  hint  is  frequently 
derived  from  the  observation  of  the  results  of  palpation  ;  sometimes  these  can  better  be 
seen  when  a  special  stimulus  such  as  an  electric  current  or  persistent  rubbing  is  applied 
to  the  skin  ;  thus  it  may  be  found  that  over  one  small  area  a  blush  is  raised  more  easily, 
or  is  more  persistent,  than  elsewhere  ;  this  is  strong  evidence  pointing  to  visceral  disease 
as  the  cause  of  the  pain  ;  it  is  due  to,  and  proves  disorganization  of,  the  sympathetic 
nerve  distributed  to  the  viscus.  This  method  will  also  reveal  hyperaesthesia  or  ansesthesia 
if  testing  be  conducted  with  a  light  touch  and  a  pin. 

The  next  step  is  to  apply  tests  for  disease  of  the  bony  walls  of  the  canal  ;  tap  each 
spinal  process  in  turn  with  a  percussion  hammer,  and  note  whether  pain  is  elicited  at  any 
spot ;  jar  the  heels  alternately  with  the  leg  held  rigid  from  the  hip  ;  letting  the  patient 
come  down  on  the  heels  himself  is  more  risky  and  less  satisfactory  ;  also  test  for  pain  on 
resisted  movements  of  the  limbs  or  trunk. 

We  may  then  find  if  pain  is  aroused  by  movements  of  any  kind — flexion,  extension, 
and  rotation. 

Lastly,  with  the  patient  lying  on  his  back,  a  careful  examination  must  be  made  from 
the  front  in  the  ordinary  way  for  evidence  of  any  visceral  disease,  or  of  growth  of  any  kind. 

If  the  cause  of  the  trouble  should  still  remain  obscure,  or  perhaps  in  any  case  for 
future  reference,  two  or  three  a;-ray  photographs  of  the  painful  area  will  be  taken. 

We  may  now  consider  the  reverse  order  of  procedure,  and  ask  what  are  the  local 
diseases  associated  with  pain  in  the  back,  and  what  are  their  distinguishing  points.  We 
may  enumerate  these  according  to  the  structures  involved,  thus  : 

Skin. — Ulcers,  herpes,  etc.  ;    obvious  on  inspection. 

Muscles. — Abscesses,  trauma,   acute  inflammations  ;    so-called   rheumatism,  stiff 

neck,  lumbago,  etc.  ;    simple  debility  ;    overwork. 
Jaints. — Rheumatism  ;    implication  in  caries  or  in  rheumatoid  arthritis,  etc. 
Bones. — Caries,  aneurysm,  growths  eroding  ;    trauma. 
Meninges. — Inflammations  ;    growths. 
Cord  itself. — Tumours  ;    inflammation  ;    trauma. 
Viscera  in  front. — ^Aneurj'^sm  ;  gastric  or  duodenal  ulcer  ;   dyspepsia  ;  gall-stones  ; 

uterine    or   ovarian   trouble  ;     appendix ;     rectum  ;     bladder   and   vesiculae 

seminales  ;    kidneys. 

It  would  be  impossible  within  the  limits  of  this  article  to  give  a  complete  differential 
diagnosis  of  all  the  above,  but  the  procedures  of  investigation  which  we  have  already 
noticed  will  almost  certainly  enable  us  to  come  to  some  conclusion,  and  it  remains  here 
only  to  indicate  a  few  of  the  more  special  points  in  differential  indications,  and  a  few  of 
the  commoner  mistakes. 
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Lumbago  v.  Tumours. — If  a  patient  complains  of  '  lumbago '  of  some  standing,  it  is 
essential  to  test  the  nervous  system,  the  knee-jerks  and  other  leg  reflexes,  and  to  contrast 
them  on  the  two  sides  ;  to  look  for  wasting  of  muscles,  especially  on  one  side,  to  investigate 
the  power  of  the  muscles  in  walking  and  in  simpler  movements  ;  to  examine  the  pelvic 
organs  and  the  abdomen  for  growths  of  any  kind.  Only  when  all  these  points  yield  nega- 
tive results  can  we  permit  ourselves  to  think  that  it  is  simple  lumbago.  Lumbago  is 
almost  always  on  both  sides  ;  a  tumour  most  frequently  gives  one-sided  symptoms  first, 
though  they  may  spread  to  the  other  side  later.  Rectal  examination  should  never  be 
omitted,  and  in  suitable  eases  vaginal  examination  should  be  made  also. 

Aneurysm  in  Thorax  v.  Indigestion,  etc. — It  cannot  be  said  that  this  is  a  conmion 
mistake,  but  it  is  a  very  serious  one.  The  difficulty  is  that  an  aneurysm  is  extremely  hard 
to  recognize  when  it  arises  from  the  descending  arch  ;  bruits  are  usually  absent,  and  it  is 
perhaps  only  when  a  pulsating  tumour  in  the  back  appears  that  the  diagnosis  is  made. 
The  severity,  the  dull,  aching  character,  and  the  persistence  of  the  pain  are  the  main 
features  that  may  help  to  suggest  such  a  serious  cause.  The  patient  should  be  investigated 
by  the  a;-rays. 

Occipital  Headaches  v.  Caries  of  Spine. — Owing  to  the  frequency  with  which  delicate 
patients,  particularly  women  and  young  subjects,  complain  of  pain  in  the  neck,  it  is  well 
to  draw  special  attention  to  this  locality,  though  diagnosis  is  fairfy  easy.  The  occipital 
headache  due  to  a  tumour  is  unmistakable  by  its  severity,  and  the  almost  invariable 
association  of  vomiting  and  optic  neuritis.  The  dull,  constant,  wearing  pain  of  caries, 
worse  on  any  slight  jar,  and  the  fixed  position  in  which  the  patient  holds  the  head,  are 
sufficient  to  arouse  suspicion  ;  the  a7-rays  will  almost  certainly  clear  up  the  diagnosis.  A 
simple  stiff  neck  is  acute  in  its  onset,  and  generally  preceded  by  a  definite  history  of  sitting 
in  a  draught.  A  '  crick  in  the  neck,'  possibly  the  equivalent  for  the  rupture  of  a  few 
ligamentous  or  muscular  fibres,  can  be  recognized  by  its  sudden  occurrence  in  the  midst 
of  health  with  no  history  of  previous  pain. 

Debility  in  Youth,  or  Lateral  Curvature  v.  Caries, — ^The  shapes  of  the  curves  are  usually 
sufficient ;  but  care  must  be  taken  to  examine  the  integrity  of  the  bones  by  the  tests 
given  above,  and  one  must  not  be  satisfied  until  all  the  bone  tests  have  been  tried  and 
found  negative.  Local  rigidity  over  the  painful  area,  best  tested  by  making  the  patient 
stoop  and  rise  again,  whilst  the  physician  feels  the  spine  with  the  flat  of  the  hand,  is  strong 
evidence,  if  persistent,  of  caries. 

^Pelmc  Organ  Trouble  v.  Lumbago. — This  mistake  is  of  course  more  frequent  in  women 
than  in  men.  The  only  rule  to  be  laid  down  is  always  to  think  of  these  organs  when  a 
woman  complains  of  'lumbago'  or  *  backache,'  and  to  inquire  carefully  into  the  history 
of  confinements  and  menstruation,  and  to  make  a  thorough  examination.  More  mistakes 
are  made  in  the  diagnosis  of  a  pain  in  the  back  from  want  of  thought  and  from  careless- 
ness in  examination,  than  from  any  inherent  difficulties  in  the  diagnosis,  at  any  rate  in 
so  far  as  the  more  serious  causes  arc  concerned.  Fred  J.  Smith. 

PAIN  IN  THE  BREAST.— When  pain  in  one  breast  is  the  chief  symptom  that  a 
patient  complains  of,  the  first  and  most  important  step  in  arriving  at  a  diagnosis  is  to  make 
a  most  thorough  examination  of  both  breasts  by  inspection  and  palpation,  with  a  view  to 
detecting  any  abnormality  at  all  which  might  suggest  an  early  carcinoma.  The  methods 
of  such  examinations  are  described  on  page  685.  Unfortunately  pain  is  not  by  any  means 
an  early  sign,  however,  in  cases  of  carcinoma  of  the  breast,  and  generally  by  the  time  it  is 
pronounced  there  is  an  obvious  stony  hard  tumour  already  infiltrating  the  skin. 

Other  causes  of  pain  in  the  breast  that  will  generally  be  obvious  upon  inspection  or 
palpation  are  : — 

Cracked  nipple  Submammary  abscess  Epithelioma  of  the  nipple 

Inflammation     of  the  Mastitis,   acute,   subacute,  or       Tuberculous  disease  of  the 

nipple  chronic  breast. 

Cyst  of  the  breast  Galactocele 

The  diagnosis  between  these  various  conditions  is  discussed  under  the  heading  of 
Swelling,  Mammary,  p.  685. 

Pains  in  the   breast  due  to  intra-uterinc  or  to  ectopic  pregnancy  will  generally  be 
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bilateral  and  associated  with  the  other  signs  of  pregnancy  ;  in  unexpected  cases  suspicion 
may  be  aroused  by  the  dark  brown  colour  of  nipples  which  should  be  pink,  and  by  the  broad 
secondary  areola  and  swollen  Montgomery'' s  glands  developing  around  it. 

The  pains  in  the  breast  that  are  associated  sometimes  with  menstruation  are  also 
bilateral,  and  their  cause  may  be  indicated  either  by  their  development  sjiichronously  with 
the  first  menstruation  or  by  their  periodic  recurrence  at  each  menstrual  period  in  an  older 
person. 

The  chief  difficulty  in  the  diagnosis  occurs  in  patients  whose  breasts  may  be  irritated 
perhaps  by  a  hard  upper  border  to  their  stays,  or  who  may  have  had  a  breast  pain  caused 
by  some  forgotten  injury,  but  who,  perhaps  from  the  occurrence  of  other  cases  in  their  own 
family  or  amongst  their  friends,  become  terrified  by  the  thought  that  the  sensation  which 
they  have  is  an  indication  of  incipient  cancer  of  the  breast.  Once  this  fear  has  started 
the  pain  may  assume  larger  and  larger  proportions  without  any  existing  cause  at  all  ; 
whether  to  label  such  a  pain  in  the  breast  hysterical  or  a  neuralgia  or  something  else  is 
difficult  to  decide,  but  the  function  of  the  physician  or  surgeon  will  be  to  examine  the  breast 
with  extreme  care,  not  only  once  but  at  intervals,  in  order  to  convince  himself,  and  sub- 
sequently the  patient,  that  no  tumour  at  all  is  forming  there.  He  may  very  likely  be  in 
some  doubt  himself  for  a  while,  but  in  the  absence  of  any  trace  of  even  a  minute  nodule 
he  will  be  justified  in  waiting  for  a  re-examination  at  short  intervals  of  say  a  week  ;  should 
the  slightest  nodule  become  palpable  he  will  generally  be  justified  in  advising  its  removal 
for  microscopical  examination,  even  though  he  has  little  doubt  that  it  is  non-cancerous, 
but  if  week  by  week  nothing  whatever  can  be  found  abnormal  in  the  breast,  the  diagnosis 
of  functional  breast  pain  will  be  established  ;  and  when  the  patient's  mind  is  set  at  ease 
by  the  absence  of  any  further  developments,  the  pain,  previously  to  her  mind  severe,  will 
generally  disappear.  Herbert  French. 

PAIN  IN  THE  CHEST  is  common  in  all  sorts  of  disorders.  Except  in  the  case  of 
highly  intelligent  persons,  or  of  patients  who  have  had  large  experience  of  chest-pains 
due  to  various  causes,  no  great  help  in  diagnosing  the  cause  of  such  pains  can  be  obtained 
by  inquiring  into  their  individual  characters.  More  assistance  is  furnished  by  investi- 
gating the  circumstances  in  which  the  pain  is  chiefly  felt,  and  the  conditions  that  ease  or 
aggravate  it.  Thus  chest-pains  due  to  disease  of  the  heart  will  be  increased  by  anything 
that  makes  the  heart  beat  more  rapidly  ;  those  due  to  lung-disease  by  anything  causing 
the  patient  tp  breathe  faster  or  cough  ;  those  caused  by  disorders  of  the  stomach  will 
generally  be  aggravated  by  or  soon  after  taking  food.  For  pains  in  the  back  wall  of  the 
chest,  see  Pain  in  the  Back  (p.  427)  and  Pain,  Interscapular  (p.  461).  For  clinical  pur- 
poses, pains  in  the  chest  are  best  classified  according  to  their  pathology,  and  the  nature 
and  situation  of  the  disorders  to  which  they  are  due. 


I.    Pains  due  to  Diseases  of  the  Tissues  composing  tlie  Tlioracic  Waiis:  the  pain  is 
in  most  cases  a  direct  pain  : — 

Inflammation  of  the  skin  and  subcutaneous 

tissues  ;    mastitis 
Adiposis  dolorosa ;    neurofibromatosis 
Myalgia  :  pleurodynia  :  stitch 


Neuralgia  :    mastodynia 

Herpes  zoster 

Pressure  on  nerves 

Disease  of  the  bones  of  the  chest. 


2.    Diseases  of  tlie    Tlioracic    or  Abdominai  Viscera ;    the  pain  is  in  most  cases 
referred  pain  : — 

Pericarditis 

Aneurysm  :    dissecting  aneurysm 

Mediastinal  new  growths 

Mediastinitis 

(Esophageal  obstruction 

Diseases  of  the  spinal  cord. 


Pleurisy  :  empyema 
Pneumothorax 
Pneumonia 
Pulmonary  embolism 

Heart  disease — Valvular  disease,   aortitis  ; 
angina  pectoris,  true  and  false 


Diseases  of  tlie  Thoracic  Waii. — Pain  in  the  chest  due  to  inflammation  of  its  super- 
ficial tissues  should  not  be  hard  to  diagnose.  The  pain  will  be  confined  to  the  inflamed 
parts  and  their  immediate  neighbourhood,  and  the  other  three  cardinal  signs  of  inflam- 
mation— heat,  redness,  swelling — will  not  be  absent.  In  most  cases  a  superficial  wound 
or  abrasion  will  be  found  ;    in  others,  the  inflammation  will  have  spread  to  the  surface 
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from  some  deep-seated  lesion,  caries  of  a  rib,  for  example,  or  an  empyema  or  hepatic 
abscess,  or  a  metastatic  abscess  arising  in  the  course  of  pyaemia.  The  diagnosis  must  be 
made  on  general  lines  in  these  unusual  cases.  Mastitis  or  mammary  carcinoma  will  be 
diagnosed  by  palpation.  The  inflammatory  phenomena  of  herpes  zoster  are  considered 
below. 

The  very  rare  condition  known  as  adiposis  dolorosa,  or  Dercum's  disease,  is  character- 
ized by  symmetrical  and  painful  deposits  of  fat  about  the  body  and  limbs.  It  occurs 
mainly  in  middle-aged  women  of  full  habit,  though  males  are  not  exempt ;  chronic 
alcoholism  is  its  usual  precursor.  Neurofibromatosis  is  characterized  by  the  growth  of 
multiple  benign  false  neuromata  on  the  nerves,  which  give  rise  to  pain  ;  but  they  are  not 
tender  on  pressure,  and  so  contrast  with  the  single  false  neuromas,  which  equally  give  rise 
to  pain  over  the  area  or  distribution  of  the  nerves  on  which  they  are  situated. 

When  pain  is  felt  in  the  intercostal  or  other  muscles  about  the  chest,  and  can  be 
referred  to  nothing  more  definite  than  *  muscular  rheumatism,'  the  condition  is  referred 
to  as  one  of  myalgia  or  pleurodynia.  Tenderness  of  the  affected  muscles  is  the  only 
physical  sign  present,  and  it  is  important  that  graver  mischief,  such  as  pleurisy  or  pneu- 
monia, should  be  excluded  before  the  diagnosis  of  pleurodynia  is  made.  The  sudden 
pain  in  the  side  familiar  to  untrained  athletes  as  stitch  comes  on  after  sudden  exertion, 
and  is  in  all  probability  due  to  overstrain  of  the  fibres  of  part  of  an  intercostal  muscle. 
All  these  muscular  pains  are  relieved  by  rest  or  pressure,  and  aggravated  by  exertion. 

Pains  in  the  chest  may  be  due  to  neuralgia,  a  term  which  is  theoretically  applied  to 
pain  felt  in  a  nerve  that  shows  no  evidence  of  active  or  old  disease.  Practically,  how- 
ever, neuralgia  is  the  name  also  given  to  nerve-pains  that  follow  organic  disease  both  in 
the  nerve  itself  (herpes,  neuritis,  etc.)  and  in  other  parts  of  the  body  (gout,  tabes,  etc.). 
In  intercostal  neuralgia  the  pain  is  felt  along  the  course  and  distribution  of  one  or  more 
of  the  intercostal  nerves.  There  is  marked  tenderness  on  pressure  in  the  affected  inter- 
costal space,  with  three  points  of  maximum  tenderness  corresponding  to  the  posterior 
primary,  lateral  cutaneous,  and  anterior  cutaneous  branches  of  the  nerve,  given  off  near 
the  vertebral  spines,  the  mid-axillary  region,  and  the  costostemal  articulations.  The 
pain  is  increased  by  movement  or  breathing.  Unilateral  intercostal  neuralgia  often 
follows  herpes,  and  must  be  distinguished  carefully  from  pains  that  may  be  felt  in  organic 
disease,  such  as  tabes,  aneurysm  or  mediastinal  tumour,  and  vertebral  caries,  in  which 
the  intercostal  nerve  is  directly  or  indirectly  involved.  In  phrenic  or  diaphragmatic 
neuralgia,  a  rare  condition,  the  pain  is  felt  in  the  lower  part  of  the  thorax  along  the  line 
of  insertion  of  the  diaphragm,  which  may  be  tender  on  pressure  ;  coughing  and  breathing 
are  acutely  painful,  but  there  will  be  no  physical  signs  of  disease  except  the  tenderness 
on  pressure.  The  diagnosis  must  be  made  from  diaphragmatic  pleurisy  or  peritonitis, 
acute  hepatic  or  splenic  disorders,  and  spinal  caries,  on  general  lines.  Mastodynia, 
mammary  neuralgia,  or  the  '  irritable  breast '  of  Astley  Cooper,  occurs  in  women  during 
pregnancy  or  lactation,  or  in  connection  with  pelvic  disease.  The  pain  is  constant,  with 
paroxysmal  exacerbations,  and  its  severity  may  lead  to  the  fear  of  cancer.  Local  changes 
— redness,  swelling,  tenderness — may  be  found  about  the  breast  and  nipple. 

Pains  in  the  chest  are  habitually  felt  in  herpes  zoster  of  the  intercostal  nerves,  some- 
times before,  always  during,  and  often  after  the  attack  :  the  third,  fourth,  and  fifth  inter- 
costals  are  those  most  often  involved.  Groups  of  vesicles  arise  over  the  area  of  distribution 
of  the  affected  nerve,  filled  with  serum  and  implanted  on  an  inflamed  base  ;  they  are  most 
marked  about  the  exits  of  the  posterior  primary,  lateral  cutaneous,  and  anterior  cutaneous 
branches.  The  axillary  glands  become  enlarged  if  the  herpes  is  above  the  seventh  dorsal 
nerve,  the  inguinal  if  it  is  below  it.  In  about  a  week  the  eruption  scabs  over  ;  in  all  but 
the  mild  cases,  small  whitish  scars  remain  as  permanent  evidence  of  the  attack.  The 
diagnosis  is  obvious  in  cases  presenting  the  eruption  or  its  scars,  but  may  be  difficult  until 
the  herpetic  vesicles  have  appeared.  It  is  especially  in  older  patients  that  severe  neuralgic 
pains  are  likely  to  remain  for  months  or  years  as  a  legacy  from  herpes,  and  they  may  be 
very  intractable. 

Pains  in  the  chest  will  be  felt  whenever  there  is  pressure  on  an  intercostal  nerve ;  in 
many  cases  such  pressure  is  bilateral,  when  the  patient  will  complain  of  girdle-pains. 
Injury  or  fracture  of  the  spinal  column  may  involve  the  posterior  nerve-roots  or  the  inter- 
costal nerves,  either  at  once  by  the  pressure  of  fractured  bone  or  of  effused  blood,  or  later 
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by  the  pressure  of  callus  ;  abscesses,  aneurysms,  or  primary  or  secondary  new  growths, 
may  press  on  the  nerves  and  give  rise  to  severe  pain  in  their  areas  of  distribution.  In 
the  great  majority  of  cases  there  will  be  other  physical  signs  or  symptoms  to  point  to  the 
diagnosis  ;  but  where  there  are  none,  and  the  pain  is  due,  perhaps,  to  a  minute  carcinoma 
in  the  spinal  canal,  or  to  a  small  thoracic  aneurysm  that  strikes  backwards  and  presses 
on  an  intercostal  nerve,  there  is  no  little  danger  lest  the  patient  be  treated  for  functional 
disorder  or  malingering.  The  pains  are  very  severe,  and  persist  for  months  in  spite  of 
treatment,  while  the  patient  is  likely  to  lose  health,  weight,  and  strength.  It  is  true  that 
these  phenomena  may  also  be  observed  in  functional  cases  ;  but  the  diagnosis  of  functional 
disease  or  neuralgia  should  not  be  made  until  the  most  careful  physical  examination, 
including  the  use  of  the  a7-rays,  has  excluded  organic  disease  of  all  sorts. 

Chest-pains  are,  of  course,  common  in  inflammation  or  injuries  of  the  bones  of  tlie 
chest — coccal  infections,  tuberculosis,  hydatid  disease,  etc. — or  of  the  joints  connected 
with  these  bones.     In  few  such  cases  will  the  diagnosis  of  inflammation  present  difficulty. 

Diseases  of  the  Viseera. — Pain  in  the  chest  is  extremely  common  in  the  various 
diseases  of  the  thoracic  viscera,  inflammatory  or  otherwise.  In  acute  pleurisy  the  onset 
is  often  insidious,  and  the  pain  felt  most  acutely  in  the  mammary  or  axillary  region,  being 
made  worse  on  breathing  deeply  or  coughing.  The  pain  is  stitch-like,  lancinating, 
described  as  resembling  '  a  knife,'  '  stabbing,'  '  tearing '  ;  it  is  relieved  by  anything 
that  assists  in  immobilizing  the  affected  side.  The  intercostal  spaces  are  tender  to  pressure 
in  pleurisy,  just  as  they  are  in  intercostal  myalgia.  The  diagnosis  turns  on  the  discovery 
of  other  physical  signs  of  pleurisy,  whether  with  or  without  effusion,  particularly  of  pleural 
friction-sounds.  In  diaphragmatic  pleurisy^  the  pain  is  felt  in  two  chief  sites  :  one  near 
the  costal  margin,  corresponding  to  the  attachment  of  the  diaphragm  ;  the  other  about 
the  crest  of  the  shoulder,  corresponding  to  the  cutaneous  distribution  of  the  fourth 
cervical  nerve  ;  this  is  a  referred  pain,  due  to  afferent  stimuli  coming  up  the  phrenic  nerve 
to  the  spinal  centre  of  the  fourth  cervical  nerve.  The  pleuritic  friction  sounds  often  fail 
to  make  themselves  heard  in  diaphragmatic  pleurisy,  and  the  diagnosis  of  intra-abdominal 
disease  (cholecystitis,  appendicitis,  peritonitis)  has  often  been  made  and  acted  upon  in 
such  instances.  The  pain  in  empyema  is-  much  like  that  of  pleurisy  ;  it  should  be  noted 
that  the  appearance  of  a  pleural  effusion,  whether  serous  or  purulent,  often  coincides  with 
a  diminution  in  the  amount  of  pain  felt,  because  the  two  inflamed  pleural  surfaces  become 
separated  by  the  fluid  and  cease  to  be  rubbed  together  by  the  respiratory  move- 
ments. Chronic  pleurisy  and  old  pleural  adhesions  give  rise  to  much  of  the  chronic 
pain  in  the  chest  and  shoulders  and  root  of  the  neck  that  occurs  from  time  to  time  in 
patients  with  pulmonary  tuberculosis.  Pain  and  tightness  in  the  chest  are  common  in 
bronchitis y  with  or  without  emphysema  ;  here  the  diagnosis  will  not  be  difficult  if  pleurisy 
can  be  excluded,  and  much  of  the  pain  is  probably  due  to  overstrain  of  the  intercostal 
muscles. 

In  pneumothorax,  about  half  the  cases  show  an  acute  onset,  with  the  sense  of  some- 
thing tearing  or  giving  way  in  the  chest  as  the  patient  coughs,  and  sudden  very  severe 
pain  in  the  side,  aggravated  by  breathing.  In  addition  the  patient  exhibits  dyspnoea, 
prostration,  cyanosis,  and  rapid  and  feeble  action  of  the  heart.  The  onset  in  more  than 
half  the  cases  is  insidious,  and  the  condition  subacute  or  chronic,  with  comparatively  little 
complaint  of  pain.  The  diagnosis,  if  not  made  from  the  history,  should  be  manifest  on 
consideration  of  the  physical  signs.  The  affected  side  of  the  chest  moves  very  little  on 
respiration,  and  is  increased  in  measurement ;  vocal  fremitus  is  absent ;  the  note  on 
percussion  is  usually  tympanitic,  in  rare  cases  dull  ;  and  the  voice-  and  breath-sounds 
are  absent  on  auscultation.  If  the  pneumothorax  is  at  all  extensive,  the  heart  will  be 
displaced  considerably  towards  the  sound  side.  Examination  with  the  a:-rays  will  show 
that  the  diaphragm  is  immobile  on  the  affected  side,  and  the  air-containing  pleural  cavity 
extremely  translucent  (Fig,  226,  p.  531) ;  the  lung  forms  a  shrunken  and  opaque  mass  near 
the  middle  line  and  against  the  spinal  column.  After  a  few  days,  more  or  less  evidence 
of  pleural  effusion  at  the  base  of  the  pleural  cavity  will  usually  be  found. 

In  pneumonia,  chest-pain  is  extremely  common,  and  is  due  to  pleurisy.  If  the 
physical  signs  characteristic  of  pneumonia  delay  their  appearance,  as  is  sometimes  the 
case,  and  if  the  pleural  friction  escapes  detection,  the  diagnosis  of  some  relatively  harmless 
condition  such  as  pleurodynia  or  int^jrcostal  neuralgia  may  incautiously  be  made.     This 
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mistake  should  never  occur  ;  nor  is  it  likely  to  do  so  if  due  attention  be  paid  to  the 
patient's  temperature,  aspect,  pulse,  and  pulse-respiration  ratio.    ' 

Pain  in  the  chest  is  common  in  acute  pericarditis,  and  is  referred  to  the  precordia 
generally,  or  to  the  lower  part  of  the  sternum.  In  many  cases  no  complaint  of  pain  is 
made  ;  in  a  few  instances  the  pain  is  exceedingly  severe,  resembling  that  of  angina 
pectoris.  The  diagnosis  will  turn  on  the  discovery  of  other  signs  or  symptoms  of 
pericarditis,  particularly  of  pericardial  to-and-fro  friction-sounds  ;  the  patient  is  often 
pale  and  anxious-looking,  and  very  short  of  breath.  It  should  be  remembered  that  the 
friction-sounds  often  remain  unchanged  when  a  dry  pericarditis  has  been  converted  into 
a  wet  one  by  the  effusion  of  fluid.  Pericardial  friction-sound  is  characteristically  a  super- 
ficial grating,  rubbing,  or  creaking,  usually  double  or  to-and-fro  ;  in  rhythm  it  is  often 
not  synchronous  with  either  systole  or  diastole,  beginning  in  one  and  being  carried  on 
into  the  other.  It  can  often  be  altered  by  pressure  with  the  stethoscope  or  by  changing 
the  patient's  position  ;  often  it  varies  from  day  to  day  ;  and  it  is  not  conducted  well  in 
any  direction  beyond  the  precordia,  being  heard  within  an  area  that  often  does  not 
correspond  with  the  areas  of  audition  of  valvular  murmurs.  These  characters  should 
suffice  to  distinguish  pericardial  friction-sounds  from  the  murmurs  of  valvular  disease  ; 
but  it  may  be  very  difficult  in  certain  cases  to  distinguish  pericardial  from  pleuropericardial 
friction-sounds — that  is  to  say,  friction-sounds  generated  in  pleurisy  by  the  heart's  move- 
ments. If  there  is  pleurisy  of  the  thin  anterior  edge  of  the  left  lung  that  comes  between 
the  parietal  and  pericardial  pleurae,  the  beating  of  the  heart  will  readily  give  rise  to 
friction-sounds  that  have  a  cardiac  and  not  a  respiratory  rhythm,  but  are  due  to  pleurisy 
and  not  to  pericarditis.  Pain  in  the  chest  will  be  felt  in  either  case  ;  the  two  may  generally 
be  discriminated  by  the  influence  of  deep  inspiration  and  expiration  on  the  friction- 
sound.  In  pericarditis,  expiration  will  strengthen  and  inspiration  will  weaken  (but  not 
abolish)  the  friction-sounds.  Pleuropericardial  friction  will  in  all  probability  be  altered 
profoundly  by  respiration,  being  much  increased  in  one  phase  (whether  inspiration  or 
expiration),  much  diminished,  or  lost,  in  another. 

Pain  in  the  chest  is  common  in  cases  of  heart  disease,  taking  in  general  two  forms  : 
(1)  Precordial  pain;  and  (2)  Palpitation  (p.  484).  There  is  nothing  characteristic  about 
the  precordial  pain  felt  in  heart  disease,  except  the  fact  that  it  is  brought  on  most  often 
by  exertion  or  excitement.  Very  similar  pain  may  be  experienced  by  patients  with  sound 
hearts  who  are  suffering  from  flatulent  dyspepsia  ;  here  the  pain  is  usually  felt  after  meals, 
but  may  be  brought  on  by  exertion  if  the  latter  is  made  soon  after  food  has  been  taken. 
The  diagnosis  must  be  based  on  the  general  signs  and  symptoms  exhibited  by  the  cardiac 
patient.  In  aortic  incompetence ,  the  precordial  pain  is  sometimes  exceptionally  severe, 
taking  the  character  of  angina  pectoris,  and  radiating  down  the  left  arm  or  through  to 
the  back.  The  sensory  nerves  of  the  heart  are  connected  with  the  spinal  cord  from  the 
first  to  the  eighth  dorsal  nerve  roots  ;  the  first  and  also  the  most  painful  impressions  are 
usually  received  at  the  second  dorsal  roots,  which  are  described  as  being  most  central  to 
the  paths  of  pain  from  the  heart.  The  painful  impressions  received  from  the  heart  at 
these  root-centres  are  referred  to  the  corresponding  areas  of  cutaneous  nerve  distribution. 
Those  from  the  ventricle  ascend  from  the  second  to  the  fifth  ;  from  the  auricle,  the  fifth 
to  the  eighth  ;  from  the  ascending  aorta,  the  third  and  fourth  cervical,  and  the  first  to 
the  third  dorsal  root-centres.  These  anatomical  connections  explain  the  distribution  of 
the  pains  in  the  chest  and  elsewhere  felt  in  diseases  of  the  heart  and  aorta.  Severe  pain 
in  the  chest,  often  of  anginal  character,  is  felt  in  acute  or  chronic  aortitis  occurring  in  young 
syphilitic  or  rheumatic  patients,  with  or  without  valvular  disease  ;  the  pain  is  most 
marked  when  the  base  of  the  aorta  and  the  coronary  orifices  are  involved. 

Pains  in  the  chest,  together  with  mental  anguish,  are  the  outstanding  features  of  true 
angina  pectoris,  and  are  in  most  cases  brought  on  by  exertion.  The  pain  is  in  the  region 
of  the  heart,  and  suggests  that  the  heart  has  been  caught  in  a  vice,  so  excruciating  is  it. 
A  sense  of  impending  dissolution,  or  of  a  pause  in  the  operations  of  nature,  has  been 
described  as  added  to  the  physical  torture.  Radiations  of  the  pains  through  to  the 
shoulder,  down  the  left  arm's  inner  side  to  the  little  and  ring  fingers  (less  often  down  the 
right  arm),  up  the  neck,  into  the  supra-orbital  region,  are  very  common.  The  patient 
becomes  faint  and  collapsed,  pale,  and  clammy  ;  the  pulse  changes  ;  flatulence  and  the 
passage  of  abundant  pale  urine  follow  the  attack,  which  may  last  for  a  few  seconds  or  minutes, 
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or  may  continue,  with  varying  intensity,  for  hours.  The  diagnosis  will  rest  on  the  extreme 
severity  of  the  pain,  its  association  with  valvular  disease  or  arteriosclerosis,  or  both,  and 
the  fact  that  the  attacks  are  almost  always  brought  on  by  exertion  or  severe  emotion. 
The  true  must  be  distinguished  from  false  angina  pectoris,  also  called  pseudo-angina  or 
vasomotor  angina  pectoris.  This  commonly  has  a  neurotic,  less  often  a  toxic  (tobacco, 
tea,  coffee)  basis  ;  it  is  less  severe,  and  is  never  fatal.  It  is  far  commoner  in  women  than 
in  men  ;  often  comes  on  when  the  patient  is  at  rest,  or  at  night ;  may  occur  at  any  age, 
and  is  not  associated  with  cardiac  or  vascular  disease.  Attacks  of  false  angina  last  for 
an  hour  or  two.  True  angina  is  perhaps  ten  times  commoner  in  men  than  in  women,  and 
occurs  between  the  ages  of  forty  and  sixty  as  a  rule  ;  false  angina  is  perhaps  five  times  as 
common  in  women  as  in  men,  and  occurs  in  younger  patients.  Typical  cases  of  the  two 
conditions  will  be  distinguished  readily  from  one  another,  but  every  gradation  is  met  with, 
and  it  may  be  impossible  to  refer  intermediate  cases — for  example,  patients  with  severe 
heart-attacks  and  valvular  or  myocardial  lesions — ^with  precision  to  either  one  class  or 
the  other. 

Chronic  or  recurrent  pain  in  the  chest  is  a  very  variable  symptom  of  aortic  aneurysm. 
In  some  patients,  a  large  aneurysm  may  erode  rib-cartilages  and  intercostal  spaces,  and 
present  itself  at  the  surface  of  the  body  without  having  made  itself  felt.  In  others, 
agonizing  pain  (true  angina  pectoris)  may  be  occasioned  before  an  aneurysm  at  the  root 
of  the  aorta  has  grown  large  enough  to  produce  any  physical  signs  at  all  ;  in  these  the 
pain  is  no  doubt  due  to  aortitis  or  mesaortitis  for  the  most  part,  or  to  obstruction  at  the 
coronary  orifices.  Speaking  generally,  the  pain  of  aortic  aneurysm  may  arise  in  two  ways  : 
(1)  From  changes  in  the  aortic  wall,  already  considered  ;  and  (2)  From  pressure  on 
neighbouring  structures,  particularly  the  walls  of  the  chest.  Pressure-erosion  of  the 
sternum  or  costal  cartilages  may  be  comparatively  painless  in  fortunate  cases.  Erosion 
of  the  vertebral  bodies  commonly  gives  rise  to  intense  and  continuous  boring  pains  in 
the  chest  that  wear  the  patient  out  and  make  life  insupportable  ;  girdle-pain  may  result 
from  pressure  on  the  intercostal  nerves  (direct  pain),  and  referred  pains  up  the  neck  or 
down  the  inner  side  of  either  arm  may  also  be  felt.  Pressure  on  the  oesophagus  may  give 
rise  to  dysphagia  and  pain,  the  pain  being  increased  by  swallowing.  Compression  of  the 
lung  may  lead  to  pulmonary  collapse  and  inflammation,  when  pain  from  pleurisy  will 
probably  be  felt.  It  appears  that  no  particular  complaint  of  pain  follows  compression  of 
the  trachea,  bronchi,  phrenic  or  vagus  nerves,  or  heart.  An  acute  and  severe  pain,  on 
the  other  hand,  may  arise  should  the  aortic  aneurysm  perforate  and  allow  blood  to  escape 
into  the  adjoining  parts.  Such  perforation  may  take  place  into  the  air-passages,  oeso- 
phagus, large  intrathoracic  pulmonary  or  systemic  veins,  pericardium,  heart,  pleura, 
peritoneum,  or  spinal  canal.  The  appearance  of  the  appropriate  physical  signs  will  suggest 
the  diagnosis  of  such  a  perforation.  If  the  effused  blood  is  limited  in  amount,  the  patient 
will  appear  more  or  less  blanched  and  collapsed  ;  if  a  great  quantity  escapes,  rapid  or 
sudden  death  may  occur.  Particular  mention  may  here  be  made  of  the  pain  due  to  the 
formation  of  a  dissecting  aneurysm.  The  arteries  are  acutely  sensitive  to  pain,  as  may  be 
seen  when  an  artery  is  ligatured  in  a  conscious  patient  ;  the  establishment  of  a  dissecting 
aneurysm  is  a  terribly  painful  experience,  and  is  equivalent  to  an  attack  of  true  angina 
pectoris.  If  the  escape  of  blood  is  limited  by  the  walls  of  the  aorta,  recovery  is  likely  to 
occur.     The  diagnosis  of  such  an  incident  could  only  be  made  on  grounds  of  probability. 

Pain  in  the  chest  is  usually  an  early  symptom  of  mediastinal  new  growth,  and  varies 
in  its  nature  and  distribution  with  the  cause  and  site  of  its  origin.  If  the  growth  is  in  the 
anterior  mediastinum,  the  pain  will  be  behind  the  sternum  :  if  in  the  posterior  mediastinum, 
pressure  on  or  erosion  of  the  vertebrae  will  set  up  the  severe  continuous  boring  pain  referred 
to  above  as  occurring  in  aortic  aneurysm  ;  if  one  side  of  the  chest  is  involved,  the  pain 
will  be  felt  in  the  side,  and  down  the  arm  if  the  brachial  plexus  is  pressed  upon.  It  is 
often  of  a  darting  and  lancinating  character,  shooting  up  into  the  neck  and  head,  or  down 
into  the  abdomen.  It  may  be  constant,  intermittent,  or  paroxysmal  ;  in  some  cases  it 
is  a  discomfort  rather  than  a  pain,  the  complaint  being  of  fullness  or  tightness  in  the  chest. 
Other  symptoms  of  mediastinal  tumour  are,  first  and  foremost,  continuous  or  paroxysmal 
dyspnoea  ;  evidences  of  pressure  on  the  air-passages,  oesophagus,  or  nerves  ;  cough, 
expectoration,  haemoptysis,  alterations  in  the  voice  or  cough  ;  disturbances  in  the  action 
of  the  heart,  and  evidence  of  venous  obstruction.     Anaemia  or  even  cancerous  cachexia 
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are  not  rare.  The  general  diagnosis  of  mediastinal  tumour  (including  aneurysm)  is  seldom 
difficult  once  pressure-symptoms  of  any  sort  have  appeared,  for  these  are  very  rarely 
caused  by  other  lung-conditions  associated  with  pain  in  the  chest,  such  as  bronchitis, 
bronchiectasis,  or  pulmonary  tuberculosis.  But  it  may  be  very  difficult  to  decide  between 
aortic  aneurysm  and  mediastinal  new  growth  in  certain  cases.  Aneurysm  is  commoner 
in  men  than  in  women,  and  rare  in  persons  who  have  not  had  syphilis  ;  the  patients 
commonly  give  a  positive  Wassermann  reaction  ;  anginal  pains  and  the  very  severe  pain  of 
bone-erosion  are  commoner  in  aneurysm  than  in  mediastinal  new  growth ;  anaemia,  cachexia, 
and  irregular  pyrexia  are  in  favour  of  new  growth  ;  and  so  is  the  discovery  of  new  growth 
in  other  parts  of  the  body  and  of  secondarily-infected  lymphatic  glands.  Examination 
under  the  aj-rays  will  prove  of  the  greatest  help  {Fig,  100,  p.  209,  and  Fig.  184),  the  rays 
being  passed  through  the  patient's  thorax  in  a  number  of  horizontal  directions  succes- 
sively ;  if  this  be  done,  the  presence  of  an  aneurysm  and  its  connection  with  the  aorta  can 
almost  always  be  established  when  one  is  present,  to  the  exclusion  of  mediastinal  new 
growth. 

In  acute  mediasiiniiis  and  mediastinal  abscess — both  of  them  rare  disorders  and  due 
to  syphilitic,  tuberculous,  or  other  infection  of  the  mediastinum — pain  behind  the  sternum 
is  commonly  the  chief  complaint,  with  marked  superficial  tenderness  and  a  tendency  to 
radiation    through    into   the    back    or    shoulder. 
Local  signs  of   fullness   and    inflammation   may 
develop,  particularly  about  the  intercostal  spaces 
in  front  and   the  episternal  notch;  and  medias- 
tinal crepitations  resembling  pleural  friction  have 
been  heard  about  the  sternum. 

In  chronic  mediasiiniiis  or  m^diastino-peri' 
carditis,  another  rare  condition  due  to  inflam- 
mation arising  in  the  mediastinum,  or  spreading 
to  it  from  the  pericardium,  and  seen  in  youth  or 
early  adult  life,  chronic  pain  behind  the  sternum 
and  a  sense  of  tightness  and  dragging  in  the  chest 
may  be  present.  The  main  symptoms  will  be 
card io- vascular,  valvular  disease  of  the  heart  and 
adherent  pericardium  leading  to  cardiac  troubles, 
and  the  mediastinitis  causing  venous  obstruction. 
Shortness  of  breath,  with  sudden  and  severe 
attacks  of  dyspnoea,  lividity,  anasarca,  ascites, 
and  progressive  distention  of  the  thoracic  veins  ; 
new  growth  being  excluded  by   the   duration  of 

flip  pocp  Fig.  184. — Skiagram  of  an  aneurysm  of  the  innominate 

*'         ~r      •  ,..,..,  :.  ^  artery  (A),  with  dilated  aortic  arch  (B). 

Deep-seated  pam  withm  the  chest  and   at  (Bt/  Dr.  Alfred  c.  Jordan.) 

the    bottom    of  the    sternum    may    be    felt    in 

diseases  of  the  oesophagus,  being  evoked  by  the  act  of  swallowing.  In  cicatricial  stricture 
or  carcinoma  of  the  tube,  pain  is  less  prominent  than  Dysphagia  (p.  194),  and  progressive 
emaciation  is  the  rule.  In  younger  and  neurotic  patients,  on  the  other  hand,  spasmodic 
stricture  of  the  oesophagus  may  give  rise  to  difficulty  in  swallowing,  with  much  complaint 
of  pain  and  constriction  in  the  throat  and  chest.  This  condition,  termed  cesophagismus, 
or  cardiospasm  {Fig,  98,  p.  198),  occurs  in  hysterical  young  persons  and  in  hypochondriacal 
old  ones  ;  it  is  improved  or  cured  by  the  passage  of  a  bougie  ;  is  associated  with  other 
evidences  of  the  neurotic  temperament ;  and  must  be  diagnosed  from  organic  oesophageal 
stenosis. 

Pain  in  the  chest  is  met  with  frequently  in  diseases  of  the  abdominal  viscera,  particu- 
larly of  the  stomach.  '  Pains  round  the  heart,'  often  accompanied  by  or  productive  of 
Palpitation  (p.  484),  are  the  common  basis  upon  which  patients  build  when  they  come 
complaining  of  •  heart  disease  '  or  '  weak  heart,'  while  as  a  matter  of  fact  they  are 
suffering  from  the  less  serious  condition  of  gastritis,  or  flatulent  dyspepsia.  The  pain  is 
felt  at  the  bottom  of  the  sternum  and  in  the  epigastrium  ;  it  is  often  of  a  dull 
boring  character,  and  radiates  out  towards  the  left  breast  and  through  to  the  back  between 
the  blade-bones.     It  is  definitely  connected  with  the  taking    of  food,  and  relieved  by 
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vomiting  or  the  eructation  of  wind  ;  and  these  are  the  characters  by  which  it  must  be 
diagnosed.  In  other  instances,  the  complaint  is  of  *  heart-burn,'  a  burning  pain  felt 
over  the  lower  part  of  the  sternum,  and  probably  due  to  the  regurgitation  into  the  oeso- 
phagus of  the  gastric  contents  during  digestion.  It  is  a  referred  pain  felt  in  the  area  of 
distribution  of  the  fifth  dorsal  nerve,  and  is  often  associated  with  pyrosis  or  water-brash, 
the  regurgitation  of  acrid  waterv  gastric  contents  into  the  mouth.  For  the  most  part, 
however,  pain  due  to  gastric  disorders  (such  as  ulcer,  new  growth)  is  referred  to  the  upper 
part  of  the  abdomen  rather  than  the  chest. 

Pains  in  the  chest  are  not  rare  in  various  diseases  of  the  spinal  cord.  Girdle  pains  or 
girdle  sensations  are  common  in  tabes  dorsalis,  the  patient  feeling  as  if  constricted  by  a 
hot  or  painful  girdle.  They  occur  early  in  the  disease,  and  so  are  often  set  down  vaguely 
to  gout  or  rheumatism,  when  a  more  careful  examination  would  yield  early  evidences  of 
tabes.  In  transverse  myelitis,  or  fracture  of  the  dorsal  column  with  injury  to  the  cord,  girdle 
pains  round  the  chest  may  be  felt  at  the  level  of  the  cord  lesion,  with  loss  or  abolition  of 
sensation  below  it.  A,  J,  J  ex-Blake, 

PAIN  IN  THE  EAR.— (See  Earache,  p.  202.) 

PAIN  IN  THE  EPIGASTRIUM. 

A,  Sudden,  severe  epigastric  pain  may  result  from  the  rupture  of  a  gastric  or 
duodenal  ulcer,  of  a  gangrenous  appendix,  or  from  acute  pancreatitis.  The  pain  in  such 
a  case  is  attended  by  severe  shock  and  signs  of  collapse,  and  it  may  be  difTicult  to  say  to 
which  of  the  above  causes  it  is  due.  The  past  history  of  the  patient  and  a  careful  study 
of  the  other  signs  present,  may  guide  one  to  a  correct  conclusion  ;  but  as  all  the  conditions 
mentioned  require  immediate  surgical  treatment,  the  differential  diagnosis  is  made  by 
laparotomy. 

When  the  diagnosis  of  an  abdominal  emergency  has  to  be  considered,  if  the  history, 
isymptoms,  and  signs  do  not  exactly  fit  acute  intestinal  obstruction,  or  stomach  or  duodenal 
perforation,  perforating  appendix,  or  acute  cholecystitis,  and  yet  have  some  resemblance 
to  each  of  them,  pancreatitis  is  the  most  probable  cause. 

The  pain'  of  acute  intestinal  obstruction  may  be  referred  chiefly  to  the  epigastrium. 
Vomiting  is  usually  a  prominent  symptom  in  such  a  case.  (See  Constipation,  p.  121  ; 
Meteorism,  p".  388  ;    Vomiting,  p.  767.) 

During  an  attack  of  biliary  colic  the  pain  may  be  chiefly  epigastric.  The  restlessness 
of  the  patient  in  such  a  case  is  often  of  diagnostic  value. 

B.  Clironic  or  recurrent  pain  in  tlie  Epigastrium  may  be  due  to  a  variety  of 
causes  : — 

(1).  It  should  be  remembered,  in  the  first  place,  that  epigastric  pain  may  be  due  to 
extra-abdominal  causes.  Amongst  these  are  spinal  caries  (especially  to  be  thought  of  in 
children),  pleurisy,  and  intercostal  neuralgia.  The  first  two  of  these  can  be  distinguished 
by  the  usual  signs  ;  intercostal  neuralgia  is  to  be  diagnosed  by  the  presence  of  tender 
points  along  the  course  of  the  nerve,  and  by  the  absence  of  all  signs  and  symptoms  of 
organic  disease.  An  oj-ray  examination  of  the  chest  should  be  resorted  to  to  exclude  gross 
intrathoracic  changes,  such  as  aneurysm,  before  intercostal  neuralgia  is  diagnosed  finally. 

A  dilated  right  ventricle  may  also  be  the  cause  of  severe  epigastric  pain,  which  may 
even  simulate  the  pain  of  gastric  ulcer  or  gall-stones.  In  cases  of  emphysema  or  heart 
failure  this  should  be  borne  in  mind.      In  such  cases  the  pain  is  aggravated  by  exertion. 

Small  epigastric  hernice  may  cause  recurring  attacks  of  severe  epigastric  pain.  They 
can  be  detected  by  careful  palpation,  usually  in  the  linea  alba. 

Affections  of  the  abdominal  muscles,  e.g.,  strain  from  coughing,  or  rheumatism  (in 
children),  may  also  cause  pain  in  the  epigastrium. 

(2).  Assuming  these  to  be  excluded,  the  cause  of  the  pain  may  be  looked  for  in  the 
following  organs  : — 

(a).  Stomach. — ^The  chief  causes  of  gastric  pain  are  carcinoma,  ulcer,  hyperchlorhydria, 
and  gastralgia.     (See  Indigestion,  p.  315.) 

The  pain  in  carcinoma  is  usually  more  or  less  continuous,  although  apt  to  be  aggravated 
temporarily  by  food.  A  tumour  may  be  felt.  Vomiting  is  usually  present,  and  the 
gastric  contents  show  absence  of  free  HCl  in  most  cases. 
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In  cases  of  ulcer  the  pain  is  sharper  and  more  definitely  related  to  the  taking  of  food, 
and  often  passes  through  to  the  back.  Vomiting  is  usually  a  feature,  with  or  without 
hsematemesis.  There  is  localized  deep  tenderness  on  pressure,  often  over  quite  a  small 
and  well-defined  area.  The  gastric  contents  usually  show  the  presence  of  an  excess  of 
acid. 

In  cases  of  hyperchlorhydria  the  pain  is  less  severe  than  in  either  of  the  above  condi- 
tions ;  it  occurs  in  the  late  period  of  digestion,  and  is  relieved  temporarily  by  the  taking 
of  food.  There  is  an  absence  of  other  signs  and  symptoms,  and  of  local  tenderness  ;  and 
a  test-meal  shows  the  presence  of  an  excess  of  acid. 

Gastralgia  should  only  be  diagnosed  when  all  other  possible  causes  of  gastric  pain 
have  been  excluded.  The  patient  is  usually  a  young  woman  ;  the  pain  may  occur  even 
when  the  stomach  is  empty,  but  is  aggravated  by  food,  even  by  liquids.  Vomiting  is 
usually  absent,  and  on  physical  examination  there  is  diffuse  deep  tenderness  over  the 
whole  of  the  gastric  area. 

Epigastric  pain  may  also  be  felt  to  a  greater  or  less  degree  in  all  conditions  of  the 
stomach  associated  with  flatulence,  and  in  that  case  it  is  relieved  by  the  bringing  up  of 
wind.     (See  Flatulence,  p.  240.) 

The  gastric  crises  of  tabes  may  be  attended  by  severe  epigastric  pain,  and  as  these 
may  occur  in  the  pre-ataxic  stage  of  the  disease,  before  other  signs  are  present,  the 
diagnosis  may  be  in  doubt.  The  characteristic  features  are  the  sudden  onset  of  the  pain, 
and  the  fact  that  it  is  usually  attended  by  urgent  vomiting.  There  is  no  rise  of  tempera- 
ture, but  during  the  attack  the  blood-pressure  is  raised  ;  whereas  in  all  other  forms  of 
acute  abdominal  pain  (except  lead  colic)  it  is  lowered.  Absence  of  the  knee-jerk,  and 
the  characteristic  pupil  signs  of  tabes,  are  not  necessarily  present. 

Perigastric  adhesions  are  a  possible  cause  of  epigastric  pain,  but  are  difficult  to  diagnose 
with  any  certainty.  If  the  pain  is  much  influenced  by  muscular  movements,  or  change 
of  posture,  it  is  in  favour  of  adhesions  being  the  cause  ;  but  except  for  this,  it  has  no  other 
characteristic  features. 

(6).  Duodenum. — The  characteristic  *  hunger-pain '  of  duodenal  ulcer  (p.  271)  may 
be  referred  to  the  epigastrium. 

(c).  Liver  and  Gall-bladder. — Epigastric  pain  may  be  produced  by  congestion  of  the 
liver,  either  active  (hepatitis),  or  passive,  as  in  mitral  disease.  It  is  also  produced  by  such 
conditions  as  hepatic  abscess  and  carcinoma  (see  Liver,  Enlargement  of  the,  p.  366). 

Stone  in  the  gall-bladder  may  sometimes  be  the  cause  of  epigastric  pain,  which  may 
even  be  definitely  related  to  meals,  or  to  the  taking  of  a  particular  article  of  food. 
Pressure  over  the  gall-bladder  will  often  elicit  tenderness  ;  and  if  the  patient  is  made  to 
take  a  deep  breath  whilst  the  pressure  is  applied,  there  will  be  a  painful  catch  in  the  breath 
as  the  diaphragm  descends.  In  a  doubtful  case,  in  which  the  diagnosis  lies  between  gall- 
stones and  gastric  ulcer,  the  following  points  are  in  favour  of  gall-stones  ;  (i)  The  occur- 
rence of  the  pain  at  rather  long  intervals,  with  comparative  freedom  from  symptoms 
between  ;  (ii)  Long  duration  of  the  attack  of  pain  ;  (iii)  Continuance  of  the  pain  in  spite 
of  vomiting  ;  (iv)  The  occurrence  of  slight  shivering  and  rise  of  temperature  with  the 
attacks  ;  (v)  A  comparatively  low  degree  of  acidity  of  the  gastric  contents.  Gall-stones 
are  relatively  commoner  in  women  ;  ulcer  in  men. 

(d).  Pancreas. — Pancreatic  calculi,  chronic  pancreatitis,  or  new  growth,  may  all  be 
the  cause  of  epigastric  pain.  An  accurate  diagnosis  of  these  conditions  is  difficult,  and 
often  impossible  ;  but  other  signs  of  disturbed  function  of  the  pancreas  may  be  present, 
such  as  fatty  diarrhoea,  or  a  '  pancreatic  reaction  '  (p.  100)  in  the  urine.  A  tumour  also 
may  be  felt.  Glycosuria  may  be  present,  but  is  not  invariable.  In  cases  of  chronic  pan- 
creatitis there  is  usually  a  history  of  gall-stones. 

(e).  Abdominal  Aorta. — An  abdominal  aneurysm  may  cause  pain  in  the  epigastrium, 
but  the  pain  is  more  marked  in  the  back.  The  patient  is  usually  a  young  man  with  a 
syphilitic  history,  and  a  pulsating  expansile  tumour  can  be  felt  on  deep  palpation.  The 
ic-rays  will  confirm  the  diagnosis. 

Abdominal  angina,  which  is  associated  with  arterial  atheroma  and  a  high  blood- 
pressure,  is  an  occasional  cause  of  severe  epigastric  pain,  which  comes  on  in  paroxysms, 
especially  upon  exertion.  The  pain  in  such  a  case  tends  to  radiate  like  that  of  true 
angina,  and  is  often  attended  by  flatulence,  tenesmus,  and  other  abdominal  symptoms. 
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There  are  usually  signs  of  atheroma  in  the  peripheral  vessels  ;  and  the  diagnosis  may  be 
confirmed  by  the  yielding  of  the  pain  to  vascular  depressants,  and  especially  to  diuretin. 
(/).  Colon, — Spasmodic  contraction  of  the  transverse  colon  (enterospasm)  may  be  a 
cause  of  epigastric  pain,  which  may  simulate  gastric  pain  by  being  induced  by  the  taking 
of  food.  Such  pain,  however,  tends  to  be  relieved  by  pressure,  and  by  the  passage  of  gas 
per  anum.  Obstinate  constipation  is  usually  a  feature  of  the  case,  and  there  are  often 
mucus  and  shreds  of  membrane  in  the  motions  (muco-membranous  colitis).  A  similar 
pain  may  be  due  to  plumbistn,  for  the  diagnosis  of  which  see  p.  34.  Robert  Hutchison, 

PAIN  IN  THE  EXTREMITY  (LOWER).— The  causes  of  pain  in  the  lower  limbs 
are  so  numerous  that  much  space  would  be  required  if  any  attempt  were  made  to  discuss 
them  in  full.  Fortunately  the  majority  are  detected  easily  when  attention  is  paid  to  the 
site,  nature,  and  history  of  the  pain,  and  the  painful  spot  is  examined.  An  attack  of  gout 
in  the  big  toe,  an  ingrowing  toenail,  a  flat-foot,  a  synovitis  of  the  knee  or  ankle,  phlebitis 
of  a  varicose  vein,  a  tumour  of  one  of  the  long  bones,  and  many  other  localized  pathological 
processes  require  only  an  elementary  medical  knowledge  and  the  enlightened  use  of  eyes 
and  fingers  for  a  correct  diagnosis  to  be  made.  On  the  other  hand,  there  are  many  con- 
ditions of  which  pain  of  a  more  or  less  diffused  type  is  a  prominent  symptom,  and  which 
require  very  careful  investigation  if  mistakes  are  to  be  avoided  and  diagnostic  traps  escaped. 
The  fact  that  the  nerves  of  the  leg  spring  from  the  lower  part  of  the  spinal  cord  in  the  dorso- 
lumbar  part  of  the  vertebral  column,  and  that  they  have  a  somewhat  lengthy  course  within 
the  lumbo-sacral  vertebral  canal  and  the  pelvic  cavity,  where  they  are  comparatively  in- 
accessible, before  they  reach  the  limb,  explains  why  the  origin  of  some  pains  referred  to 
the  lower  extremity  is  rendered  obscure.  Moreover,  some  of  the  painful  conditions  met 
with  are  connected  only  indirectly  with  the  nervous  paths,  and  are  more  directly  associated 
with  morbid  conditions  of  other  structures,  such  as  joints,  blood-vessels,  etc. 

The  classification  of  the  various  painful  conditions  in  the  lower  extremity  which  need 
our  attention  from  the  point  of  view  of  diagnosis  is  no  easy  matter.  One  may  consider 
first  those  which  are  primarily  nervous  in  origin,  and  use  them  as  a  basis  for  comparison 
with  those  due  to  disease  of  other  tissues. 

I.    Pains  of  Neuralgic  or  Neuritic  Origin. 

Sciatica. — ^This  name  is  applied  commonly  to  a  condition  of  the  sciatic  nerve  which 
may  sometimes  be  described  as  a  neuralgia  and  sometimes  as  a  neuritis,  according  to  the 
severity  of  the  attack  and  the  amount  of  alteration  in  nervous  function  to  which  it  gives 
rise.  It  is  characterized  by  pain  of  a  neuralgic  type  referred  to  a  part  or  the  whole  of  the 
course  of  the  sciatic  nerve  and  its  branches,  from  the  sciatic  notch  to  the  sole  of  the  foot. 
Usually  the  pain  is  most  severe  along  the  back  of  the  thigh  and  along  the  outer  side  of  the 
leg.  Tenderness  is  found  on  pressure  over  the  gluteal  region,  over  the  sciatic  notch,  and 
generally  all  along  the  nerve.  Exacerbation  of  pain  is  produced  by  stretching  the  nerve, 
for  instance  by  forcibly  flexing  the  thigh  on  the  trunk  with  the  knee  fully  extended.  The 
pain  is  intensified  by  muscular  exertion,  and  is  often  severe  at  night,  especially  when  the 
patient  lies  on  his  back.  Sciatica  is  often  associated  with  lumbago,  pain  and  tenderness 
in  the  muscles  of  the  lumbar  region.  In  long-standing  cases  the  nutrition  of  the  affected 
leg  suffers  and  the  muscles  appear  generally  smaller  than  those  of  the  other  limb,  but 
localized  atrophy  picking  out  individual  muscles  suggests  that  there  is  something  more 
than  a  simple  neuralgia  or  neuritis  at  work.  Numbness,  and  even  slight  cutaneous 
anaesthesia,  may  be  found  on  the  dorsum  of  the  foot,  in  the  distribution  of  the  musculo- 
cutaneous branch,  in  cases  of  simple  sciatic  neuritis.  The  knee-jerk  is  never  affected  in 
sciatica,  but  the  ankle- jerk  is  often  diminished  or  lost,  and  may  remain  absent  for  a  long 
period  after  the  pain  has  disappeared.    The  plantar  reflex  is  of  the  flexor  type. 

Before  making  a  diagnosis  of  sciatica  or  sciatic  neuritis  in  a  patient  who  complains  of 
pain  in  the  course  of  that  nerve,  the  physician  must  satisfy  himself  that  there  is  no  gross 
disease  in  the  hip-joint,  pelvis,  or  spinal  column  which  could  give  rise  to  the  symptoms.  The 
mobility  of  the  hip-joint  must  be  investigated  carefully,  and,  if  doubt  exists  with  regard  to 
its  integrity,  the  joint  should  be  skiagraphed.  The  pelvis  should  be  examined  externally 
and  internally  per  rectum  or  per  vaginam.  The  writer  has  seen  a  case  of  sarcoma  of  the 
innominate  bone  mistaken  for  sciatica,  when  a  glance  at  the  pelvis  as  a  whole  was  sufficient 
to  demonstrate  the  swelling  on  the  affected  side.     In  the  same  way  the  mistaken  diagnosis 
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of  sciatica  has  frequently  been  made  when  a  rectal  or  vaginal  examination  would  detect  a 
pelvic  inflammatory  or  malignant  mass  pressing  on  the  nerve.  Even  a  retroverted  uterus  may 
sometimes  cause  pain  in  the  sciatic  distribution.  Tuberculous,  gummatous,  or  malignant 
disease  of  the  lumbosacral  vertebrce,  tumour,  or  meningitis  involving  the  lower  part  of  the  spinal 
cord  and  cauda  equina,  are  also  capable  of  producing  pain  which  resembles  that  of  sciatica. 
In  such  cases,  inquiry  into  the  action  of  the  sphincters  of  the  bladder  and  rectum  may 
suggest  the  position  of  the  lesion,  and  should  always  be  made  in  patients  complaining  of 
sciatica.  Skiagraphy  of  the  lower  part  of  the  vertebral  column  may  help  to  disclose  disease 
of  that  structure.  Lumbar  puncture  may  be  necessary  for  diagnosing  syphilitic  meningitis. 
In  most  cases  of  this  kind,  however,  a  careful  scrutiny  of  the  lower  limb  will  show  that  the 
pain  is  not  limited  to  the  distribution  of  the  sciatic  nerve,  that  the  latter  is  not  acutely 
tender  on  pressure,  that  there  are  atrophy  and  paresis  of  certain  groups  of  muscles,  some 
of  which  are  supplied  by  other  branches  of  the  lumbo-sacral  plexus,  that  there  are  patches 
of  anaesthesia  corresponding  to  root  rather  than  nerve  areas,  or  that  the  knee-jerk  is  lost 
and  perhaps  the  plantar  reflex  altered  in  character.  It  should  also  be  remembered  that 
sciatica  is  nearly  always  unilateral,  whereas  growths  or  inflammation  within  the 
vertebral  canal  tend  to  produce  signs  and  symptoms  in  both  legs  at  a  comparatively 
early  stage. 

The  frequency  with  which  sciatica  is  diagnosed  when  some  much  more  serious  disease 
is  really  present,  is  sufficient  excuse  for  laying  emphasis  on  the  above  points,  and  every 
practitioner  would  do  well  to  make  it  his  invariable  rule,  when  faced  with  a  case  apparently 
conforming  to  the  picture  of  sciatica,  to  inquire  into  the  action  of  the  sphincters,  to  inspect 
carefully  and  palpate  the  pelvis  and  spine,  to  make  a  rectal  examination,  and  finally  to 
keep  a  sharp  look-out  for  signs  of  present  or  past  malignant  disease  in  other  parts  of  the 
body.  In  all  cases  of  neuralgic  or  neuritic  pain  the  urine  should  be  examined  for  the 
presence  of  sugar. 

Anterior  Crural  Neuralgia  and  Anterior  Cruritis. — Neuralgia  in  the  distribution  of  the 
anterior  crural  nerve  is  much  less  common  than  sciatica,  and  precautions  similar  to  those 
just  mentioned  must  be  adopted  before  the  diagnosis  is  made.  In  this  condition,  the  pain 
and  tenderness  involve  the  front  of  the  thigh  as  far  as  the  knee,  and  the  knee-jerk  is  some- 
times diminished.  In  some  cases  the  pain  extends  along  the  saphenous  branch  to  the 
ankle,  inner  aspect  of  foot,  and  big  toe.  There  is  often  considerable  wasting  of  the  quad- 
riceps extensor  muscle,  which  may  also  exhibit  reaction  of  degeneration.  Occasionally 
the  affection  is  associated  with  sciatica. 

Obturator  Neuralgia, — Pain  in  the  distribution  of  the  obturator  nerve  is  rarely  of  simple 
neuralgic  origin.  Disease  of  the  hip-joint  and  obturator  hernia  are  two  of  the  conditions 
which  may  give  rise  to  it. 

Meralgia  Paraesthetica  is  the  name  given  to  a  variety  of  pain  which  is  referred  to  the 
course  of  the  external  cutaneous  nerve  of  the  thigh.  The  relations  of  this  nerve  to  the 
psoas  muscle  and  the  fascia  lata  render  it  liable  to  stretching  or  pressure  in  standing  or 
walking,  with  the  result  that  the  neuralgia  is  intensified  by  the  maintenance  of  the  erect 
posture.  In  certain  instances  of  great  obesity,  prolonged  sitting  has  been  supposed  to 
play  a  part  in  producing  this  type  of  neuralgic  discomfort.  There  is  sometimes  a  painful 
pressure-spot  just  below  the  anterior  iliac  spine.  A  flat-foot  is  met  with  not  uncommonly 
in  these  cases. 

Metatarsal  Neuralgia,  or  Morton'' s  Affection  of  the  Foot. — This  neuralgia  is  of  the 
paroxysmal  type,  and  is  described  as  dull  throbbing  pain  in  the  base  of  the  fourth — some- 
times of  the  second — toe,  and  spreading  up  the  leg.  There  is  tenderness  on  pressure  over 
the  metatarsus.  In  a  certain  number  of  cases  the  pain  is  probably  related  to  the  wearing 
of  tight  or  ill-fitting  boots,  or  to  the  presence  of  flat-foot. 

Calcanodynia  is  another  form  of  pain  liable  to  occur  in  neuralgic  subjects  who  are 
doing  much  walking.  The  pain  is  often  bilateral,  worse  in  the  evening  and  at  night,  and 
tends  to  spread  from  the  heel  to  the  base  of  the  toes.  There  are  no  objective  signs  of  disease. 
One  patient  who  consulted  me  for  this  condition  returned  a  year  or  two  later  with  a  typical 
brachial  neuralgia.  In  all  obscure  cases  of  painful  feet  the  possibility  of  a  gonorrhoeal 
bursitis  or  fibrositis  should  be  kept  in  mind  ;  and  also  of  calcification  in  the  posterior 
end  of  the  long  plantar  ligament  producing  a  spine-like  projection  beneath  the  os  calcis, 
visible  to  the  a:-rays  (Fig,  185). 
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Multiple  Neuritis, — The  lower  extremities  are  often  the  site  of  multiple  neuritis  giving 
rise  to  great  pain,  but  the  diagnosis  is  rarely  difficult  owing  to  the  association  of  atrophic 
palsy  of  the  muscles,  the  electrical  reaction  of  degeneration,  dulling  of  cutaneous  sensibility 
below  the  knees,  and  loss  of  the  knee-  and  ankle-jerks.  Perhaps  the  most  characteristic 
and  constant  phenomenon  in  such  cases  is  the  presence  of  marked  tenderness  of  the  muscles 
on  pressure.  The  nerve  trunks  are  sometimes  hypersensitive  also,  but  not  so  constantly 
as  are  the  muscles  below  the  knees.  The  pain  in  multiple  neuritis  is  often  acute,  worse  at 
night,  and  aggravated  by  movement  and  the  pressure  of  bed-clothes. 

Tabes  Dorsalis. — The  pains  of  tabes  are  more  often  complained  of  in  the  legs  than  in 
any  other  part  of  the  body.  Unlike  the  neuralgias,  they  are  usually  bilateral  and  not 
referred  to  the  distribution  of  any  particular  peripheral  nerve.  The  *  lightning '  pains 
are  so  characteristic  that  they  can  hardly  be  compared  with  pains  of  any  other  origin. 
Whether  trivial  and  '  niggling,'  or  so  intense  as  to  draw  sweat  and  cries  from  the  most 
heroic  of  sufferers,  they  are  always  short  and  lightning-like  in  duration,  often  rapidly 
repeated  in  the  paroxysms,  irregularly  periodic  in  their  attacks,  and  fleeting  or  hovering  in 
their  localization.  It  is  a  practical  point  of  importance  to  remember  that  many  patients, 
when  asked  if  they  suffer  from  pains,  emphatically  deny  it,  but  readily  admit  to  '  rheu- 
matics,' and  then  describe  in  a  graphic  manner  the  lightning  pains  of  tabes.     The  idea  of 

rheumatics  is  evolved  from  the 
fact  that  these  pains  are  often 
provoked  by  changes  in  the 
weather.  In  addition  to  light- 
ning pains,  sufferers  from  tabes 
often  complain  of  dull  aching  or 
boring  pains,  which  are  more 
continuous  and  less  intermittent 
than  those  just  described.  Ta- 
betic pains  may  precede  all  other 
signs  and  symptoms  of  the  dis- 
ease, in  which  case  their  dia- 
gnosis may  be  difficult.  The 
following  points  should  be  in- 
vestigated carefully  when  pains 
answering  to  the  description 
given  above  are  complained  of : 
(1)  A  history  of  syphilis,  con- 
genital or  acquired.  The  writer 
has   known  a  woman,  probably 

jPw.  185. — Skifisrram  of  a  *  spine' on  the  umlor  surface  of  the  OS  ralcis,  v  •      ^      i»  •«.    i  u'l**^ 

causing  painful  heeL  {By  Dr.  Lindmy  Locke.)  thC  SUbjCCt  OI  Congenital  SypnillS, 

to  suffer  from  lightning  pains 
from  early  childhood  up  to  forty  years  of  age,  when  she  presented  other  signs  of  tabes  ; 
(2)  The  presence  or  absence  of  a  positive  Wassermann  serum  reaction,  though  this  test 
may  be  negative  without  tabes  dorsalis  being  excluded  ;  (3)  The  presence  or  absence  of  a 
lymphocytosis  in  the  cerebrospinal  fluid  ;  (4)  The  reaction  of  the  pupils  to  light  ;  (5)  The 
condition  of  the  knee-  and  ankle-jerks  ;  (6)  The  presence  of  deep  and  superficial  analgesia 
over  the  legs  ;  (7)  A  history  of  gastric  crises  ;  and  (8)  The  condition  of  the  sphincter 
vesicae.  Particular  attention  is  drawn  to  a  valuable  sign  of  tabes  which  is  not  referred 
to  so  commonly  as  are  Argyll  Robertson  pupils  and  absent  knee-jerks,  i.e.,  the  impaired 
pain-sensibility  in  the  calf  and  other  muscles  when  they  are  squeezed. 

Acroparcesthcsia, — (See  p.  444.) 

2.  Pain  in   connection   with  Disturbances  of  the  Circulation. 

Intermittent  Claudication. — ^This  term  is  applied  to  a  condition  the  pathology  of  which 
is  still  obscure,  but  which  certainly  depends  on  an  insufficient  blood-supply  to  the  muscles 
of  the  lower  extremities  when  they  are  called  into  activity  during  locomotion.  It  may 
lead  eventually  to  gangrene.  The  malady  occurs  chiefly  in  men  over  forty  years  of  age, 
and  particularly  in  those  who  have  indulged  freely  in  tobacco,  who  have  contracted  syphilis, 
or  who  have  thrown  strain  upon  their  legs  over  a  long  period  of  time.  The  patient  com- 
plains of  pain  in  one  or  both  legs,  generally  in  the  calf  muscles,  coming  on  after  walking 
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a  certain  distance,  and  disappearing  with  rest.  The  pain  becomes  so  intolerable  that  he 
is  obliged  to  stand  or  sit  still  until  it  passes  off.  As  time  goes  on  the  distance  he  can  walk 
in  comfort  becomes  progressively  shorter.  Examination  of  the  affected  limbs  reveals 
nothing  obvious  ;  they  arc  well  nourished,  powerful,  and  normal  in  regard  to  sensation 
and  reflexes.  Probably,  however,  the  observer  will  fail  to  detect  pulsation  in  the  arteries 
of  the  foot,  and  perhaps  he  may  not  feel  the  popliteal  artery  behind  the  knee-joint.  The 
femoral  artery  can  usually  be  felt  to  pulsate  in  a  normal  manner.  After  the  exertion  of 
walking,  the  foot  may  appear  unduly  pale.  With  rest,  the  returning  flush  of  normal  colour 
spreads  gradually  over  its  surface.  In  several  cases  of  this  kind  the  writer  has  noticed 
myokymia  of  the  calf  muscles  ;  that  is  to  say,  slow  worm-like  contractions  of  individual 
muscle  bundles  without  any  movement  of  the  foot.  The  ankle- jerk  may  be  diminished 
or  absent.  The  condition  is  not  very  uncommon,  and  its  diagnosis  is  not  difficult  if  the 
characteristic  history  of  pain  coming  on  during  the  act  of  walking  is  borne  in  mind  and 
leads  to  the  search  for  the  signs  referred  to  above.  The  importance  of  its  recognition 
needs  no  emphasis  in  view  of  its  tendency  to  go  on  to  gangrene. 

Raynaud's  Disease, — ^The  pain  attendant  on  the  local  syncope  and  local  asphyxia 
which  characterize  this  disease  may  be  severe,  but  .the  diagnosis  is  obvious  owing  to  the 
onset  of  symmetrical  pallor  or  cyanosis  of  the  toes  preceding  the  acutely  painful  stage 
(see  Gangrene,  p.  255).     The  hands  are  nearly  always  affected  at  the  same  time. 

Erythromelalgia. — In  this  condition,  which  may  affect  various  parts  of  the  body,  but 
which  is  seen  most  commonly  in  the  feet,  pain  may  precede  any  other  phenomenon.  The 
pain  is  more  or  less  continuous,  with  paroxysmal  exacerbations,  and  it  is  aggravated  by 
the  dependent  position  of  the  limb  as  well  as  by  warm  applications.  The  raising  of  the 
foot  to,  or  above,  the  level  of  the  body,  and  the  application  of  cold,  are  attended  by 
alleviation.  Local  patches  of  cutaneous  flushing  follow,  or  sometimes  precede,  the  pain, 
and  are  often  found  about  the  ball  of  the  big  toe  or  along  one  edge  of  the  foot.  These 
patches  are  generally  rose-pink,  but  may  become  purplish-red  in  severe  paroxysms.  The 
local  temperature  is  raised,  and  pulsation  of  the  vessels  may  be  observed.  Superficial  and 
deep  tenderness  is  also  present,  but  no  changes  in  the  reflexes  are  noted.  In  long-standing 
cases  a  certain  amount  of  oedema  results.  Erythromelalgia  occurs  in  persons  who  are 
apparently  healthy  in  other  respects  ;  on  the  other  hand,  it  may  be  an  early  symptom  of, 
or  be  associated  with,  some  disease  of  the  spinal  cord,  such  as  disseminated  sclerosis,  tabes 
dorsalis,  or  syringomyelia. 

The  following  table  is  drawn  up  with  a  view  to  summarizing  the  chief  points  in  the 
differential  diagnosis  of  intermittent  claudication,  Raynaud's  disease,  and  erythromelalgia  : 


INTERMITTEXT  CLAUDI- 
CATION 


llAYNAUD's  Disease 


EUYTHROMELALOIA 


Age 
Sex 

Site 


Pain 


40  and  over  i  All  ages 

Males  more  than  females     |  Females  more  than  males 


'    As  a  rule  symmetrical  in 
i      calf  muscles 


Onset  while  walking 


^  1  Worse  in  cold  weather 
Only  with  exercise 

No  sensory  change 


Symmetrical  in  toes 


Vasomotor  . 
changes 


Associa- 
tions 


No  change  or  slightly  pale 
Absence    of  pulsation    in 
arteries.     Feet     some- 
times cold 
Gangrene  occasional 

Arteriosclerosis 

Tobacco 

S^-pliilis 


During  syncopal  phase  or 

absent 
Unaffected  by  position       . 

IMay  be  excited  by  cold      i 
Paroxysmal 

Anaesthesia    and  analgesia 
during  paroxysm 


20  to  60 

Males  more  than  females 

Asymmetrical  in  feet,  rarely 
bilateral 

Precedes  vasomotor  pheno- 
mena 

Aggravated  by  dependent 
posture 

Cold  beneficial 

More  or  less  continuous, 
with  exacerbations 

Superficial  and  deep  tender- 


Pallor  and  lividity 
lseha?inia   and   local   cold 


Gangrene  common 


General     vasomotor     dis- 
turbances 


Pink  to  purplish  flush 
Increased     pulsation      and 
local  heat 

Gangrene  rare 

Functional  and  organic  dis- 
ease of  the  central  nervous 
system 
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3.  Referred  Pain  in  Visceral  Disease. — In  the  lower  extremity  the  referred  pain  of 
visceral  disease  is  not  recognized  so  often  as  is  that  of  cardiac  disease  in  the  upper  extremity. 
Disease  of  the  rectum,  bladder,  prostate,  or  uterus  may,  however,  give  rise  to  pain  and 
cutaneous  tenderness,  chiefly  in  the  fifth  lumbar  and  sacral  areas.  Head  quotes  a  patient 
who  suffered  from  prostatitis  and  whose  complaint  was  as  follows  :  '*  My  life  is  a  burden, 
for  I  cannot  stand  owing  to  the  pain  in  the  soles  of  my  feet,  I  cannot  walk  owing  to  the 
pain  in  my  calves,  or  sit  on  account  of  the  pain  over  the  ischial  tuberosities  and  in  the 
perineum,  or  even  lie  owing  to  the  pain  in  my  loins  and  side."  A  careful  examination  of 
the  abdominal  and  pelvic  viscera  is  necessary,  therefore,  in  all  cases  of  pain  referred  to 
the  legs  without  obvious  local  cause.  E.  Fanpihar  Buzzard. 

PAIN  IN  THE  EXTREMITY  (UPPER).— Pain  in  some  part  or  other  of  the  upper 
extremity  is  a  common  complaint,  and  one  for  which  relief  is  often  sought.  This  article 
makes  no  pretence  to  deal  with  the  diagnosis  of  cases  in  which  there  is  some  obvious  local 
source  of  pain,  such  as  acute  arthritis  or  a  tumour,  but  is  intended  to  serve  as  a  guide  for 
the  diagnosis  of  cases  in  which  the  pain  is  more  obscure  in  origin. 

First,  it  is  always  essential  to  inquire  into  the  character  of  the  pain,  its  exact  site,  its 
duration,  and,  if  paroxysmal,  its  usual  time  of  onset,  its  relation  to  movement,  rest,  etc. 
Secondly,  a  careful  examination  must  be  made,  not  only  of  the  offending  limb,  but  of  the 
functions  of  various  organs  and  of  the  nervous  system  in  particular.  It  must  be  remem- 
bered that  the  arm  is  innervated  by  branches  of  the  brachial  plexus,  and  that  the  latter 
is  made  up  of  nerve  fibres  derived  from  the  fifth  cervical  to  the  second  dorsal  spinal  seg- 
ments through  their  corresponding  roots.  Consequently,  complete  examination  may 
necessitate  an  investigation  of  the  spinal  functions,  and  an  inquiry  into  the  condition  of 
the  cervical  vertebral  column  and  the  cervical  meninges  ;  it  may  even  be  desirable  to  take 
a  skiagram  of  the  neck  or  to  make  a  lumbar  puncture  for  the  purpose  of  a  correct  diagnosis. 
Attention  may  be  drawn  especially  to  the  fact  that  pain  in  any  situation  may  be  a  fore- 
runner, the  first  symptom  of  a  nervous  or  spinal  lesion  which  ultimately  leads  to  more 
serious  disorders  of  function,  such  as  paralysis,  loss  of  sensibility,  and  alteration  of  reflexes. 

The  following  are  various  pathological  conditions  of  which  pain  in  the  arm  is  often  a 
prominent  symptom  : — 

Bracliiai  Neuraigia. — ^This,  like  neuralgia  in  other  parts,  is  characterized  by  pain 
and  tenderness  in  the  distribution  of  one  or  more  nerves.  The  pain  may  be  referred  to 
the  course  of  all  the  branches  of  the  brachial  plexus,  but  sometimes  is  limited  to  that  of 
one  or  two  nerves,  such  as  the  ulnar,  musculospiral,  or  internal  cutaneous.  It  may  occur 
only  in  paroxysms,  but  more  commonly  there  is  a  constant  aching  discomfort,  with  occa- 
sional severe  exacerbations  excited  by  exertion,  cold,  or  mental  worry.  The  patient  is 
generally  glad  to  rest  the  limb  or  to  carry  it  in  a  sling,  in  order  to  avoid  the  more  acute 
attacks  ;  on  the  other  hand,  the  continuous  aching  drives  him  to  find  temporary  relief  in 
frequent  changes  of  position.  Pressure  over  the  affected  nerves  is  accompanied  by  tender- 
ness, especially  over  the  brachial  plexus  in  the  posterior  triangle  of  the  neck,  over  the 
musculospiral  as  it  winds  round  the  humerus,  and  over  the  ulnar  along  its  superficial  course 
in  the  region  of  the  elbow.  The  tenderness  so  produced  may  be  associated  with  pain  or 
tingling  referred  to  the  more  peripheral  course  of  the  nerve.  The  skin  may  be  hyper- 
a?sthetic  and  show  vasomotor  changes  in  the  way  of  flushing  or  hyperidrosis. 

In  making  a  diagnosis  of  brachial  neuralgia  it  is  desirable  to  seek  for  some  cause  to 
which  it  can  be  ascribed,  such  as  a  rheumatic  or  gouty  diathesis,  or  a  history  of  some  pre- 
ceding toxic  condition,  such  as  influenza,  malaria,  or  alcoholism.  In  some  cases  no  satis- 
factory explanation  beyond  unusual  worry  or  work  in  a  neuropathic  individual  is  forth- 
coming. The  urine  should  be  examined  for  sugar,  as  neuralgia  is  sometimes  of  diabetic 
origin.  The  presence  of  muscular  atrophy  or  anaesthesia  removes  the  case  from  the 
category  of  neuralgia,  and  the  diagnosis  of  neuritis  or  of  some  more  gross  organic  affection 
must  be  substituted.  On  the  other  hand,  it  must  not  be  forgotten  that  a  cervical  rib 
{Fig.  187)  may  produce  many  of  the  symptoms  of  brachial  neuralgia  without  any  definite 
muscular  atrophy  or  sensory  loss.  In  contradistinction  to  some  of  the  conditions  about 
to  be  described,  brachial  neuralgia  is  practically  always  unilateral. 

Brachial  neuralgia  may  be  diagnosed,  therefore,  if  there  is  pain  and  tenderness  in 
the  distribution  of  the  brachial  plexus  without  paralysis  or  sensory  loss,  and  if  no  gross 
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lesion  can  be  found  to  account  for  the  symptoms.     So-called  muscular  rheumatism  differs 
from  brachial  neuralgia  in  that  the  pain  is  generally  less  acute  and  the  points  of  local  tender- 
ness are  to  be  found  over  muscular  insertions  rather  than  over  the  nerve  trunks.     At  the 
same   time  it  must  be  admitted  that   the  muscles  as 
well  as  the  nerves  are  hj'persensitive  in  severe  cases  of 
neuralgia. 

Brachial  Neuritis. — When  muscular  atrophy  and 
sensory  loss  are  found  in  addition  to  pain  and  tender- 
ness, the  condition  must  be  regarded  as  one  of  neuritis. 
Unilateral  brachial  neuritis  is  verj'^  uncommon  except  as 
a  result  of  some  gross  lesion,  such  as  pressure  on,  or 
irritation  of,  the  nerve-trunks.  Bilateral  brachial 
neuritis  is  common  enough,  but  is  then  a  part  of  a 
multiple  peripheral  neuritis  due  to  alcohol,  arsenic,  lead, 
diabetes,  etc.,  in  which  the  lower  extremities  also  are 
generally  involved. 

Before  making  a  diagnosis  of  one-sided  brachial 
neuritis,  careful  search  must  be  made  for  evidence  of 
such  conditions  as  cervical  rib,  tumour  in  the  posterior 
triangle  of  the  neck,  glands  in  the  axilla,  anexirysm  of  the 
subclavian  artery,  malignant  disease  or  caries  of  the 
cervical  vertebra:,  cervical  pachymeningitis,  spinal  tumour, 
or  spinal  gliosis.  Neuromata  or  fibroneuromata  are 
generally  widely  distributed  about  the  peripheral  nerves,  ribshithpon^ofT^hiidr^"*"^  t-emca 
but  cases  have  been  recorded  in  which  they  have  been  (i^kmram  by  Dr.  (filbert  Scoti.) 

limited  to  the  brachial  plexus  and  have  given  rise  to  a 

brachial  neuralgia  or  brachial  neuritis.  Such  tumours  may  be  so  small  as  easily  to 
escape  observation  unless  looked  for.  Adiposis  dolorosa  (p.  410)  is  another  rare  condition 
which  may  give  rise  to  neuralgic  pain  in  the  arm,  but  it  is  not  limited  to  one  limb. 

Cervical   Ribs. — A  supernumerary'  seventh    cervical  rib,    unilateral  or  bilateral,  is  a 

frequent  congenital 
abnormality.  In  a 
small  proportion  of 
cases  it  may  give  rise 
to  symptoms,  especi- 
ally in  adults  who  use 
their  arms  and  hands 
continually  in  the 
course  of  their  em- 
ployment. Women 
suffer  more  often  than 
men.  Pain  radiating 
from  the  root  of  the 
neck  to  the  tips  of 
the  fingers,  more  often 
than  not  along  the 
ulnar  border  of  the 
arm,  is  usually  the 
first,  and  may  be  the 
only,  symptom.  The 
pain  is  of  an  iiching 
or  dull    boring   char- 

Fig.  Ifi7. — Skiiigram  of  cervical  ribs  in  an  adult.     On  the  left  side  of  the  skiat,'ram  the  rib         actcr       and      is      mucll 
i«  fully  developed  ;  on  tlie  ri^'ht  sitle  only  a  part  i-;  bony,  so  that  ii  forms  a  false  or  buttre-ss         •     «      '         j       u 
rib  continued  by  a  fibrous  cord,  which  does  not  show  witli  the  r-ravs.  milUencea       by         rCSt 

(.simyram  h,  Dr.  s.  (,'Ub.rt  ,scou.)        ^^^  position.     For  in- 
stance,   if   a   woman, 
who  has  been  suffering  much  when  at  work,  takes  a  holiday,  and  ceases  to  use  her  arms 
for  scrubbing,  lifting,  etc.,  she  may  lose  the  pain  altogether  until  she  resumes  her  occupation. 
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Similarly  the  pain  is  worse  at  night  after  a  day's  work,  and  may  be  inrfuenced  favourably 
by  keeping  the  arm  in  certain  positions.  Lying  in  bed  with  the  hand  behind  the  head  is 
a  favourable  attitude  in  many  cases.  Very  occasionally  the  pain  spreads  into  the  scapular 
region  along  the  course  of  the  suprascapular  nerve.  There  is  rarely  any  tenderness  along 
the  peripheral  parts  of  the  nerves,  but  pressure  in  the  posterior  triangle  of  the  neck,  just 
above  the  inner  part  of  the  clavicle,  may  give  rise  to  pain  radiating  down  the  arm. 

In  addition  to  pain  there  may  be  disturbances  of  motor,  sensory,  and  vasomotor  origin. 
Atrophic  palsy  of  the  intrinsic  hand  muscles  and  of  the  flexor  muscles  in  the  forearm  are 
the  common  motor  disturbances,  and  may  lead  to  deformities  such  as  Claw-hand  (p.  109). 
Anaesthesia  along  the  ulnar  border  of  the  forearm,  and  perhaps  extending  on  to  the  inner 
fingers,  is  sometimes  observed.  In  one  bilateral  case  the  writer  lias  observed  intense  vaso- 
motor disturbances  without  definite  muscular  atrophy  or  sensory  loss.  Both  hands  were 
the  seat  of  a  painful  cyanosis  involving  the  fingers,  and  almost  amounting  to  the  condition 
seen  in  cases  of  Raynaud's  disease.  Sometimes  there  is  a  diminution  in  the  radial  pulse 
on  the  affected  side.  The  diagnosis  of  cervical  rib  or  ribs  depends  on  the  use  of  the  a:-rays 
{Figs.  186,  187)  to  reveal  their  presence,  but  it  must  be  borne  in  mind  that  the  pressure 
on  the  trunk  or  trunks  of  the  brachial  plexus  is  usually  exerted  by  a  fibrous  band  passing 
from  the  tip  of  the  cervical  rib  to  the  first  dorsal  rib,  and  that  therefore  the  size  of  the  rib 
shown  by  skiagraphy  affords  no  guide  as  to  the  importance  of  its  effect.  The  most 
rudimentary  rib  is  as  important  from  this  point  of  view  as  one  which  is  fully  developed. 

Acroparaesthesia. — ^This  term  is  applied  to  a  fairly  common  complaint,  usually  made 
by  women  between  thirty-five  and  fifty-five  years  of  age,  who  are  continually  using  their 
hands,  and  especially  by  those  whose  hands  are  frequently  immersed  in  waters  of  different 
temperatures.  Charwomen,  domestic  servants,  needlewomen,  and  washerwomen  are 
particularly  liable  to  suffer.  Many  of  the  victims  indulge  to  a  moderate  extent  in  spirit- 
drinking.  They  complain  of  a  burning  pain,  associated  with  tingling  and  numbness,  in 
the  fingers  and  palms  of  their  hands.  It  is  noticed  chiefly  in  the  latter  part  of  the  day  after 
work  is  over,  and  becomes  intensified  when  they  are  warm  in  bed.  In  the  early  morning 
their  fingers  are  numb  and  clumsy,  but  the  discomfort  passes  off  while  they  are  at  work, 
only  to  return  again  towards  evening.  As  a  rule  there  is  little  to  see  on  examination,  but 
there  may  be  redness  or  pallor  of  the  affected  parts,  associated  with  a  subjective  feeling 
of  heat  and  swelling.  Sensibility  is  unimpaired  if  allowance  is  made  for  the  cutaneous 
thickening  usually  present  in  persons  whose  hands  are  much  exposed  to  moisture  and 
friction.  There  is  no  definite  palsy  or  muscular  atrophy.  Acroparaesthesia  as  a  rule  affects 
both  hands,  and  very  occasionally  is  accompanied  by  a  similar  condition  in  the  feet. 

Similar  paraesthesiae  are  sometimes  complained  of  by  patients  suffering  from  tabes 
dorsaliSy  but  in  those  cases  the  pains  are  of  the  lightning  character,  and  never  limited  to 
the  hands.  Other  tabetic  signs,  such  as  Argyll  Robertson  pupils,  ulnar  analgesia,  impaired 
sense  of  position,  and  absence  of  tendon-jerks,  serv-e  to  make  a  diagnosis.  In  the  early 
stages  of  subacute  combined  degeneration  of  the  spinal  cordy  paraesthesiae,  sometimes  of  a 
markedly  painful  character,  are  referred  to  the  hands  and  feet.  The  presence  of  some 
ataxia  or  spastic  paraplegia,  with  increased  tendon-jerks  and  extensor  plantar  reflexes, 
differentiate  this  disease  from  the  ordinary  acroparaesthesiae. 

Radicular  Pain. — Under  this  title  may  be  included  all  pains  in  the  arm  which  radiate 
through  the  peripheral  distribution  of  the  posterior  spinal  roots  from  the  fifth  cervical  to 
the  second  dorsal.  These  pains  extend  from  the  neck  towards  the  periphery  of  the  limb, 
and  are  usually  of  a  sharp,  lancinating  type.  In  the  large  majority  of  cases  they  are  pro- 
duced by  some  gross  morbid  process  involving  the  roots  within  the  spinal  canal  or  in  their 
course  through  the  intervertebral  foramina.  The  morbid  processes  most  commonly 
responsible  are  iniravertebral  tumour,  cervical  pachymeningitis,  cervical  caries ^  and  malignant 
disease  of  the  cervical  vertebrce.  In  all  these  conditions  the  radicular  pain  may  precede  all 
other  symptoms,  with  the  result  that  the  diagnosis  is  often  difficult  and  sometimes  impos- 
sible until  further  phenomena  develop.  The  pain  is  occasionally  unilateral,  more  often 
bilateral  ;  there  may  be  tenderness  on  pressure  over  the  vertebrae,  especially  in  the  case 
of  vertebral  caries  or  malignant  disease.  Movements  of  the  neck  will  intensify  the  pain 
in  the  latter  conditions.  The  diagnosis  is  arrived  at  by  careful  attention  to  the  following 
points  :  (1)  Evidence  of  deformity,  rigidity  or  tenderness  of  the  cervical  vertebrae,  supple- 
mented by  an  a?-ray  examination  ;  (2)  The  presence  of  other  root  symptoms,  such  as  localized 
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atrophic  palsy,  anaesthesia,  and  loss  of  tendon-jerks  in  the  arms  ;  (3)  Evidence  of  pressure 
on  the  spinal  cord,  producing  spastic  paralysis  of  the  trunk  and  lower  limbs,  together  with 
anaesthesia,  loss  of  abdominal  reflexes,  increased  knee-jerk,  ankle-clonus,  and  extensor 
plantar  reflexes  ;  (4)  The  occurrence  of  oculo-pupillary  phenomena  when  the  eighth  cervical 
and  first  dorsal  roots  are  involved  ;  and  (5)  The  condition  of  the  cerebrospinal  fluid  obtained 
by  lumbar  puncture  (p.  304). 

In  addition  to  the  gross  extrinsic  processes  affecting  the  spinal  roots,  there  are  other 
cases  in  which  a  spinal  root  is  the  site  of  an  intrinsic  inflammatory  or  vascular  lesion.  Herpes 
zoster  is  a  common  result  of  such  a  lesion,  and  may  be  found  in  the  peripheral  distribution 
of  any  of  the  posterior  roots  which  go  to  form  the  brachial  plexus.  Pain  in  the  upper 
extremity  often  precedes  the  eruption,  and  post-herpetic  neuralgia  is  sometimes  long  per- 
sistent and  associated  with  marked  hyperaesthesia  in  the  corresponding  root  area.  Uni- 
radicular  pain,  followed  by  atrophy  of  the  muscles  supplied  by  the  efferent  root  fibres  and  by 
sensory  loss  in  the  region  innervated  by  the  afferent  fibres,  with  or  without  the  development 
of  an  herpetic  rash,  also  occurs  in  rare  instances  as  the  result  of  an  inflammatory  or  vascular 
lesion  of  the  spinal  nerve  in  the  neighbourhood  of  the  posterior  root  ganglion. 

Referred  Pain  in  Visceral  Disease. — In  disease  of  the  heart  and  aorta,  especially 
with  syphilitic  disease  of  the  aortic  valves,  or  with  atheroma  or  aneurysm  of  the  first  few 
inches  of  the  aorta,  attacks  of  pain  in  the  left  arm  are  often  complained  of.  These  may 
be  confined  to  the  arm,  or  may  be  associated  with  fully  developed  angina  pectoris  (p.  433). 
The  pain  is  radicular  in  distribution,  referred  to  the  first  and  second  dorsal  root  areas  -  the 
ulnar  border  of  the  arm-  sometimes  extending  into  the  little  finger.  During  the  attacks 
cutaneous  hyperaesthesia  may  be  present  over  the  same  areas.  In  all  cases  of  paroxysmal 
pain  referred  to  the  left  arm  a  very  careful  examination  of  the  thoracic  viscera  is  therefore 
indicated. 

Oeeupation  Neuroses. — The  upper  limb  is  the  common  site  of  occupation  neuroses 
— termed  writer's  cramp,  typist's  cramp,  and  so  on,  according  to  whether  it  has  to  do  with 
writing,  typing,  needlework,  telegraphy,  hair-cutting,  etc.  These  neuroses  are  mainly 
characterized  by  some  form  of  muscular  spasm,  but  pain  of  a  cramp-like  character  is  a 
frequent  accompaniment  of  the  spasm.  The  diagnosis  is  easy,  because  careful  inquiry 
will  elicit  the  fact  that  the  pain  and  spasm  are  evoked  by  the  employment  of  the  limb  in  a 
particular  occupation,  and  that  other  manipulations  involving  the  use  of  the  same  muscles 
may  be  carried  out  with  impunity.  The  acute  pain  associated  with  the  spasm  may  be 
followed  by  a  dull  aching  for  some  hours  after  the  occupation  has  been  indulged  in. 

Finally,  the  term  Psyclialgia  may  be  applied  to  pain  referred  to  the  arm,  as  well 
as  to  other  parts  of  the  body,  by  patients  whose  nervous  and  mental  resistance  is  under- 
miqed  or  exhausted.  Neurasthenic  pain  of  this  kind  is  rarely  limited  to  the  arm  ;  it  is 
referred  more  commonly  to  various  parts  of  the  head  and  to  particular  regions  along  the 
course  of  the  vertebral  column.  e.  Farquhar  Buzzard, 

PAIN  IN  THE  EYE  is  not  by  itself  pathognomonic  of  any  particular  lesion  ;  but  it 
may  be  complained  of  under  very  diverse  circumstances,  which  may  be  ranged  into  the 
following  groups  : — 

1 .  Pain  associated  witli  Visible  Inflammatory  Changes,  due  to — 


Foreign  body 

Entropion 

Conjunctivitis 


Ulceration      of     the         Interstitial  keratitis       I   Glaucoma 
cornea  Iritis  |   Ocular  herpes. 


The  differential  diagnosis  between  these  is  discussed  in  the  article  on  Eve,  Acute 
Inflammation  of  (p.  231). 

2.  Pain   without  Visible  Changes  in  the  Eyeball,  but  with  Acute  Loss  of  Sight  in 

one  eye  only,  in  both  eyes  together,  or  in  one  eye  after  the  other  :  Retrobulbar  neuritis. 

The  pain  is  generally  referred  to  the  back  rather  than  to  the  front  of  the  eye.  The 
diagnosis  is  suggested  at  once  if  considerable  loss  of  sight  comes  on  acutely  in  an  eye  which 
on  examination  proves  not  to  be  affected  by  glaucoma,  intra-ocular  haemorrhage,  detach- 
ment of  the  retina,  or  any  visible  or  palpable  lesion,  especially  if  the  degree  of  vision  power 
waxes  and  wanes,  owing  to  varying  degrees  of  engorgement  of  the  vessels  in  the  optic  nerve 
where  it  is  inflamed  between  the  eyeball  and  the  brain.     After  a  day  or  two,  or  a  few  days 
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the  pain  may  disappear  and  sight  return  to  normal ;  on  the  other  hand,  in  severer  cases, 
the  inflammation  in  the  optic  nerve  may  come  forward  to  the  back  of  the  eyeball  and 
become  visible  as  optic  neuritis  (PlcUe  XIX,  Fig.  k,  p.  416).  The  cause  of  the  mischief 
may  be  difficult  to  determine  ;  often  it  remains  obscure  ;  sometimes  it  is  traced  success- 
fully to  plumbism  (p.  34),  syphilis,  or  to  some  acute  infection  such  as  influenza. 

3.  Pain  without  Inflammatioii  and  without  Blindness,  but  associated  with  errors  of 
refraction:   Eyestrain. 

The  conmionest  cause  of  eyestrain  is  some  error  of  refraction,  especially  hypermetropia, 
astigmatism,  or  presbyopia,  and  it  arises  mainly  in  persons  whose  occupation  entails  much 
reading  of  small  print,  fine  needlework,  or  close  attention  to  minute  details  near  to  the 
eyes  ;  or  in  those  whose  work  has  to  be  carried  on  in  too  dim  or  too  strong  a  light 
- — especially  electric  or  strong  sunshine.  It  is  not  so  much  the  big  degrees  of  error  of 
refraction  that  cause  the  mischief — for  these  are  generally  so  obvious  to  the  patient  that 
they  have  been  corrected  already  by  appropriate  glasses  ;  it  is  rather  the  minor  or  even 
quite  small  degrees  of  hypermetropia  or  astigmatism  that  are  responsible,  for  these  have 
very  likely  not  by  themselves  led  the  patient  to  seek  ocular  advice  ;  and  they  need  consider- 
able care  in  their  detection  even  at  the  hands  of  a  skilled  ophthalmic  surgeon  The  patient 
may  consider  that  he  has  exceptionally  good  sight,  especially  in  the  case  of  minor  degrees 
of  hypermetropia,  which  may  none  the  less  cause  not  only  severe  pains  in  the  eyes,  but 
also  serious  headaches  and  attacks  simulating  migraine.  Frequently  it  is  only  when  the 
patient  has  become  tired  from  excessive  work  that  the  strain  of  accommodating  for  near 
objects  begins  to  tell ;  and  the  symptoms  may  be  attributed  to  overwork  when  this  is  but 
partly  true  ;  or  presbyopia  may  produce  pain  in  eyes  which  were  not  subject  to  eyestrain 
when  the  faculty  of  accommodation  was  more  lissom  in  youth,  notwithstanding  the  error 
of  refraction.  Pain  in  the  eyes  from  eyestrain  becomes  more  common  as  age  advances, 
and  some  elderly  persons  are  scarcely  able  to  read  or  work  at  all  on  this  account,  even 
when  glasses  have  been  prescribed. 

On  the  other  hand,  work  carried  out  under  exceptional  circumstances  of  light  or 
closeness  may  cause  eyestrain  even  in  those  whose  ocular  refraction  is  normal  or  fully 
compensated  by  glasses  ;  microscopists  are  apt  to  suffer  in  this  way  for  instance,  or  those 
who  are  exposed  to  the  glare  of  sunshine  upon  snow  ;  and  so  on.  The  circumstances  of 
the  case  are  likely  to  suggest  the  diagnosis. 

4.  Pain  in  the  Eyes  due  to  Febrile  or  other  Constitutional  Causes. — ^The  most 
familiar  example  of  cases  which  come  under  this  heading  is  afforded,  perhaps,  by  influenza. 
The  pain  is  generally  referred  rather  to  the  backs  of  the  eyeballs  than  to  the  eyes  them- 
selves, but  nevertheless  the  complaint  is  one  of  pain  in  the  eyes.  The  trouble  occurs  both 
as  an  early  symptom  of  the  disease  and  as  a  sequela  when  the  fever  has  subsided.  The 
diagnosis  is  made  from  the  course  of  the  pyrexia  and  the  general  symptoms  ;  it  depends 
little  upon  whether  there  is  pain  at  the  back  of  the  eyes  or  not.  But  influenza  should  not 
be  regarded  as  certain  without  bacteriological  confirmation,  for  it  is  usually  guessed  at 
rather  than  diagnosed — ^and  often  wrongly.  In  a  similar  way,  pain  in  the  eyes  may  form 
a  part  of  the  general  clinical  picture  in  many  other  fevers,  notably  small-pox,  typhus, 
typhoid  fever,  measles,  secondary  syphilis,  and  malaria.  The  diagnosis  is  influenced  very 
little  by  the  fact  that  the  patient  complains  about  his  eyes,  except  when  there  is  coryza  as 
well  as  pain,  for  instance  in  the  early  stages  of  measles.  In  other  conditions  there  is  Photo- 
phobia (p.  524)  rather  than  pain  in  the  eyes,  and  reference  may  be  made  to  the  article  upon 
that  symptom.  Herhert  French, 

PAIN  IN  THE  FACE. — The  distinction  between  pain  in  the  face  and  pain  in  the 
head,  though  to  some  extent  artificial,  is  sufficiently  marked  in  most  instances  ;  the  latter, 
with  its  diagnostic  significance,  is  discussed  under  Headache  (p.  293).  There  are  certain 
etiological  points,  however,  at  which  faceache  and  headache  overlap  ;  for  example,  the  supra- 
orbital pain  and  the  headache  which  may  both  onginate  from  ocular  errors  of  refraction. 
Pain  in  the  face,  as  elsewhere,  may  be  due  to  very  obvious  causes,  which  need  no  discussion, 
such  as  an  inflamed  parotid  gland,  a  gumboil,  or  an  acute  conjunctivitis.  On  the  other 
hand,  pain  in  the  face  may  be  complained  of  when  superficial,  and  perhaps  minute,  examina- 
tion fails  to  discover  an  adequate  basis.  Guidance  towards  the  correct  diagnosis  of  such 
cases  may  be  obtained  by  a  consideration  of  the  course,  signs,  and  symptoms  of  the  following 
clinical  types  of  facial  pain. 
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Major  Trigeminal  Nearaigia  (tic  douloureux  or  epileptiform  neuralgia)  may  be 
regarded  as  a  distinct  disease,  owing  to  the  general  similarity  of  one  case  to  another.  Its 
pathology  is  unknown,  but  in  each  case  the  pain  is  attributed  in  its  early  stages  to  some 
local  defect,  such  as  a  carious  tooth,  and  many  sound,  as  well  as  many  diseased,  teeth  are 
removed  in  a  vain  endeavour  to  arrest  the  malady.  Beginning  usually  after  thirty-five 
years  of  age,  tic  douloureux  is  characterized  by  paroxysms  of  acute  pain  in  the  distribution 
of  one  or  more  of  the  divisions  of  the  trigeminal  nerve,  usually  of  one  side  only.  The 
intervals  between  the  paroxysms  vary  from  seconds  to  months,  and  may  be  influenced 
in  their  length  by  many  factors,  such  as  the  general  state  of  health,  mental  worry,  and 
exposure  to  cold.  The  intervals  tend  to  become  shorter  and  the  paroxysms  more  severe 
and  more  extensive  in  their  distribution.  The  pain  is  described  as  beginning  in  spots 
beneath  the  skin,  and  radiating  along  the  peripheral  branches  of  the  nerve.  These  spots 
correspond  to  points  where  the  nerve  bundles  penetrate  the  deeper  tissues  to  reach  the 
superficial  structures,  and  may  be  recognized  as  places  pressure  upon  which  is  particularly 
liable  to  start  an  attack.  In  severe  cases,  the  lightest  touch,  a  breath  of  wind,  attempts 
at  articulation  or  mastication,  and  even  the  act  of  defalcation  may  be  sufficient  to  provoke 
an  agonizing  spasm  in  which  the  violent  reflex  contraction  of  the  muscles  of  the  cor- 
responding side  of  the  face  affords  some  evidence  of  the  suffering  endured.  During  the 
paroxysm  the  patient  may  endeavour  to  obtain  relief  by  firm  pressure  with  his  hand  over 
the  starting-point  of  the  pain.  The  attack  may  be  accompanied  by  cutaneous  flushing, 
photophobia,  lachrymation,  and  salivation,  as  well  as  by  a  subjective  sensation  of  swelling 
in  the  affected  tissues.  When  the  tongue  is  affected  a  metallic  taste  is  sometimes  described 
by  the  sufferer.  Trophic  changes  in  the  hair  and  skin  are  also  observed  as  a  result  of 
repeated  attacks.  The  diagnosis  of  major  neuralgia  depends  chiefly  on  the  following 
points  :  (1)  The  age  of  onset ;  (2)  The  absence  of  relief  or  only  temporary  alleviation, 
afforded  by  removal  of  possible  exciting  causes,  such  as  defective  teeth  ;  (3)  The  presence 
of  definite  starting-points  of  the  pain  corresponding  to  exits  of  branches  of  the  fifth  cranial 
ner\'e,  and  the  spread  of  the  pain  along  the  corresponding  nervous  paths  ;  *  (4)  The 
paroxysmal  character  of  the  pain,  its  intense  severity,  and  its  unilateral  distribution ; 
(5)  The  excitability  of  the  attacks  by  peripheral  stimuli ;  and  (6)  The  various  reflex,  vaso- 
motor, secretory,  and  trophic  phenomena  to  which  the  attacks  of  pain  give  rise.  From 
a  practical  standpoint  the  most  important  task  in  diagnosis  is  to  discriminate  between 
cases  of  idiopathic  major  neuralgia  and  those  which  belong  to  the  next  group. 

Trigeminal  Neuralgia  due  to  Organic  Lesion  of  the  Nerve  or  its  Roots. — This 
form  of  neuralgia  may  simulate  tic  douloureux  in  every  particular,  and  its  diagnosis  can 
be  made  only  by  careful  systematic  examination  of  the  patient,  with  the  possibility  of  an 
organic  lesion  being  the  source  of  pain  before  the  physician's  mind.  Tumours  at  the  base 
of  the  brain  in  the  middle  fossa,  tumours  growing  from  the  base  of  the  skull  in  the  neighbour- 
hood of  the  foramen  ovale  and  foramen  rotundum,  as  well  as  tumours  of  the  cranial  nerves 
themselves,  are  amongst  the  causes  of  trigeminal  neuralgia.  Gummatous  meningitis  and 
gummatous  periostitis  may  be  mentioned  in  the  same  connection.  In  every  case  of  trigeminal 
neuralgia,  therefore,  headache  and  vomiting  should  be  inquired  after,  and  optic  neuritis 
looked  for.  Examination  of  the  functions  of  each  cranial  nerve  must  be  carried  out,  and 
in  particular  those  of  the  fifth  nerve  carefully  tested.  Any  impairment  of  sensibility  in 
the  cutaneous  territory  of  this  nerve  must  be  regarded  as  evidence  that  the  case  is  not  one 
of  idiopathic  neuralgia,  and  the  same  may  be  said  when  there  is  impaired  motor  power 
in  the  muscles  of  mastication.  In  several  cases  of  severe  trigeminal  neuralgia  I  have 
found  atrophic  palsy  of  the  masseter  and  temporal  muscles  on  the  same  side,  with  slight 
anaesthesia  on  the  face,  and  these  cases  have  always  proved  to  be  instances  of  growth 
involving  the  structures  at  the  base  of  the  skull.  In  one  patient  the  neoplasm  originated 
in  the  splenomaxillary  fossa. 

Trigeminal  neuralgia  may  also  occur  as  the  result  of  intrinsic  disease  of  the  Gasserian 
ganglion,  e.g.,  in  cases  of  herpes  zoster.  This  condition  is  fairly  common  in  the  distribution 
of  the  first  division  of  the  trigeminus,  much  less  common  in  that  of  the  second  and  third. 
The  pain  usually  precedes  the  herpetic  eruption  by  some  days,  and  is  associated  with  con- 
stitutional malaise  and  sometimes  with  pyrexia,  two  important  points  in  diagnosis.  The 
latter  becomes  clear  with  the  development  of  the  rash,  but  even  then  it  is  necessary  to 
bear  in  mind  the  possibility  that  the  Gasserian  ganglion  may  be  affected  by  gross  external 
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disease,  such  as  neoplasm  or  gumma,  or  an  extension  of  bony  disease.  In  persons  over 
fifty  years  of  age  it  is  found  frequently  that  pain  of  a  neuralgic  character  persists  after 
tlie  herpes  has  disappeared,  and  may  last  for  months  and  even  years.  Careful  examina- 
tion may  discover  cutaneous  marks  corresponding  to  the  site  of  the  previous  vesicular 
eruption. 

Neuralgia  Minor. — Under  this  heading  may  be  classed  the  varieties  of  facial  pain 
which  are  secondary  to  disease  of  various  local  structures,  such  as  the  teeth,  the  eye,  the 
ear,  the  nose,  and  the  tongue.  The  pain  can  be  distinguished  by  certain  features  as  belong- 
ing to  one  or  other  of  two  types.  The  first  is  a  true  neuralgia,  that  is  to  say  a  pain  which 
is  distributed  along  the  course  of  one  or  more  divisions  of  the  trigeminal  nerve,  usually 
starting  in  the  neighbourhood  of  the  diseased  structure.  The  second  is  a  visceral  pain, 
referred  to  some  spot  which  may  be  at  a  distance  from  the  disease,  and  which  is  usually 
the  site  of  superficial  hypera;sthesia  or  tenderness. 
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Fig.  190.  Fig.  191. 

PEXSOHY    AREAS    OP    THE    FACE,    HEAD,    AND    NECK. 

Fr.  N.  Fronto-nasiil  ;  Fr.  T.  Fronto-temporal ;  H.  Ilyoia  ;  Inf.  L,  Inferior  larviiireal  ;  M.  Mental  :  Man. 
Mandibular  :  Max.  Maxillary  ;  Mid.  O.  Mid-orfjital ;  Na.  L.  Nasolabial ;  Oc,  Occipital ;  P,  I'arictal ;  R,  Rostral ; 
Su.  L,  Superior  laryntjeal ;     T,  Temporal ;    V,  Vertical. 

The  history  of  a  decaying  tooth  affords  an  example  of  how  these  types  of  pain  may 
arise.  In  the  early  stages  of  caries  the  pain  is  limited  to  the  tooth.  With  inflammation 
and  destruction  of  the  pulp,  pain  is  referred  to  a  segmental  area  on  tfie  surface  of  the  face 
varying  with  the  particular  tooth  implicated  ;  thus  a  diseased  canine  tooth  is  associated 
with  pain  and  tenderness  in  the  naso-labial  area  (Fig,  188,  Na.L).  Finally,  after  the  pulp 
is  dead,  local  suppuration  may  start  a  neuralgia  which  may  not  only  s{)read  along  the  nerve 
branch  which  supplies  the  tooth  socket,  but  may  extend  into  neighbouring  branches  and 
into  other  divisions  of  the  trigeminal  nerve.     The  maximal  points  in  the  segmental  areas 
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referred  to  are  shown  in  the  accompanying  diagrams,  and  the  general  relationship  between 
individual  teeth  and  their  segmental  areas  may  be  described  as  follows  : — 


Upper  Jaw, 


Incisors        . .  Fronto-nasal 

Canine  . .  . .  . .  Naso-labial 

1st  bicuspid  . .  . .  ,,         „ 

2nd       „       . .  Temporal  or  maxillary 


1st  molar    . .  . .  . .     Maxillary 

2nd      ,,       . .         . .  . .     Mandibular 

3rd       „        


Incisors 

Canine 

1st  bicuspid 

2nd 


Lower    Jaw 
Mental 


Doubtful 


1st  molar     . .         . .         . .     Hyoid 

2nd      „         , 

3rd       ,.         . .  . .  Hyoid  or  superior 

laryngeal. 


The  value  of  this  knowledge  in  relation  to  diagnosis  lies  in  the  fact  that  pain,  with 
tenderness,  referred  to  any  one  of  these  segmental  areas  should  lead  the  observer  to  seek 
for  its  cause  in  disease  of  the  corresponding  viscus. 

The  headache,  sometimes  called  neuralgia,  which  results  from  errors  of  refraction, 
especially  astigmatism,  is  referred  to  the  mid-orbital  area,  where  superficial  tenderness 
may  often  be  discovered  on  examination.  This  form  of  pain  comes  on  in  the  morning  as 
soon  as  the  eyes  are  opened,  and  is  intensified  by  reading  or  sewing.  It  disappears  under 
the  use  of  atropine,  and  wears  off  of  itself  if  the  eyes  are  not  used  for  near  work.  Occa- 
sionally it  takes  on  a  paroxysmal  character  without  any  particular  relationship  to  the 
use  of  the  eyes.  In  iritis  and  glaucoma,  referred  pain  may  be  intense,  and  it  is  usually 
situated  in  the  temporal  and  maxillary  segmental  areas  as  well  as  in  the  eyeball  itself.  The 
occurrence  of  referred  pain  in  chronic  glaucoma  without  pain  in  the  eyeball  is  a  point  which 
may  be  of  great  diagnostic  importance,  as  it  may  draw  attention  to  the  unsuspected  ocular 
disease. 

In  ear  disease  the  hyoid  area  is  that  to  which  pain  is  referred  and  in  which  hyperaesthesia 
of  the  skin  may  sometimes  be  found.  In  the  more  severe  types  of  disease,  such  as  sup- 
puration in  the  middle  ear,  the  pain  may  also  be  referred  to  the  vertical  and  temporal  areas. 

Lesions  of  the  tongue  may  produce,  in  addition  to  local  pain  in  the  organ  itself,  referred 
pain  in  three  other  areas  :  the  mental  area  when  the  disease  affects  the  anterior  portion  of 
the  tongue  ;  the  hyoid  area  when  the  lateral  portion  is  involved  ;  and  the  occipital  area 
when  the  dorsum  is  the  site  of  the  lesion. 

In  inflanunatory  affections  of  the  nose  and  frontal  sinuses,  pain  is  referred  to  the  fronto- 
nasal and  mid-orbital  areas  on  the  forehead. 

The  various  forms  of  pain  in  the  head  associated  with  disease  of  the  thoracic  and 
abdominal  organs  are  discussed  under  Headache  (p.  298),  and  the  same  article  deals  with 
the  aches  which  accompany  general  constitutional  diseases. 

In  tabes  dorsalis  pains  are  sometimes  described  in  the  face,  and  have  the  same  charac- 
teristics as  those  in  other  parts  of  the  body.  They  are  paroxysmal,  sudden,  severe,  and 
lightning-like.  They  are  rarely  limited  to  the  face.  They  may  be  accompanied  by  a  more 
continuous  dull,  boring  kind  of  pain.  The  diagnosis  is  easy  if  a  systematic  examination 
of  the  nervous  system  is  carried  out.  ^ 

Pseado-nearalgias,  or  psychalgias,  which  are  complained  of  by  hysterical  and 
neurasthenic  individuals,  are  vague  in  their  distribution,  not  limited  to  the  trigeminal 
area,  and  often  bilateral.  They  tend  to  disappear  when  attention  is  drawn  in  other  direc- 
tions, and  are  less  intense  during  eating  and  talking.  They  are  diagnosed  by  the  method 
of  exclusion  of  other  causes.  E,  Farquhar  Buzzard. 

PAIN  IN  THE  FOOT.— (See  Pain  in  the  Extremity,  Lower,  p.  438.) 

PAIN  IN  THE  FOREARM.— (See  Pain  in  the  Extremity,  Upper,  p.  442.) 

PAIN,  GIRDLE.— (See  Girdle  Pain,  p.  260.) 

PAIN  IN  THE  HAND.— (See  Pain  in  the  Extremity,  Upper,  p.  442.) 

PAIN  IN  THE  HEAD.— (See  Headache,  p.  293.) 
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PAIN  IN  THE  HYPOCHONDRIUM  (LEFT).— Pain  in  the  left  hypochondrium  may 
proceed  from  : — 

The  Stomach. — ^Any  painful  condition  of  the  stomach  may  cause  pain  to  be  felt 
below  the  left  costal  margin.  In  particular,  a  new  growth  or  an  ulcer  towards  the  cardiac 
end  may  produce  it.  For  the  differential  diagnosis,  see  I>fDiGESTiON,  p.  315,  and  Pain 
IN  THE  Epigastrium,  p.  436.  Flatulent  distention  of  the  fundus  may  also  be  a  cause, 
which  can  be  diagnosed  by  the  fact  that  the  pain  disappears  on  eructation. 

The  Gail-Bladder. — In  cases  of  cholelithiasis  the  pain  is  sometimes  referred  to  the 
left  hypochondrium  (see  Pain  in  the  Epigastrium,  p.  436). 

The  Spleen. — Some  enlargements  of  the  spleen  are  painful  (see  Spleen,  Enlarge- 
ment OF,  p.  628)  ;  or  the  pain  may  be  caused  by  perisplenitis,  in  which  case  a  friction- 
sound  can  sometimes  be  heard  on  auscultation  over  it. 

The  Left  Kidney. — Stone  in  the  left  kidney  may  cause  pain  which  has  the  characters 
described  in  the  section  on  pain  in  the  right  hypochondrium  (see  below).  A  movable 
left  kidney  is  rarely  a  cause  of  pain.  A  perinephric  abscess  may  cause  pain,  as  it  does  in 
the  right  hypochondrium  (see  p.  451). 

The  Colon. — A  new  growth  in  the  splenic  flexure  of  the  colon,  or  obstruction  of  it 
lower  down,  may  bause  pain  in  the  left  hypochondrium.  In  the  former  case  a  tumour 
can  usually  be  felt  on  bimanual  palpation  ;  in  the  latter,  signs  of  chronic  obstruction  will 
be  present  (see  Constipation,  p.  121).  Apart  from  growth,  a  mere  accumulation  of  fceces 
in  the  transverse  and  descending  colon  may  cause  a  feeling  of  pain  and  weight  in  the  left 
hypochondrium.  The  disappearance  of  the  pain  after  the  administration  of  a  few  large 
enemata  will  establish  the  diagnosis. 

Pleurisy,  Intercostal  Neuralgia,  and  Herpes  Zoster  may  all  cause  pain  in  the  left 
hypochondrium.  In  the  first  of  these  a  friction-sound  will  be  heard  ;  in  intercostal 
neuralgia  there  will  be  tender  points  over  the  course  of  the  intercostal  nerve.  In  the  case 
of  herpes,  the  cause  of  the  pain  will  be  cleared  up  by  the  appearance  of  the  eruption,  but 
pain  may  persist  long  after  this  has  disappeared. 

Subdiaphragmatic  Abscess. — (See  p.  451.)  Robert  Hutchison, 

PAIN  IN  THE  HYPOCHONDRIUM  (RIGHT).— The  differential  diagnosis  of  the 
cause  of  pain  in  the  right  hypochondrium  is  often  a  matter  of  great  difficulty,  or  even  of 
impossibility,  as  it  may  proceed  from  any  of  the  following  organs  :  (1)  Liver  and  gall- 
bladder, (2)  Duodenum,  (3)  Head  of  the  pancreas,  (4)  Right  kidney,  (5)  Appendix  vemii- 
formis,  (6)  Colon,  (7)  Uterine  appendages.  Intrathoracic  disease,  affections  of  the  spine 
or  chest  wall,  and  subdiaphragmatic  abscess  may  also  cause  pain  in  this  situation.  The 
diagnosis  is  rendered  still  more  difficult  by  the  fact  that  disease  may  easily  be  present  in 
more  than  one  of  these  situations  at  the  same  time. 

Liver. — ^Various  forms  of  enlargement  of  the  liver  are  apt  to  be  attended  by  pain 
in  the  right  hypochondrium,  e.g.,  hepatitis,  passive  congestion,  hepatic  abscess,  and 
carcinoma  (see  Liver,  Enlargements  of  the,  p.  366). 

Disease  of  the  gall-bladder  must  also  be  thought  of,  e.g.,  gall-stones,  cholecystitis,  and 
carcinoma.  In  these  it  will  usually  be  found  that  there  is  tenderness  on  pressure  over 
the  gall-bladder,  with  the  characteristic  catch  in  the  breath  when  the  patient  is  asked  to 
take  a  deep  inspiration  while  the  fingers  of  the  observer  are  pressed  in  over  the  organ.  In 
acute  cholecystitis  there  will  be  pyrexia,  and  probably  rigors. 

The  pain  of  biliary  colic  may  be  felt  chiefly  in  the  right  hypochondrium,  but  tends  to 
radiate  through  to  the  back  and  up  towards  the  right  shoulder.  It  may  be  simulated 
closely  both  by  the  kinking  of  a  movable  kidney  and  by  renal  colic  (see  below).  When 
the  attacks  occur  during  the  night  as  well  as  in  the  day,  this  is  in  favour  of  biliary  colic. 

It  must  be  noted  specially  that  the  absence  of  jaundice  in  no  way  contra-indicates 
a  diagnosis  of  gall-bladder  disease. 

Duodenum. — ^A  duodenal  ulcer  may  cause  deep-seated  pain  in  the  right  hypochon- 
drium, which  usually  has  the  character  of  hunger  pain  (p.  271).  It  must  be  remembered, 
however,  that  pain  due  to  chronic  cholecystitis,  or  appendicitis,  may  also  have  this 
character,  and  an  exact  differentiation  of  them  may  not  be  possible  without  exploration. 
The  pain  in  duodenal  ulcer,  however,  occurs  in  more  definite  attacks  with  intervals  of 
freedom  ;    it  is  often  nocturnal,  waking  the  patient  in  the  small  hours  of  the  morning. 
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Duodenal  ulcer  is  commoner  in  men,  disease  of  the  gall-bladder  in  women,  whilst 
appendicitis  may  occur  with  almost  equal  probability  in  either  sex.  The  percentage  of 
free  HCl  in  the  stomach  contents  is  more  persistently  high  in  duodenal  ulcer  than  in  either 
appendix  dyspepsia,  or  gall-stones.  A  history  of  melaena,  or  the  presence  of  occult  blood 
in  the  faeces,  would  determine  one  in  favour  of  ulcer. 

Pancreas. — Malignant  disease  of  the  pancreas  may  cause  pain  in  the  right  hypochon- 
drium.  In  such  a  case  a  deep-seated  tumour  may  be  felt,  and  there  is  often  jaundice 
along  with  a  distended  gall-bladder.  On  the  other  hand,  when  gall-stones  lead  to  jaundice, 
the  gall-bladder  is  not  usually  distended  (see  Jaundice,  p.  824). 

Ri^t  Kidney. — A  freely  movable  right  kidney  may,  by  ureteral  kinking  or  dragging 
on  the  bile-duct,  cause  sudden  attacks  of  pain  in  the  right  hypochondrium  which  may 
exactly  simulate  gall-stone  colic.  Indications  of  intermittent  hydronephrosis  should  be 
looked  for,  e.g.  the  appearance  of  a  renal  tumour,  and  the  occasional  discharge  of  large 
quantities  of  urine  ;  urinary  symptoms,  however,  may  be  entirely  absent.  The  attacks 
tend  to  occur  by  day,  whilst  biliary  colic  often  begins  in  the  night. 

Stone  in  the  right  kidney  may  cause  chronic  pain  in  the  right  hypochondrium  and 
back.  The  kidney  is  often  found  to  be  enlarged  and  tender  on  bimanual  palpation  in 
such  a  case,  but  it  must  be  remembered  that  the  urine  may  furnish  no  diagnostic  indication. 
The  ir-rays,  however,  may  make  the  diagnosis  clear  {Fig,  133,  p.  279),  although  a  negative 
result  does  not  exclude  the  possibility  of  stone. 

The  pain  of  renal  colic  may  be  difficult  to  diagnose  during  an  attack  from  gall-stone 
colic,  lead  colic,  or  appendicitis,  but  it  begins  below  the  lower  ribs  and  has  a  characteristic 
tendency  to  pass  downwards  into  the  groin.  It  may  be  attended  by  vomiting  and  fever. 
During  or  after  the  attack  there  may  be  blood  and  gravel  in  the  urine  ;  but  it  must  be 
remembered  that  the  urine  may  be  heavily  loaded  with  urates  after  an  attack  of  biliary  colic. 

Pyelitis  may  also  be  the  cause.  The  urine  will  then  furnish  diagnostic  indications 
(see  Pyuria,  p.  574,  and  Bacteriuria,  p.  69) ;  and  the  kidney  may  be  felt  to  be  enlarged 
on  bimanual  palpation.  The  patient  is  often  a  pregnant  woman,  and  the  pain  may  begin 
acutely,  starting  in  the  loin  and  right  hypochondrium  and  passing  downwards  towards 
the  iliac  fossa  and  pelvis.  There  is  a  high  temperature,  rigidity  of  the  muscles,  and  hyper- 
iesthesia  both  in  the  loin  and  in  the  right  side  of  the  abdomen. 

A  perinephric  abscess  may  cause  pain  in  the  right  hypochondrium  and  lumbar  region. 
A  tumour  will  be  felt,  and  the  loin  may  be  filled  out,  and  there  will  be  the  usual  signs  of 
deep-seated  suppuration. 

Appendix. — ^The  pain  of  chronic  appendicitis  may  be  felt  chiefly  in  the  right  hypo- 
chondrium, and,  as  already  remarked,  may  be  of  the  nature  of  a  hunger  pain.  Tenderness 
over  McBumey's  point  should  be  looked  for.  When  an  acute  attack  of  appendicitis  simu- 
lates gall-stones,  it  may  be  of  help  to  remember  that  indicanuria  is  common  in  the  former, 
but  is  usually  absent  in  the  latter. 

Colon. — New  growths  in  the  neighbourhood  of  the  hepatic  flexure  may  cause  pain 
in  the  right  hypochondrium  ;  but  in  that  case  a  tumour  can  usually  be  felt,  and  signs  of 
chronic  intestinal  obstruction  are  present. 

Uterine  Appendages. — Salpingitis^  a  twisted  ovarian  pedicle^  and  a  ruptured  extra- 
uterine gestation,  may  all  cause  pain  in  the  right  side  of  the  abdomen  which,  however,  has 
usually  its  maximum  intensity  rather  below  the  hypochondriac  region.  A  careful  pelvic 
examination  will  usually  make  the  diagnosis  clear. 

Pleurisy,  Intercostal  Neuralgia*  and  Herpes  Zoster  may  be  causes  of  pain  in  the 
right  hypochondrium. 

Subdiaphragmatic  Abscess. — In  this  case  there  will  be  a  history  pointing  to 
precedent  gastric  or  duodenal  ulcer,  appendicitis,  or  hepatic  abscess.  The  onset  of  the 
pain  may  be  sudden  or  gradual.  There  will  be  pyrexia  and  leucocytosis,  pointing  to  deep- 
seated  suppuration.  There  is  usually  an  abdominal  swelling,  which  does  not  move  with 
respiration.  The  note  over  this  may  be  tympanitic,  from  the  presence  of  gas  in  the  abscess, 
and  in  that  event  the  coin-sound  will  be  obtained  on  percussion.  There  are  usually  indica- 
tions of  pleurisy  at  the  base  of  the  corresponding  lung,  but  the  liver  is  not,  as  a  rule, 
pushed  down.  The  use  of  the  a;-rays  may  help  in  locating  the  abscess  ;  but  the  exploring 
needle  should  not  be  used  except  when  the  patient  is  on  the  operating-table,  and  one  is 
prepared  to  open  the  abscess  at  once  if  found.  Robert  Hutchison, 
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PAIN  IN  THE  ILIAC  FOSSA  (LEFT).— Although  many  of  the  causes  of  pain 
complained  of  mainly  or  entirely  in  the  left  iliac  fossa  are  the  same  as  those  which  cause 
similar  pain  in  the  right  iliac  fossa,  there  are  certain  differences,  as  will  be  seen  on 
comparing  the  table  on  p.  454  with  the  following  : — 

Causes  of  Pain  in  the  Left  Iliac  Fossa. 
1.  Causes  of  Acute  Pain  : — 


Acute  diverticulitis 
Ureteral  calculus 
Acute  ureteritis 
Twisted   left  ovarian 

cyst  pedicle 
Salpingitis 
oophoritis 


Pelvic  abscess 
Retained  left  testis 
Suppurative  periostitis  of  the 

ilium 
Appendicitis    (exceptional 
) 


Coli  bacilluria 
Local  injury 
Stitch 

Volvulus  of  the  sigmoid  colon 
Strangulated    retroperitoneal 
hernia. 


2.  Causes  of  Subacute,  Chronic,  or  Recurrent  Pain  : — 
Most  of  the  conditions  mentioned  under  Group  1,  and 

Sacro- iliac  joint  disease 


Carcinoma      of     the 

sigmoid  colon 
Carcinoma  recti 
Massive  impaction  of 

faeces 
Chronic  diverticulitis 
Spastic     constipation 
Psoas  abscess 


Tuberculous  hip 
Osteo -arthritis  of  the  spine 
Infective  arthritis  of  the  lum- 
bar spine 
Herpes  zoster 
Inflamed  iliac  glands 
Tuberculous  iliac  glands 


also  : — 

Periproctal  abscess 
Periprostatic  abscess 
Dysentery 
Ulcerative  colitis 
Aneurysm   of  the  left   iliac 

artery 
Tumours  of  the  left  iliac  bone 
Tuberculous  left  kidney. 


Acate  Lesions. — What  is  said  on  p.  454,  et  seq.,  in  regard  to  ureteral  calculus,  acute 
ureteritis,  twisted  ovarian  cyst  pedicle,  salpingitis,  oophoritis,  pelvic  abscess,  retained  testis, 
suppurative  periostitis  of  the  ilium,  injury  and  stitch,  applies  in  the  case  of  the  left  iliac 
fossa  as  it  does  to  the  right,  so  that  here  we  need  discuss  only  a€ute  diverticulitis,  appendi- 
citis, coli  bacilluria,  volvulus  of  the  sigmoid,  and  strangulated  retroperitoneal  hernia.  Of 
these,  the  last  two  call  for  immediate  operation  on  account  of  urgent  symptoms  of  intestinal 
obstruction — especially  persistent  constipation  and  vomiting,  which  becomes  faeculent  if 
operative  measures  are  not  adopted  soon.  The  precise  nature  of  the  obstruction  may 
not  be  certain  until  the  abdomen  has  been  opened.  Abdominal  distention  is  apt  to  be 
general,  and  there  is  visible  peristalsis  of  the  oblique  or  transverse  type  in  the  case  of 
strangulated  retroperitoneal  hernia,  a  rare  condition  in  which  a  coil  of  small  intestine 
becomes  herniated  through  the  normally  small  retrosigmoid  pouch  of  peritoneum  ;  whereas 
in  the  case  of  sigmoid  volvulus  the  distention  is  at  first  much  more  marked  in  the  left  iliac 
fossa,  before  general  colonic  dilatation  with  vertical  peristaltic  waves  appear.  In  either 
case  the  abdominal  wall  remains  supple  as  a  rule  until,  if  the  case  should  be  left  unoperated 
upon,  general  peritonitis  supervenes. 

Coli  bacilluria  is  much  less  commonly  a  cause  of  pain  in  the  left  iliac  fossa  than  it  is 
of  corresponding  pain  on  the  right  side  (p.  455)  ;  and  when  it  does  cause  left-sided  pain, 
it  nearly  always  causes  an  even  worse  pain  on  the  right  side  also.  It  is  a  clinical  fact  that 
coli  bacilluria  affects  the  right  kidney  and  ureter  very  much  more  commonly  than  the 
left,  especially  perhaps  in  pregnant  women,  in  whom  its  incidence  on  the  right  side  first  or 
solely  is  an  almost  constant  rule  ;  why  this  should  be  so  is  not  clear,  although  various 
theories  have  been  put  forward  to  account  for  it. 

Appendicitis  is  perhaps  almost  the  last  thing  that  occurs  to  one  as  the  cause  of  acute 
pain  referred  entirely  to  the  left  iliac  fossa,  just  as  it  is  the  first  thing  in  one's  mind  when  the 
pains  are  on  the  right  side  ;  but  it  should  not  be  omitted  altogether  from  consideration  : 
first,  because  in  some  cases,  in  which  the  vermiform  appendix  is  very  long,  and  inflammation 
starts  at  its  tip  and  spreads  to  the  left,  as  it  sometimes  does,  the  symptoms  and  even  the 
swelling  may  be  to  the  left  of  the  middle  line  instead  of  in  the  right  iliac  fossa  as  usual  ; 
secondly,  because  in  a  few  cases  pains  produced  on  one  side  of  the  body  are  referred  to 
the  corresponding  region  on  the  other  side — ^just  as  some  patients  with  a  right  renal 
calculus  complain  of  pain  in  the  left  loin,  so  do  some  with  appendicular  trouble  confined  to 
the  right  side  complain  of  pain  in  the  left  iliac  fossa  ;  and  thirdly,  because  very  occasionally 
one  comes  across  a  patient  with  transposition  of  the  viscera,  in  whom  the  caecum  and 
vermiform  appendix  are  on  the  left  side. 
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Acute  diverticulitis  has  been  described  as  '  left-sided  appendicitis,'  and  this  nickname 
is  a  good  one  in  that,  if  one  imagines  acute  appendicitis  developing  in  the  left  iliac 
fossa,  one  has  a  very  good  idea  of  what  the  symptoms  of  acute  diverticulitis,  and  its  degrees 
and  results,  may  be.  In  some  it  causes  an  acute  abscess  needing  surgical  measures  for 
its  cure  ;  on  the  other  hand,  there  may  be  an  acute  attack  without  suppuration,  sponta- 
neous resolution  occurring  just  as  it  often  does  in  the  case  of  acute  appendicitis.  The 
patient  is  seized  almost  suddenly  with  acute  pain  in  the  left  iliac  fossa,  and  generally 
vomits.  It  hurts  him  to  walk,  so  he  lies  down  or  goes  to  bed.  His  temperature  and  pulse- 
rate  rise,  appetite  fails,  the  tongue  is  coated,  there  is  generally  either  diarrhoea  or  constipa- 
tion, or  the  two  may  alternate.  Micturition  is  often  frequent  because  there  is  pain  if  the 
urine  is  held  long  ;  locally  there  are  acute  tenderness  and  pain,  with  rigidity  of  the  muscles 
over  the  lower  left  quadrant  of  the  abdomen,  generally  palpable  fullness  in  the  same 
region,  and  often  an  actual  tumour  difficult  to  define  well  ;  on  rectal  or  vaginal  examina- 
tion pain  is  complained  of  when  the  examining  finger  is  pressed  upwards  and  to  the  left. 
After  a  day  or  two  these  symptoms  may  begin  to  abate,  and  within  a  fortnight  they  may 
have  disappeared  ;  on  the  other  hand,  they  may  increase  rapidly,  and  call  for  urgent 
surgical  measures  ;  or  they  may  subside  considerably  without  clearing  up  altogether, 
and  may  recur  after  a  few  weeks  or  months.  At  the  operation  the  cause  of  the  persistence 
of  symptoms  will  be  found  to  be  a  local  thick-walled  abscess  in  the  left  side  of  the  pelvis, 
possibly  suggesting  a  pyosalpinx  if  the  patient  is  a  woman.  General  peritonitis  may 
supervene  at  any  stage,  just  as  it  may  with  any  form  of  appendicitis.  The  cause  of  the 
disease,  which  is  not  so  very  uncommon,  though  it  is  not  always  recognized,  is  [the 
development  of  exaggerated  sacculations  of  the  colon  with  narrowing  of  their  mucus- 
aspect  orifices,  so  that  if  the  interior  of  the  intestine  is  seen  it  looks  as  if  it  had  been 
punched  with  a  series  of  small  holes  into  which  the  end  of  the  little  finger  may  just  pass, 
each  such  hole  leading  into  a  more  or  less  dilated  pouch  or  sacculus,  generally  with  an 
appendix  epiploica  attached  to  its  free  end  ;  such  a  diverticulum  seems  liable  to  inflamma- 
tion just  as  the  vermiform  appendix  is,  and  the  result  is  sp>oken  of  as  acute  diverticulitis. 
Long-continued  constipation,  together  with  chronic  colitis,  seem  to  be  predisposing  factors 
in  the  origin  of  these  diverticula,  and  acute  diverticulitis  is  a  disease  of  the  second  half  of 
life  rather  than  the  first.     Either  sex  may  be  attacked. 

Sabacute  or  Chronic  Lesions. — Carcinoma  of  the  sigmoid  colon  or  of  the  rectum  may 
cause  pain  in  the  colon  generally,  owing  to  its  distention  with  accumulated  faeces  ;  some- 
times this  pain  is  complained  of  chiefly  over  the  descending  colon,  and  thus  in  the  left 
iliac  fossa.  As  a  rule  increasing  constipation  will  be  a  more  prominent  symptom,  or 
alternatively  a  constantly  repeated  desire  and  necessity  to  defaecate  without  satisfaction 
in  the  result.  If  blood  and  mucus  are  passed  per  rectum,  if  the  patient  is  over  forty,  has 
had  no  bowel  symptoms  at  all  until  the  last  two  or  three  months,  and  has  been  losing 
weight,  the  carcinoma  and  its  locality  will  suggest  themselves  at  once,  and  an  actual 
tumour  may  be  felt  in  the  left  iliac  fossa  ;  the  chief  difficulty  arises  in  cases  who  have 
long  been  habitually  constipated,  so  that  it  is  difficult  to  assess  the  importance  of  the 
increased  difficulty  complained  of.  Rectal  examination,  the  sigmoidoscope,  a!-rays  after 
a  bismuth  meal  (Fig.  53,  p.  125)  or  after  a  bismuth  enema  (Fig.  54,  p.  126),  may  all  be 
needed  to  exclude  simpler  conditions  such  as  impacted  fceces  or  spastic  constipation,  which 
are  discussed  under  Constipation  (p.  121). 

Chronic  diverticulitis  is  referred  to  under  the  heading  of  acute  diverticulitis  above  ; 
when  it  has  given  rise  to  a  chronic  thick-walled  abscess  in  the  left  side  of  the  pelvis,  it 
may  produce  symptoms  very  like  those  of  carcinoma  of  the  pelvic  colon  on  the  one  hand, 
and  of  other  forms  of  pelvic  abscess  on  the  other,  especially  pyosalpinx,  or  periproctal  or 
periprostatic  abscess.  Vaginal  and  rectal  examination  should  be  made,  and  then  perhaps 
a  primary  source  for  one  or  other  of  these  may  be  found  ;  but  not  infrequently  even  when 
operative  measures  are  resorted  to,  a  chronic  diverticular  or  a  chronic  periproctal  abscess 
and  its  resulting  matting  and  thickening  are  mistaken  for  new  growth,  and  the  patient 
is  regarded  as  dying  of  a  cancer  unless  a  full  post-mortem  examination  is  undertaken  to 
verify  the  diagnosis. 

All  the  other  conditions  mentioned  in  the  table  above  are  discussed  in  the  article  on 
Pain  in  thk  Iliac  Fossa  (Right)  (p.  454),  and  what  is  said  there  applies  as  much  to  the 
left  iliac  fossa  as  to  the  right.  Herbert  French. 
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PAIN  IN  THE  ILIAC  FOSSA  (RIGHT).— When  a  patient  complains  of  pain  in  the 
right  iliac  fossa,  probably  the  first  thing  that  occurs  to  one  as  a  possible  if  not  even  probable 
diagnosis,  is  appendicitis.  As,  however,  there  are  a  large  number  of  other  conditions 
which  may  produce  the  same  symptom  also,  it  is  important  to  consider  the  possibility  of 
each  before  concluding  that  the  patient  really  has  appendicitis.  The  pains  may  be  either 
acute  and  severe,  or  they  may  be  subacute  or  chronic  ;  they  may  be  complained  of  by  a 
patient  now  for  the  first  time,  or  there  may  have  been  previous  attacks.  These  characters, 
however,  do  not  distinguish  any  one  cause  with  certainty  from  the  rest,  though  they  may 
serve  as  a  basis  for  classification  as  follows  : — 

Causes  of  Pain  in  the  Right  Iliac  Fossa. 
1 .  Acute  and  severe  pain  may  be  produced  by  : — 
Acute  appendicitis 


Acute  salpingitis 
Acute    distention    of 

the  cspcum  with  gas 
Calculus  impacted  in 

the  right  ureter 


Acute  ureteritis 
Coli  bacilluria 
Twisted  pedicle  of  right  ovar- 
ian cyst 
Pelvic  abscess 
Retained  right  testis 


Suppurative  periostitis  of 

the  ilium 
Acute  stitch 
After  local  injury. 


2.  Subacute,  chronic,  or  recurrent  pain  in  the  right  iliac  fossa  may  be  caused  by  :  - 


Most  of  the  con- 
ditions already 
enumerated  in 
Group  1. 

IleocsecaL  kink  (Lane) 

Peri -appendicular 
adhesions 

Pericsecal     adhesions 

Psoas  abscess 

Sacro-iliac  joint  dis- 
ease 

Tuberculous  hip 

Inflamed  iliac  lym- 
phatic glands 


Tuberculous  iliac  lymphatic 
glands 

Tuberculous  cajcum 

Actinomycosis  of  the  caecum 

Carcinoma  of  the  ciecum 

Movable  right  kidney 

Tuberculous  right  kidney  and 
ureter 

Intestinal  obstruction  at  a 
point  further  on  in  the 
intestines,  due  to  any  cause, 
such  as  carcinoma  of  the 
sigmoid  flexure,  etc. 

Obturator  hernia 

Herpes  zoster 


Osteo-arthritis  of  the  lum- 
bar vertebrae 

Infective  arthritis  of  the 
lumbar  vertebrae 

Dysentery 

Ulcerative  colitis 

Typhoid  fever 

Aneurysm  of  the  right 
iliac  artery 

Sarcoma,  osteoma,  or 
chondroma  of  the  iliac 
bone 

Lobar  pneumonia,  pleur- 
isy, or  other  chest  con- 
ditions. 


Formidable  though  the  above  list  may  seem,  in  the  great  majority  of  cases,  when  a 
patient  complains  of  pain  in  the  right  iliac  fossa,  the  first  point  to  be  decided  if  possible  is 
whether  that  patient  has  appendicitis  or  not.  In  an  acute  case,  in  which  the  pains  have 
come  on  rapidly  and  have  become  severe,  are  associated  with  an  increased  pulse-rate,  and 
some  rise  of  temperature  ;  vomiting  at  the  beginning  ;  a  coated  tongue  ;  local  rigidity 
over  the  right  iliac  fossa  ;  perhaps  with,  in  addition  to  a  sense  of  resistance,  a  diffuse  palp- 
able fullness  in  the  right  iliac  fossa,  or  even  a  more  or  less  localized  tender  swelling,  together 
with  tenderness  of  the  right  side  of  the  rectum  on  rectal  examination  ;  the  great  probability 
will  be  that  the  patient  has  acute  appendicitis,  and  although  the  circumstances  of  the  case 
may  prohibit  operation,  in  most  instances  surgical  measures  will  be  employed  to  cure  the 
condition,  and  at  the  same  time  the  cause  will  be  verified.  The  pain  in  cases  of  acute 
appendicitis  is  often  associated  with  a  remarkably  localized  acute  tenderness  referred  to 
McBurney\s  spot,  which  is  situated  at  the  outer  point  of  trisection  of  a  line  joining  the 
umbilicus  to  the  right  anterior  superior  iliac  spine.  Another  sign  which  is  sometimes 
helpful  is  the  presence  of  congestion  of  the  right  superficial  circumflex  iliac  vein  ;  this^ 
may  be  obvious  at  a  glance,  and  it  is  suggestive  of  active  inflammation  of  the  underlying 
appendix. 

Occasionally,  wlien  acute  appendicitis  has  been  the  apparent  diagnosis  before  operation^ 
some  other  focal  suppuration  will  be  found  when  an  operation  is  performed,  and  it  is 
generally  in  this  way  that  acute  suppurative  periostitis  of  the  inner  surface  of  the  ilium  is 
discovered,  a  somewhat  rare  but  very  important  condition  which  simulates  acute  appendi- 
citis very  closely,  and  which  can  only  be  cured  by  immediate  surgical  treatment. 

A  ureteral  calculus  generally  becomes  impacted  in  the  lower  end  of  the  ureter  close  to 
the  bladder  (Fig.  192),  and  it  sometimes  gives  rise  to  little  pain  ;  occasionally,  how- 
ever, it  produces  acute  ureteral  colic,  the  pain  being  referred  to  the  right  iliac  fossa  in  a 
way  which  simulates  the  pain  of  appendicitis  closely  ;   there  may  be  local  rigidity  of  the 
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muscles  but  no  tumour  can  be  felt,  and  as  a  rule  the  patient  is  much  less  ill  than  he  is  with 
appendicitis.  In  a  first  attack  of  such  pain,  however,  an  operation  for  supposed  appendi- 
citis may  very  easily  be  performed  ;  it  is  when  the  patient  has  had  recurrent  attacks, 
associated  perhaps  with  transient  haematuria,  that  the  real  cause  is  suggested,  or  more 
often  still  perhaps,  the  diagnosis  is  arrived  at  as  the  result  of  routine  examination,  including 
the  use  of  the  aj-rays.  The  only  conditions  likely  to  simulate  a  stone  in  the  ureter  when 
the  ic-rays  are  employed  are  either  calcareous  iliac  glands  or  a  phlebolith  in  formerly 
thrombosed  iliac  veins.  Sometimes  it  is  possible  to  tell  the  difference  between  these  three 
conditions  by  the  relative  situations  of  the  shadows  ;  more  often  there  will  remain  some 
doubt,  however,  as  to  what  the  ir-ray  appearances  signify,  and  it  may  be  necessary  to  use 
the  cystoscope  and  a  ureteral  bougie  or  catheter  to  determine  whether  there  is  a  stone  in 
the  ureter  or  not. 

Acute  ureteritis  produces  symptoms  almost  exactly  like  those  of  an  actual  stone  in 
the  ureter,  and  in  some  instances 
at  any  rate  it  is  due  to  inflam- 
mation of  the  lower  end  of  the 
ureter  resulting  from  a  stone 
which  has  already  passed.  Oc- 
casionally, however,  it  arises 
apparently  as  a  primary  con- 
dition or  as  part  of  a  bacillus 
coli  infection  of  the  urinary  pas- 
sages, and  in  some  such  cases 
operation  for  supposed  appen- 
dicitis has  been  performed  ;  the 
vermiform  appendix  proving 
perfectly  normal,  but  the  ureter 
being  seen  to  be  thickened  and 
inflamed.  There  can  be  no 
doubt  that  some  such  cases, 
diagnosed  and  operated  upon  for 
appendicitis,  escape  recognition 
altogether,  for  it  is  not  always 
easy  to  tell  whether  the  lower 
end  of  the  ureter  is  inflamed 
when  the  tube  is  inspected 
merely  from  outside,  but  the 
writer's  post-mortem  experiences 
show  that  the  lesion  is  com- 
moner than  might  be  expected. 

Coli  baciUuria  is  now  a 
familiar  difficulty  in  the  differ- 
ential diagnosis  of  appendicitis  ; 

olfViz-iiirrK  fK^<-v»rkt;^»11<<*r  ♦V.^  .-»«;»*  ^'^'  ^^-- — ^^kla^'nim  of  calculas  impacte<l  in  lower  end  of  ritrht  ureter.  Tlie 
aiinougn    tneorciicany    rne    pam  aiagnosis  waa  conllrmeil  at  operation  by  Mr,  Tlielwall  Tlionuu*. 

would  be  referred   mainly   to  the  {Skiagram  by  Dr.  C.  TImrmn  IloUand.) 

kidney,  generally  the  right,  it  is 

quite  common  for  patients  suffering  from  this  condition  to  refer  their  pain  not  to  the 
back  or  loin  at  all.  but  to  the  front  of  the  lower  part  of  the  abdomen,  and  particularly  over 
the  right  iliac  fossa,  in  such  a  way  that  acute  ap|>endicitis  is  simulated  very  closely.  Even 
though  the  urine  be  examined  and  a  haze  of  albumin  found,  together  with  an  excess  of 
leucocytes,  the  acuteness  of  the  condition  may  be  such  that  the  surgeon  may  not  feel  justi- 
fied in  waiting  for  cultures  of  a  catheter  specimen  of  the  urine  to  be  made,  to  see  whether 
bacillus  coli  communis  is  present  in  pure  culture  ;  and  not  a  few  patients  of  this  kind  are 
unavoidably  operated  upon  for  acute  appendicitis  when  the  appendix  is  perfectly  normal. 
The  condition  of  coli  baeilluria  is  recognized  most  readily  when  one  has  become  familiar 
with  previous  cases  ;  the  main  features  of  the  condition  arc  described  on  page  69,  and 
Fig.  193  is  a  temperature  chart  from  a  case  in  which  appendicitis  was  simulated  so  closely 
that  operation  was  performed  and  the  diagnosis  of  coli  infection  of  the  right  urinary 
passages,  including  the  kidney,  confirmed  by  the  surgeon. 
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TwiMing  of  the  pedicle  of  an  ovarian  cyst  upon  the  right  side  generally  produces 
symptoms  analogous  to  those  of  strangulated  hernia,  and  the  diagnosis  may  only  be 
established  when  urgent  laparotomy  is  performed,  unless  the  patient  is  already  known  to 
have  an  ovarian  cyst.  As  a  rule  the  pain  starts  in  the  lower  part  of  the  abdomen  before  it 
becomes  general,  and  in  the  case  of  a  cyst  upon  the  right  side  it  may  be  referred  particu- 
larly to  the  right  iliac  fossa,  so  that  appendicitis  may  be  simulated,  especially  as  the  patient 
may  be  very  tender  in  the  right  lower  quadrant  of  the  abdomen,  and  a  diffuse  swelling  may 
be  felt  here.  Effusion  of  fluid  into  the  general  peritoneal  cavity  takes  place  rapidly,  so 
that  there  may  be  dullness  in  the  flanks,  though  the  peritonitis  which  produces  this  is 
generally  non-suppurative.  The  emergency  is  one  which  calls  for  laparotomy  at  once, 
and  the  diagnosis  is  confirmed  after  the  abdomen  has  been  opened. 


Fig.  193. — Temperature  chart  (four-hourly)  from  a  ciuse  of  acute  coli  bacilluria;   it  showa  one  recrudesoeiice  of 
the  acute  trouble  after  an  apyrexial  interval. 

Acute  salpingitis  or  inflammation  of  the  right  ovary  are  generally  secondary  to  some 
other  pelvic  inflammation  which  has  been  diagnosed  on  account  of  other  symptoms  such 
as  a  vaginal  discharge  (p.  185),  or  pain  in  the  pelvis  (p.  467),  or  some  menstrual  irregularity 
such  as  menorrhagia  (p.  385).  The  skilled  gynaecologist  may,  by  vaginal  palpation,  be 
able  to  determine  the  cause,  though  doubts  may  very  often  persist  as  to  whether  the  con- 
dition is  one  affecting  the  right  uterine  appendages  on  the  one  hand,  or  the  vermiform 
appendix  on  the  other,  unless  laparotomy  is  performed.  This  procedure,  as  a  rule,  is 
much  less  urgent  in  the  case  of  salpingitis  or  ovaritis  than  with  appendicitis,  and  the 
doubts  may  therefore  remain  unresolved  even  for  a  period  of  months.  Should  the  pains 
in  the  right  iliac  fossa  be  relatively  slight  in  the  intermenstrual  periods,  but  severe  at  the 
time  of  the  periods  themselves,  this  fact  will  suggest  that  the  mischief  is  pelvic    and  not 
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appendicular ;  but  even  this  conclusion  is  open  to  fallacy,  because  when  there  has  been 
preceding  appendicitis  with  extensive  adhesions  which  may  very  likely  include  the  uterine 
appendages,  the  pains,  though  primarily  the  result  of  appendicitis,  may  be  recurrently 
worse  at  each  monthly  period.  An  important  point,  however,  is  that  salpingitis  and 
ovaritis,  though  possibly  unilateral,  are  much  more  conunonly  bilateral,  so  that  the 
distribution  of  the  pains  is  likely  to  be  much  wider  in  tlie  case  of  ovarian  or  Fallopian  tube 
mischief  than  it  is  with  or  after  appendicitis. 

Acute  stitch  generally  affects  the  flank  in  the  lower  costal  region  on  one  side  or  the 
other,  but  sometimes  the  muscles  over  the  right  iliac  fossa  are  involved  instead  of  the 
abdominal  muscles  higher  up,  or  the  diaphragm,  and  acute  pain  results  in  the  right  iliac 
fossa  and  the  patient  may  fear  appendicitis.  The  general  character  of  the  pain,  however, 
the  fact  that  it  appears  to  be  deflnitely  in  the  abdominal  wall,  and  that  it  is  unassociated 
as  a  rule  with  acute  hyperaesthesia  or  with  any  swelling  or  pyrexia,  will  generally  serve  to 
distinguish  stitch  from  appendicitis. 

Distentimi  of  the  colon  with  fceces  or  with  gas  seldom  produces  very  acute  pain  in  the 
right  iliac  fossa,  but  rather  a  severe  grumble ;  and  although  in  a  first  attack  appendicitis 
may  be  feared,  recurrence  of  similar  attacks  without  any  obvious  illness  on  the  patient's 
part,  and  the  way  the  pains  are  almost  immediately  relieved  if  the  patient  can  pass  flatus 
abundantly,  or  has  his  bowels  evacuated,  either  naturally,  by  medicines,  or  by  means  of 
an  enema,  will  generally  serve  to  exclude  acute  appendicitis  at  any  rate,  though  doubt  may 
remain  as  to  whether  there  may  not  be  appendicular  or  perityphlitic  adhesions.  In  some 
such  cases  examination  of  the  bowel  with  bismuth  and  the  aj-roys  may  serve  to  show  the 
distended  condition  of  the  caecum,  or  on  the  other  hand  evidence  of  deformity  from 
adhesions. 

Retention  oj  the  right  testis  is  a  thing  which  should  not  be  forgotten,  especially  when 
a  lad  at  about  the  time  of  puberty  complains  of  acute  pain  in  the  right  iliac  fossa,  suggest- 
ing appendicitis.  The  testis  at  this  time  swells,  and  if  it  is  situated  at  the  upper  end  of 
the  inguinal  canal,  distention  of  it  may  cause  acute  pain  of  a  character  very  similar  to  that 
of  appendicitis,  especially  as  at  the  same  time  there  may  be  local  resistance  suggesting  a 
swelling  in  the  iliac  fossa.  It  is  important  therefore  to  examine  the  scrotum  to  see  whether 
both  testicles  are  present  there  or  not.     There  is  no  pyrexia. 

Injury  to  the  right  iliac  fossa  may  be  followed  by  acute  pain.  In  most  instances  the 
history  will  indicate  the  diagnosis  clearly,  especially  if  there  is  local  evidence  of  bruising. 
Sometimes,  however,  the  patient  may  have  injured  himself  when  he  was  unaware  of  doing 
so,  for  instance  during  times  of  great  excitement,  or  perhaps  when  he  was  under  the  influ- 
ence of  drink,  or  again  during  a  nocturnal  attack  of  epilepsy,  and  it  may  then  be  very 
difficult  sometimes  to  tell  whether  the  pains  are  due  to  injury  or  not.  The  absence  of 
pyrexia  and  of  an  increased  pulse-rate  will  be  points  against  acute  appendicitis,  though 
there  may  be  local  swelling  from  a  deep  hsematoma,  and  the  injured  muscles  may  be  rigid. 

Passing  on  now  to  a  consideration  of  the  differential  diagnosis  of  conditions  which  may 
produce  subacute,  chronic,  or  recurrent  attacks  of  pain  in  the  right  iliac  fossa,  it  is  clear 
that  most  of  the  conditions  described  above  need  to  be  borne  in  mind  again,  though  one 
need  not  recapitulate  what  has  already  been  said  in  regard  to  them.  Many,  if  not  all,  of 
the  additional  causes  mentioned  under  the  second  heading,  however,  may  simulate  or  be 
confused  with  subacute  or  recurrent  appendicitis. 

The  ileoccecal  kink  of  Sir  Arbuthnot  Lane  is  now  familiar  to  most  physicians  and 
surgeons  as  a  cause  of  constipation  by  interfering  with  the  free  passage  of  the  intestinal 
contents  from  the  lower  end  of  the  ileum  into  the  caecum,  and  as  a  result  of  this  kink  dis- 
comfort, or  a  dull  grumbling  pain,  or  even  an  occasional  acute  pain,  may  result  in  the  right 
iliac  fossa  ;  it  may  be  very  difficult  to  tell  whether  there  is  not  some  degree  of  appendicular 
trouble  at  the  same  time,  but  the  diagnosis  of  the  kink  itself  is  relatively  easy  if  a  serial 
examination  of  the  alimentary  canal  is  made  with  the  a;-rays  after  the  administration  of 
bismuth.  The  actual  narrow  point  between  the  bismuth  kept  in  the  lower  end  of  the 
ileum  beyond  its  proper  time  and  the  bismuth  which  has  got  past  the  kink  into  the  caecum 
can  generally  be  seen  very  clearly  ;  though  it  is  important  in  making  the  examination 
that  the  patient  should  not  have  any  paraffin,  aperient,  or  enema  during  the  period  of  the 
successive  a'-ray  examinations. 

Adhesions  round  the  appendix  itself,  or  round  the  caecum,  may  be    verj-^  difficult  to 
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diagnose  unless  the  patient  has  recurrent  pains  in  the  iliac  fossa  subsequent  to  a  preceding 
attack  of  appendicitis  but  without  any  recurrence  of  signs  of  inflammation,  pyrexia,  or 
raised  pulse-rate.  In  some  such  cases,  however,  it  is  only  when  operation  is  performed 
for  the  relief  of  the  symptoms  that  the  adhesions  can  be  diagnosed  with  certainty. 

Tuberculosis  of  the  ccecum  is  being  recognized  nowadays  with  increasing  frequency 
(Fig.  194)  ;  it  is  nearly  always  associated  with  chronic  phthisis,  of  which  there  will  be 
either  definite  physical  signs  or  ^r-ray  shadows,  and  the  sputum  will  generally  contain 
tubercle  bacilli.  When  the  phthisis  is  active  and  extensive  the  number  of  bacilli  swallowed 
are  generally  so  numerous  that  if  ulceration  of  the  bowel  occurs  at  all  the  ulcers  are  diffused 
widely  through  the  ileum,  caecum,  and  ascending  colon  ;  but  even  in  such  a  case  the  post- 
mortem evidence  shows  that  the  maximum  incidence  of  the  bowel  tuberculosis  which 
results  from  the  swallowing  of  tuberculous  sputum  is  in  the  region  of  the  ileocaecal  valve, 
presumably  because  some  delay  occurs  here^  in  the  paj^sage  of  the  motions  and  gives  the 

bacilli  a  better  opportunity  of  attacking 
the  mucous  membrane.  In  cases  which 
are  much  less  acute  the  bowel  tuberculosis 
is  sometimes  confined  entirely  to  the  ileo- 
caecal valve  region,  involving  perhaps  the 
last  inch  or  two  of  the  ileum,  the  ileocaecal 
valve  itself,  the  caput  caeci,  and  the  first 
inch  or  two  of  the  ascending  colon.  There 
may  be  diarrhoea  as  a  result  of  this  chronic 
ulceration,  but  as  a  rule  there  is  none,  and 
the  patient  has  become  so  accustomed  to 
his  lung  condition  that  he  presents  himself 
to  the  physician  complaining  of  a  sense  of 
dull  pain  in  the  right  iliac  fossa  with  occa- 
sional exacerbations.  There  may  or  may 
not  be  pyrexia  owing  to  the  phthisis.  On 
examination  an  indeterminate  fullness  or 
even  a  definitely  palpable  mass  may  be  felt 
in  the  right  iliac  fossa,  and  the  first  im- 
pression will  probably  be  that  the  patient 
has  chronic  appendicitis,  or  even  possibly 
carcinoma  of  the  caecum.  It  is  the  con- 
comitant lung  trouble  which  gives  the  dia- 
gnosis, and  possibly  tubercle  bacilli  may 
also  be  detected  in  the  faeces  by  the  anti- 
formin  process.  A  certain  number  of  these 
cases  have  now  been  cured  of  their  bowel 
trouble  completely  by  excision  of  the 
affected  parts,  accompanied  by  anastomosis 
between  the  healthy  lower  end  of  the  ileum 
and  the  healthy  large  bowel  beyond  the 
ulceration  in  the  caecum. 

Actinomycosis  of  the  c(Bcum  is  rare,  but 
it  is  a  well -recognized  condition  which,  when  it  does  appear,  often  baffles  diagnosis.  In 
some  cases  the  nature  of  the  mischief  in  the  right  iliac  fossa  is  suggested  by  the  fact  that 
the  patient  has  a  chronic  inflammatorj%  suppurative,  or  ulcerative  condition  either  of  the 
jaw  or  check  (Plate  XX  A),  or  of  the  pleura  and  chest  wall,  or  of  the  liver  at  the  same 
time,  for  these,  in  addition  to  the  caecum,  are  the  sites  most  usually  involved  by  actino- 
mycosis. The  chronicity  of  the  affection  is  generally  pronounced,  but  the  ultimate  diagnosis 
depends  upon  the  discovery  of  ray  fungi  from  the  affected  part  (Plate  XXI' J  J  J,  p.  614). 
Were  the  cjccum  involved  primarily  the  symptoms  would  be  more  or  less  like  those  of 
either  chronic  appendicitis  or  of  carcinoma  of  the  caecum,  and  laparotomy  would  probably 
be  resorted  to,  though  if  the  nature  of  the  malady  were  suspected  large  doses  of  iodide 
of  potassium  would  be  prescribed  with  or  without  actinomycotic  vaccine  treatment,  cure 
possibly  resulting  without  operation. 


Fit;.  191.  riioto;:riii>li  of  I'lironic  tuberculosis  of  the  lower 
end  of  the  ileum:  ileoiui' "jil  valve  ami  Licuin  KucoessfuUy 
exriset.1  in  a  ciu^e  of  ehronir  phthi-»is  with  synijitonis  sut:i,'estinix 
chronic  appeiuiicitii?.  I'atient  alive  ami  well  seven  years  after 
the  operation. 

A  Normal  ilium,  B.  Henye  tuberculoiij^  infiltration  of  the 
bowel  wall,  c,  Ileocical  valve,  deformeJ  by  the  tuberculou:^ 
infiltration.     D.  lnliltrate<l  ciivuni. 


Digitized  by 


Google 


PLATE    XX A 


ACTINOMYCOTIC       ULCERATION       OF       THE       JAW 


Coloured  sketch  (from  life)  of  tlio  pofteiied  nrea  in  ft  case  of  perimanJibulir  {u-'tiiioinycosi*^.  An  incision  had 
recently  lieen  niiide  and  some  i,'el:itiiiuu>^  nKUerial  wiped  away.  'Jhe  cenind  red  area  is  lliereloi-e  denuded  of  >>kin  iimi 
sliows  the  undtTlyiiiL.' L'rnnnlat  ion  tissue.  GranuU's  of  the  fniit.'U«  enilx'd.led  in  this  tis>ne  run  he  seen.  The  surronnd- 
iiii.'  livid  area  n'pre-fiit>  the  sutt  iirt inomycotic  fcK-U'J  covered  hy  thinned  >kiii.  It  i<  nire  for  ulcers  to  o<'Cur  naturally 
in  the  course  of  the  ilise:ise.     Treatment  liy  l'Olas>inin  it.dide  cau-ed  m:irked  in»itroven»ent.  Jl.  Ctijit^,  del. 

liif  kird  ffrinisxivii  of  '  l/n'  Ihitinh  Juurnnl  of  S u njf rtf .' 
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Inflamed  iliac  lymphatic  glands  may  cause  both  pain,  tenderness,  and  obscure  swelling 
in  the  right  iliac  fossa,  and  appendicitis  may  be  simulated.  There  will  generally  be  pyrexia ; 
if  the  inflammation  in  the  internal  glands  is  due  to  spread  from  the  femoral  or  inguinal 
glands  there  will  generally  be  some  sore  place  uix)n  the  skin  in  the  area  drained  by  the  latter 
to  indicate  the  diagnosis,  but  the  inflammation  of  the  iliac  may  also  occur  independently  of 
the  inguinar  lymphatic  glands  when  the  source  of  the  infection  is  in  the  pelvis  or  secondary 
to  periproctal  or  periprostatic  inflammation.     Rectal  examination  will  assist  the  diagnosis. 

Tuberculous  iliac  lymphatic  glands  generally  form  part  of  tabes  mesenterica  or  of 
tuberculous  peritonitis  (p.  47),  but  sometimes  the  tuberculous  deposits  occur  mainly,  or 
even  solely,  in  the  glands  in  the  region  of  the  caecum,  in  which  case  it  may  be  very  diflicult 
to  be  sure  without  operation  that  the  patient  has  not  got  chronic  appendicitis  or  alterna- 
tively tuberculous  lesions  in  the  caecum  itself  (see  above).  It  is  only  when  one  can  feel 
multiple  small  but  firm,  tender  swellings,  as  is  sometimes  possible  in  a  thin  person,  that 
the  diagnosis  of  tuberculosis  of  these  glands  may  be  guessed  at ;  as  a  rule  the  patient  is  a 
child  suffering  from  general  delicacy,  and  the  condition  is  not  one  in  which  the  symptoms 
call  for  urgent  laparotomy.  Von  Pirquet's  skin  reaction  may  be  positive,  though  even 
when  it  is  the  diagnosis  of  tuberculosis  of  these  glands  will  often  remain  one  of  conjecture 
only.  Sometimes  the  ar-rays  show  multiple  shadows  in  the  position  which  the  glands 
normally  occupy,  and  thus  assist  the  diagnosis. 

Carcinoma  of  the  ccecum  is  generally  characterized  much  less  by  pain  in  the  iliac  fossa 
than  by  a  definite,  usually  irregular  firm  mass,  at  first  movable,  later  more  fixed.  This 
mass  is  distinguished  from  an  accumulation  of  faeces  in  the  caecum  by  its  greater  firmness, 
by  the  fact  that  it  cannot  be  moulded  by  the  fingers,  and  that  it  does  not  disappear  when 
the  bowels  are  thoroughly  evacuated.  It  may  enlarge  very  slowly  ;  in  cases  of  doubt, 
operation  with  a  view  to  possible  excision  will  probably  be  resorted  to,  and  the  diagnosis 
thus  confirmed.  Sometimes  carcinoma  of  the  caecum  may  be  simulated  by  accumulated 
faeces,  however,  when  there  is  obstruction  to  the  bowel  further  on  ;  there  may  for  instance 
be  adhesions  obstructing  the  sigmoid  colon,  or  a  partial  volvulus,  or  a  carcinoma  of  the 
rectum,  or  of  the  sigmoid  colon,  leading  to  partial  intestinal  obstruction  and  preventing 
the  faeces  from  leaving  the  caecum  thoroughly  even  when  evacuant  measures  have  been 
employed.  The  pain  which  the  patient  then  complains  of  may  be  not  at  the  site  of 
obstruction  so  much  as  in  the  right  iliac  fossa.  A  bismuth  and  a;-ray  examination  may 
assist  materially  in  detecting  the  cause  of  the  symptoms  in  such  a  case,  and  careful  exam- 
ination of  the  rectum  with  the  finger,  or  of  the  sigmoid  colon  by  means  of  the  sigmoidoscope, 
may  be  required.  It  is  noteworthy  that  when  there  is  obstruction  to  the  colon  in  its  distal 
part,  it  is  particularly  in  the  caecum  that  stercoral  ulcers  are  apt  to  occur,  and  these  may  be 
associated  with  perityphlitis  and  pain  in  the  right  iliac  fossa,  more  or  less  simulating 
appendicitis. 

In  dysentery  and  ulcerative  colitis  the  abdominal  pains  are  usually  general,  or  at  least 
referred  now  to  one,  now  to  another  part  of  the  whole  colon,  so  that  in  these  conditions  the 
patient  seldom  complains  mainly  of  pain  in  the  right  iliac  fossa  ;  occasionally,  however, 
pain  in  the  right  iliac  fossa  may  be  more  pronounced  than  over  other  parts  of  the  colon, 
though  the  diagnosis  of  a  more  widespread  infection  will  generally  be  indicated  by  the 
history,  especially  as  to  residence  in  the  tropics  in  the  case  of  dysentery,  or  of  recurrent 
intractable  diarrhoea  with  the  passage  of  blood  and  mucus  in  one  suffering  from  ulcerative 
colitis. 

In  typhoid  fever  the  general  symptoms  will  nearly  always  be  out  of  all  proportion  to 
any  pain  in  the  abdomen,  but  occasionally  so  mild  a  case  of  typhoid  fever  is  met  with — the 
ambulatory  type — that  the  patient  has  not  been  ill  enough  even  to  go  to  bed,  and  in 
some  of  these  acute  pains  in  the  right  iliac  fossa  have  been  the  first  thing  to  call  attention 
to  the  nature  of  the  disease  ;  in  some  indeed  the  patient  has  had  a  perforation  low  down 
in  the  ileum,  so  that  a  local  abscess  in  the  right  iliac  fossa  has  formed,  and  the  patient, 
though  suffering  from  typhoid  fever,  has  been  operated  upon  as  an  ordinary  case  of 
appendicitis  until  the  subsequent  course  of  the  pyrexia  has  indicated  that  something  else 
was  wrong,  and  it  has  occurred  to  one  to  have  the  blood  tested  for  a  WidaFs  reaction,  wliich 
has  then  been  found  positive. 

Discomfort  or  actual  pain  in  the  right  iliac  fossa  may  be  the  first  complaint  of  patients 
suffering   from   a   tumour  of  the    iliac  bone ;     this   tumour    may    be   simple — osteoma  or 
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chondroma — or  it  may  be  malignant  sarcoma.  In  either  case  the  diagnosis  is  arrived  at 
by  careful  deep  palpation,  when  the  tumour  will  be  felt  to  be  firm  or  even  bony  hard,  and, 
unlike  other  tumours  in  the  iliac  fossa,  completely  fixed  to  the  deep  parts. 

An  aneurysm  of  the  iliac  artery  is  very  uncommon  ;  when  it  does  occur,  pain  in  the 
iliac  fossa  may  be  considerable,  and  this  pain  may  radiate  thence  down  the  right  thigh  ;  the 
diagnosis  would  be  made  by  careful  palpation  and  the  discovery  of  a  tumour  with  expansile 
pulsation. 

Although  both  movable  right  kidney  and  oOier  lesions  of  the  right  kidney,  especially 
ttiberculosis,  cause  pain  in  the  loin  to  a  more  pronounced  extent  than  pain  in  the  right  iliac 
fossa,  some  patients,  especially  those  suffering  from  unduly  movable  right  kidney, 
complain  of  much  more  pain  in  the  lower  right  abdominal  quadrant  than  in  the  loin, 
and  the  difficulty  of  distinguishing  between  such  pains  when  due  to  movable  kidney  only, 
and  a  subacute  appendicitis  occurring  in  a  person  who  has  at  the  same  time  a  movable 
kidney,  may  sometimes  be  considerable.     Careful  urine  examination  should  be  made  ;  with 

renal  tuberculosis  pus  cells  and  tubercle 
bacilli  may  be  detected  ;  with  movable 
kidney  the  urine  is  generally  normal,  though 
sometimes  there  may  be  a  little  albumin  or 
occasionally  a  trace  of  blood.  With  mov- 
able kidney,  however,  there  will  be  no 
pyrexia,  such  as  one  would  expect  were 
there  also  appendicitis,  and  on  careful  pal- 
pation the  patient  will  tell  the  examiner 
that  she  experiences  the  pain  when  he  has 
the  kidney  between  his  two  hands  and  not 
when  he  presses  into  the  right  iliac  fossa 
without  touching  the  kidney. 

Herpes  zoster  is  a  condition  which 
always  needs  bearing  in  mind  when  pains 
are  unilateral  without  objective  signs,  and 
these  pains  due  to  herpes  zoster  may  be 
present  some  time  before  the  actual  erup- 
tion appears,  and  also  in  a  few  cases  for 
weeks  or  months  after  the  eruption  has 
subsided.  It  is  even  probable  that  in 
some  cases  there  are  pains  from  herpes 
zoster  without  any  eruption  at  all,  though 
then  the  diagnosis  is  almost  impossible. 
As  a  rule,  with  herpes  zoster  occurring  in 
such  a  way  as  to  produce  pain  referred 
to  the  right  iliac  fossa,  the  pain  will  not  be 
Fig.  iu5.-skia-ram  showing  tuberculous  disease  of  1st         confined  to  this  fossa,  but  will  be  referred 

and  '2ml  lumbar  vertebrao.  » 

(Hkiajram  by  Dr.  c.  Thursian  Holland.)      also  to  the  inner  sidc  of  the  uppcr  part  of 

the  thigh  and  to  some  point  in  the  right 
loin.  The  characteristic  vesicles  will  also  be  looked  for,  or  the  slight  scabs  that  may  be 
left  for  some  time  after  the  vesicles  liave  dried  up. 

The  remaining  conditions  in  the  list  above  are  some  in  which  pain  may  be  referred  to 
the  right  iliac  fossa  by  lesions  at  a  distance,  and  it  is  only  by  bearing  them  in  mind  and 
looking  for  evidence  of  them  that  they  can  be  recognized.  Thus,  the  fact  that  a  patient 
who  is  suffering  from  acute  pleurisy  at  the  base  of  the  right  lung,  or  from  pneumonia  in  the 
lower  lobe  of  the  right  lung,  may  complain  of  pain  in  the  lower  part  of  the  abdomen  rather 
than  in  the  chest,  is  familiar ;  and  sometimes  it  may  be  very  difficult  to  decide  whether  the 
patient's  lesion  is  abdominal  or  thoracic.  Even  when  there  are  definite  lung  signs  there 
may  be  doubt  as  to  whether  there  may  not  be  appendicitis  as  well  ;  acute  pleurisy,  for 
example,  may  result  from  the  rapid  tracking  up  along  the  posterior  abdominal  wall  of 
infection  from  the  appendicular  region.  In  such  cases  it  is  only  by  careful  judgement  that 
a  decision  can  be  come  to.  As  a  rule,  in  such  cases  there  is  neither  rigidity  nor  tenderness 
m  the  right  iliac  fossa  upon  examination,  although  the  patient  may  i)iit  his  hand  over  the 
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right  iliac  fossa  when  indicating  where  he  has  the  pain.  In  a  similar  way  chronic  pain 
suggestive  of  ureteral  calculus  or  of  appendicular  colic  or  even  a  subacute  appendicitis  may 
be  complained  of  by  persons  whose  posterior  nerve  roots  on  the  right  side  are  being  irritated 
by  bony  or  other  changes  in  connection  with  the  lower  dorsal  or  upper  lumbar  vertebrae, 
for  instance,  from  spondylitis  deformans  (p.  648)  in  an  early  stage  ;  osteo-arthritis  of  the 
spine ;  infective  changes  in  the  spine  of  the  same  nature  as  rheumatoid  arthritis ;  spinal 
caries  with  or  without  psoas  abscess.  Such  cases  will  be  of  chronic  duration,  and  it  may 
be  only  after  much  deliberation  and  repeated  examinations  that  a  conclusion  will  be  come 
to  that  the  pains  are  referred  from  the  spine  and  not  due  to  primary  trouble  in  the  right 
iliac  fossa  itself.  The  ar-rays  will  sometimes  be  of  assistance  in  detecting  the  osteophitic 
or  other  bony  changes  in  the  vertebrae  {Fig.  195),  and  if  the  patient's  complaints  can  be 
analyzed  successfully,  it  will  generally  be  found  that  he  has  definite  localized  pain  in  the 
back  as  well  as  in  the  iliac  fossa.  The  diflficulty  of  being  sure  of  the  cause  of  the  pains 
in  such  a  case,  however,  may  sometimes  be  very  great,  and  even  after  weeks  of  observa- 
tion their  nature  may  still  remain  one  of  doubtful  opinion  only.  Herbert  French. 

PAIN,  INTERSCAPULAR.— (See  also  Pain  in  the  Back,  p.  427.)  Pain  referred  to  by 
the  patient  as  being  "  in  the  back,  between  the  shoulder  blades,"  is  due  in  the  great  majority 
of  cases  to  simple  indigestion,  flatulence,  or  biliousness.  Sometimes  it  is  in  the  middle 
line,  with  a  maximum  intensity  at  the  5th,  the  6th,  the  7th  or  the  8th  dorsal  vertebra  ; 
sometimes  it  is  referred  more  to  one  side  of  the  mid-line  than  the  other  ;  often  it  varies  in 
position,  being  sometimes  near  the  mid-line,  at  other  times  right  undej^  the  blade  of  one 
scapula — particularly  on  the  left  side  in  the  case  of  indigestion  and  stomach  conditions, 
on  the  right  side  when  the  patient  is  'bilious'  or  his  liver  is  out  of  order.  It  is  very  impor- 
tant, however,  not  to  conclude  forthwith  that  a  patient  who  has  this  symptom  is  merely 
bilious  or  suffering  from  dyspepsia,  for  pain  of  a  similar  kind  may  be  the  result  of  more 
serious  lesions,  amongst  which  one  must  think  of  : — 

Epithelioma  of  the  oesophagus  Aortic  aneurysm  eroding  the  vertebrae 

Mediastinal  sarcoma  Gastric  ulcer 

Spinal  caries  Duodenal  ulcer 

Sarcoma  of  the  vertebrae  I    Gastric  carcinoma 
Carcinoma  of  the  vertebrae  Gall-stones 


Infective  arthritis  of  the  spine  \ 

Fibrositis  I     *  Chronic 

Myositis  j  rheumatism  ' 

Spondylitis  deformans  / 


Hepatic  abscess 

Carcinoma  of  the  gall-bladder 

Carcinoma  of  the  liver. 


The  first  step  in  arriving  at  a  diagnosis  will  be  to  examine  the  bare  back  very  carefully 
by  inspection  in  a  good  light,  and  by  palpation.  Broadly  speaking,  the  conditions  men- 
tioned above  divide  themselves  into  two  main  groups — namely,  (1)  Those  in  which  the  pain 
is  not  produced  locally,  but  is  referred  to  the  interscapular  region  from  a  distance  {Fig.  294, 
p.  716)  ;  (2)  Those  in  which  the  pain  is  definitely  of  local  origin,  so  that  there  is  tenderness 
on  p>alpation  as  well  as  pain.  When  the  pain  is  due  to  local  causes,  there  will  generally  be 
some  deficiency  in  the  free  movement  of  the  spinal  column  when  the  patient  bends  forwards 
and  backwards,  or  from  side  to  side,  or  when  he  twists  round  ;  and  attempts  at  such  move- 
ments will  increase  the  pain  in  a  way  which  is  not  the  case  when  the  cause  is  gastric  or 
hepatic. 

The  maximum  amount  of  rigidity  is  found  in  cases  in  which  the  bones  themselves  are 
involved,  whether  by  spinal  caries,  new  growth,  an  aneurysm,  spondylitis  deformans,  or 
arthritis.  The  diagnosis  of  each  of  these  may  be  clinched  by  ar-ray  examination  in  all  but 
a  few  cases.  Skiagraphy  will  also  serve  to  detect  mediastinal  new  growth  ;  or,  with  the 
help  of  a  bismuth  meal,  epitfielioma  of  the  oesophagus,  which  is  generally  suggested  by  the 
progressive  Dysphagia  (p.  194)  long  before  it  produces  pain  between  the  shoulders. 

Infective  arthritis  of  the  spine,  fibrositis,  and  myositis  are  all  associated  with  local  tender- 
ness and  local  stiffness  or  deficiency  in  movement  as  well  as  with  local  pain  ;  in  only  a  few 
cases  will  the  parts  affected  be  the  mid-dorsal  region  of  the  vertebral  column  alone  ;  in 
most  instances  there  will  be  pains  in  other  parts  of  the  body  as  well,  referred  to  vaguely 
as  *  neuritic,'  together  with  more  or  less  affection  of  many  joints  of  the  multiple  rheuma- 
toid arthritis  type  (p.  341).     All  three  are  closely  related  to  one  another,  and  where  fibrositis 
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or  myositis  ends  and  infective  arthritis  begins  is  usually  impossible  to  define.  Local 
infiltration  may  sometimes  be  recognized  on  minute  palpation,  especially  by  those  who 
have  had  training  in  massage.  The  diagnosis  should  not  be  made,  however,  before  caries, 
aneurysm,  and  other  serious  deeper  lesions  have  been  excluded  by  skiagraphy. 

When  there  is  no  local  thickening,  tenderness,  or  rigidity,  and  no  local  abnormality 
to  be  made  out  with  the  a;-rays,  it  will  be  probable  that  the  interscapular  pain,  or  the  pains 
beneath  the  blade  of  one  or  other  scapula,  is  a  referred  pain,  either  of  gastric  or  hepatic 
origin.  In  many  such  cases  the  diagnosis  of  Flatulence  (p.  240),  or  simple  Indigestion 
(p.  315),  or  of  biliousness  is  guessed  at  rather  than  made,  and  the  chances  are  that  the 
patient  will  be  suffering  from  one  or  other  of  these  ill-defined  'simple'  conditions  rather 
than  from  something  more  serious, — such  as  gastric  or  duodenal  ulcer,  gastric  carcinoma, 
gall-stones,  hepatic  abscess,  or  carcinoma  of  the  liver  or  gall-bladder  ;  especially  if  he  has 
had  similar  pains  on  many  previous  occasions,  losing  them  completely  in  the  intervals.  The 
severity  of  the  scapular  or  interscapular  pain  is  no  guide,  for  it  may  be  extreme  even  when 
the  patient  is  suffering  from  nothing  worse  than  flatulence  or  biliousness.  It  is  important, 
however,  not  to  jump  too  readily  to  the  conclusion  that  the  pain  is  due  to  these  simple  con- 
ditions, especially  if  it  does  not  yield  easily  to  simple  treatment,  such  as  bicarbonate  of 
soda  or  a  little  calomel.  Careful  abdominal  palpation  is  indicated,  lest  a  gastric  or  hepatic 
tumour  escape  detection  ;  with  these  the  pain  will  seldom  be  solely  interscapular,  however, 
and  here,  just  as  in  the  case  of  gastric  or  duodenal  ulcer,  hepatic  abscess,  or  gall-stones, 
there  would  be  pain  in  the  epigastrium  or  hypochondrium  to  direct  attention  to  the  nature 
of  the  lesion,  which  would  be  suggested  further,  perhaps,  by  such  other  symptoms  as 
Vomiting  (p.  763)  or  Jaundice  (p.  324).  Nevertheless,  in  some  cases  it  may  only  be  by 
watching  the  patient  for  a  time  that  an  exact  diagnosis  can  be  made  ;  and  occasionally 
that  which  at  first  appears  to  be  no  more  than  the  interscapular  pain  of  dyspepsia 
or  biliousness,  proves  to  have  been  really  due  to  gall-stones  or  a  carcinoma. 

Herbert  French. 

PAIN  IN  THE  JAW  (LOWER) — unaccompamed  by  any  swelling  (see  Swelling  of 
THE  Jaw,  Lower,  p.  683) — is  generally  due  to  dental  caries^  i.e.,  toothache,  and  it  is  with 
this  thought  in  the  mind  that  an  examination  should  first  be  made.  The  decayed  tooth 
may  be  obvious  at  once,  or  it  may  be  so  hidden  as  to  call  for  the  services  of  a 
skilled  dentist.  Occasionally  an  unerupted  molar  may  be  the  cause  of  the  pain,  and  a 
skiagram  may  be  needed  to  complete  the  diagnosis. 

Neuralgia. — Here,  pain  is  the  essential  feature,  and  it  may  be  of  two  kinds.  It 
either  follows  the  course  of  a  nerve  such  as  the  inferior  dental  in  the  lower  jaw,  or  it  affects 
a  considerable  part  of  the  jaw  without  special  reference  to  any  nerve.  It  varies  greatly 
in  severity,  being  sometimes  slight,  at  other  times  so  severe  as  to  call  for  all  the  fortitude 
of  the  patient  to  bear  it.  Usually  neuralgia  of  the  inferior  dental  nerve  is  combined  with 
neuralgia  of  the  other  branches  of  the  fifth  nerve,  and  this  in  conjunction  with  the 
spasmodic  character  of  the  pain  makes  the  diagnosis  easy.  Some  cases  of  neuralgia  are 
embarrassing,  especially  when  sources  of  irritation  in  decayed  teeth  are  present  as  well, 
and  it  may  be  that  the  true  condition  can  only  be  settled  after  all  the  teeth  have  been 
extracted. 

Other  causes,  such  as  epithelioma  or  other  neoplasm,  do  not  produce  pain  as  a  rule 
until  the  diagnosis  has  been  arrived  at  on  other  grounds.  George  E.  Gask. 

PAIN  IN  THE  JAW  (UPPER).— What  has  been  said  above  as  to  pain  in  the  lower 
jaw  being  caused  by  dental  caries  and  neuralgia  applies  equally  to  pain  in  the  upper  jaw, 
but  there  is  an  important  additional  cause  to  be  sought  for  in  the  latter,  and  one  easily 
overlooked,  namely,  inflammatory  affections  of  the  antrum  of  Highmore. 

Abscess  of  the  Antrum  of  Highmore. — The  presence  of  pus  within  the  antrum  is  indicated 
by  local  pain  generally  dull  in  character,  but  sometimes  acute.  On  examination  of  the 
jaw,  the  gums  will  often  be  found  tender  and  swollen,  and  a  carious  tooth  is  frequently 
the  source  of  the  infection.  So  far,  the  signs  are  compatible  with  those  arising  from  a 
septic  tooth,  without  implication  of  the  antrum,  and  further  evidence  is  required  ;  the 
most  certain  is  the  periodical  discharge  of  pus,  which  may  run  from  the  corresponding 
nostril  when  the  head  is  bent  forwards,  or  trickle  down  the  pharynx  when  the  patient  is 
lying  on  the  back.     If  the  nonnal  opening  of  the  antrum  into  the  nose  becomes  closed,  as 
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it  may  from  inflammation,  this  valuable  sign  is  lost,  and  though  local  signs  of  inflammation 
and  general  febrile  disturbances  are  present,  it  may  be  difficult  to  arrive  at  a  diagnosis,  for 
the  condition  is  simulated  by  inflammation  in  the  nasal  fossae  or  suppuration  in  the  ethmoidal 
and  frontal  sinuses.  It  must  also  be  remembered  that  a  growth,  either  innocent  or  malig- 
nant, starting  in  the  antrum  and  not  yet  big  enough  to  cause  a  swelling,  may  easily  be 
mistaken.  Recourse,  therefore,  should  be  had  to  the  method  of  transillumination,  and 
the  antra  on  the  two  sides  compared  (see  Fig.  84,  p.  180).  The  position  of  the  antrum 
should  be  shown  by  a  bright  red  area,  and  if  instead  a  shadow  is  thrown,  there  is  presumably 
some  affection  of  the  antrum.  It  does  not  mean  necessarily  that  there  is  an  abscess,  for  a 
growth  or  a  thickening  of  the  bone  may  cast  a  shadow  equally  well.  In  these  conditions 
a  skiagram  may  help.  A  growth  may  indicate  its  presence  by  pain  before  the  ap|>earance 
of  any  swelling,  but  the  differential  diagnosis  is  discussed  under  Swelling  of  the  Jaw, 
Lower  (p.  688).  The  only  certain  method  of  diagnosis  of  an  antral  abscess  is  by  tapping 
the  antrum  with  an  exploring  syringe.  This  can  be  done  through  the  nose  immediately 
under  the  anterior  part  of  the  inferior  turbinate  bone.  The  fluid  withdrawn  may  be 
subjected  to  microscopical  and  bacteriological  examination.  George  E.  Gask. 

PAIN  IN  THE  JOINTS.— (See  Joints,  Affections  of  the,  p.  387.) 

PAIN  IN  THE  LEG.— (See  Pain  in  the  Extremity,  Lower,  p.  438.) 

PAIN  IN  THE  LIMBS  (General).— In  the  great  majority  of  cases  pains  in  the 
limbs  are  the  result  of  some  general  or  systemic  disease  :  in  but  few  instances  can  they 
result  from  symmetrically  distributed  local  lesions.  For  clinical  purposes  they  may  be 
classifled  by  their  duration,  according  as  they  are  acute  or  chronic. 


1.  Acute   General   Pains   in   tlie  Limbs  occur  in- 


Rheumatic  fever 

Muscular  overstrain 

Myositis — 

Acute  polymyositis 
Neuromyositis 

Trichinosis 

Peripheral  neuritis 

Neurasthenia 


Hysteria 

Acute  infections  such  as- 

Actite  coryza 

Tonsillitis 

Febricula  or  chill 

Influenza 

Acute  specific  fevers 

Rat- bite  fever 


I        Inflammations       of     the 
I  lungs,  kidneys,  etc. 

Secondary  syphilis 
Tropical  fevers — 
I        Dengue,       Malta     fever, 
'  cholera,    yellow     fever, 

I  dysentery,  malaria,  etc. 


2.  Chronic  Generai  Pains  in   tlie  Limbs  occur  in — 


Peripheral  neuritis 
Tabes  dorsalis 
Chronic  rheumatism 
^lyalgia 

Pernicious  anaemia 
Osteo-arthritis 


Rheumatoid  arthritis 
Gonococcal  arthritis 
Chronic  wasting  disease,  as 

pulmonary  tuberculosis 
Gastritis 
Cirrhosis  of  the  liver 


Bronchitis 
Emphysema 
Morbus  cordis 
Severe  anemia 
Malignant  disease 
Nephritis. 


These  general  pains  may  be  felt  most  acutely  sometimes  in  one  tissue  or  part  of  the 
limbs,  sometimes  in  another.  The  muscles,  for  example,  may  be  the  chief  seats  of  pain  in 
a  child  with  rheumatism  ;  in  a  rheumatic  adult  the  pains  are  usually  worst  in  and  about 
the  joints  ;  in  a  patient  with  secondary  syphilis  the  pain  is  often  deep  in  the  bones,  the 
so-called  osteocopic  pain.  General  limb-pains  are  usually  made  worse  by  movement, 
particularly  when  they  are  accompanied  by  inflammatory  changes  in  the  joints  ;  but  the 
general  pains  of  chronic  rheumatism,  or  the  stiffness  and  pains  left  after  muscular  over- 
strain, will  often  pass  off  if  the  movements  be  persisted  in  for  a  little  time.  As  a  rule,  general 
pains  in  the  limbs  are  least  felt  when  the  patient  is  at  rest,  especially  when  he  is  at  rest 
in  bed  ;  but  in  some  cases  rest  leads  to  stiffness  and  increased  discomfort,  change  of  position 
giving  temporary  relief;  in  others — particularly  the  muscular  pains  of  rheumatism  and 
the  osteocopic  pains  of  specific  disease — the  pains  are  at  their  worst  as  soon  as  the  patient 
gets  warm  in  bed. 

Acute  Pain. — General  pains  in  the  limbs  are  common  in  rheumatic  fever,  occurring 
mainly  in  the  limbs  in  which  there  is  acute  inflammation  of  the  joints.  In  severe  cases 
the  cause  will  not  readily  be  overlooked  :  it  is  in  the  comparatively  mild  cases  in  children 
that  failure  to  make  the  proper  diagnosis  is  likely  to  occur,  when  the  general  pains  in  the 
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limbs  may  be  set  down  as  merely  *  growing  pains.'  There  is  no  doubt  that  *  growing 
pains '  occur  in  healthy  children,  quite  independently  of  rheumatism  ;  but  any  complaint 
of  growing  pains  should  lead  to  a  careful  investigation  of  the  patient's  history,  and  of  the 
condition  of  his  heart ;  a  family  history  or  past  personal  history  of  either  rheumatism  or 
chorea  will  often  be  made  out ;  and  not  rarely,  examination  of  the  heart  will  lead  to  the 
discovery  of  valvular  disease.  The  joint-affections  of  rheumatism  are  far  more  prominent 
in  adults  than  in  children  ;  in  children  the  non-arthritic  lesions  are  the  most  conspicuous — 
endocarditis,  pericarditis,  pleurisy,  chorea,  inflammations  of  the  fibrous  tissues  generally 
and  of  the  skin,  sore  throats.  The  way  in  which  both  the  pains  and  the  pyrexia  are  relieved 
by  salicylates  may  often  assist  the  diagnosis  ;  if  both  are  relieved  within  forty-eight  hours 
after  salicylate  treatment  is  begun,  acute  rheumatism  is  probable,  whilst  conversely,  if  the 
pains  persist  in  spite  of  salicylates,  acute  rheumatism  is  not  probable  (Fig,  150,  p.  338). 

Few  people  can  be  unacquainted  with  the  general  pains  and  stiffness  due  to  muscular 
overstrain,  the  result  of  some  violent  and  unusual  muscular  exertion — ^walking,  running, 
playing  games,  etc. — undertaken  when  the  body  was  out  of  training.  The  pains  are  accom- 
panied by  local  tenderness  of  the  affected  muscles,  and  there  may  be  slight  fever. 

Myositis,  or  inflammation  of  the  muscles,  is  a  comparatively  rare  cause  of  general 
pain  in  the  limbs.  Acute  polymyositis,  also  described  as  dermatomyositis  and  as  pseudo- 
trichinosis,  is  characterized  by  pain,  rigidity,  and  tenderness  in  the  muscles,  oedema  of  the 
extremities,  and  a  rash  resembling  one  or  other  of  the  exudative  erythemas.  In  addition, 
there  are  the  general  symptoms  of  malaise,  anorexia,  general  debility,  and  fever.  It  must 
be  distinguished  from  trichinosis,  in  which  the  affected  muscles  are  found  to  contain 
Trichinella  spiralis,  the  face  and  eyes  are  cedematous,  and  the  blood  shows  eosinophilia. 
A  second  rare  form  of  myositis  is  the  neuromyositis  described  by  Senator,  in  which  the 
nerves  are  involved  as  well  as  the  muscles.  In  this,  sensation  is  lessened,  the  reflexes  are 
lost,  and  vasomotor  phenomena  are  seen  in  the  extremities.  The  affected  limbs  are  tender 
on  pressure,  and  painful  when  movement  is  attempted. 

Trichinosis,  or  infection  with  Trichinella  spiralis,  is  very  rare  in  Great  Britain,  though 
common  in  countries  where  pork  is  eaten  uncooked.  Its  symptoms  are  due  to  gastro- 
enteritis, and  to  invasion  of  the  tissues  of  the  body,  particularly  the  muscles,  by  young 
trichinellae.  For  the  first  week  or  ten  days  the  main  symptoms  are  gastro-intestinal,  and 
may  suggest  cholera.  Then  the  second  stage  comes  on  with  pains  and  swellings  in  the 
muscles,  particularly  the  flexors.  The  face,  neck,  and  trunk  are  affected  as  well  as  the 
limbs  ;  the  face  and  eyes  become  cedematous  ;  profuse  perspirations  are  common,  and 
high  fever  is  not  rare  ;  eosinophilia  and  leucocytosis  are  usual.  If  not  fatal  the  symptoms 
last  a  month  or  more,  subsiding  gradually  into  the  third  stage,  that  of  convalescence,  as 
the  larval  trichinellae  become  encysted  in  the  muscles.  The  diagnosis  of  trichinosis  is 
likely  to  be  difficult  because  of  its  rarity  ;  it  is  most  likely  to  suggest  itself  when  it  occurs 
in  epidemic  form.  In  the  early  stages,  acute  gastro-enteritis,  enteric  fever,  or  even  cholera, 
will  be  suspected,  the  main  symptoms  arising  from  the  irritation  of  the  alimentary  canal 
set  up  by  the  parent  trichinellae  breeding  in  it.  Later,  rheumatism  will  be  simulated  ; 
but  the  pain  and  swelling  are  in  the  muscles,  not  the  joints,  and  the  occurrence  of  oedema 
and  of  eosinophilia  should  help  in  the  diagnosis.  It  may  be  added,  that  adult  trichinellae 
may  be  found  in  the  stools  of  a  patient  with  trichinosis,  and  larval  trichinellae  in  pjortions 
of  the  affected  muscles  removed  intra  mtam  for  microscopical  examination  :  encysted 
larvae  will  also  be  seen  in  the  infected  meat  that  gave  rise  to  the  attack,  should  any  of 
it  have  been  preserved. 

Aching  pains  all  over  the  limbs  or  body,  or  both,  are  quite  common  at  the  onset  of 
many  of  the  acute  infectious  disorders,  or  of  acute  diseases  that  mainly  affect  one  or  another 
of  the  organs  of  the  body.  Associated  with  these  pains  are  other  general  symptoms,  in 
most  instances,  such  as  malaise,  headache,  anorexia,  and  more  or  less  fever.  Thus,  a 
severe  acute  coryza  or  tonsillitis  may  be  ushered  in  by  general  pains  in  the  limbs  ;  su  may 
the  obscure  and  elusive  acute  attack  known  as  a  febricula  or  a  chill,  in  which  the  fever  and 
general  symptoms  persist  for  a  day  or  two,  but  no  localizing  signs  or  symptoms  can  be 
detected  to  give  evidence  as  to  "  where  the  chill  has  settled."  Such  febriculae  may  really 
be  abortive  attacks  of  pneumonia  or  rheumatism,  the  onset  or  recrudescence  of  pulmonary 
tuberculosis,  instances  of  undetected  pore  throat,  acute  gastro-intestinal  upsets,  cases  of 
larval  enteric,  scarlet  fever,  measles,  or  what  not.     If  they  are  associated  with  much  pain 
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or  prostration,  there  is  a  great  tendency  to  apply  the  term  *  influenza  '  to  them  indis- 
criminately, quite  apart  from  considerations  of  fact — evidence  of  infection  with  Pfeiffer's 
bacillus  ;  or  of  probability — the  detection  of  any  source  whence  influenzal  infection  could 
have  been  derived.  But,  however  satisfactory  it  may  be  to  the  patient,  the  diagnosis  of 
influenza  should  not  be  made  without  further  evidence,  such  as  is  furnished  by  the  dis- 
covery of  Pfeiffer's  bacillus  in  the  patient's  nasal  or  bronchial  secretions,  or  by  the  occur- 
rence of  the  attack  as  one  of  many  in  an  influenzal  epidemic.  Influenza  is  well  known  to 
be  a  protean  disorder.  In  many  instances  its  main  symptom  is  a  severe  coryza,  with  head- 
ache, lachrymation,  pyrexia,  and  much  prostration.  In  others  the  type  is  respiratory, 
bronchitis  with  cough  and  viscid  expectoration  taking  the  place  of  the  coryza,  and  leading 
up  to  a  bronchopneumonia  or  lobar  pneumonia  that  not  infrequently  results  in  death.  A 
third  variety  of  influenza  is  the  abdominal  and  gastro-intestinal  ;  abdominal  pain,  vomiting, 
diarrhoea,  and  perhaps  jaundice,  being  the  main  phenomena.  In  all  of  these  the  pains, 
depression,  and  prostration  come  on  very  rapidly,  and  appear  severe  out  of  all  proportion 
to  the  objective  signs  of  the  disease,  while  the  fever  is  usually  of  short  duration.  The 
diagnosis  of  epidemic  cases  should  not  be  diflicult,  but  in  the  sporadic  cases  it  may  be  far 
from  easy,  and  must  be  made  on  the  general  lines  indicated  above. 

It  is  not  necessary  to  refer  in  -detail  to  the  many  other  acute  infections  or  inflammatory 
processes  in  which  general  pains  occur  in  the-  limbs.  In  measles,  scarlet  fever,  or  small-pox, 
for  example,  the  pains  often  occur  at  the  outset,  but  the  diagnosis  will  be  made  on  the 
other  symptoms,  and  confirmed  by  the  appearance  of  the  characteristic  rash.  Recurrent 
attacks  of  high  fever  with  pains  in  the  limbs  are  characteristic  of  the  little  known  and  rarely 
recognized  Rat-biic  Fever  (see  p.  598).  Various  febrile  disorders  of  the  lungs,  such  as 
bronchitis,  tuberculosis,  or  pleurisy,  may  begin  with  similar  pains  ;  so  may  gastro-intestinal 
infections,  or  acute  inflammations  of  the  kidneys.  The  diagnosis  in  these  instances  will  be 
made  from  the  special  symptoms  developed  in  each  ;  the  pains  in  the  limbs  will  rarely 
be  the  only  or  the  most  prominent  complaint. 

In  peripheral  neuritis  of  the  symmetrical  multiple  ty|>e,  the  amount  of  pain  is  very 
variable — great  in  some  cases,  little  in  others.  The  peripheral  nerves  contain  motor, 
sensory,  and  vasomotor  fibres  ;  in  peripheral  neuritis,  therefore,  motor  and  vasomotor 
symptoms  are  habitually  present,  as  well  as  sensory.  Alcoholism  is  the  commonest  cause 
of  multiple  symmetrical  peripheral  neuritis  ;  the  chief  complaints  are  of  numbness  and 
tingling  in  the  extremities,  '  pins  and  needles,'  sensations  of  '  dead  fingers,'  cramps  in 
the  legs,  and  severe  gnawing  or  aching  pains  in  the  limbs.  Beginning  in  the  hands  and 
feet,  they  tend  to  spread  to  the  trunk  ;  motor  weakness  comes  on,  the  skin  develops  hyper- 
sesthesia,  the  limbs  become  very  tender  to  pressure.  The  deep  reflexes,  originally  increased, 
are  now  lost ;  the  sphincters  are  hardly  ever  involved  in  alcoholic  neuritis  unless  the  mind 
is  affected.  Mental  symptoms  are  common  in  alcoholism,  taking  the  form  of  Korsakow's 
psychosis  ;  memory  for  recent  events  is  lost  :  the  patient  may  forget  his  name  and  address, 
and  not  know  where  he  is  ;  and  in  the  endeavour  to  make  good  the  lacunae  in  his  recollec- 
tions, he  is  likely  to  lie  freely,  and  quite  without  any  definite  wish  to  deceive.  The  physical 
signs  of  arsenical  neuritis  are  similar  to  those  of  the  alcoholic  form,  but  inco-ordination 
and  the  cutaneous  and  deep  hyperaesthesia;  are  more  marked,  and  muscular  paresis  and 
wasting  come  on  earlier  ;  and  there  may  be  other  arsenical  symptoms  (p.  64).  In  the 
neuritis  due  to  acute  lead  poisoning  the  sensory  signs  are  entirely  subordinated  to  the 
motor,  and  pains  in  the  limbs  are  absent.  Peripheral  neuritis  is  a  fairly  frequent  legacy 
of  influenza,  and  may  then  be  characterized  by  great  severity  and  |>ersistence  ;  it  may 
also  occur  as  a  complication  of  other  infectious  disorders — such  as  diphtheria,  tuberculosis, 
or  syphilis.  The  diagnosis  of  peripheral  neuritis  will  be  suggested,  speaking  generally, 
if  the  pains  in  the  limbs  are  associated  with  marked  sensory  changes — anaesthesia^ 
paraesthesia,  hyperaesthesia — with  tenderness  of  the  skin,  muscles,  or  along  the  course  of 
the  nerves,  and  with  weakness,  atrophy,  and  the  reaction  of  degeneration  in  the  muscles. 

Hysterical  and  neurasthenic  patients  sometimes  suffer  acutely  from  pains  in  the  limbs 
that  lack  any  objective  basis  on  examination,  and  may  give  rise  to  much  trouble  in  dia- 
gnosis. It  is  of  great  importance  that  organic  disease  of  every  kind  should  be  excluded 
before  the  diagnosis  of  hysteria  or  neurasthenia  is  given  out.  The  hysterical  patient  is 
generally  a  woman,  and  is  likely  to  exhibit  several  of  the  many  phenomena  common  in 
hysteria,    such   as   functional   aphonia,   globus   or   clavus   hystericus,   stocking-and-glove 
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anaesthesia,  hemianaesthesia,  variable  paralyses  often  due  to  the  contraction  of  antagonistic 
muscle-groups,  hysterical  seizures,  and  the  like.  The  signs  and  symptoms  of  hysteria 
change  from  time  to  time,  the  recovery  from  any  particular  affection  often  being  as  sudden 
as  its  onset.  The  neurasthenic  patient,  on  the  other  hand,  is  oftener  a  man  than  a  woman, 
usually  overworked,  run  down  in  general  health,  and  worried.  The  symptoms  are  those 
of  '  brain-fatigue '  for  the  most  part ;  inability  to  attend  to  or  take  interest  in  either 
Work  or  pleasure  ;  the  bodily  strength  is  lessened,  and  subjective  sensations  of  all  sorts 
may  be  felt  in  the  back  or  limbs.  Headache  is  a  prominent  feature  in  some  neurasthenic 
patients  ;  dyspepsia  or  palpitation  in  others  ;  imaginary  sexual  disorder  in  others. 
Exaggerated  knee-jerks  accompany  plantar  reflexes  that  are  still  normally  flexor,  and 
the  temperature  is  often  subnormal. 

General  pains  in  the  limbs  are  common  in  certain  diseases  of  hot  countries,  of  which 
only  two  need  be  considered  here.  Both  occur  in  Southern  Europe,  as  well  as  in  more 
tropical  regions. 

Dengue  is  an  epidemic  infectious  disease,  much  like  influenza  in  many  respects.  Its 
onset  is  sudden,  with  headache  and  pains  all  over,  fever,  sore  throat,  an  initial  erythe- 
matous rash,  and  rapid  pulse.  The  pains  may  be  in  the  joints  mainly,  or  diffused  through- 
out the  muscles  of  the  limbs,  and  are  made  worse  by  movement.  After  two  or  three  days 
the  patient  feels  better,  and  begins  to  get  about  again  ;  but  after  an  interval  of  a  day  or 
two  a  slight  or  severe  relapse  occurs,  with  pains  as  before,  fever,  and  a  secondary  roseolar 
rash,  which  begins  on  the  hands  and  wrists,  later  spreading  in  patches  over  the  whole  body. 
The  relapse  is  soon  over  ;  but  convalescence  may  be  slow,  with  persistence  of  the  general 
pains  in  the  limbs.  The  diagnosis  should  be  easy  in  epidemics  of  dengue  ;  the  sudden 
onset,  extent  of  the  pains  in  limbs,  head,  and  loins,  and  the  characteristic  course,  should 
suffice  to  distinguish  sporadic  cases  from  other  acute  disorders  such  as  measles,  scarlet 
fever,  rheumatic  fever,  etc. 

Malta  fever  occurs  mainly  in  the  Mediterranean  and  on  its  shores  :  it  is  a  chronic  fever, 
characterized  by  perspirations,  constipation,  and  rheumatic  pains  in  the  limbs  ;  arthritis, 
orchitis,  and  enlargement  of  the  spleen  are  common.  The  early  symptoms  are  obscure  ; 
but  pains  in  the  limbs  and  general  debility,  gastric  derangements,  headache,  bronchitis, 
and  continued  fever,  are  the  general  characteristics  when  the  disease  is  established.  The 
diagnosis  would  turn  on  the  discovery  of  exposure  to  infection,  the  milk  of  goats  that  are 
carriers  of  the  Micrococcus  melitensis  being  the  actual  vehicle  of  infection  :  the  patient's 
serum  shows  the  specific  agglutinating  reaction. 

Chronic  General  Pains  in  tlie  Limbs  will  often  remain  after  several  of  the  disorders 
mentioned  under  the  former  heading.  Thus,  the  pains  due  to  peripheral  neuritis  may 
become  a  chronic  affection  in  cases  of  chronic  alcohol,  arsenic,  or  lead  poisoning,  after 
influenza,  or  in  gouty,  diabetic,  or  syphilitic  patients.  Usually  only  one  or  two  of  the 
limbs  will  be  affected  in  these  cases  ;  and  the  diagnosis  will  not  have  to  be  made  from  the 
occurrence  of  the  pains,  but  will  have  become  evident  from  the  development  of  other  signs 
of  disease :  a  blue  line  on  the  gums  (p.  34),  tophi,  and  previous  attacks  of  acute  gout,  sugar 
in  the  urine,  and  so  forth. 

To  certain  uncommon  cases  of  tabes  dorsalis  the  name  tabes  dolorosa  has  been  given, 
owing  to  the  severity  and  extent  of  the  pains.  The  patient  presents  the  usual  symptoms 
of  tabes  (p.  609) ;  in  addition  he  has  frequently  repeated  lightning  pains  in  the  limbs,  so 
severe  as  to  form  the  dominating  element  in  his  disorder  from  the  subjective  point  of 
view.  The  diagnosis  will  be  made  from  the  suddenness  and  shocking  intensity  of  the 
pains  on  the  one  hand  ;  and  on  the  other,  from  the  discovery  of  further  signs  of  tabes — 
Argyll  Robertson  pupil,  loss  of  knee-jerk,  ataxia,  sphincter  troubles,  areas  or  zones  of 
anaesthesia.  The  pains  will  have  a  radicular  distribution,  and  the  nerve- trunks  and 
muscles  will  not  be  tender  on  pressure. 

General  pains  in  the  limbs  are  common  in  chronic  rheumatism,  occurring  particularly 
in  consonance  with  changes  in  the  weather.  In  some  instances,  the  muscles  are  the  chief 
seat  of  the  pain  ;  in  others,  the  joints  or  the  fibrous  tissues  round  them.  In  most  cases, 
exercise,  massage,  or  movement  tend  to  diminish  these  pains,  if  the  patient  can  be  induced 
to  submit  himself  to  the  discomforts  of  motion  or  exertion.  Occurring  in  children,  these 
chronic  pains  are  usually  set  down  as  '  growing  pains  '  ;  but  their  association  with  acute 
rheumatism  is  so  frequent  that  the  patient  should  always  be  examined  for  other  evidences 
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of  the  rheumatic  infection  (see  p.  464).  In  adults,  on  the  other  hand,  chronic  rheumatism 
is  less  often  an  inheritance  from  acute  rheumatism,  and  is  not  so  frequently  combined  with 
valvular  disease  of  the  heart ;  but  it  gives  rise  to  pseudo-ankylosis  of  the  joints,  inability 
to  work,  and  much  impairment  of  the  general  health.  The  possibility  of  gonorrhccal 
arthritis,  miscalled  gonorrhoeal  rheumatism,  must  not  be  overlooked. 

Myalgia,  or  the  so-called  '  muscular  rheumatism,'  is  a  common  affection  of  certain 
groups  of  muscles,  and  may  in  some  instances  affect  the  limbs  generally.  It  is  due  to  chill, 
exposure  to  cold  after  sweating,  sitting  in  a  draught,  and  the  like.  Its  commoner  forms, 
such  as  lumbago,  stiff  neck,  pleurodynia,  stiff  back,  need  only  be  mentioned  ;  in  the  rare 
cases  where  the  limbs  are  attacked,  the  diagnosis  of  muscular  rheumatism  will  probably 
be  made  faute  de  mieux,  although  there  is  nothing  to  show  that  the  affection  is  rheumatic, 
and  no  proof  that  it  is  the  muscles  (and  not  their  sensory  nerves,  for  example)  that  are 
affected  primarily.  It  happens  occasionally  that  severe  pains  in  the  limbs,  or  pains  all 
over  the  body,  are  felt  by  patients  with  pernicious  ancemia.  In  some  instances  these  pains 
are  associated  with  great  tenderness  of  the  bones  of  the  limbs  and  trunk  to  pressure,  which 
may  be  connected  with  the  hypertrophic  changes  taking  place  in  the  marrow  within  them. 
Similar  aches,  pains,  and  tenderness  may  be  found  in  any  of  the  severe  anaemias  or 
leukaemias. 

There  remains  for  consideration  the  large  class  of  diseases  characterized  by  chronic 
wasting  or  cachexia,  in  which  general  pains  in  the  limbs  are  often  prominent.  These  pains 
are  due  to  widely  different  causes  in  different  instances.  In  some  they  may  be  due  to 
nothing  more  than  exaggerated  muscular  fatigue  or  overstrain  ;  the  debilitated  patient 
has  but  little  muscle,  and  that  little  is  exhausted  by  exertions  that  would  be  trifling  for  a 
normal  subject,  so  that  the  cachectic  patient  becomes  the  victim  of  general  pains  by  the 
mere  fact  of  being  up  and  about.  In  other  cases  the  pains  are  connected  with  peripheral 
neuritis,  set  up  by  the  circulation  of  toxins  in  the  patient's  blood,  though  few  or  none  of  the 
other  signs  or  symptoms  of  neuritis  may  be  detected  on  investigation.  In  others,  again, 
the  pains  seem  to  be  connected  with  the  occurrence  of  fever,  being  lessened  or  absent  when 
the  patient's  temperature  is  normal.  In  the  great  majority  of  cases  these  pains  are  lessened 
by  rest,  or  by  any  treatment  that  builds  the  patient  up  and  increases  his  strength.  Either 
the  lungs,  the  heart,  the  liver,  and  gastro-intestinal  system,  or  the  kidneys  may  be  the  organs 
primarily  at  fault,  and  bodily  wasting  and  weakness  will  be  among  the  main  symptoms. 
In  cases  where  the  organic  disease  is  deep-seated  and  out  of  reach,  there  is  danger  lest  the 
patient  who  is  really  seriously  ill  should  be  suspected  of  nothing  more  than  functional 
disease  and  treated  for  such.  Thus,  patients  with  carcinoma  of  the  stomach  may  be  treated 
for  hysterical  vomiting  or  anorexia  nervosa  ;  the  victim  of  a  carcinoma  or  aortic  aneurysm 
invading  the  spinal  canal  may  receive  the  treatment  usually  meted  out  to  the  malingerer. 
It  is  important,  therefore,  that  the  most  thorough  examination  should  be  made,  and  deep- 
seated  organic  disease  of  every  sort  excluded  as  far  as  is  possible,  before  the  diagnosis  of 
fimctional  disease  be  made  in  a  cachectic  patient.  This  is  all  the  more  necessary  because 
there  is  no  doubt  that  purely  functional  disease  of  long  standing  may  reduce  nutrition  or 
bodily  strength  to  a  very  low  ebb.  A.  J.  Jex-Blake. 

PAIN  IN  THE  NECK.— (See  Sore  Throat,  p.  618  ;  and  Stiff  Neck,  p.  647.) 

PAIN  IN  THE  PELVIS. — In  practice,  pelvic  pain  can  usually  be  classified  under 
four  headings,  namely  :  (1)  Deep-seated  pain  ;  (2)  Superficial  pain  in  the  skin  ;  (3) 
Spasmodic  pain  ;    (4)  Backache  or  sacralgia. 

Deep-seated  Pain  is  aching  in  character,  continuous,  and  may  be  acute  in  onset,  or 
may  be  chronic  in  duration.  It  is  associated  with  tension  in  the  pelvic  organs,  usually  the 
result  of  overfilled  vessels,  or,  in  other  words,  of  congestion.  If  the  result  of  actual  inflam- 
mation, i.e.,  congestion  due  to  infection,  it  is  acute,  and  very  severe.  It  is  elicited  by 
pressure,  and  thereby  made  worse.  In  its  worst  form  it  is  of  peritoneal  origin  ;  but  it  may 
be  due  to  simple  congestion  of  the  uterus,  tubes,  or  ovaries,  without  infection  or  evidence 
of  actual  inflammation.  The  presence  of  adhesions  between  the  pelvic  organs  is  an  impor- 
tant factor  in  the  differential  diagnosis  of  this  type  of  pain,  making  it  abundantly  clear 
that  there  has  been  a  past  peritoneal  inflammation,  and  that  the  tension  in  the  organs  is 
the  result  of  the  binding  and  pressure  of  new  fibrous  tissue.     Thus  it  may  be  caused  by  : — - 
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Local  peritonitis  due  to  infection,  recent  or  remote,  caused  by  salpingo-oophoritis, 
infection  after  labour  or  abortion,  ovarian  cyst  with  torsion  of  the  pedicle,  extra-uterine 
gestation,  appendicitis. 

Simple  congestion^  caused  by  retroversion  and  flexion  of  the  uterus,  prolapsed  ovaries, 
sclerosed  ovaries,  haemorrhagic  corpus  luteum  cyst,  endometritis. 

Superficial  Pain  in  the  Sldn. — This  is  elicited  bv  pinching  or  touching  the  skin  with 
the  head  or  point  of  a  pin.  It  is  essentially  a  referred  pain,  and  may  radiate  very  widely 
over  the  abdominal  area,  down  the  groins,  over  the  crest  of  the  ilium,  and  down  the  thighs. 
The  area  on  the  skin  in  which  referred  pain  is  felt  in  connection  with  uterine,  tubal,  or 
ovarian  disease,  is  that  to  which  the  tenth  dorsal  nerve  is  distributed  ;  and  the  area  is 
that  which  is  commonly  known  as  the  '  ovarian  region.'  It  is  not,  however,  ovarian 
only,  and  it  is  not  even  uterine  and  tubal  only,  but  may  be  affected  also  by  lesions  of  the 
kidney,  ureter,  gall-bladder,  and  some  parts  of  the  intestines.  Consequently,  referred 
pain  in  the  skin  in  this  so-called  ovarian  region  cannot  be  taken  to  indicate  disease  of  the 
generative  organs  at  all,  unless  other  lesions  can  be  eliminated.  The  region  of  the  tenth 
dorsal  segment  is  simply  a  horizontal  band  spreading  behind  from  the  first  to  third  lumbar 
spines,  and  extending  round  the  body  with  its  upper  level  in  front  at  the  umbilicus.  All 
parts  of  the  region  are  not  necessarily  affected  equally,  and  there  may  be  points  of  maxi- 
mum intensity  ;  one,  notably,  is  midway  between  the  umbilicus  and  anterior  superior 
spine.  This  spot,  especially  on  the  left  side,  has  often  been  taken  erroneously  to  indicate 
pain  due  to  ovarian  inflammation.  It  is  interesting  to  note  that  referred  pain  is  commonly 
more  marked  on  the  left  side  of  the  body,  the  explanation  of  which  is  not  quite  clear. 
Referred  pain  in  this  segment  may  not  be  due  to  any  local  lesion  at  all,  but  may  be  a 
marked  manifestation  of  hysteria  in  its  graver  forms.  When  extreme  hyperaesthesia  of 
this  area  on  the  left  side  is  accompanied  by  anaesthesia  of  the  skin  of  the  legs  and  feet  up 
to  the  level  of  the  knees,  with  brisk  knee-jerks  and  absence  of  the  palate  reflex,  the  dia- 
gnosis of  hysteria  is  almost  certain. 

Spasmodic  Pain  in  the  pelvis  is  nearly  always  due  to  painful  uterine  contractions 
when  it  is  of  genital  origin.  The  exception  to  this  is  the  pain,  certainly  spasmodic  in 
character,  which  occurs  in  connection  with  tubal  gestation,  as  a  rule  in  the  week  or 
two  preceding  tubal  abortion  or  rupture  of  the  tube.  In  this  case  it  is  supposed  to  be  due 
to  contraction  of  the  muscle-coats  of  the  tube,  but  there  is  no  real  evidence  that  this  is  a 
fact.  There  can  be  no  doubt  that,  even  though  a  part  of  the  pain  is  muscular,  some  of  it 
at  least  must  be  due  to  peritoneal  irritation.  The  only  way  to  diagnose  between  this  tubal 
pain  and  that  due  to  uterine  contractions,  is  by  a  careful  consideration  of  the  history  of  the 
case,  and  the  finding  of  a  definite  tubal  swelling  by  the  bimanual  method.  Even  then  the 
diagnosis  is  exceedingly  difficult  and  often  impossible.  Spasmodic  pain  due  to  uterine 
contractions  is  caused  by  :  The  onset  of  abortion  or  labour  ;  deficient  development  of  the 
uterine  muscle  in  spasmodic  dysmenorrhoea  (p.  192)  ;  expulsion  of  a  growth  from  the 
uterus  such  as  a  fibromyoma  ;  '  after-pains '  following  labour  ;  gauze  packing  of  the 
uterus  after  operations. 

The  differential  diagnosis  of  these  conditions  is  fortunately  easy  ;  but  a  much  greater 
difficulty  is  sometimes  met  with  when  spasmodic  pain  has  to  be  diagnosed  which  is  due  to 
causes  which  may  not  be  of  genital  origin  at  all.  The  possible  extraneous  causes  of 
spasmodic  pain  have  already  been  outlined  (see  Dysmenorrhcea,  p.  192),  and  are  : 
Appendicitis,  intestinal,  renal,  or  hepatic  colic,  leaking  gastric  ulcer,  ruptured  tubal 
gestation,  twisted  ovarian  pedicle,  haemorrhage  into  a  Graafian  follicle,  rupture  of  an 
ovarian  cyst  or  pyosalpinx,  dyspepsia,  and  flatulent  distention  of  the  bowels. 

Backache,  or  Sacralgia,  is  a  very  common  symptom  in  all  classes  of  pelvic  disorders  ; 
and  may  be  present  at  the  same  time  as  deep-seated  pain  and  superficial  skin  tender- 
ness. It  is  associated  especially  with  chronic  uterine  congestion  and  endometritis, 
backward  displacement  of  the  uterus,  downward  displacement  (prolapse),  and  impacted 
uterine  or  ovarian  tumours.  Sometimes  the  only  lesion  to  be  demonstrated  is  a  chronic 
cervical  catarrh  or  a  cervical  erosion.  It  is  a  very  difficult  pain  to  explain  in  all  cases  ; 
but  it  is  usually  regarded  as  one  referred  to  the  roots  of  the  actual  nerves  which  supply  the 
uterus,  tubes,  and  ovaries.  In  cases  of  impacted  tumours  it  is  possible  that  the  pain  is  due 
to  actual  pressure  on  the  sacral  nerves  at  their  exit  from  the  bone,  in  which  case  pain  will 
also  be  felt  down  the  inner  side  and  backs  of  the  thighs.     In  cases  of  carcinoma  of  the  cervix 
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backache  is  complained  of,  but  is  always  associated  with  pain  in  the  '  ovarian  regions,' 
inguinal  region,  and  also  radiating  down  the  legs.  It  must  not  be  forgotten  that  this  form 
of  backache  is  not  necessarily  of  genital  origin,  but  may  be  the  result  of  many  other  lesions. 
Thus,  it  may  be  the  result  of  some  irritating  urinary  constituent,  like  excess  of  urates  and 
phosphates  ;  also  it  may  accompany  a  calculus  in  the  ureter  or  some  lesion  of  the  renal 
pelvis.  As  a  rule,  in  renal  cases,  the  pain  is  situated  rather  higher  up.  Further,  caries  of 
the  spine  low  down,  growths  of  the  spine,  or  of  the  spinal  cord  membranes,  may  give  rise 
to  it.  Inflammation  of  the  sacro-iliac  joint,  rectal  growths,  haemorrhoids,  and  ulcers,  may 
be  its  originating  cause.  It  is  clear  that  a  correct  diagnosis  in  any  case  cannot  be  made 
without  a  complete  examination  of  all  these  structures,  combined  with  careful  urinary 
analysis.  Thos.  G,  Stevens. 

PAIN  IN  THE  PENIS — is  a  symptom  which  occurs  frequently  in  urinary  surgery, 
not  only  in  association  with  lesions  of  the  penis  or  urethra,  but  also  as  a  referred  pain  with 
disease  of  the  prostate,  bladder,  or  kidney.  The  symptom  is  one  whiclv  is  common  to  many 
diseases,  so  that  in  the  diagnosis  of  any  case  due  consideration  must  be  given  to  the  other 
symptoms  accompanying  it,  without  placing  too  much  reliance  on  a  single  symptom  which 
may  point  strongly  to  the  urethra  or  bladder. 

Penile  pain  may  be  present  either  during  or  immediately  after  micturition,  or  may  be 
entirely  independent  of  the  act.  It  may  be  said  generally  that  if  pain  is  felt  only  during 
micturition  there  is  some  inflammatory  lesion  of  the  urethra  or  prostate  ;  whilst  if  it  occurs 
immediately  after  the  flow  of  the  urine,  it  suggests  some  lesion  in  the  urinary  bladder.  On 
the  other  hand,  pain  may  be  present  quite  apart  from  micturition,  due  to  various  diseases 
of  the  penis,  bladder,  ureter,  or  kidney. 

The  term  '  pain,'  too,  is  a  relative  quantity,  varying  with  the  nervous  susceptibility 
of  the  patient,  for  what  is  pain  in  one  may  be  merely  discomfort  in  another,  so  that  the 
patient's  account  may  have  to  be  discounted  to  a  certain  extent  by  the  clinician. 

I.  CAUSES  OF  PAIN  IN  THE  PENIS  EXPERIENCED  DURING  MICTURITION. 

1.  Diseases  of  the  Urethra —  Prostatic  abscess 

Acute  inflammations  i  Prostatic  carcinoma. 

The  passage  of  a  calculus  or  the  impaction  3.  Diseases  of  the  Bladder — 

of  the  latter  Acute  cystitis 

Stricture  of  the  urethra  Vesical  calculus 

Injury  of  the  urethra.  Villous  papilloma 

2.  Diseases  of  the  Prostate —  PeduncuIaJted  carcinoma. 

Acute  prostatitis  , 

Diseases  of  the  Urethra. — By  far  the  most  common  cause  of  pain  in  the  penis 
occurring  during  micturition  is  acute  inflammation  of  the  urethra,  usually  gonorrhoeal,  but 
occasionally  septic.  In  the  earliest  stages  of  an  acute  urethritis,  before  any  marked 
urethral  discharge  is  apparent,  there  is  usually  a  sense  of  smarting  or  tingling  in  the  ter- 
minal urethra,  more  marked  as  the  discharge  increases,  when  it  is  of  a  burning  or  scalding 
character.  The  occurrence  of  this  pain  during  micturition  within  a  few  days  of  sexual 
connection  is  frequently  the  earliest  symptom  of  urethral  infection,  whilst  a  purulent 
discharge  from  the  urethra  is  usually  present  when  the  case  comes  under  observation. 

The  passage  of  a  calculus  through  the  urethra  causes  a  sharp,  cutting  pain  along  the 
urethra,  the  cause  of  which  is  apparent  when  the  calculus  is  voided.  Occasionally  it  may 
happen  that  micturition  occurs  in  these  cases  in  the  dark,  or  that  urine  is  not  passed  into  a 
vessel,  so  that  the  calculus  is  not  actually  seen  by  the  patient  ;  but  if  there  is  a  history  of 
previous  renal  descent  of  a  stone  or  symptoms  pointing  to  vesical  calculus,  the  sharp 
urethral  pain  during  micturition  occurring  upon  one  single  occasion  is  significant  of  the 
passage  of  a  calculus.  A  stone  may,  however,  pass  on  to  the  urethra  during  micturition 
and  become  arrested  at  some  narrowed  portion  of  the  canal,  usually  at  the  membranous 
portion  or  at  the  distal  end,  when  a  sudden,  sharp  pain  is  felt  in  the  urethra,  and  at  the 
same  time  the  flow  of  urine  is  partially  or  completely  stopped  before  the  bladder  has  been 
emptied,  whilst  further  efforts  fail  to  re-start  the  stream.  In  these  cases  the  presence  of  a 
stone  should  be  suspected,  and  the  whole  length  of  the  urethra  examined  by  passing  the 
finger  along  its  course,  when  a  stone  may  be  actually  felt,  or  the  canal  may  be  illuminated 
by  an  endoscope  and  the  calculus  seen. 
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Urethral  iiriciure  occasionally  causes  pain  in  the  urethra  during  micturition,  espe- 
cially if  the  calibre  is  small,  and  if  there  is  septic  infection  or  ulceration  of  the  urethral 
mucous  membrane  behind  the  stricture.  The  forced  efforts  at  urination  may  cause  pain 
in  the  urethra  during  micturition,  but  as  a  general  rule  stricture  causes  but  little  pain. 
The  gradually  increasing  difficulty  in  micturition,  the  feeble  stream,  and  the  dribbling  of 
urine  from  the  meatus  after  the  stream  has  terminated,  are  symptoms  pointing  to  stricture 
of  the  urethra  ;  the  diagnosis  will  be  confirmed  readily  by  the  obstruction  offered  to  the 
passage  of  a  full-sized  bougie,  or  better,  by  direct  observation  of  the  urethra  by  means  of 
the  endoscope. 

Injury  of  the  urethra  may  cause  pain  during  micturition.  The  urethra  may  be  injured 
by  a  fall  on  the  perineum,  by  a  kick  or  blow,  or  by  the  faulty  or  careless  passage  of  instru- 
ments ;  it  may  also  be  injured  or  lacerated  in  association  with  a  fracture  of  the  pelvis. 
The  urethra  may  be  merely  bruised,  may  be  lacerated  on  one  aspect,  or  may  be  completely 
ruptured.  If  the  urethra  be  injured,  there  is  usually  an  appearance  of  blood  at  the  external 
urinary  meatus,  together  with  a  contusion  in  the  perineum  or  along  the  course  of  the 
urethra,  if  the  laceration  is  caused  by  direct  injury.  Any  attempt  at  micturition  causes 
pain  in  the  penis,  whilst  urine  may  or  may  not  be  expelled  from  the  meatus,  depending 
upon  the  extent  of  the  injury,  or  may  be  extra vasated  into  the  perineal  or  scrotal  tissues. 
As  a  rule,  no  difficulty  will  be  experienced  in  the  diagnosis,  but  in  any  suspected  case  the 
greatest  care  should  be  exercised  in  passing  an  instrument  into  the  urethra. 

Diseases  of  the  Prostate. — Acute  prostatitis  and  prostatic  abscess  both  give  rise  to 
pain  during  micturition,  in  addition  to  increased  frequency  and  difficulty  during  the  act. 
Both  are  usually  sequelae  of  an  acute  urethritis,  and  whereas  an  acute  prostatitis  is  accom- 
panied by  a  temperature  raised  to  100°  F.  or  101°  F.,  a  prostatic  abscess  causes  the  usual 
rise  and  fall  in  temperature  common  to  septic  processes.  The  diagnosis  of  the  two  condi- 
tions is  made  readily  on  careful  rectal  examination,  when  the  acutely  inflamed  gland 
presents  a  much  enlarged,  smooth-surfaced  prominence  in  the  rectum  ;  whilst  if  an  abscess 
be  present,  a  softer  area  in  the  inflamed  gland  can  usually  be  detected.  An  acute  prosta- 
titis may  accompany  a  haematogenous  bacterial  urinary  infection  as  distinct  from  a 
venereal  urethritis. 

Adenomatous  enlargement  of  the  prostate  gives  rise  to  no  penile  pain  during  micturi- 
tion ;  neither  does  the  prostate  containing  tuberculous  deposits,  but  pain  in  the  penis  is 
present  during  micturition  occasionally  in  cases  of  prostatic  carcinoma^  owing  to  the  direct 
infiltration  of  the  urethral  mucous  membrane.  Prostatic  carcinoma  is  by  no  means  un- 
common, and  whilst  in  its  general  symptoms  it  resembles  those  of  prostatic  adenoma, 
there  is  a  marked  difference  found  on  digital  examination^of  the  gland  per  rectum.  The 
carcinomatous  gland  presents  rounded  areas  of  densely  infiltrated  tissue,  in  contradistinc- 
tion to  the  elastic,  uniform  feel  of  the  adenomatous  variety  ;  the  whole  gland  is  fixed  and 
immovable,  and  in  advanced  stages  distinct  infiltration  of  the  lateral  pelvic  lymphatics 
may  be  felt  extending  laterally  from  the  affected  organ. 

Care  must  be  taken  not  to  mistake  the  hard  nodules  felt  in  a  prostate  containing  calculi 
for  carcinoma.  With  calculous  disease,  the  gland  is  not  fixed  and  is  only  slightly  enlarged, 
whilst  on  gentle  pressure  with  the  examining  finger  the  calculi  may  be  felt  to  grate  upon 
each  other.  During  the  passage  of  a  catheter  through  the  prostatic  urethra,  distinct  grat- 
ing may  be  felt  if  any  calculus  has  ulcerated  the  urethral  wall. 

Diseases  of  the  Bladder  may  cause  penile  pain  during  micturition  under  certain 
circumstances,  although  it  is  much  more  common  to  find  that  pain  in  vesical  disease 
follows  the  completion  of  micturition.  In  acute  cystitis,  penile  pain  is  present  throughout 
micturition,  due  to  the  intense  congestion  of  the  vesical  mucous  membrane  of  the  trigone 
and  around  the  internal  urethral  orifice.  The  other  symptoms  of  acute  cystitis,  namely, 
suprapubic  pain,  pyrexia,  increased  frequency  of  micturition,  and  the  presence  of  pus  and 
blood  in  the  urine,  are  sufficient  for  the  diagnosis. 

Pain  during  micturition  in  other  vesical  lesions  is  caused  whenever  there  is  any  sudden 
obstruction  to  the  normal  flow  of  urine  by  the  implantation  of  some  body  against  the  inter- 
nal urethral  orifice.  This  may  occur  with  a  small  calculus  or  with  a  pedunculated  tumour, 
whether  simple  or  malignant,  when  during  micturition  the  flow  is  arrested  suddenly, 
accompanied  by  a  shooting  pain  in  the  urethra,  whilst  after  an  interval  of  a  few  seconds 
the  stream  may  be  re-established.     With  vesical  calculus,  the  urine  may  be  normal  or  may 
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contain  pus  and  blood  if  the  bladder  has  become  infected  ;  there  is  penile  pain  after  mic- 
turition, and  the  stone  may  be  felt  with  a  sound.  With  a  simple  villous  papilloma  there 
is  no  pain  unless  part  of  the  fimbriated  portion  of  the  tumour  engage  in  the  urethral  orifice 
during  micturition,  but  there  are  usually  recurrent  attacks  of  profuse  haematuria,  whilst  with 
a  villus-covered  carcinoma  there  is  increased  frequency  of  micturition,  with  pain  following 
the  act,  more  or  less  constant  haematuria,  and  usually  pyuria.  Upon  rectal  or  vaginal 
examination,  the  base  of  the  bladder  may  be  felt  to  be  infiltrated,  but  by  far  the  most 
valuable  means  of  diagnosis  between  the  three  conditions  is  cystoscopy,  when  a  calculus  or 
villous  tumour  is  seen  readily,  whilst  a  pedunculated  carcinoma  appears  as  a  dark  red 
tumour  covered  with  stunted  processes.     (See  Plate  XVI,  p.  284.) 

II.  PENILE    PAIN    FOLLOWING    MICTURITION. 

This  symptom  is  common  to  many  lesions  of  the  urinary  bladder,  more  especially 
those  in  which  there  is  ulceration  or  infiltration  of  the  basal  areas.  The  particular  pain 
felt  by  the  patient  is  described  as  a  sharp  pricking  or  tingling  at  the  terminal  part  of  the 
penis  on  the  cessation  of  micturition,  lasting  some  minutes  and  causing  a  desire  to  squeeze 
the  glans.  It  has  often  been  described  as  t3rpical  of  vesical  calculus,  but  this  is  far  from 
being  the  case,  for  it  may  be  due  to  almost  any  affection  of  the  trigone. 

The  common  causes  of  pain  in  the  penis  following  upon  micturition  are  : — 

1.  Vesical —  |   2.  Ureteric —  4.  Vesicular — 

Calculus                                             Calculus  in  lower  end  Acute  spermato-vesiculitis 

Tuberculosis  I           Descending  ureteritis  |   5.  Rectal — 

Tumour — carcinoma                        Descending  tuberculosis.  Carcinoma. 

papilloma  j   8.  Prostatic —  6.  Anal — 

Acute   cystitis                                  Acute  inflammation  Fissure 

Bilharzia.                                           Abscess  !  Inflamed  haemorrhoids. 

Calculus. 

In  Diseases  of  the  Bladder. 

A  calculus  in  the  bladder,  unless  it  is  trapped  in  the  pouch  behind  an  enlarged  prostate, 
causes  pain  in  the  glans  penis  after  micturition.  It  may  exist  without  causing  cystitis, 
although  commonly  there  is  some  degree  of  pyuria  when  the  case  is  first  seen.  There  is 
increased  frequency  of  micturition  during  active  exercise  or  during  the  jolting  of  travelling, 
but  not  during  complete  rest  unless  cystitis  is  marked.  The  terminal  drops  of  urine  during 
micturition  are  often  tinged  with  blood,  and  on  some  occasions  there  may  have  been  a 
sudden  stoppage  of  the  stream  during  micturition.  In  some  cases  there  is  a  history  of  the 
descent  of  a  stone  from  the  kidney  without  the  subsequent  appearance  of  a  calculus  in  the 
urine.  Patients  subject  to  vesical  stone  have  usually  reached  the  later  part  of  life,  and 
although  the  symptoms  are  as  a  rule  sufficiently  marked  to  render  the  diagnosis  easy, 
sometimes  they  may  be  so  few  that  vesical  calculus  is  quite  unexpected,  or  the  symptoms 
are  so  like  those  caused  by  other  lesions  of  the  bladder  that  error  is  easy.  In  such  a  case 
it  is  advisable  to  examine  the  interior  of  the  bladder  with  a  cystoscope  rather  tlian  by  the 
usual  vesical  sound  ;  with  a  sound  a  small  calculus,  or  one  contained  in  a  vesical  pouch, 
may  be  missed,  whilst  with  a  cystoscope  it  is  seen  readily,  its  approximate  size  determined, 
and  any  other  condition  of  the  bladder  accompanying  or  simulating  calculus  may  be  dia- 
gnosed with  certainty.     (See  Plate  XVI,  p.  284,  and  Fig,  135,  p.  282.) 

Vesical  tuberculosis  may  be  a  primary  affection,  but  is  more  frequently  secondary  to 
tuberculous  disease  in  some  other  part  of  the  genito- urinary  tract.  It  causes  marked 
penile  pain  after  micturition,  together  with  pyuria  and  a  tinge  of  blood  in  the  terminal 
drops  of  urine  ;  the  frequency  of  micturition  is  increased  during  both  day  and  night,  and 
is  uninfluenced  by  rest,  thus  differing  from  the  increased  frequency  of  calculous  disease. 
Vesical  tuberculosis  usually  occurs  in  young  adults,  but  it  must  be  distinguished  carefully 
from  other  vesical  infections,  and  more  particularly  from  renal  tuberculosis,  in  which 
symptoms  referable  to  the  bladder  are  commonly  present  before  the  bladder  is  attacked  by 
disease.  In  a  young  patient  in  whom  increased  frequency  of  micturition,  pyuria,  and 
penile  pain  are  present,  a  search  should  be  made  for  any  tuberculous  focus,  especially  in 
the  testes,  prostate,  and  seminal  vesicles,  or  for  marked  thickening  of  the  terminal  ureter 
as  felt  per  rectum,  whilst  a  careful  search  should  be  made  for  tubercle  bacilli  in  the  urine. 
A  cystoscopic  examination  may  be  necessary  to  determine  the  extent  of  the  disease  (Plate 
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XV,  Fig,  E,  p.  282),  but,  speaking  generally,  the  less  instrumentation  that  is  carried  out 
in  these  cases  the  better. 

Vesical  Tumours. — Carcinoma  of  the  bladder  occurs  in  two  forms  :  the  infiltrating 
epithelioma  and  the  villus-covered  carcinoma.  Either  begins  most  commonly  in  the  basal 
portion  of  the  bladder,  the  muscular  planes  of  which  become  infiltrated.  For  this  reason, 
the  contraction  of  the  bladder  wall  during  micturition  causes  pain  which  is  referred  to  the 
terminal  portion  of  the  urethra.  Both  forms  occur  in  elderly  patients,  and  give  rise  to 
increased  frequency  of  micturition  during  both  day  and  night,  and  to  hsematuria.  They 
also  often  give  rise  to  renal  pain  when  the  infiltration  has  extended  to  the  ureteric  orifice 
in  the  bladder.  The  base  of  the  bladder  may  be  found  per  rectum  to  be  infiltrated,  or 
enlarged  glands  may  be  felt  in  the  lateral  pelvic  space,  and  a  cystoscopic  examination  will 
usually  clear  up  the  diagnosis  {Plate  XVI,  p.  284). 

Whereas  the  carcinomatous  growths  of  the  bladder  give  rise  to  penile  pain  after 
micturition  from  the  direct  infiltration  of  the  vesical  walls,  the  pedunculated  villus- 
covered  carcinoma  and  the  simple  villous  papilloma  may  give  rise  to  sharp  penile  pain 
during  micturition,  from  the  blocking  of  the  internal  urethral  orifice  with  a  process  of 
growth.  The  occurrence  of  this,  together  with  attacks  of  profuse  hsematuria,  are  evidence 
of  a  pedunculated  growth.  On  cystoscopic  examination  the  carcinomatous  pedunculated 
tumour  is  seen  to  be  covered  by  blunt,  stunted  processes  ;  it  is  often  multiple,  whereas  the 
innocent  villous  papilloma  is  single  and  presents  much  more  delicate  fimbriae. 

Acute  cystitis  causes  tingling  pain  in  the  penis  after  micturition  from  the  inflammatory 
infiltration  of  the  trigonal  area.  The  mode  of  onset,  the  character  of  the  pain,  and  other 
symptoms  of  cystitis  will  point  to  the  cause  of  the  pain. 

Bilharzia  hcematobia  gives  rise  to  clinical  symptoms  very  similar  to  those  of  vesical 
tuberculosis.  The  history  of  residence  in  an  infected  district,  the  microscopical  examin- 
ation of  the  urine  for  ova  (see  Fig.  26,  p.  79),  and  the  typical  cystoscopic  appearance  of  the 
bladder  (see  Plate  XVI,  Fig,  K^  p.  284)  will  render  the  diagnosis  apparent. 

^  Ureteric  lesions  not  infrequently  produce  pain  in  the  glans  penis  after  micturition, 
and  may  cause  considerable  difficulty  in  the  diagnosis  from  vesical  disease. 

When  a  calculus  becomes  impacted  in  the  narrowed  terminal  or  intramural  portion  of 
the  ureter,  symptoms  are  produced  almost  exactly  similar  to  those  of  vesical  calculus  or 
tuberculosis,  namely,  increased  frequency  of  micturition,  pain  in  the  glans  penis  after 
micturition,  and  a  small  amount  of  pus  and  blood  in  the  urine.  Intimate  knowledge  of 
the  history  of  the  illness  will  often  be  of  value  in  these  cases  ;  the  first  attack  of  pain  is 
usually  described  as  being  sudden,  and  felt  in  the  renal  angle  posteriorly,  passing  forward 
above  the  iliac  crest  and  spine,  and  finally  becoming  localized  at  the  situation  of  the  external 
abdominal  ring.  The  calculus  may  become  impacted  in  the  terminal  inch  of  the  ureter, 
when,  in  addition  to  this  pain,  increased  frequency  of  micturition  and  penile  pain  are  added. 
In  a  recent  case  under  the  author's  care,  in  which  a  small  oxalate  calculus  was  impacted  in 
the  terminal  part  of  one  ureter,  there  were  frequent  attacks  of  fairly  profuse  hsematuria, 
suggesting  a  villous  papilloma,  but  this  is  probably  infrequent.  With  ureteric  calculus 
there  is  usually  pain  in  the  kidney  of  the  affected  side  from  the  dilatation  of  the  pelvis  of 
the  latter,  due  to  the  increased  renal  tension.  The  diagnosis  of  these  cases  is  not  so  diffi- 
cult if  a  careful  inquiry  is  made  into  the  history  and  symptoms,  And  so  long  as  it  is  remem- 
bered that  increased  frequency  of  micturition  and  penile  pain  may  be  caused  by  ureteric 
impaction  of  a  calculus.  A  good  skiagraphic  examination  of  the  pelvic  areas  may  show 
the  shadow  of  a  stone  (Fig.  185,  p.  282),  whilst  the  latter  may  be  felt  occasionally  as  a  small, 
painful  nodule  above  the  seminal  vesicles  upon  examination  per  rectum.  A  cystoscopic 
examination  also  affords  valuable  information,  not  only  in  excluding  vesical  lesions,  but 
by  giving  a  distinct  indication  of  ureteric  calculus  by  the  marked  congestion  and  dilatation 
of  the  blood-vessels  in  the  immediate  vicinity  of  the  ureteric  orifice.  A  small  bougie  passed 
into  the  ureter  may  meet  with  obstruction  in  its  passage,  whilst  a  wax-tipped  bougie  may 
be  grooved  or  indented  by  the  stone. 

Ureteritis  descending  from  infection  of  the  renal  pelvis  may  give  rise  to  slight  penile 
pain  and  to  increased  frequency  of  micturition,  and  thus  simulate  vesical  disease  before  the 
bladder  is  actually  affected.  This  is  most  commonly  seen  in  the  tuberculous  form,  but  is 
present  in  a  less  marked  degree  with  infection  by  other  organisms,  of  which  the  most  com- 
mon are  the  Bacillus  coli  communis  and  the  staphylococcus^     In  the  non-tuberculous  form. 
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the  ureter  may  be  felt  per  rectum  to  be  slightly  thickened,  but  the  cystoscopic  appearance 
of  the  inflamed  ureteric  orifice  is  quite  distinctive  {Plate  XV,  Fig  C,  p.  282).  In  descending 
tuberculosis  from  the  kidney,  the  ureter  may  be  felt  as  a  firm,  infiltrated  cord  on  the  bladder 
base,  the  penile  pain  and  increased  frequency  of  micturition  are  more  marked,  the  kidney 
may  be  felt  enlarged  and  tender,  and  tubercle  bacilli  will  be  found  in  the  urine.  Apart 
from  this,  typical  changes  in  the  ureteric  orifice  are  seen  on  cystoscopic  examination,  the 
orifice  being  pulled  up  or  retracted  or  horse-shoe  shape,  and  usually  occupying  a  position 
slightly  above  and  outside  the  situation  of  the  normal  orifice,  due  to  the  actual  shortening 
of  the  duct  by  infiltration  of  the  submucous  coats  {Plate  XV,  Fig.  D,  p.  282). 

Diseases  of  the  Prostate  often  cause  pain  in  the  penis  immediately  following  mic- 
turition. This  is  most  commonly  seen  with  acute  inflammation  or  abscess  in  the  gland  as 
a  sequela  of  acute  gonorrhoea  or  septic  urethritis.  In  either  case  there  is  penile  pain,  some- 
times associated  with  erection,  but  little  difliculty  will  be  experienced  in  the  diagnosis  on 
due  consideration  of  the  symptoms  and  upon  rectal  examination. 

Prostatic  calculi  are  not  uncommon,  and  there  may  be  a  single  calculus  or  a  nest  of 
them  in  the  prostate.  They  tend  to  ulcerate  into  the  urethra,  so  that  small  calculi  may  be 
passed  in  the  urinary  stream,  or  some  may  pass  back  along  the  dilated  prostatic  urethra 
into  the  bladder.  If  a  calculus  projects  from  the  prostate  into  the  urethra,  it  causes  pain 
in  the  penis  after  micturition.  A  diagnosis  of  prostatic  calculus  is  often  made  by  the  grat- 
ing sensation  imparted  to  a  catheter  in  traversing  the  prostatic  urethra,  whilst  on  rectal 
examination  the  calculus  may  be  felt  as  an  isolated,  hard  nodule  in  the  gland,  or,  if  more 
than  one  is  present,  by  the  crepitation  of  one  upon  another  on  digital  pressure  in  the 
rectum. 

Diseases  of  the  Seminal  Vesicle  are  seldom  present  without  accompanying  disease  of 
the  prostate  or  bladder.  Acute  vesiculitis  may  follow  a  urethritis  and  give  rise  to  pain 
after  micturition,  but  in  most  cases  will  be  associated  with  prostatitis.  Similarly  tuber- 
culous nodules  in  the  vesicle  will  be  associated  with  foci  in  the  epididymis,  prostate,  or 
bladder. 

Diseases  of  the  Rectum  and  Anus  may  occasionally  give  rise  to  penile  pain  following 
micturition,  apart  from  any  infection  of  the  bladder  or  prostate.  Thus,  a  carcinoma  in 
the  anal  canal,  a  rectal  fissure,  or  an  inflamed  haemorrhoid  may  occasionally  cause  pain 
in  the  penis,  but  in  each  the  local  symptoms  of  the  trouble  will  be  the  more  marked,  and 
little  difficulty  will  be  found  in  the  diagnosis  if  a  local  examination  is  made  with  care. 

III.  PAIN    IN    THE   PENIS    APART   FROM    MICTURITION. 

Under  the  above  divisions  the  symptom  penile  pain  has  been  considered  in  relation  to 
the  act  of  micturition,  and  it  remains  to  consider  some  conditions  giving  rise  to  pain  in  the 
penis  apart  from  urination.  These  include  certain  local  lesions  of  the  penis  and  urethra, 
and  also  the  pains  referred  from  disease  elsewhere.  Although  a  local  lesion  may  cause 
little  more  than  discomfort  in  many  patients,  in  some  it  is  described  as  pain,  the  degree  of 
which  depends  upon  the  nervous  susceptibility  of  the  patient.  Thus,  penile  pain  may  be 
present  with  aaite  urethritis,  with  balanitis  in  association  with  phimosis,  with  paraphimosis, 
or  with  the  lymphangitis  of  the  organ  due  to  a  septic  sore  or  abrasion  of  the  skin  or  mucous 
membrane.  In  some  instances  herpes  of  the  prepuce  or  penile  skin  causes  distinct  pain. 
Any  infiltration  of  the  cavernous  tissue  of  the  penis  causes  pain  during  erection  of  the  organ  ; 
thus  during  an  attack  of  acute  urethritis  the  common  symptom  known  as  chordee  arises 
from  this  cause,  whilst  in  a  chronic  form,  cavernitis  may  be  due  to  infiltration  in  associa- 
tion with  tertiary  syphilis  or  the  gouty  diathesis,  so  that  erection  of  the  organ  is  only  partial 
or  confined  to  the  proximal  part,  and  causes  pain.  Another  condition  causing  the  same 
condition  arises  from  the  organization  of  a  hcematoma  in  the  cavernous  tissues  of  the  penis 
following  upon  a  local  injury,  either  from  external  violence  or  during  forcible  attempts  at 
coitus. 

Epithelioma  of  the  penis  occasionally  gives  rise  to  pain  in  the  organ. 

Pain  may  be  felt  in  the  penis  in  some  cases  of  renal  colic,  in  which  case  it  is  classed  as 
a  referred  pain.  Thus,  in  the  acute  colic  accompanying  the  passage  of  a  calculus,  blood- 
clot,  or  debris  of  caseous  material,  aching  pain  may  be  felt  in  the  penis  quite  apart  from 
the  increased  desire  to  pass  urine.  Penile  pain  is,  however,  only  a  minor  detail  in  the  pre- 
sence of  the  severe  pain  in  the  loin,  and  is  often  only  lightly  alluded  to. 
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Pain  in  the  penis  was  a  prominent  early  symptom  in  two  recent  cases  of  acute  appendi- 
citis under  the  writer's  care.  In  neither  case  was  it  associated  with  micturition,  nor  was 
there  any  increased  frequency  of  micturition,  but  in  both  the  appendix  was  found  to 
occupy  a  very  low  position,  turning  down  into  the  pelvis,  which  in  one  case  contained  a 
foul  abscess.  /?.  //.  Jocelyn  Sivan. 


PAIN  IN  THE  PERINEUM — is  a  symptom  often  mentioned  by  patients  in  giving 
their  history  of  some  affection  of  the  genito-urinary  apparatus  or  of  other  organs,  but 
usually  only  as  a  dull  aching,  of  which  little  notice  is  taken,  as  it  is  generally  of  minor  con- 
sequence in  comparison  with  other  more  striking  symptoms.  The  complaint  of  perineal 
pain  per  se  does  not  convey  much  information  to  the  clinician,  and  it  is  practically  never 
present  as  the  only  symptom  in  a  case. 

Aching  in  the  perineum  is  frequently  present  in  diseases  of  the  following  organs  : — 


Prostate — 

Acute  or  subacute  in- 
flammation 

Abscess 

Tuberculosis 

Calculus 

Adenomatous     en- 
largement 

Carcinoma. 
Seminal  Vesicles — 

Acute  inflammation 

Tuberculosis. 
Urinary  Bladder — 

Cystitis 

Tuberculosis 


Calculus 

Carcinoma 
Urethra — 

Injury  and  rupture 

Stricture  with  extravasa- 
tion or  urethral  abscess 

Fistula 

Calculus  impacted  in  bul- 
bous portion. 
Testicle— 

Congenital    misplacement 
in  perineum. 
Anal  Area — 

Haemorrhoids 

Fissure 


Boil 

Carbuncle 

Ulcer 

Carcinoma. 
Vagina — 

Acute  inflammation 

Inflammation    or   abscess 
of  Bartholin's  glands 

Cystocele 

Epithelioma. 
Cutaneous  Diseases — 

Intertrigo 

Eczema,  gouty   and   dia- 
betic 

Condylomata. 


From  the  foregoing  list  it  will  be  seen  that  aching  in  the  perineum  occurs  with  numerous 
different  lesions,  but  other  symptoms  discussed  elsewhere  are  in  almost  every  case  more 
marked.  R.  n,  Jocelyn  Suan. 

PAIN,  PRECORDIAL.— (See  Pain  in  the  Chest,  p.  430.) 

PAIN  IN  THE  SHOULDER  (see  also  Pain  in  the  Extremity,  Upper,  p.  442)  may 
be  due  to  two  entirely  different  main  groups  of  causes,  namely  :  (1)  Direct  causes,  in  which 
the  shoulder-joint  itself  is  involved,  or  the  nerves,  ligaments,  muscles,  fasciae,  bursae,  close  to 
it ;  and  (2)  Indirect  causes,  in  which  the  pains  are  referred  to  the  shoulder  region  when  the 
real  seat  of  disease  is  at  a  distance,  as  in  the  case,  for  instance,  of  angina  pectoris,  or  gastric 
or  hepatic  disorders.     The  conditions  to  be  thought  of  include  the  following  : — 


1.  Direct  Causes: 

Injury 
Arthritis 
Synovitis 
Fibrositis 


Myositis 
Neuritis 

Effects  of  exposure  to  cold 
or  damp 


2.  Indirect  Causes  : — 

(a).  Cardiovascular  lesions. 
Angina  pectoris  1       Aortic  atheroma  (syphilitic)    | 

Aortic  valvular  disease        |  j 

(b).  Pleural,  pulmonary,  or  mediastinal  lesions. 


Pleurisy 
Pneumonia 

(c).  Gastric  lesions. 
Flatulence 
Indigestion 

(d).  Duodenal  lesions. 
Catarrh,  with  or  without 
jaundice 


Phthisis 

Intrathoracic  new  growth 


Gastritis,  acute  or  chronic 
Gastric  ulcer 


Duodenal  ulcer. 


Effects  of  occupations 
Subacromial  bursitis 
Muscular  paralysis,  local. 


Aortic   aneurj^sm. 


Pneumothorax. 


Gastric  carcinoma 
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(<?).  Hepatic  lesions. 

Biliousness 
Gall-stones 
Choleeystitis 

(/).  Nervous  lesions. 

Hemiplegia 
Herpes  zoster 
Acute  bracheitis 


Nutmeg  liver 
New  growth 


Cervico-dorsal  spinal  caries 
New     growth     in   cervico- 
dorsal   spine 


Hepatitis,  acute  tropical 
Abscess. 


Pachymeningitis,  syphilitic 

cervico-dorsal 
Cervico-brachial  neuralgia. 


The  term  shoulder  is  not  explicit,  and  a  patient  may  complain  of  pain  in  the 
shoulders  when  careful  inquiry  shows  that  it  has  widely  different  situations  in  different 
cases  ;  in  one  it  may  be  mainly  in  the  root  of  the  neck  or  in  the  central  clavicular  region  ; 
under  the  deltoid  region  in  a  second  ;  under  the  lower  part  of  the  blade  of  the  scapula  in 
a  third  ;  and  so  on.  The  first  step  in  making  the  diagnosis  is  to  locate  the  pain  complained 
of  as  definitely  as  possible. 

It  is  often  easy  to  diagnose  its  cause  with  some  certainty  from  this  point  alone.  If, 
for  instance,  the  pain  is  mainly  under  the  left  shoulder-blade,  its  origin  is  likely  to  be  gastric 
or  intrathoracic  ;  if  mainly  under  the  right  shoulder-blade,  duodenal  or  hepatic.  (See 
Pain,  Interscapular,  p.  461.)  If  on  the  other  hand  the  pain  is  definitely  localized  to 
the  region  of  the  shoulder- joint,  the  mischief  is  probably  within  the  joint  itself,  or  in  the 
fibrous  tissues,  ligaments,  bursae,  muscles,  or  nerves  around  the  joint. 

The  next  point  to  investigate  is  the  condition  of  the  parts  at  and  round  the  shoulder  ; 
if  there  is  definite  tenderness  as  well  as  pain,  increased  pain  on  attempted  movement, 
local  deformity  from  swelling  or  from  wasting,  or  impaired  mobility  at  the  shoulder-joint, 
the  trouble  is  probably  local  and  the  pains  are  not  referred  from  the  viscera.  It  may  be 
difficult  to  be  sure  that  there  is  no  local  tenderness  as  well  as  pain,  for  the  patient  may 
have  suffered  so  much  that  he  winces  on  palpation,  from  an  expectancy  of  pain,  when 
palpation  or  attempts  at  moving  the  joint  are  really  painless  ;  considerable  judgement 
is  required  in  deciding  just  how  much  tenderness  is  present  as  well  as  pain,  especially 
in  nervous  subjects.  If,  however,  there  is  definite  tenderness  as  well  as  pain,  the  trouble 
.  is  most  likely  local ;  and  the  same  applies  when  the  pain  is  made  materially  worse  by  local 
movements. 

In  testing  the  mobility  of  the  shoulder-joint,  it  is  important  not  to  rely  on  the  patient's 
statements  or  on  inspection  only  ;  careful  palpation  is  required.  Frequently  the  patient 
may  seem  to  move  his  shoulder  well  when,  if  the  angle  of  the  scapula  is  grasped  whilst  the 
patient  moves  his  humerus,  it  will  be  found  that  the  shoulder-blade  moves  synchronously 
with  abduction  of  the  arm,  there  being  little  or  no  play  at  the  glenoid  fossa.  Normally, 
when  the  humerus  is  abducted,  the  scapula  should  remain  stationary  until  the  arm  is  at 
a  right-angle  with  the  trunk  ;  if  the  upward  movement  of  the  extended  and  abducted  arm 
is  continued  beyond  the  right-angle,  the  scapula  normally  moves  with  it.  If  it  begins  to 
move  before  the  right-angle  is  reached,  there  is  something  the  matter  in  or  around  the 
shoulder-joint.  More  often  than  not  the  mischief  is  due  to  peri-arthritic  changes  rather 
than  to  osteo-arthritis  or  other  intra-articular  inflammation  ;  the  fixation  is  due  to  the 
muscles  being  on  guard  to  prevent  any  movement  that  would  produce  pain.  Under  an 
anaesthetic  mobility  may  be  found  to  be  nearly  perfect. 

The  differential  diagnosis  between  the  various  conditions  that  may  affect  the  joint  is 
discussed  in  the  article  on  Joints  (p.  337).  Fibrositis  and  myositis  are  in  most  respects 
equivalent  to  infective  peri -arthritis,  and  it  is  often  a  matter  of  opinion  whether  any 
particular  infective  inflammatory  condition  around  the  joint  is  to  be  styled  infective 
synovitis,  or  fibrositis,  or  myositis.  Any  of  the  three  may  involve  one  shoulder  region  only, 
but  more  often  the  patient  has  signs  and  symptoms  of  rheumatoid  arthritis  elsewhere  also. 

The  effects  of  injury,  exposure  to  cold  and  damp,  and  of  occupations,  when  they  involve 
the  shoulder  region,  are  only  particular  varieties  of  fibrositis,  myositis,  and  arthritis.  The 
stiffness  and  pain  that  may  result  from  sleeping  in  a  damp  room  with  the  shoulders  un- 
covered by  the  bedclothes  may  be  very  severe,  and  they  may  take  weeks  or  months  to 
pass  off.  The  chief  question  will  be  whether  the  exposure  may  not  have  caused  actual 
rheumatoid  arthritis,  or  have  brought  on  a  gouty  inflammation  or  neuritis,  in  addition  to 
mere  stiffness  and  pain  of  a  type  allied  to  stiff  neck  or  lumbago  ;    and  the  differentiation 
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will  often  be  a  matter  merely  of  opinion.  The  same  applies  to  the  effects  of  injury  :  in 
some  cases  the  bruising  or  the  tearing  of  ligaments,  or  the  fracture  of  bones,  or  their  dis- 
location, may  be  followed  by  pain  and  stiffness  continuing  to  affect  the  shoulder  region 
for  months  or  years  afterwards  ;  in  addition,  however,  the  injury  may  set  up  actual 
arthritis  allied  to  ostco-arthritis,  and  like  the  latter,  more  or  less  permanent.  The  a?-rays 
may  help  in  determining  the  exact  degree  of  local  disease  the  injury  has  produced.  Occupa- 
tions involving  constant  use  of  the  shoulder  often  result  in  permanent  intra-articular 
changes  also — a  sort  of  osteo-arthritis  ;  the  tendency  increases  with  age  ;  and  very  likely 
the  occupation — such  as  that  of  porters  who  carry  heavy  weights  on  the  shoulder — deter- 
mines the  site  of  the  first  joint  to  be  affected  rather  than  actually  initiates  the  disease. 
Besides  intra-articular  changes,  however,  occupations  involving  strenuous  and  constantly 
repeated  use  of  the  shoulders  may  cause  pain  in  them  of  the  same  nature  as  that  of  writer's 
cramp  and  other  occupation  neuroses.  Rowing  men,  navvies,  stokers,  and  so  on,  may 
suffer  in  this  way.  It  is  often  verj'  difficult,  however,  to  distinguish  between  the  occupa- 
tion neurosis  and  organic  fibrositis,  myositis,  neuritis,  or  arthritis. 

One  well-defined  but  often  unrecognized  cause  of  painful  shoulder,  in  which  both 
recurrent  slight  injury  and  occupation  play  an  important  part,  is  subacromial  bursitis. 
Outside  the  upper  part  of  the  capsule  of  the  shoulder-joint,  between  it  and  the  under  surface 
of  the  acromion  process,  there  is  a  fairly  large  bursa.  This  becomes  inflamed  from  overuse 
or  overstrain  of  the  shoulder  in  much  the  same  way  that  housemaid's  knee  results  from 
persistent  kneeling  ;  but  with  this  difference,  that  the  swollen  subacromial  bursa  cannot 
be  seen  or  grasped  as  an  inflamed  prepatellar  bursa  can.  Pain  on  using  the  shoulder  in 
certain  positions  is  the  chief  complaint.  The  trouble  arises  from  falls  or  blows  up>on  the 
apex  of  the  shoulder,  or  from  occupations  involving  repeated  sudden  jerks  to  the  shoulders 
— it  is  common  in  golfers,  tennis  players,  bowlers,  or  in  those  who  throw  the  cricket  ball 
or  put  the  weight ;  it  also  arises  when  the  daily  work  involves  the  maintenance  of  a  strain 
against  interrupted  resistance,  as  in  the  case  of  certain  tools  employed  in  electric  steel 
grooving  and  the  like.  The  diagnostic  point  is  as  follows  :  on  minute  palpation  of  the 
shoulder  region,  when  the  arm  is  at  the  patient's  side  there  is  a  definitely  and  often  acutely 
tender  spot  immediately  below  the  tip  of  the  acromion  process,  but  if  the  patient  now 
abducts  the  arm  as  far  as  he  can,  palpation  of  the  previously  tender  spot  no  longer  elicits 
any  tenderness  at  all ;  on  adducting  the  arm  to  the  side  the  tender  focus  is  again  discover- 
able with  ease.  The  explanation  of  the  disappearance  of  the  tenderness  on  abduction  of  the 
arm  is  that  this  movement  takes  the  subacromial  bursa  far  enough  under  cover  of  the 
acromial  process  for  it  to  be  no  longer  open  to  direct  palpation.  In  cases  of  this  sort  a?-ray 
examination  generally  shows  a  wider  clear  space  between  the  acromion  process  and  the 
head  of  the  humerus  on  the  affected  than  on  the  normal  side. 

In  any  case  of  doubt  a7-ray  examination,  not  only  of  the  shoulder  region  but  also  of  the 
whole  thorax,  should  be  resorted  to  ;  now  and  again  an  unsuspected  aneurysm  of  the  aortic 
arch  interfering  with  the  lower  part  of  the  right  brachial  plexus  will  be  found  to  be  the 
cause  of  acute  pains  in  the  right  deltoid  region  ;  or  a  mediastinal  new  growth,  or  rarities 
such  as  a  hydatid  cyst  in  the  chest  (Fig.  137,  p.  291)  may  be  discovered  when  mere  arthritis 
has  been  alone  suspected.  Angina  pectoris  is  responsible  for  very  acute  pain  in  the  left 
shoulder  region,  but  hardly  ever  here  alone  ;  the  attacks,  and  the  spread  of  the  pain  from 
the  precordial  region  to  the  left  shoulder  and  down  the  left  arm  are  generally  characteristic  ; 
and  their  nature  will  be  confirmed  by  examination  of  the  heart,  including  resort  to  electro- 
cardiograms if  need  be,  and  by  the  influence  of  amyl  nitrite  or  nitroglycerin  on  the 
paroxysms. 

Pains  referred  to  the  shoulder  in  cases  of  phthisis  are  generally  of  the  nature  of  dull 
discomfort  or  of  aching  than  of  acute  pain  ;  and  the  patient  generally  has  had  cough, 
wasting,  night  sweats,  and  so  on,  to  indicate  the  diagnosis,  which  is  confirmed  by  the  exist- 
ence of  abnormal  apical  signs,  by  the  discovery  of  tubercle  bacilli  in  the  sputum,  or  by 
a'-ray  examination  of  the  chest  {Fig,  41,  p.  103).  Pleurisy,  pneumonia,  and  pneumothorax 
will  hardly  ever  cause  pain  in  the  shoulder  as  their  only  symptom,  and  they  will  be 
diagnosed  on  other  grounds. 

Gastric,  hepatic,  and  duodenal  lesions  causing  pain  in  the  shoulder,  do  so  in  the  sub- 
scapular region  rather  than  in  the  region  of  the  shoulder-joint  itself — stomach  disorders  on 
the  left  side,  hepatic  and  duodenal  on  the  right.     They  are  discussed  in  the  article  on  Pain, 
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Interscapular  (p.  461).  The  chief  difficulties  that  remain  are  the  nervous  causes,  direct 
and  indirect.  Herpes  zoster  will  be  recognized  by  the  characteristic  eruption  (p.  754).  and 
the  pains  will  nearly  always  extend  down  the  arm  and  not  be  confined  to  the  shoulder 
region.  The  chief  point  to  bear  in  mind  is  that  the  pains  resulting  from  herpes  may  persist 
for  months  after  the  eruption  has  disappeared,  and  may  be  severe  before  the  vesicles  come 
out.  If  there  is  local  wasting  of  the  muscles  of  the  shoulder  region,  it  does  not  follow  that 
the  primary  lesion  is  nervous,  because  precisely  similar  muscular  atrophy  results  very 
rapidly  from  joint  lesions  ;  with  the  latter,  however,  there  is  no  R.  D.  (p.  582),  whereas 
with  true  neuritis  there  is.  It  is,  however,  only  when  all  intrathoracic  lesions  have  been 
excluded,  and  when  physical  and  a;-ray  examination  point  to  there  being  no  affection  of 
the  shoulder-joint,  that  neuritis  of  the  circumflex  nerve,  for  instance,  should  be  diagnosed  ; 
an  inaccurate  diagnosis  of  neuritis  is  so  often  made  simply  because  the  patient  has  pains 
and  no  apparent  cause  can  be  found  to  account  for  them.  Acute  hracheitis  is  allied  to  acute 
sciatica  and  acute  anterior  cruritis  ;  it  is  diagnosed  by  analyzing  the  distribution  of  the 
pains  carefully,  and  by  excluding  gross  lesions  of  other  structures  in  the  shoulder  region 
or  in  the  chest.  It  is  often  associated  with  marked  muscular  atrophy,  so  that  the  humerus 
tends  to  fall  away  from  the  glenoid  fossa  and  the  patient  invents  all  sorts  of  slings  or  splints 
for  the  better  support  of  his  arm.  When  there  is  no  muscular  wasting,  the  same  lesion 
would  often  be  termed  cermco-brachial  neuralgia.  Some  such  cases  are  due  to  much  more 
serious  lesions,  which  may  baffle  diagnosis  until  the  patient  has  been  watched  for  weeks  or 
months — new  growth  in  the  cervico-dorsal  spine,  for  example  ;  or  cervico-dorsal  tuberculous 
caries ;  a?-ray  examination  of  the  vertebrae  may  assist  in  the  earlier  recognition  of  these 
conditions,  but  sometimes  it  is  not  until  post-mortem  examination  is  made  that  the  exact 
cause  of  the  pains — possibly  regarded  previously  as  in  the  main  neurotic — ^is  demonstrated. 
The  hemiplegic  arm  is  sometimes  the  site  of  great  pain,  especially  in  the  shoulder  ;  the  pain 
is  probably  referred  from  the  sensori-motor  cortex  of  the  cerebrum  ;  the  differentia! 
diagnosis  will  be  found  in  the  article  on  Hemiplegia  (p.  302).  Cervico-dorsal  pachy- 
meningitis of  syphilitic  origin  may  cause  no  more  symptoms  than  ill-defined  though  acute 
pains  in  various  parts  of  the  neck,  shoulder,  arm,  or  hand  ;  peripheral  neuritis  or  myo- 
fibrositis  may  be  the  diagnosis  made.  In  most  cases  it  is  almost  impossible  to  diagnose  the 
pachymeningitis  with  certainty,  though  it  may  be  guessed  at  ;  and  in  obscure  cases  of 
pain  in  the  shoulder,  apparently  of  nervous  origin,  it  is  often  wise  to  have  a  Wassermann 
test  made.  If  it  is  positive,  appropriate  antisyphilitic  treatment  may  cure  the  patient  ; 
and  it  is  remarkable  how  often  syphilis  is  found  to  be  at  the  root  of  obscure  pains  and  other 
ill-defined  nervous  complaints,  even  when  any  suspicion  of  syphilis  might  seem  to  be  out  of 
the  question.  Herbert  French. 

PAIN  IN  THE  SPINAL  REGION.— {See  Pain  in  the  Back,  p.  427.) 

PAIN  IN  THE  STERNAL  REGION.— (See  Pain  in  the  Chest,  p.  430.) 

PAIN  IN  THE  TESTICLE — of  varying  degree  may  be  present  in  many  conditions, 
and  may  be  discussed  under  separate  headings  as  follows  : — 
I.  Diseases  of  the  body  of  the  testis  or  epididymis, 
II.  Affections  of  the  coverings  of  the  testicle, 

III.  Affections  of  the  spermatic  cord, 

IV.  ^  retained  or  misplaced  testicle, 

V.  Pain  from  lesions  remote  from  the  testis, 

I.  DISEASES   OF   THE   BODY   OF   THE   TESTIS   OR   EPIDIDYMIS. 

Inflammatory  Lesions  may  attack  the  testis  proper,  or,  as  is  more  common,  may 
begin  in  the  epididymis  ;  they  rarely  remain  confined  to  one  part  of  the  organ,  however . 
for  the  process  tends  to  spread  rapidly  from  one  part  to  the  other,  so  that  the  whole  organ 
is  involved  and  the  result  termed  an  "  epididymo-orchitis,'*''  An  inflammatory  afl'ection 
of  the  testicle  may  be  acute,  subacute,  or  chronic,  the  latter  being  the  terminal  result  of 
the  former. 

An  acute  epididymo-orchitis  arises  most  commonly  by  the  direct  infection  of  the  organ 
from  the  urethra  via  the  vas  deferens.     When  any  inflammation  has  reached  the  prostatic 
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portion  of  the  urethra,  the  orifices  of  the  vasa  deferentia  may  become  infected,  and  inflam- 
mation spreads  rapidly  along  the  duct  to  the  epididymis  and  testis.  Whilst  formeriy  the 
occurrence  of  an  acute  inflammatory  condition  of  the  testis,  following  upon  some  form  of 
urethritis,  was  looked  upon  as  *'  metastatic,"  it  has  been  shown  that  this  view  is  no  longer 
tenable,  and  that  we  must  look  upon  it  as  a  direct  spread  of  infection  via  the  vas  deferens. 
Causes  of  Acute  Epididymo-orchitis  : — 


Causes  of  urethral  origin  : — 
Gonorrhoeal  urethritis 
Septic  urethritis 
Passage  of  catheters 
Urethral  instrumentation 


Ulceration  behind  a  stricture 
Ulceration    about     an    im- 
pacted    calculus      or     a 
prostatic  calculus. 
Injections  into  the  posterior 
urethra. 


General  causes  : — 
Fevers- 


-Parotitis  (mumps) 
Enterica 
Scarlet  fever 
Injury 
Influenza 

Gout  and  rheumatism 
In  hematogenous   urinary 
infections. 

Acute  epididymo-orchitis  begins  as  a  painful  thickening  of  the  epididymis  associated 
with  febrile  symptoms.  Before  any  actual  pain  is  noticed  in  the  testis  there  is  often  a 
sense  of  discomfort  and  weight  over  the  external  abdominal  ring  and  inguinal  canal  due 
to  the  inflammatory  process  extending  along  the  vas  deferens.  The  swelling  of  the 
epididymis  increases,  and  with  it  the  tubules  of  the  testis  proper  become  infected,  causing 
swelling  of  its  body  and  increase  of  pain.  The  whole  organ  thus  becomes  enlarged,  and 
it  is  often  exquisitely  tender,  the  touch  of  the  clothes  or  the  most  gentle  examination  causing 
pain.  The  swollen  gland  is  often  flattened  on  the  outer  and  posterior  aspect  from  pressure 
against  the  adductor  muscles  of  the  thigh  ;  the  vas  deferens  and  tissues  of  the  spermatic 
cord  are  thickened. 

By  far  the  most  common  cause  of  an  acute  epididymo-orchitis  is  an  acute  gonorrhoeal 
urethritis.  During  the  third  week  of  the  disease  the  prostatic  portion  of  the  canal  fre- 
quently becomes  infected,  when  the  orifices  of  the  ejaculatory  ducts  may  share  in  the 
inflammation,  and  infection  be  conveyed  by  the  yas  deferens  to  the  testicle.  Similarly, 
but  less  frequently,  infection  may  arise  from  a  septic  posterior  urethritis,  contracted  during 
connection  with  a  woman  the  subject  of  a  vaginal  leucorrhoea.  The  gonorrhoeal  form 
of  acute  epididymo-orchitis  usually  resolves  slowly,  and  shows  very  little  liability  to  sup- 
purate, whereas  the  inflammation  resulting  from  a  staphylococcal  or  a  streptococcal 
infection  may  break  down  into  a  testicular  abscess. 

Acute  epididymo-orchitis  may  also  arise  from  septic  processes  in  the  urethra  following 
upon  the  passage  of  catheters,  of  instruments  for  vesical  operations,  such  as  lithotrity,  from 
ulceration  behind  a  urethral  stricture  or  about  a  calculus  in  the  prostatic  urethra,  and  occa- 
sionally after  the  instillation  of  strong  solutions  into  the  posterior  urethra  in  the  treatment  of 
a  chronic  urethritis.  In  any  case  the  onset  of  pain  and  rapid  swelling  of  the  testis  should 
always  lead  to  the  suspicion  of  urethral  infection,  and  attention  should  be  directed  to  the 
urethra  with  that  in  view.  Bacteriological  examination  of  any  urethral  discharge  is  essential 
<see  Discharge,  Urethral,  p.  181). 

Acute  epididymo-orchitis  occasionally  arises  without  any  preceding  urethral  infection, 
and  uncommonly  occurs  as  a  complication  of  acute  specific  parotitis  (mumps),  enterica, 
scarlet  fever,  influenza,  or  as  a  complication  of  a  urinary  infection  by  Bacillus  coli  or  other 
organisms.  The  testicle  becomes  painful,  and  enlarges  rapidly  in  the  same  manner  as  in 
acute  inflammation  from  urethral  infection,  and  under  appropriate  treatment  gradually 
resolves.  Less  frequently  testicular  inflammation  may  occur  with  gout  or  acute  rheu- 
matism, or  after  a  direct  injury  to  the  organ,  such  as  a  blow  or  squeeze. 

The  pain  in  an  acute  inflammation  is  generally  of  an  aching  character  at  first,  felt 
not  only  in  the  testis,  but  at  the  external  abdominal  ring,  and  often  as  a  heavy  dragging 
pain  in  the  loin  of  the  affected  side.  As  the  testis  enlarges,  the  local  pain  becomes  more 
severe,  so  that  the  swollen  gland  is  exquisitely  tender  to  pressure  or  to  the  touch.  After 
a  few  days  the  pain  subsides  to  a  large  extent,  but  remains  as  a  dull  ache  until  the  swelling 
becomes  greatly  reduced,  and  usually  disappears  some  time  before  the  organ  returns  to 
the  normal  size.  In  a  few  cases  in  which  a  fibrous  scar  remains  in  the  epididymis,  pain 
may  remain  and  cause  some  difficulty  in  the  diagnosis  from  a  commencing  tuberculous 
lesion,  but  the  earlier  history  of  acute  inflammation  will  help  in  forming  an  opinion.  In 
other  cases  the  persistence  of  the  pain  and  swelling  may  indicate  the  formation  of  an  abscess 
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in  the  testicle,  when,  after  decrease  at  first,  the  swelling  increases,  the  skin  covering  it 
becomes  reddened,  and  a  soft  area  becomes  evident  in  one  or  other  side  of  the  organ. 

Tuberculosis  of  the  Testicle  is  comparatively  common,  occurring  as  a  primary 
disease  or  secondary  to  tuberculous  disease  of  the  kidney,  bladder,  or  prostate.  It  begins 
as  a  localized  deposit  in  almost  all  cases,  causing  a  rounded,  firm  nodule  in  the  epididymis. 
It  frequently  arises  in  the  upper  pole  of  the  epididymis,  whereas  the  inflammatory 
affections  secondary  to  urethral  infection  begin  in  the  lower  pole.  This  nodule  may 
remain  unaltered  for  many  months,  or  may  enlarge,  soften,  become  adherent  to  the  skin 
and  coverings  of  the  testicle,  or  actually  ulcerate  through  them  to  form  a  discharging 
fistula  in  the  scrotum.  The  small  commencing  nodule  in  the  epididymis  is  usually 
painless  at  first  and  may  be  found  by  accident,  but  later,  as  it  gradually  enlarges,  it 
causes  an  aching  pain  in  the  organ.  Other  nodules  may  be  formed  in  the  epididymis, 
or  the  body  of  the  testis  may  become  involved,  whilst  commonly  small  shot-like  thickenings 
may  be  felt  in  the  course  of  the  vas  deferens.  In  the  most  advanced  stages,  nodules  may 
be  felt  upon  rectal  examination  in  the  seminal  vesicles  or  prostate,  or  there  may  be  some 
in  the  epididymis  of  the  other  side. 

Tuberculous  disease  of  the  testicle  usually  presents  little  difficulty  in  the  diagnosis. 
In  an  early  case  the  occurrence  of  one  or  more  nodules  in  the  epididymis,  which  are  painful 
on  pressure  and  which  have  not  resulted  from  a  preceding  acute  epididymo-orchitis,  should 
always  suggest  a  tuberculous  focus,  and  a  careful  search  should  be  made  for  any  other 
tuberculous  lesion  in  the  body.  Should  none  be  found,  the  estimation  of  the  opsonic  index 
of  the  blood  to  tubercle,  or  one  of  the  several  clinical  tests  for  tubercle,  such  as  von  Pirquet's 
tuberculin  skin  reaction,  may  clear  up  the  diagnosis.  In  later  stages  the  diagnosis  is  less 
difficult ;  the  gradual  enlargement  of  the  nodules,  their  craggy  or  bossy  feel,  the  infection 
of  the  vas  or  other  genito-urinary  organs  with  tuberculosis,  and  above  all,  the  tendency  of 
the  focus  in  the  epididymis  to  soften  and  to  become  adherent  to  the  scrotal  coverings, 
are  [K>ints  to  be  looked  for  ;  whilst  if  it  should  have  led  to  the  formation  of  a  fistula, 
tubercle  bacilli  may  be  detected  in  the  discharge. 

Sypliilitic  Disease  of  the  Testis  causes  very  little  pain  in  the  organ,  but  there  is 
often  a  sense  of  dragging  or  heaviness,  and  for  this  reason  it  must  be  considered. 

Syphilis  may  attack  the  testicle  in  several  different  ways,  producing  : — 

In  Acquired  Syphilis  : —  '    In  Congenital  Syphilis  : — 
Diffuse  interstitial  orchitis  Interstitial  orchitis 

Gummatous  orchitis  Gummatous  orchitis. 

Epididymitis. 

The  outstanding  feature  of  syphilitic  disease  of  the  testicle  is  that  it  affects  the  body 
of  the  testis  rather  than  the  epididymis,  thus  differing  in  a  marked  degree  from  tuberculous 
disease.  In  the  interstitial  form  there  is  thickening  of  the  intertubular  connective  tissue, 
with  an  infiltration  of  spindle  cells,  which,  forming  young  connective  tissue,  yield  fibrous 
tissue  when  untreated.  The  subsequent  contraction  of  this  fibrous  tissue  may  cause  atrophy 
of  the  testis.  The  testis  may,  on  section,  show  small  gummata  in  addition  to  the  diffuse 
orchitis,  or  if  the  inflammation  is  more  localized,  gummata  may  be  the  main  feature,  these 
varying  in  size  from  that  of  a  pea  to  that  of  a  walnut,  or  larger.  The  epididymis  is  affected 
but  rarely,  though  cases  are  on  record  of  a  nodular  swelling  in  the  epididymis  during  the 
secondary  stage  of  syphilis,  which  disappeared  rapidly  under  antisyphilitic  treatment. 

In  congenital  syphilis,  both  the  interstitial  and  gummatous  forms  exist ;  they  usually 
occur  in  childhood  or  in  young  adult  life,  and  in  many  cases  the  affection  is  bilateral. 
Syphilitic  inflammation  of  the  testicle  may  be  accompanied  in  either  the  acquired  or  the 
congenital  form  by  a  vaginal  hydrocele. 

There  is  a  sense  of  weight  in  the  scrotum  rather  than  pain,  and  often  an  aching  or 
dragging  feeling  in  the  inguinal  or  lumbar  region.  On  palpation,  the  body  of  the  testis 
feels  enlarged  and  nodular  with  the  gummatous  deposits,  but  the  epididymis  can  usually 
be  distinguished  from  the  testis  and  be  found  to  be  unaffected.  The  tissues  of  the  cord 
remain  unthickened. 

The  diagnosis  of  syphilitic  disease  of  the  testis  is  usually  simple.  There  may  or  may 
not  be  a  history  of  syphilis,  but  other  signs  of  the  disease  should  be  looked  for — thus,  in 
the  acquired  form,  any  scar  of  previous  ulceration  or  periosteal  thickening,  or  in  the  con- 
genital  variety,   signs  in  the   teeth,   eyes,  or  ears.     If  any  doubt  remains,   a  positive 
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Wassermann  reaction  of  the  blood  or  the  behaviour  of  the  swelHng  when  treated  with  large 
doses  of  potassium  iodide  and  mercury,  or  salvarsan,  should  be  noted.  Syphilitic  disease  is 
distinguished  from  tuberculous  disease  of  the  testis  by  the  fact  that  the  epididymis  is  usually 
free  from  infection  ;  that  the  cord,  prostate,  and  vesicles  remain  normal ;  and  by  the 
comparative  absence  of  pain  in  the  testicle  upon  pressure  being  made  upon  it.  Tuber- 
culous deposits  tend  to  soften  and  to  involve  the  scrotal  coverings  in  spite  of  treatment. 
From  chronic  orchitis  it  is  differentiated  by  the  history  of  injury  and  by  the  absence  of  the 
history  or  signs  of  syphilis.  From  malignant  tumours  of  the  testis  it  is  distinguished  by 
the  history  of  syphilis,  the  tendency  of  syphilitic  disease  to  be  bilateral,  the  slow  enlarge- 
ment, and  a  positive  Wassermann  reaction.  In  malignant  disease,  the  increase  in  the 
size  of  the  testicle  is  more  rapid,  whilst  the  tumour  often  shows  areas  of  varying  consistence  ; 
the  cord  is  often  enlarged  in  malignant  cases. 

Malignant  Tumours  of  the  Testis  may  give  rise  to  pain  in  the  organ,  but  as  a  rule 
pain  is  only  experienced  in  the  later  stages  of  the  disease.  Both  carcinoma  and  sarcoma 
may  arise  in  the  testis,  but  embryoma  is  more  common,  exhibiting  both  epithelial  structures 
and  a  combination  of  several  forms  of  connective-tissue  type — cartilaginous,  myxomatous, 
etc.  Clinically,  without  microscopical  examination,  a  soft  carcinoma  and  a  sarcoma  can 
rarely  be  differentiated,  and  as  their  symptoms  and  history  are  so  similar,  they  may  for 
convenience  be  considered  together.  A  testicle  that  is  the  seat  of  a  malignant  growth 
enlarges  rapidly,  but  as  pain  is  at  first  absent,  there  may  be  nothing  to  arouse  the  patient's 
suspicions.  As  long  as  the  tunica  albuginea  remains  intact  the  swelling  retains  the 
shape  of  the  testis,  but  when  perforation  of  the  fibrous  covering  takes  place  nodular 
projections  appear  and  render  the  tumour  irregular.  These  projections  are  softer  than 
the  remainder  of  the  growth,  and  form  a  valuable  point  in  the  diagnosis.  A  rapidly 
growing  sarcoma  or  carcinoma  of  the  testis  may  be  so  soft  as  to  appear  to  be  a  fluid 
collection  in  the  tunica  vaginalis.  Generally,  however,  although  a  growth  may  be  accom- 
panied by  a  small  amount  of  fluid  in  the  tunica  vaginalis,  the  more  solid  mass  can 
be  felt  through  the  fluid  on  careful  examination  ;  this  fluid  is  often  bloodstained.  The 
epididymis  may  become  incorporated  in  the  growth  so  that  it  cannot  be  distinguished, 
and  the  tissues  of  the  cord  become  thickened.  The  coverings  of  the  testis  become  stretched 
over  the  tumour  ;  the  mass  does  not  become  adherent  to  the  scrotal  skin  until  late  in  the 
disease.  In  both  carcinoma  and  sarcoma,  the  iliac  and  lumbar  glands  become  enlarged, 
and  may  be  felt  in  a  thin  subject  at  the  brim  of  the  pelvis,  and  pain  due  to  the  pressure 
of  these  glands  upon  nerve  structures  may  become  marked.  The  inguinal  glands  are 
usually  not  enlarged  unless  the  scrotal  skin  is  affected.  The  diagnosis  of  malignant  disease 
of  the  testis  may  be  quite  easy  in  the  case  of  rapidly  growing  tumours,  but  in  others, 
especially  in  the  early  stages,  it  may  present  great  difficulty. 

Between  sarcoma  and  carcinoma  it  may  be  clinically  impossible  to  distinguish.  In 
quite  early  life  the  tumour  is  more  likely  to  be  a  sarcoma  ;  the  cord  is  thickened  earlier 
in  carcinoma,  but  with  rapidly  growing  tumours  it  may  be  quite  impossible  to  say  whether 
it  is  a  sarcoma,  carcinoma,  or  embryoma  until  a  piece  is  examined  under  a  microscope. 

Orchitis  may  be  confused  with  the  more  slowly-growing  forms  of  sarcoma.  In  both 
the  swelling  may  have  followed  an  injury,  and  in  both  there  may  be  a  syphilitic  history. 
Orchitis  is,  however,  either  more  acute  or  more  chronic,  it  retains  more  the  oval  shape  of 
the  testis,  and  does  not  present  the  rounded,  slightly  raised  bosses  which  are  commonly 
present  in  a  sarcomatous  testis.  In  orchitis  the  epididymis  is  usually  distinguished  more 
easily,  and  the  cord  is  not  so  thickened  as  with  a  growth.  Finally,  the  result  of  treatment 
with  strapping  and  with  mercury  and  iodide  will  often  show  the  disease  to  be  of  a  non- 
malignant  nature. 

Chronic  torsion  of  the  testicle  is  not  very  uncommon  amongst  habitual  horse-riders, 
and  sometimes,  if  there  is  no  clear  history  as  to  the  relationship  between  the  swelling  and 
a  saddle  injury,  the  nature  of  the  painfull  tumour  may  be  so  uncertain  that  operation  and 
histological  examination  are  resorted  to. 

Tuberculous  disease  is  usually  diagnosed  easily  from  malignant  disease  by  the  tendency 
of  tubercle  to  attack  the  epididymis,  to  caseate,  suppurate,  and  to  become  adherent  to 
the  scrotal  skin  comparatively  early.  Tuberculosis  occasionally  attacks  the  body  of  the 
testicle  first,  however,  forming  an  oval,  smooth  tumour  of  the  organ  ;  the  epididymis  and 
vas  deferens  may  be  unaffected  for  a  time,  and  if  no  deposit  is  found  in  the  prostate  or 
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vesicles,  the  differential  diagnosis  between  tubercle  and  growth  may  be  far  from  easy  before 
operation. 

HcBmatocele, — The  diagnosis  between  a  haematocele  and  a  malignant  tumour  of  the 
testis  may  present  considerable  difficulty.  In  both  the  swelling  may  date  from  an 
injury,  whilst  the  indistinct  fluctuation  obtained  in  the  soft  areas  of  a  growth,  accompanied 
sometimes  by  some  fluid  in  the  tunica  vaginalis,  may  simulate  a  haematocele.  The  latter 
feels  heavy  to  the  hand,  but  is  usually  softer  in  its  whole  mass  and  more  regular  than  a 
growth.  Care  must  be  taken  not  to  place  too  much  reliance  upon  the  withdrawal  of  a 
few  drops  of  blood  from  the  tumour  by  means  of  a  trocar  and  cannula,  a  result  which  may 
happen  equally  with  growth  or  haematocele.  A  haematocele  may  cease  to  enlarge,  or  even 
diminish  in  size,  whereas,  in  growth,  increase  in  size  is  progressive.  The  cord  remains 
unaffected  with  haematocele,  and  testicular  sensation  is  more  likely  to  be  lost  in  growth. 
If  any  doubt  exist,  it  is  advisable  to  make  an  exploratory  incision  rather  than  a  puncture, 
when,  if  necessary,  a  radical  operation  can  be  proceeded  with. 

Hydrocele. — A  hydrocele  of  very  long  standing,  with  an  irregular,  nodular  surface, 
and  absence  of  translucency  due  to  the  thickened  tunica  vaginalis  and  the  thick  contents 
of  the  sac,  may  simulate  a  new  growth,  but  the  long  history  of  the  case,  and  the  absence 
of  progressive  increase  in  size  of  the  swelling,  will  prevent  a  mistake  of  this  kind. 

Cysts  of  the  Testis  occur  most  frequently  in  connection  with  the  epididymis,  very 
rarely  with  the  body  of  the  testis.  These  cysts  are  quite  different  from  hydrocele  of  the 
tunica  vaginalis,  and  are  often  spoken  of  as  encysted  hydrocele  of  the  epididymis  or  testis, 
or  as  a  spermatocele,  although  all  do  not  contain  spermatozoa.  They  cause  a  swelling 
of  varying  degree  in  the  scrotum,  and  usually  an  aching  in  the  testicle,  groin,  or  lumbar 
region.  They  may  arise  as  retention  cysts  of  the  tubules  of  the  epididymis  or  from  one 
of  the  fcEtal  remains  which  occur  about  the  globus  major  of  the  epididymis,  namely,  the 
organ  of  Giraldes,  the  hydatid  of  Morgagni,  or  the  vas  aberrans  of  Haller.  These  cysts 
are  usually  placed  above  and  to  the  outer  side  of  the  testis,  occasionally  behind  it.  They 
move  with  the  organ,  and  can  usually  be  distinguished  from  the  latter  by  the  test  of  trans- 
lucency. Their  increase  in  size  is  very  slow,  but  they  may  cause  aching  pain  in  the  testicle 
by  pressure  upon,  or  stretching  of,  the  tissues  of  the  epididymis.  They  can  be  distinguished 
from  hydrocele  of  the  tunica  vaginalis  by  the  position  of  the  swelling  relative  to  the  testicle, 
and  by  the  fact  that  the  fluid  contained  in  them  is  colourless  or  slightly  opalescent  from 
the  contained  spermatozoa,  in  distinction  to  the  straw-coloured  fluid  of  a  vaginal  hydrocele. 

n.  AFFECTIONS  OF  THE  COVERINGS  OF  THE  TESTIS  CAUSING  PAIN  IN  THE  ORGAN. 

.  The  only  common  lesions  of  the  coverings  of  the  testis  are  hydrocele  and  hcematocele  ; 
new  growths  of  the  testicular  tunics  are  so  rare  as  to  render  them  surgical  curiosities. 

Hydrocele  may  occur  occasionally  as  an  acute  affection  accompanying  an  acute 
epididymo-orchitis,  injury  to  the  scrotum,  or  in  the  course  of  acute  specific  fevers  such 
as  small-pox,  rheumatism,  or  mumps.  Recently  acute  hydrocele  has  been  described  in 
conjunction  with  acute  lesions  of  other  serous  membranes — multiple  serositis  or  poly- 
orrhomenitis.  The  more  usual  form  of  hydrocele  is  the  chronic  variety,  which  may  be 
due  to  some  disease  of  the  testicle,  but  for  which,  in  the  majority  of  cases,  no  ascertainable 
cause  can  be  found. 

A  hydrocele  may  cause  some  aching  in  the  testicle,  but  more  frequently  it  causes  a 
dragging  sensation  in  the  loin  from  the  mechanical  effect  of  its  weight.  It  forms  a  swelling 
on  one  side  of  the  scrotum,  oval  with  smooth  imiform  surface  ;  it  gives  a  distinct  sense 
of  fluctuation.  The  swelling  is  limited  distinctly  above  from  the  cord  or  external 
abdominal  ring,  and  gives  no  sense  of  impulse  on  coughing  ;  with  a  good  light  it  can  be 
found  in  most  cases  to  be  translucent,  the  testicle  occupying  a  posterior  and  low  position 
in  the  swelling. 

The  diagnosis  of  hydrocele  is  usually  easy,  but  occasionally,  when  in  old-standing 
cases  the  walls  are  much  thickened,  difficulty  may  be  experienced.  A  hydrocele  must 
be  diagnosed  from  (1)  A  scrotal  hernia,  (2)  Haematocele,  (3)  New  growth,  and  (4)  An 
encysted  hydrocele  of  the  testis. 

Scrotal  Hernia, — Usually  a  hernia  gives  an  impulse  on  coughing,  can  be  reduced  into 
the  abdomen  with  a  sudden  slip  or  gurgle,  and  varies  in  size  with  the  position  of  the  patient. 
A  hernia  comes  down  from  above  and  descends  into  the  scrotum.     In  a  large  irreducible 
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hernia,  some  part  of  it  is  usually  resonant  from  the  contained  intestine,  the  swelling  is  not 
limited  above,  and  the  testis  can  be  distinguished  at  the  bottom  of  the  scrotum.  A 
hydrocele  is  distinctly  limited  above,  gives  no  impulse,  is  translucent,  and  the  spermatic 
cord  can  be  distinguished  easily.  The  testis  in  a  hydrocele  cannot  usually  be  distinguished 
in  the  scrotum  as  in  a  hernia.  Diflficulty  may  arise  between  the  two  conditions  when  the 
hydrocele  extends  along  the  inguinal  canal,  and  thus  gives  an  impulse  on  coughing,  or 
if  the  translucency  is  lost  owing  to  the  thickness  of  the  walls  or  contents  of  the  sac.  A 
scrotal  hernia  in  an  infant  may  be  translucent. 

HcBmalocele  is  distinguished  from  hydrocele  by  the  absence  of  translucency,  the 
greater  weight,  and  the  suddenness  of  the  onset,  usually  after  an  injury  or  puncture.  If 
any  doubt  exist,  an  incision  may  be  made  into  the  swelling,  permission  being  obtained 
to  proceed  to  any  form  of  cure  that  may  be  found  desirable. 

New  Growths  of  the  Testis, — A  hydrocele  is  of  much  slower  rate  of  increase  in  size,  of 
smooth  surface  and  uniform  consistence,  and  is  translucent. 

Enofsted  Hydrocele  of  the  Testis  (see  above). 

Haematocele  may  occur  as  the  result  of  tapping  a  hydrocele,  from  puncture  of  a  vein 
in  the  sac  or  of  the  testicle,  or  by  the  occurrence  of  bleeding  into  a  hydrocele.  It  may 
occur  quite  independently  of  a  hydrocele,  usually  after  direct  injury.  As  a  rule  there  is 
a  rapid  onset  of  swelling  in  the  scrotum  following  the  injury,  with  ecchymosis  of  the  scrotal 
skin  ;  the  resulting  tumour  resembles  a  hydrocele  in  its  clinical  symptoms,  save  that  it 
is  not  translucent.  In  other  cases  the  swelling  arises  more  slowly,  when  a  pyriform  or 
oval  swelling  is  present  in  one  side  of  the  scrotum  covered  by  normal  skin  ;  the  surface 
of  the  sweUing  is  smooth,  and  gives  a  sense  of  fluctuation  and  elasticity.  There  is  no  trans- 
lucency, and,  on  tapping,  dark  blood-stained  fluid  is  withdrawn. 

The  diagnosis  in  the  less  acute  cases  often  presents  a  difficulty,  especially  with  regard 
to  malignant  disease  of  the  testicle  (see  above).  From  hydrocele  it  is  distinguished  by  the 
absence  of  translucency  ;  from  hernia  by  the  same  points,  except  translucency,  mentioned 
above  in  the  diagnosis  between  hydrocele  and  hernia. 

III.  AFFECTIONS   OF   THE   SPERMATIC   CORD   CAUSING   TESTICULAR   PAIN. 

An  inflammatory  affection  of  the  cord  secondary  to  urethral  infection  is  not 
uncommon.  Similarly,  tuberculous  infection  of  the  cord  is  practically  never  present 
without  corresponding  infection  of  the  testis  or  epididymis.  New  growths  of  the  cord, 
lipomata,  myxolipomata,  and  sarcomata  or  hydroceles  of  the  cord,  cause  no  pain  in  the 
testis.  A  varicocele,  especially  if  large,  in  a  pendulous  scrotum,  is  a  frequent  cause  of  a 
dull,  aching  pain  in  the  testicle.  The  characteristic  feel  of  the  enlarged  veins  of  the  cord 
in  the  erect  position,  and  the  slight  impulse  on  coughing,  will  readily  point  to  the  correct 
diagnosis. 

IV.  THE    RETAINED   OR    MISPLACED    TESTIS. 

This,  in  its  various  situations,  may  give  rise  to  pain,  and  may  cause  some  difficulty 
in  the  diagnosis  of  the  condition  present.  A  testis  may  be  arrested  in  its  descent  at  the 
external  abdominal  ring  in  the  inguinal  canal,  may  remain  inside  the  abdomen,  or  may 
pass  (1)  into  the  perineum  after  traversing  the  inguinal  canal,  (2)  to  the  upper  part  of  the 
thigh  via  the  crural  ring,  or  (3)  to  the  root  of  the  penis  in  front  of  the  pubes. 

In  the  various  situations  in  which  an  undescended  or  ectopic  testicle  is  placed,  it  may 
be  attacked  by  the  several  diseases  which  affect  the  normally  placed  organ,  and  thus  give 
rise  to  pain  ;  but  in  addition,  owing  to  the  effect  of  constant  muscular  strains  and  the 
comparative  immobihty  of  the  organ,  it  is  particularly  liable  to  recurrent  attacks  of  trau- 
matic inflammation,  especially  when  the  testis  is  retained  in  the  inguinal  canal  :  in  the 
intra-abdominal  position  it  remains  protected  from  muscular  injury,  whilst  ectopic  testicles 
have  a  greater  range  of  mobility  than  has  one  that  is  retained  in  the  inguinal  canal.  The 
inflammation  of  an  undescended  testicle  may  be  so  acute  as  to  lead  to  gangrene  of  the 
organ,  with  or  without  torsion  of  the  cord. 

The  pain  may  be  complained  of  first  when  the  testes  begin  to  swell  at  puberty,  at 
which  time  an  undescended  right  testicle  may  produce  symptoms  easily  mistakeable  for 
appendicitis. 

The  diagnosis  of  undescended  testicle  rests  upon  the  following  points  :   the  fact  that 
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one  side  of  the  scrotum  is  empty,  the  outline  and  situation  of  a  swelling  in  the  inguinal 
canal  or  elsewhere,  the  testicular  sensation  upon  pressure,  and  the  recurrent  attacks  of 
pain.  An  undescended  testicle  may  give  rise  to  acute  pain  from  inflammatory  lesions  or 
from  acute  torsion  of  the  organ,  and  may,  if  placed  in  the  inguinal  canal,  give  rise  to 
symptoms  suggestive  of  a  strangulated  hernia.  It  must  be  remembered  also  that  a  par- 
tially descended  testicle  is  often  accompanied  by  an  inguinal  hernia.  It  is  also  stated 
that  the  misplaced  testis  is  prone  to  become  the  seat  of  malignant  disease. 

V.  TESTICULAR   PAIN    FROM    LESIONS    OTHER    THAN    IN    THE    TESTICLE. 

It  is  necessary  to  mention  this  class  of  case,  in  which  complaint  is  made  of  testicular 
pain,  when  on  clinical  examination  the  testis  is  found  to  be  normal.  After  an  acute  inflam- 
mation of  the  organ,  even  when  no  palpable  nodule  remains,  the  resulting  cicatrization 
may  cause  an  aching  in  the  organ,  especially  after  sexual  excitement  or  prolonged  desire. 
Apart  from  former  testicular  disease,  pain  may  be  felt  in  the  organ  if  a  calculus  be  present 
in  the  pelvis  of  the  kidney  or  upper  ureter,  with  a  marked  degree  of  oxaluria,  or  from 
stimulation  of  the  peripheral  nerves  by  carcinoma  of  the  bodies  of  the  lumbar  vertebras  or  the 
pressure  of  an  aneurysm  in  this  situation.  Pain  in  the  testicle  is  occasionally  present  in 
appendical  inflammation,  when  the  appendix  turns  down  into  the  pelvis. 

R,  //.  Jocelyn  Swan, 

PAIN  IN  THE  TfflGH.— (See  Pain  in  the  Lower  Extremity,  p.  438.) 
PAIN  IN  THE  THROAT.— (See  Sore  Throat,  p.  613.) 

PAIN  IN  THE  UMBIUCAL  REGION.— 

Pain  associated  witli  External  Swelling. — ^This  may  be  due  to  the  following  causes  : — 

Umbilical  Hernia. — This  is  common  in  young  infants,  and  also  in  fat,  middle-aged 
people,  particularly  women  who  have  borne  children.  Attention  is  often  called  to  the 
protrusion  first  by  the  pain.  In  the  early  stages,  while  the  hernia  is  yet  small,  it  may 
easily  be  overlooked,  especially  if  the  patient  is  obese.  The  swelling  is  usually  globular 
in  shape,  has  an  impulse  on  coughing,  and  may  or  may  not  be  reducible.  In  a  very  large 
proportion  of  cases  the  hernia  is  irreducible,  and  it  nearly  always  contains  omentum. 

Sebaceous  Cyst. — This  is  not  uncommon  at  the  umbilicus.  It  presents  itself  as  a 
small  spherical  swelling,  which  might  be  mistaken  for  a  small  irreducible  umbilical  hernia. 
There  is,  however,  no  direct  impulse  on  coughing,  and  the  swelling  is  attached  to  the  skin. 
There  is  generally  but  little  pain  unless  the  cyst  has  become  injured  or  inflamed. 

New  Growth. — Occasionally  the  umbilicus  is  the  seat  of  a  small  secondary  nodule  of 
growth  which  has  been  brought  by  the  vessels  in  the  round  ligament  from  the  neighbour- 
hood of  the  liver.  It  may  furnish  a  clue  in  making  the  diagnosis  of  an  obscure  abdominal 
ailment.  Epithelioma  is  the  only  likely  primary  growth  here  ;  it  has  to  be  distinguished 
from  a  mass  of  simple  granulation  tissue  here,  and  from  tuberculous  ulceration  of  the  skin 
at  the  umbilicus  ;  all  three  are  uncommon  ;  in  some  cases  the  diagnosis  between  them 
may  be  obvious  almost  at  sight ;  in  others  the  distinction  may  be  so  difficult  that  micro- 
scopical examination  of  a  portion  of  the  mass  has  to  be  resorted  to. 

Eczema  Intertrigo. — Very  obese  people  of  uncleanly  habits  may  suffer  from  this  trouble 
at  the  umbilicus. 

Divarication  of  the  Recti  Muscles. — A  patient  lying  in  the  recumbent  position  may 
show  no  evidence  of  this  condition.  Diffuse  pain  is  complained  of  about  the  umbilicus, 
and  the  divarication  is  made  evident  at  once  if  the  patient  is  asked  to  lift  the  head. 

Cyst  of  the  Omphalo-mesenteric  Duct,  a  rare  condition,  may  be  found  at  birth. 

Pain  associated  with  Internal  Swelling. 

Tuberculous  Peritonitis  with  formation  of  a  localized  abscess  is  the  commonest  cause 
of  pain  and  a  swelling  situated  inside  the  abdomen  at  the  umbilicus.  The  patient  is 
usually  a  child,  and  presents  well-marked  signs  of  chronic  abdominal  disease. 

Carcinoma  of  the  Pylorus  or  Carcinoma  of  the  Colon  may  present  as  an  umbilical  tumour, 
especially  if  it  has  become  fixed  by  adhesions,  but  it  can  usually  be  diagnosed  without 
difficulty  on  account  of  the  special  symptoms  arising  in  each  case. 

Pain  without  Swelling  or  other  Localizing  Symptoms. 

The  causes  of  umbilical  pain  are  so  numerous  and  varied,  that  in  order  to  mention 
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all  it  would  be  necessary  to  enumerate  nearly  all  abdominal  complaints.  This  cannot 
be  done  here,  but  one  should  bear  in  mind  the  following  as  possible  causes  in  patients  in 
whom  no  trace  of  abdominal  disease  can  be  found,  and  who  still  complain  of  pain  at  or 
about  the  umbilicus. 

Tabes  Dorsalis. — ^The  only  complaint  of  the  patient  may  be  of  abdominal  pain,  often 
referred  to  the  region  of  the  umbilicus.  The  typical  gastric  crises  may  be  replaced  by  a 
much  more  diffuse  pain,  and  more  than  one  person  has  been  operated  on,  and  a  gastro- 
enterostomy performed,  under  a  mistaken  diagnosis.  A  systematic  examination  of  the 
knee-jerks,  pupil-reflexes,  etc.,  should  be  made  in  all  cases. 

Lead  Poisoning. — Severe  attacks  of  cramp-like  abdominal  pains  referred  to  the 
umbilicus  may  be  the  chief,  or  even  the  only,  symptom  of  plumbism.  The  patient's 
occupation  may  suggest  the  diagnosis,  or  other  characteristic  signs  of  lead  poisoning  may 
be  found  (p.  34.) 

Tumour  of  the  Spinal  Column  or  Cord,  Spinal  Caries,  and  Compression  Myelitis, — 
Though  a  less  common  source  of  error,  these  must  be  borne  in  mind.  Owing  to  its  situation, 
a  growth  in  the  spine  may  be  very  hard  to  locate  ;   a  skiagram  may  be  of  service. 

Phthisis. — In  this  disease  gastric  pains  are  a  common  symptom,  and  the  pains  may 
even  be  referred  to  the  umbilicus.  George  E.  Gask. 

PAINFUL  COITUS.— (See  Dyspareunia,  p.  193.) 

PAINFUL  MICTURITION.— (See  Micturition,  Abnormalities  of,  p.  393.) 

PAINFUL  SWALLOWING.— (See  Dysphagia,  p.  194.) 

PALLOR.— (See  Anemia,  p.  21.) 

PALPITATION  signifies  the  sensation  experienced  by  a  person  who  is  conscious  of  his 
heart  beats.  It  is  not  necessarily  associated  with  pain.  It  may  be  due  to  many  different 
causes,  of  which  the  following  are  the  chief : — 


Valvular  Heart  Disease,  especially  :— 


Mitral  stenosis 
Mitral  regurgitation 
Mitral    stenosis    and 


Aortic  stenosis 

Aortic  regurgitation 

Aortic  stenosis  and  regurgita- 


Pulmonary  stenosis. 


regurgitation  I        tion 

2.  Heart  Affections  associated  with  very  High  Blood-pressure  :- 

Arteriosclerosis.  |  Granular  kidney. 

8.  Myocardial  Affections  : — 


Fatty  heart 
Fibroid  heart 
Primary     alcoholic 
heart 


'  Blacksmith '  heart 
Cloudy  swelling 
Pericarditis 
Adherent  pericardium 


Senile  changes  with    atheroma 
Congenital  deformity. 


4.  Lung  Affections  leading  to  Failure  of  the  Right  Side  of  the  Heart : 


Chronic   bronchitis 
Emphysema 


Fibroid  lung 

Large     pleural      or      pleuritic 
effusions 


5.  The  Effect  upon  the  Heart  of  certain  Drugs,  etc : — 

Tobacco  i       Alcohol  |        Cocaine 

Tea  I       Absinthe  i        Digitalis 

Coffee  I       Morphia  I       Thyroid  extract 

6.  Heredity,  Nervousness,  and  Allied  Causes : — 

Fright  or  other  emo-   '       Paroxysmal  tachycardia  \        Epilepsy 

tion  I       Neurasthenia  .        Tabes  dorsalis. 

Graves's   disease  |       Hysteria  | 

7.  Anaemia  from  whatever  cause,  but  particularly 

Chlorosis  I  Pernicious  anaemia. 
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8.  Mechanical  Interference  with  the  Heart  by  : — 

Ascites 


Mediastinal  new  growth 
Chronic  mediastinal  fibrosis 
Thoracic  aneurysm  of  large  size 
Tympanites 


Pregnancy 

Ovarian  cyst  or  other  large  intra- 
abdominal tumour. 


9.  Dyspepsia  :  especially  that  which  is  associated  with  flatulence  and  with  stout- 
ness from  lack  of  exercise. 

The  majority  of  patients  who  complain  of  palpitation  jump  to  the  conclusion  that 
they  have  something  the  matter  with  the  heart,  and,  although  the  above  list  is  a  long  one, 
the  diagnosis  resolves  itself  in  all  but  a  few  cases  into  deciding  whether  the  palpitations 
are  cardiac  or  gastric  in  origin.  A  routine  examination  of  the  various  systems  will  very 
often  indicate  the  correct  diagnosis  at  once. 

Valvular  heart  disease  will  be  indicated  by  the  history  of  rheumatic  fever,  scarlet  fever, 
chorea,  syphilis,  or  the  like,  and  by  the  alteration  in  the  size  of  the  heart,  together  with 
the  various  bruits.  Mitral  stenosis  is  sometimes  more  difficult  than  the  others  to  diagnose 
on  account  of  the  possible  absence  of  a  bruit  or  of  enlargement  of  the  left  ventricle,  but 
it  may  be  suggested  by  the  patient's  malar  flush,  by  the  history  of  acute  rheumatism,  and 
by  the  loud,  sharp,  slapping  character  of  the  first  sound  at  the  impulse.  Aortic  regur- 
gitation is  sometimes  present  without  a  bruit,  but  it  can  generally  be  detected  in  these 
cases  by  the  typical  collapsing  character  of  the  pulse  ;  if  there  is  still  doubt,  and  the  patient 
is  able  to  take  exercise,  it  is  frequently  possible  to  bring  out  an  aortic  regurgitant  bruit 
by  asking  him  to  take  a  few  steps  briskly. 

High  blood-pressure  conditions  are  best  detected  by  means  of  a  sphygmomanometer  ; 
the  diagnosis  will  be  confirmed  by  the  big  heart,  the  albuminuria  with  tube-casts,  and 
perhaps  by  retinitis. 

Of  the  myocardial  affections,  pericarditis  and  cloudy  swelling  are  both  acute  conditions, 
often  associated  with  fever  and  with  sufficient  general  illness  to  confine  the  patient  to  bed, 
so  that  the  palpitations  are  a  minor  part  of  the  malady.  The  diagnoses  of  fatty  or  fibroid 
heart  and  of  adherent  pericardium  are  discussed  on  pp.  53,  54.  Palpitations  due  to 
heart-muscle  affection  are  sometimes  most  difficult  to  distinguish  from  similar  palpitations 
due  to  dyspepsia.  This  applies  particularly  to  fatty  changes  in  the  heart.  Not  a  few 
middle-aged  persons  suffer  fix)m  palpitations  which,  by  some  observers,  will  be  attributed 
to  gastric  trouble,  whilst  by  others  both  the  palpitations  and  the  dyspepsia  will  be 
attributed  to  fatty  heart ;  nor  can  the  diagnosis  be  made  by  watching  the  effect  of 
slight  exercises  upon  the  pulse-beat,  for  in  typical  dyspeptic  persons  without  fatty  heart, 
the  general  condition  is  usually  sufficiently  lacking  in  tone  for  the  pulse-rate  to  be  increased 
readily  by  exercise.  If  material  benefit  results  from  the  giving  of  digitalis,  from  the 
adoption  of  Schott's  Nauheim  treatment,  or  some  modification  of  the  latter,  the  argument 
will  be  in  favour  of  some  myocardial  degeneration  ;  but  in  many  instances  of  flatulence 
and  palpitation  the  diagnosis  between  fatty  heart  and  mere  dyspepsia  will  remain  largely 
a  matter  of  opinion.  Electrocardiograms  may  throw  light  upon  the  nature  of  some  cases 
of  myocardial  disease  the  nature  of  which  is  not  obvious  to  percussion  and  stethoscopic 
examination  only  ;  auricular  fibrillation  may  be  found,  for  example  {Fig,  196),  though 
there  may  be  no  valvular  disease. 

Lung  affections  causing  strain  of  the  right  ventricle,  and  thus  leading  to  palpitations, 
are  detected  as  a  rule  by  physical  examination,  but  here  again  there  may  be  so  much 
difficulty  in  interpreting  the  physical  signs  that  when  a  stout,  middle-aged  person,  with 
obvious  emphysema,  and  with  wheezing  and  shortness  of  breath  on  exertion,  complains 
of  dyspeptic  symptoms  and  also  of  palpitations,  it  may  be  very  difficult  indeed,  except 
by  watching  the  effect  of  different  lines  of  treatment,  to  say  whether  the  actual  cause  of 
the  palpitations  is  emphysema  with  secondary  dilatation  of  the  heart,  or  dyspepsia  with 
reflex  palpitations  or  the  result  of  fatty  changes  in  the  heart  muscle  of  a  dyspeptic  person 
of  sedentary  occupation  who  is  both  stout  and  emphysematous. 

Tobacco  is  a  very  important  cause  for  palpitations  in  a  patient  who  may  seem  to  be 
perfectly  healthy  :  the  degree  to  which  different  individuals  can  smoke  tobacco  with 
impunity  varies  enormously,  and  whereas  some  may  smoke  from  morning  to  night  and 
develop  no  untoward  symptoms  at  all,  others  develop  some  ill  effects  from  what  are 
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relatively  quite  small  quantities.  Cigarettes  seem  to  be  the  greatest  offenders  in  this 
respect,  particularly  cheap  cigarettes  sold  in  packets  of  considerable  numbers  for  a  penny. 
In  bad  cases  the  heart  becomes  absolutely  irregular ;  in  all  cases  of  the  kind  any  extra 
exertion,  such  as  trotting  a  hundred  yards,  causes  a  rise  in  the  pulse-rate  out  of  all  pro- 
portion to  what  it  should  ;  the  pulse  may  rise,  for  instance,  from  70  to  150  or  160  per 
minute  as  the  result  of  slight  exertion  which  in  an  ordinary  individual  would  only  increase 
it  to  90  or  100.  These  patients  may  have  palpitations  at  any  time  of  the  day  or  night, 
but  particularly  when  they  first  get  into  bed,  when  violent  thumpings  may  cause  them 
considerable  alarm.  Similar  thumpings  of  the  heart,  closely  allied  to  but  hardly  identical 
with  palpitations,  are  complained  of  by  elderly  men,  particularly  those  of  the  gouty  habit, 
probably  with  atheromatous  degeneration  of  their  coronary  arteries.  Another  condition 
in  which  the  heart  may  produce  similar  symptoms  is  epilepsy,  in  which  disease,  quite  apart 
from  the  major  attacks,  there  are  innumerable  accessor^'  symptoms  of  which  cardiac 
thumpings  in  bed  at  night  are  one.  In  that  particular  variety  of  epileptic  convulsions 
which  is  associated  with  a  sudden  halving  of  the  pulse-rate  and  coma — sometimes  spoken 
of  as  Stokes-Adams  syndrome — palpitations  may  also  be  a  prominent  symptom  ;  the 
diagnosis  is  established  best  by  obtaining  electrocardiographic  records  of  partial  or  com- 
plete heart-block  {Fig,  37,  p.  83).  Tea,  coffee,  alcohol,  and  absinthe,  as  causes  of  cardiac 
irregularity  and  consequent  palpitations,  can  be  diagnosed  best  by  the  history  and  by  the 


Lead  1. 
Right  arm  to 
left  arm 


Lead  2. 
RUrht  arm  to 
left  leg. 


Lead  3 
Left  arm  to 
left  leg 

Time  mark- 
ings in  g  and 
2^  sees. 

Fig.  196. — Electrocardiogram  to  illustrate  auricular  fibrillation.  Ventricular  beats  are  marked  R.  The 
auricular  beats  are  unmarked  except  in  the  central  part  of  the  middle  curve,  where  tliree  of  them  are  marked  x  x  x  . 
The  ventricular  beats  (R)  do  not  recur  at  equal  intervals,  so  that  the  pulse  was  irregular  in  time;  but  the  average 
ventricular  rate  was  100  per  minute.  The  auricles  were  not  beating  regularly  ;  but  where  market!  x  x  x  the  beat^ 
occurred  approximately  one  every  fifth  of  a  second,  the  auricular  rate  at  thus  point  being  about  300  per  minute. 

effects  of  stopping  the  drugs  in  question.  Morphia  and  cocaine,  if  taken  over  periods 
sufficiently  long  to  lead  to  palpitations,  will  generally  be  indicated  by  the  presence  of 
multiple  prick-marks  upon  the  body  or  limbs.  The  palpitations  and  other  cardiac  sym- 
ptoms are  worse,  not  while  the  drug  is  being  taken,  but  when  it  is  being  intermitted. 
Digitalis  and  thyroid  extract  will  be  recognized  as  the  cause  at  once  if  they  are  being  pre- 
scribed by  the  medical  attendant. 

When  palpitations  are  due  to  nervousness,  fright,  or  other  emotion,  they  are  transient 
and  not  difficult  to  diagnose  ;  if  they  keep  on  recurring  from  apparently  trivial  causes 
in  a  person  who  has  not  hitherto  been  nervous,  it  is  important  to  bear  in  mind  the  possi- 
bility of  Graves's  disease,  for  although  exophthalmos  and  enlargement  of  the  thyroid  gland 
are  important  symptoms  of  this  disease,  it  is  not  at  all  uncommon  for  them  to  be  absent, 
especially  in  the  early  stages,  and  for  the  only  sign  of  the  malady  to  be  undue  nervousness 
of  the  patient  with  a  tendency  to  tachycardia  and  palpitations.  Any  condition  in  which 
the  nerv^ous  system  seems  to  be  lacking  in  force  or  in  control  is  liable  to  be  termed  neuras- 
thenia nowadays,  and  if  neurasthenia  be  defined  in  this  broad  sense,  then  one  variety  of 
it  has  palpitations  for  a  chief  symptom  :  the  making  of  a  diagnosis  of  neurasthenia  in  such 
cases,  however,  is  equivalent  to  saying  that  the  palpitations  are  of  purely  nervous  origin, 
so  that  all  one  has  really  done  is  to  exclude  organic  changes.  The  same  applies  to  hysteria, 
though  it  should  be  borne  in  mind  that  modern  authorities  distinguish  between  hysteria 
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and  neurosis,  confining  the  word  hysteria  to  those  eases  in  which  the  symptoms  are  directly 
controllable  by  suggestion.  Locomotor  ataxia  may  give  rise  to  symptoms  referable  to 
almost  any  of  the  viscera,  and  there  seems  no  reason  why  cardiac  crises  should  not  occur 
as  much  as  laryngeal,  gastric,  or  intestinal ;  they  are,  however,  rare,  and  when  cardiac 
symptoms  develop  in  a  patient  suffering  from  locomotor  ataxia,  syphilitic  affection  of  the 
heart  would  be  a  safer  diagnosis  than  would  cardiac  crises. 

An{emiay  when  it  produces  palpitations,  is  usually  obvious  from  the  patient's  appear- 
ance, and  it  can  be  confirmed  by  blood  examination.  As  a  rule,  palpitations  in  ansemic 
patients  are  entirely  absent  while  the  patient  is  at  rest  in  bed,  occurring  mainly  when  she 
exerts  herself  and  causes  temporary  dilatation  of  the  anaemic  heart.  The  palpitations  dis- 
appear when  the  anaemia  is  cured. 

Palpitations  due  to  mechanical  interference  with  the  heart,  by  masses  of  fluid  or  wind 
displacing  it,  can  generally  be  relegated  to  their  correct  cause  by  physical  examination  of 
the  chest  and  abdomen  ;  mediastinal  new  growth,  tympanites,  ovarian  cyst  of  large  size, 
and  the  other  conditions  referred  to  above,  generally  make  their  presence  obvious  before 
they  are  of  sufficient  size  to  produce  palpitations.  Herbert  French. 

• 

PAPULES  may  be  defined  as  solid,  circumscribed  elevations  of  the  skin,  not  larger 
than  a  pea.  Similar  formations  exceeding  that  size  are  classed  as  nodules  or  as  tumours. 
From  Vesicles  (p.  753)  they  are  distinguished  by  their  solidity  ;  if  a  papule  is  punctured, 
nothing  but  blood  exudes  ;  but  in  many  instances  papules,  especially  those  of  an  inflam- 
matory kind,  are  transitional  lesions,  passing  into  (a)  vesicles,  (b)  pustules,  (c)  scales,  or 
(d)  breaking  down  into  ulcers,  (e)  undergoing  hypertrophy,  as  warts,  or  (/)  atrophying. 
If  the  transformation  into  pustules  or  vesicles  is  only  partial,  the  lesions  are  described 
as  papulo-pustules  or  papulo-vesicles,  and  if  this  is  characteristic  of  the  greater  number 
of  the  lesions,  the  eruption  is  said  to  be  papulo- vesicular,  vesiculo-papular,  or  papulo- 
pustular.  If  the  lesions,  originating  as  erythematous  macules,  do  not  take  on  the  full 
character  of  papules,  they  are  said  to  be  maculo-papular  or  erythemato-papular. 

In  size,  papules  may  vary  from  a  pin's  head,  as  in  lichen  scrofulosorum,  to  a  pea,  as 
in  lichen  ruber  planus.  The  most  typical  shape  is  that  of  the  papule  of  lichen  planus, 
flattened  and  with  an  irregular  base  ;  but  they  may  be  rounded  or  oval,  as  in  prurigo,  or 
cone-shaped,  as  in  pityriasis  rubra  pilaris,  or  triangular,  or  umbilicated,  as  in  lichen  planus. 
In  colour,  they  may  be  pink  or  rose-coloured,  as  in  the  inflammatory  papules  of  urticaria 
papulosa,  violet  or  purplish  as  in  lichen  planus,  bright  red  as  in  eczema,  dark  or  coppery 
as  in  syphilis,  yellow  as  in  xanthoma,  wliitish  as  in  milium,  almost  black,  as  in  infiltration 
sometimes  met  with  in  sarcoma,  or  simply  skin-coloured,  as  in  prurigo  or  verruca  plana. 
They  may  be  discrete,  as  in  prurigo,  or  may  occur  in  patches,  as  in  lichen  scrofulosorum  ; 
sometimes  they  form  round  a  hair  follicle,  as  in  eczema  folliculorum  and  pityriasis  rubra 
pilaris  ;  they  are  also  met  with  in  connection  with  the  sebaceous  glands,  the  sweat-glands, 
or  the  papillae.  They  may  be  inflammatory,  as  in  eczema,  or  non-inflammatory,  as  in 
severe  goose-skin,  or  when  they  are  the  result  of  retained  secretion,  as  in  acne,  or  of  exces- 
sive cornification  round  the  mouths  of  hair-follicles.  Usually,  inflammatory  papules  give 
rise  to  itching  ;  with  the  non-inflammatory  kind  there  are  seldom  marked  subjective 
symptoms. 

Papules  may  occur  in  the  epidermis,  as  in  verruca  plana,  or  in  the  derma,  when  they 
may  be  (Edematous,  as  in  urticaria,  or  infiltrated,  as  in  lichen  scrofulosorum  ;  or  they  may 
affect  both  structures,  as  in  lichen  planus  and  the  strophulus  papule  of  acute  prurigo.  The 
epidermic  papule  may  be  recognized  by  its  solidity,  its  hardness  and  dryness,  and  its  super- 
ficial elevation  ;  the  oedematous  dermic  papule  by  its  pinkish  colour  and  its  momentary 
yielding  to  pressure  ;  the  infiltrated  dermic  papule  by  its  redness,  induration,  and  elasticity  ; 
the  epidermo-dermic  papule  by  its  union  of  some  of  the  characters  of  the  other  varieties. 

The  multiple  small  papules  which  occur  in  papular  eczema  are  usually  conical  with 
rounded  base  and  bright-red  colour  ;  owing  to  rupture  by  scratching  they  are  covered  with 
a  tiny  dome  of  blood-crust ;  there  is  usually  intense  itching.  Eczema  of  this  type  may 
resemble  lichen  ruber  planus,  but  in  that  affection  the  papules,  as  a  rule,  are  flat  or  umbili- 
cated, with  an  irregular  base,  dark-red  or  violaceous  colour,  and  glistening  surface  ;  there 
is  no  discharge  or  crust-formation  ;  the  papules  are  not  transitional,  and  they  leave 
brownish  stains,  while  those  of  eczema  frequently  pass  into  vesicles  and  seldom  produce 
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discoloration.  Confusion  between  the  plaques  of  lichen  planus  and  those  of  scaly  eczema  may 
be  obviated  by  attention  to  the  differences  in  colour  and  in  definition  ;  in  the  former  the 
plaques  are  generally  dark-red  or  purplish,  and  sharply  defined  ;  in  the  latter,  bright-red 
and  not  clearly  marked  off  from  the  surrounding  skin.  Under  the  lens,  a  minute  vesicle 
can  often  be  seen  on  the  top  of  each  papule  in  eczema  papulatum,  which  is  not  the  case  in 
lichen  planus.  Yet  another  point  of  distinction  between  the  two  is  that  in  lichen  planus 
characteristic  discrete  papules  can  usually  be  found  at  the  margin  of  the  patches.  This 
feature  serves,  too,  to  differentiate  lichen  planus,  in  its  turn,  from  generalized  psoriasis, 
which  is  marked  also  by  more  scaliness  and  less  thickening. 

Lichen  scrofulosorum  is  a  papular  dermatosis  which  clinically  bears  some  resemblance 
to  lichen  planus,  but  it  has  no  right  to  the  designation  lichen,  and  belongs  rather  to  the 
tuberculides.  The  papules  are  seldom  larger  than  a  pin's  head,  are  usually  flattish  but 
occasionally  conical,  very  slightly  resistant,  sometimes  smooth  and  shiny  but  more  often 
covered  with  a  tiny  scale  which  is  but  slightly  adherent ;  occasionally  the  summit  is  occu- 
pied by  a  pustule  instead  of  by  a  scale.  The  prevailing  colour  is  red,  but  it  varies  from  a 
pale-yellow  through  red  to  violet.  At  first  the  lesions  are  disposed  in  groups,  forming 
patches  of  various  sizes.  Others  are  arranged  in  arcs  of  circles,  which  are  usually  seen 
about  the  orifices  of  the  sebaceous  glands.  The  eruption  shows  a  distinct  predilection  for 
the  trunk — ^the  lower  part,  and  the  back  of  the  abdomen  ;  but  occasionally  it  extends  to 
the  beginnings  of  the  limbs  and  may  invade  the  face.  If  the  affection  becomes  generalized 
by  the  spread  and  coalescence  of  the  scattered  groups  of  papules,  the  whole  skin  is  covered 
with  thin  scales  and  is  of  a  dirty  reddish-brown  hue.  Itching  is  absent,  or  so  slight  as  to 
be  negligible.  The  eruption  begins  insidiously  and  may  last  for  several  months  ;  and, 
having  disappeared,  leaving  behind  it  no  trace,  it  may  reappear  again  and  again  over  a 
period  of  several  years.  In  the  great  majority  of  cases  the  disease  is  associated  with  some 
form  of  tuberculosis — phthisis,  or  necrosis  of  bone,  or  scrofulous  ulceration  of  the  skin  ; 
but  much  more  commonly  with  enlarged  glands,  submaxillary,  cervical,  or  axillary.  Its 
usual  subjects  are  children  and  adolescents  ;  it  is  uncommon  after  the  age  of  twenty.  The 
characters  of  the  papules — their  homogeneity,  situation  on  the  trunk,  flattish  shape, 
arrangement  in  groups,  painlessness,  and  chronicity — with  the  absence  of  itching,  and  the 
youth  of  the  patient,  are  generally  sufficient  to  determine  the  nature  of  the  affection.  In 
papular  eczema  the  papules  are  not  limited  to  the  trunk,  are  bright  red,  and  there  is 
troublesome  itching  ;  moreover,  in  many  cases  there  are  vesicular  or  papulo-vesicular 
lesions  as  well  as  papules.  From  miliary  papular  syphilides  lichen  scrofulosorum  can  be 
distinguished  by  the  absence  of  any  other  sign  of  syphilitic  affection,  and  by  the  usually 
restricted  distribution  of  the  lesions. 

In  keratosis  pilaris,  or  xerodermia,  the  papules  do  not  form  groups  or  patches  as  in 
lichen  scrofulosorum,  and  usually  they  appear  on  the  limbs,  most  frequently  the  thighs  ; 
they  consist  of  projecting  hair-follicles,  which  convey  to  the  hand  the  sensation  of  a  nut- 
meg-grater. This  affection  has,  in  turn,  to  be  distinguished  from  goose-flesh,  in  which  the 
elevations,  besides  being  evanescent,  are  not  rough  or  scaly.  Keratosis  pilaris  is  one  form 
of  ichthyosis  ;  another  form,  sometimes  met  with  in  association  with  xerodermia,  but  more 
often  alone,  is  ichthyosis  hystrix,  in  which  the  lesions  consist  of  small  papillary  papules  with 
homy  tops,  which  stud  the  skin  as  with  minute  nail-heads,  and  sometimes  develop  into 
large  warty  masses.  The  condition,  dating  back  to  infancy,  or  at  least  to  early  childhood, 
is  easy  of  identification. 

The  same  may  be  said  of  the  ordinary  wart  (verruca  vulgaris).  The  small  flat  wart 
(verruca  plana  juvenilis)  may  sometimes  suggest  lichen  planus,  but  it  is  smaller  than  the 
papule  of  that  affection,  it  has  not  the  dark  colour,  it  gives  rise  to  no  itching,  nor  is  there 
any  tendency  for  the  growths  to  run  together  into  rough,  scaly,  infiltrated  patches. 

In  pityriasis  rubra  pilaris,  papules  form  at  the  orifices  of  the  hair-follicles,  usually 
following  in  the  wake  of  an  eruption  of  scaly  patches,  or  of  a  dry  eruption  covered  with 
eczematous-looking  crusts.  The  papules,  when  they  appear,  are  small,  red,  and  dry,  harsh 
to  the  touch,  more  or  less  conical,  and  the  centre  of  each  is  pierced  by  a  single  atrophied 
hair,  which  is  surrounded  by  a  sheath  that  penetrates  into  the  follicle.  The  surface  of  the 
integument,  thus  roughened,  has  been  likened  to  the  skin  of  a  newly-plucked  fowl.  At 
first  the  papules  are  discrete,  but  later  they  tend  to  run  together  into  patches  which  pre- 
sent the  aspect  of  pale  yellowish-red  areas  covered  with  papery  scales  resembling  mica. 
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They  mostly  affect  the  limbs,  especially  the  surfaces  where  hair  is  most  abundant ;  if  they 
encroach  upon  the  trunk  they  are  usually  found  at  the  waist  and  the  lower  part  of  the 
abdomen.  Itching  is  sometimes  absent,  and  when  present  is  always  insignificant.  When 
the  patches  are  covered  with  mica-like  scales  and  are  met  with  in  the  situations  most  com- 
mon to  psoriasis — the  tips  of  the  elbows,  fronts  of  the  knees,  and  the  extensor  surfaces  of 
the  limbs — there  is  some  danger  of  confusion  with  that  disease  ;  but  at  the  edge  of  each 
patch  the  characteristic  conical  papule  with  its  single  hair  plugging  the  mouth  of  a  follicle 
is  always  to  be  seen.  The  best  place  to  look  for  the  papule  is  on  the  backs  of  the  fingers. 
In  psoriasis,  again,  the  lesions  grow  by  peripheral  extension  instead  of  by  the  accretion  of 
new  papules.  The  fact  that  the  general  health  is  not  affected  suffices  to  mark  off  pityriasis 
rubra  pilaris  from  other  forms  of  exfoliative  dermatitis^  in  which  also  there  is  rarely  any 
appreciable  thickening  of  the  skin,  while  the  colour  is  redder  than  in  pityriasis  and  the 
scaliness  more  marked.  From  lichen  ruber  planus,  pityriasis  rubra  pilaris  is  distinguished 
by  the  absence  of  itching  and  of  impaired  nutrition,  and  by  its  irresponsiveness  to  arsenic. 
In  lichen  planus,  too,  the  papules  are  flattened,  and  often  umbilicated. 

In  acne  vulgaris,  the  papule  forms  the  primary  lesion.  If  the  obstruction  is  at  the 
mouth  of  the  sebaceous  gland-duct,  the  plug  appears  on  the  surface  as  a  small  black  point 
— the  comedo  ;  if  it  is  in  the  gland  itself,  the  obstructing  material  is  seen  as  a  tiny  whitish 
mass  in  the  substance  of  the  skin — the  milium.  The  lesion  may  not  develop  beyond  this 
stage,  but  usually  it  grows  into  a  reddish  papule  about  the  size  of  a  pea,  and  in  many  cases 
the  papule  passes  into  a  pustule.  Acne  can  usually  be  recognized  by  the  distribution  of 
the  lesions — on  the  face,  especially  the  cheeks,  nose,  forehead  and  chin,  and  less  frequently 
the  back  of  the  neck,  the  back  between  the  shoulders,  and  the  chest — their  discrete  charac- 
ter, the  presence  of  comedones  or  of  milia,  and  the  patient's  age,  for  the  affection  is  essen- 
tially one  of  puberty.  Usually,  too,  the  several  stages  through  which  the  lesions  pass  are 
present  at  the  same  time — the  comedo  or  milium,  the  papule,  the  pustule.  Rosacea  differs 
from  acne  in  that  it  chiefly  affects  the  flush  area  of  the  face,  is  marked  by  much  congestion, 
and  is  most  common  in  middle  life.     (See  also  Pustules,  p.  557.) 

In  erythema  multiforme^  papules,  tubercles,  vesicles,  bullse,  nodules,  macules  may  all 
be  present  at  the  same  time.  Any  one  of  these  lesions  may  be  predominant  in  a  particular 
case  or  at  a  given  time  ;  but  the  type  of  eruption  most  frequently  met  with  is  that  which 
consists  wholly  or  predominantly  of  papules — erythema  papulatum.  This,  too,  is  usually 
the  first  stage  of  the  eruption  in  cases  which  go  on  to  other  types.  The  papules  are  gener- 
ally, at  the  beginning,  no  larger  than  a  pin's  head,  bright-red  in  colour,  and  flattish,  some- 
times umbilicated.  If  grouped  closely  together  they  may  coalesce  and  form  raised  patches 
as  large  as  a  threepenny  or  a  sixpenny  piece  ;  each  patch  has  a  sharply  defined  border,  and 
is  surrounded  by  an  areola  of  congested  skin  ;  the  tint  in  the  centre  soon  deepens  to  violet, 
and  afterwards  to  purple.  The  favourite  sites  are  the  dorsal  surfaces  of  the  hands  and 
forearms ;  sometimes,  too,  the  legs,  feet,  and  the  face  are  involved.  Papular  erythema 
multiforme  is,  as  a  rule,  easy  of  recognition.  Urticaria  of  the  papular  variety — the  stro- 
phulus or  prurigo  simplex  aigu  of  French  dermatologists — in  which  the  wheals  are  no  larger 
than  a  lentil,  and  leave  papules  when  they  subside,  occasionally  offers  some  resemblance  to 
it ;  but  the  two  affections  differ  in  that  the  lesions  of  erythema  papulatum  are  much  more 
persistent,  are  not  white  in  the  centre,  do  not  give  rise  to  itching,  but  do  leave  stains.  One 
of  the  most  marked  of  these  differences  is  that  which  concerns  itching,  for  in  papular  urti- 
caria this  symptom,  though  variable,  is  frequently  severe.  In  urticaria,  too,  it  is  chiefly 
the  covered  portions  of  the  body,  and  especially  the  lower  lumbar  region,  that  are  attacked, 
and  the  affection  is  met  with  mostly  in  children. 

Papules  like  those  of  urticaria  papulosa  are  often  met  with  in  prurigo,  both  in  prurigo 
ferox  of  Hebra,  the  severe  form  of  the  affection,  and  in  prurigo  mitis,  the  mild  and  ordinary 
form.  The  characteristic  lesion  is  an  eruption  of  discrete,  firm,  very  slightly  raised  papules, 
more  or  less  hemispherical  in  shape,  with  a  roundish,  sometimes  oval  contour,  and  a  glisten- 
ing surface.  At  first  the  papule  is  of  the  same  colour  as  the  skin,  but  afterwards  it  becomes 
red,  yellowish,  or  brownish,  increases  in  size,  and  is  frequently  covered  by  a  blood-crust. 
In  structure,  according  to  Darier,  it  is  a  localized  acanthosis.  Most  abundant  on  the 
extensor  surfaces  of  the  limbs,  and  rarely  seen  on  the  flexor  aspects,  or  on  the  face,  the 
papules  occur  not  infrequently  on  the  chest,  the  lower  part  of  the  abdomen,  the  sacral 
region,  and  the  buttocks.     The  itching  is  intense,  and  mixed  with  the  secondary  changes 
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produced  by  scratching,  there  may  be  found  others  not  unlike  those  of  eczema.  Pustules 
and  sores  are  common,  often  accompanied  by  great  enlargement  of  the  axillary  and 
femoral  glands.  In  prurigo  ferox  the  papules  are  much  larger  and  more  numerous,  and  in 
parts  the  skin  feels  to  the  touch  like  very  coarse  brown  paper  or  a  nutmeg-grater.  The 
changes  secondary  to  the  inflammatory  process  in  prurigo  are  summed  up  by  French 
dermatologists  in  the  term  lichinisaiion  or  lichinificaiion.  The  skin  is  thickened  and 
rugose,  and  owes  its  peculiar  aspect  to  an  exaggeration  of  the  fine  striae  of  the  normal 
integument,  so  that  it  becomes  quadrillated  into  a  network  of  which  the  meshes  are  square, 
lozenge-shaped,  or  polygonal,  with  a  flat  surface  which  often,  as  Darier  says,  presents  the 
aspect  of  glossy  and  brilliant  facets,  as  of  a  mosaic.  Sometimes  it  is  covered  with  fine 
scales.  The  skin  is  less  supple  than  normal  skin,  and  though  in  colour  it  may  undergo  no 
change,  it  is  more  often  greyish  or  brownish.  The  condition  has  to  be  distinguished  from 
the  lichenization  met  with  in  other  dermatoses.  In  eczema  and  psoriasis,  the  thickened 
and  rugose  skin  is  red,  has  no  glistening  facets,  and  the  margins  are  clearly  defined.  In 
lichen  planus  the  plaques  are  formed  by  confluent  papules  and  are  surrounded  by  charac- 
teristic papules. 

Apart  from  these  secondary  characters  of  prurigo,  the  diagnosis  is  made  by  excluding 
other  itching  affections,  such  as  scabies  and  pediculosis,  on  account  of  the  absence  of  the 
lesions  characteristic  of  those  conditions,  and  by  the  positive  characters — the  origin  of  the 
affection  in  infancy,  and  its  persistence,  the  poor  general  health,  the  preference  the  papular 
eruption  shows  for  the  extensor  surfaces  of  the  limbs,  the  freedom  of  the  bends  of  the 
joints,  and  the  glandular  enlargement,  especially  in  the  inguinal  region. 

In  syphilis,  papules  are  met  with  frequently  in  association  with  macules,  but  they  may 
occur  independently.  They  may  be  divided  into  two  main  classes  :  (1)  Miliary  papular, 
and  (2)  Flat  papular  syphiloderms, 

1.  Miliary,  or  follicular,  papular  syphilides  are  the  result  of  infiltration  around  and 
beneath  the  pilo-sebaceous  follicles  ;  they  are  rough  to  the  touch,  and  feel  like  small  shot  ; 
they  vary  in  size,  from  a  pin-head  upward,  and  may  be  either  acuminate  or  roimded. 
The  sites  of  election  are  the  trunk,  back,  shoulders,  and  loins,  but  the  limbs  may  be 
invaded,  and  also  the  face.  Very  frequently  the  lesions  appear  in  groups  which  nm  into 
each  other  ;  and  they  are  sometimes  disposed  in  rings.  The  characteristic  colour  is  that 
of  raw  ham,  but  at  first  they  may  be  pink  or  red.  Involution  proceeds  slowly,  the  stain 
left  behind  is  long  in  dying  away,  and  is  sometimes  succeeded  by  a  shallow  depression 
which  may  last  for  years.  There  is  often  a  slight  scale  on  the  surface  of  the  papule,  and 
not  seldom  a  tiny  vesico-pustule  or  pustule  may  be  detected  on  the  summit.  Sometimes 
there  is  overgrowth  of  the  papillae  ;  and  if  the  lesion  is  situated  in  a  moist  part  the  warty 
growth  is  covered  with  sodden  white  epithelium,  when  the  lesion  is  known  as  a  mucous 
papule,  A  more  marked  degree  of  hypertrophy  transforms  the  moist  papule  into  a  mucous 
tubercle  or  condyloma,  distinguishable  from  a  wart  in  that  the  overgrown  papillae  are  welded 
into  a  coherent  mass  by  swelling  of  the  intervening  tissue,  while  in  the  wart  they  are  free. 

2.  Flat,  or  lenticular,  papular  syphilides  vary  in  size  from  a  pin-head  to  a  bean,  and  the 
small  or  the  large  lesions  may  predominate  in  a  given  case.  They  may  develop  directly 
out  of  macular  syphilides.  In  contour  they  are  almost  perfectly  round,  with  a  flattened  top, 
are  but  slightly  elevated,  and  in  colour  usually  brownish-red.  The  whole  body  is  affected 
pretty  impartially  ;  there  is  little  tendency  to  agmination  ;  sometimes  the  lesions  form  a 
kind  of  circlet  on  the  brow  round  the  margin  of  the  hair  (the  corona  veneris).  In  some 
cases,  ring-like  patches  (the  circinate  or  annular  syphiloderm)  appear  on  the  chin,  around 
the  lips  or  nostrils,  or  sometimes  on  the  vulva  ;  they  are  made  up  of  small  yellowish-red 
papules,  with  fine  scales  ;  elsewhere  the  papules,  in  the  same  case,  are  of  the  ordinary 
kind.  In  other  instances,  the  flat  lenticular  papules  of  this  group  become  seborrhoeic  ; 
these  are  characterized  by  their  obduracy  to  treatment.  When  there  is  marked  scale- 
formation,  the  papules  being  covered  with  a  dry,  dirty-grey  scale,  they  are  styled  papulo- 
squamous. Favourite  situations  for  papulo-squamous  syphiloderms  are  the  palms  and 
the  soles,  where  they  may  be  mixed  with  maculo-papular  and  papulo-tubercular  lesions. 
Syphilides  in  these  sites  are  often  rounded  or  irregular  in  shape,  have  but  slight  elevation, 
are  at  first  brownish-yellow  or  brownish-red,  but  presently  become  of  a  dirty  grey,  and  on 
the  disappearance  of  the  scales  have  the  characteristic  colour  of  raw  ham.  When  the  scales 
are  more  abundant  than  usual,  they  form  the  syphilides  corntes  of  French  dermatologists. 
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The  small  papular  syphilides  may  in  some  eases  be  difficult  to  distinguish  from  a 
widely  diffused  lichen  ruber  planus  ;  but  in  this  affection  the  rash  is  uniform,  the  papules 
generally  have  a  linear  arrangement,  and  there  is  usually  severe  itching.  The  papules  of 
syphilis  are  most  likely  to  be  confused  with  psoriasis — the  squamous  papules  with  the 
ordinary  form  of  psoriasis,  the  papules  in  rings  with  annular  psoriasis.  Attention  must 
be  paid  to  the  polymorphism  of  the  syphilitic  eruption,  the  coppery  colour,  the  enlarged 
glands,  the  sore  throat  or  tongue,  and  the  distribution  of  the  lesions,  no  such  partiality  for 
the  elbows  and  knees  being  shown  as  is  observed  in  psoriasis,  and  the  papular  syphilide 
having  a  preference  for  the  flexor  surfaces  of  the  limbs,  while  psoriasis  affects  rather  the 
extensor  aspects.  The  syphilitic  scales,  too,  are  thin  and  dirty-white,  while  those  of  psori- 
asis are  heaped  up  in  layers  and  have  a  silvery  sheen.  In  psoriasis,  the  subject  will  usually 
have  a  history  of  previous  attacks  to  relate  ;  and  often  the  affection  can  be  traced  back  to 
early  life,  whereas  in  syphilis  a  particular  lesion  is  seldom  repeated.  The  palmar  and 
plantar  syphiloderms  described  above,  which  occur  symmetrically  as  secondary  and  unila- 
terally as  tertiary  lesions,  may  be  confused  with  the  dry  chronic  eczema  of  those  regions  ; 
but  in  eczema  there  are  heat  and  itching,  and  usually,  in  the  case  of  the  palms,  the  Angers 
also  are  involved,  and  at  some  point  or  other  the  process  is  vesicular  or  moist.  Palmar 
syphilides  may  be  distinguished  from  eczema  seborrhccicum  by  the  fact  that  in  the  latter 
there  are  coincident  lesions  in  the  common  situations — the  scalp  and  eyebrows,  the 
neighbourhood  of  the  beard,  the  naso-labial  folds,  the  sternal  and  interscapular  regions  ; 
nor  do  they  usually  assume  the  form  of  crescents  or  segments.  Whenever  the  diagnosis 
is  doubtful,  recourse  may  be  had  to  Wassermann's  serum  test.  Malcolm  Morris. 

PARESTHESIA.— (See  Sensation,  Abnormalities  of,  p.  604.) 

PARALYSIS  OF  BOTH  LEGS.— (See  Paraplegia,  p.  510.) 

PARALYSIS,  CROSSED.— (See  Hemiplegia,  p.  302.) 

PARALYSIS,    FACIAL. — This  term  is  applied  to  complete  or  partial  paralysis   of 
the  muscles  supplied  by  the  7th  cranial  nerve.     One  or  both  sides  of  the  face  may  be 
involved,  the  unilateral  being  more  common  than  the  bilateral.     It  is  in  some  cases  the 
result  of  a  morbid  process  limited  to  the  7th  nerve,  known  as  BelVs  palsy  ;    in  other 
instances  it  is  one  of  the  signs  of  more  complex,  or  more  remote,  disease.     In  complete 
unilateral  facial  palsy,  whatever  its  origin,  the  asymmetry 
of  the  face  may  be  so  marked  that  the  diagnosis  can  be  made 
at  sight.     Less  severe  facial  weakness  may  be  overlooked 
unless  the  means  for  its  detection  are  employed.     It  is  well, 
therefore,   to   recall  the   evidences   of  facial    palsy    before 
pointing  out  the   features   which    characterize    its   various 
forms. 

Even  with  the  face  at  rest  there  are  certain  appearances 
on  the  affected  side  which  attract  attention.  The  natural 
lines  and  wrinkles  are  less  marked,  and,  with  the  obliteration 
of  the  naso-labial  fold,  the  cheek  has  a  somewhat  flattened 
or,  in  old  persons,  baggy  aspect.  If  the  patient  is  uncon- 
scious or  asleep  the  flabbiness  of  the  tissues  may  be  empha- 
sized by  the  flapping  of  the  cheek  with  respiration,  especially 
if  breathing  is  laboured  or  stertorous.  The  palpebral  fissure 
is  wider  than  its  fellow,  and  the  comer  of  the  mouth  may        „.,«,„.,.      .  .     ., 

'  -^  Fig.  197. — Pamlysis  of  the  risrlit  sule 

droop.  of  the  face,  the  patient  aitcniptini:  lo 

When   the   facial   muscles  are  thrown   into   action  by     ^b-f  fi-lii  u'^lX' 'hL/^ 
attempts  to  raise  the  eyebrows,  to  close  the  eyelids,  or  to  (^''"'«  ^y  ^'■-  •^'-  -'•  ^'  •» '^«<"'> 

expose  the  teeth  (Fig.  197),  the  difference  between  the  two 

sides  is  rendered  more  obvious,  the  movements  on  the  paretic  half  of  the  face  being  carried 
out  with  less  power  and  more  slowly  than  those  of  the  healthy  half.  The  ability  to  whistle 
or  to  move  one  nostril  may  also  be  impaired,  and  even  with  slight  degrees  of  paresis,  a 
person  who  has  previously  been  able  to  close  the  eye  of  the  affected  side,  the  other  eye 
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remaining  open,  is  no  longer  able  to  perform  the  feat.  The  same  difficulty  is  experienced 
in  making  movements  of  the  ear,  by  patients  who  have  formerly  possessed  that  accom- 
plishment. 

Having  established  the  presence  of  some  facial  weakness,  it  is  necessary,  in  order  to 
take  full  advantage  of  its  diagnostic  value,  to  make  certain  careful  observations  with  a 
view  to  determining  the  site  of  the  lesion  which  is  responsible  for  the  defect.  Thus,  facial 
paralysis  may  be  brought  about  by  :  (1)  A  lesion  anywhere  in  the  course  of  the  pyramidal 
fibres  passing  from  the  lower  end  of  the  precentral  gyrus  in  one  cerebral  hemisphere  to 
the  facial  nucleus  on  the  opposite  side  of  the  pons  Varolii  (supranuclear  paralysis)  ;  (2)  A 
lesion  involving  the  facial  nucleus  itself  (nuclear  paralysis)  ;  and  (3)  A  lesion  of  the  7th 
nerv^e  between  its  origin  in  the  nucleus  and  the  point  where  it  divides  in  order  to  supply 
the  various  facial  muscles  (peripheral  paralysis). 

Supranuclear  Paralysis. — Owing  to  the  fact  that  the  fibres  of  the  pyramidal  tract 
concerned  with  facial  movements  cross  the  mid-line  of  the  brain-stem  only  a  very  short 
distance  above  the  7th  nucleus,  the  facial  paralysis  is  on  the  side  opposite  to  the  lesion. 
Occasionally  these  fibres  are  involved  alone  ;  more  often  those  destined  to  the  correspond- 
ing arm  and  leg  suffer  as  well,  in  which  case  the  facial  palsiy  forms  part  of  a  hemiplegia. 
In  this  type  of  paralysis  the  difference  between  the  two  sides  is  not  nearly  so  marked  in 
the  upper  as  in  the  lower  half  of  the  face.     For  instance,  the  patient  is  able  to  elevate  both 


ft<7.  19^.   -I'ost-paralytic  contracture             Ft^.  199. — Post-paralytic  contracture.  Fig.     200. — Post-paralytic     contrac- 

of  the  loft  side  of  the  face.     At  a  first  The  same  patient  closing  her  eyes  and  ture.     The  same  patienc  smiling",  with 

glance  the  appearance  sutrgest,s  that  the  showing  the  over-action  of  all  the  facial  an    involuntary    wink, 

right  side  is  the  seat  of  paralysis.  muscles  on  the  affected  left  side.  (Photos  by  Dr.  S.  A.  K.  Wilson.) 

eyebrows  and  to  close  both  eyes,  although  it  will  be  found,  on  testing,  that  he  is  not  able 
to  resist  an  attempt  on  the  part  of  the  observer  to  open  the  eye  of  the  affected  side  with 
the  same  degree  of  success  as  attends  his  efforts  on  the  healthy  side.  (Figs.  198,  199,  200.) 
In  the  attempt  to  expose  the  teeth,  the  facial  asymmetry  is  more  striking,  the  lip  remaining 
immobile  or  retracting  slowly  and  feebly  on  the  paretic  side,  and  the  contrast  between  the 
depth  of  the  naso-labial  folds  on  the  two  sides  becoming  clearly  emphasized. 

Notwithstanding  the  impairment  of  voluntary  movement  on  one  side,  the  face  may 
present  perfect  symmetry  when  it  responds  automatically  to  emotional  or  reflex  impulses. 
In  laughing  or  crying  the  lines  and  wrinkles  are  developed  equally,  while  protective  closure 
of  the  eyelids  is  accomplished  as  well  on  one  side  as  the  other  in  response  to  any  threatened 
violence  to  the  eyes.  The  preservation  of  these  automatic  movements  depends  on  the 
integrity  of  a  facial  reflex  centre  in  the  mid-brain.  When  this  centre  is  involved  at  the 
same  time  as  the  fibres  of  the  pyramidal  system,  the  emotional  movements  are  lost  or 
impaired  along  with  those  of  voluntary  origin. 

The  corneal  reflex  can  generally  be  elicited  in  this  form  of  facial  paralysis,  provided 
there  is  no  co-existent  diminution  of  sensibility  within  the  area  supplied  by  the  trigeminal 
nerve  of  the  same  side.  In  sharp  contradistinction  to  what  obtains  in  the  nuclear  or 
peripheral  types  of  palsy,  the  nutrition  and  electrical  excitability  of  the  facial  muscles 
imdergo  no  alteration  when  the  lesion  is  situated  above  the  nucleus. 
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Bilateral  supranuclear  paralysis,  such  as  is  seen  in  cases  of  cerebral  diplegia  and 
pseudo-bulbar  paralysis,  is  characterized  by  a  general  impairment  of  the  natural  move- 
ments, and  tends  to  the  production  of  a  stiff,  expressionless  physiognomy  (Fig.  201).  With 
the  consequent  defective  inhibition  of  the  reflex  centre,  emotional  movements  are  often 
uncontrolled,  and  with  little  provocation  the  patient  betrays  in  his  face  degrees  of  mirth  or 
distress  which  he  is  very  far  from  feeling.  This  condition  can  be  distinguished  from  true 
bulbar  palsy  by  the  preservation  of  the  nutrition  and  the  normal  electrical  excitability 
of  the  muscles,  and  by  the  absence  of  accompanying  atrophic  paralysis  of  the  tongue, 
masseters,  etc. 

Reference  must  be  made  to  the  occurrence  of  cases,  the  result  of  mid- brain  lesions, 
in  which  the  emotional  movements  are  lost  and  the  voluntary 
movements  are  preserved  on  one  side  of  the  face.     Asym- 
metry is  then  only  noticeable  when   the  patient  smiles  or 
cries. 

Finally,  it  must  not  be  forgotten  that  in  long-standing 
cases  of  infantile  hemiplegia,  facial  weakness  may  be  associ- 
ated with  spontaneous  athetoid  movements  similar  to  those 
observed  in  the  arm  and  leg. 

Nuclear   Paralysis. — Lesions  of  the  facial  nucleus  may 
be  slight  or  severe,  and  the   resulting  facial  paralysis  may 
consequently   be   partial   or   complete.     As  a  rule,  all  the 
muscles   supplied   by   the   nerve  are  affected   more  or  less 
equally,  and  the  impairment  of  movements  obtains  whether 
they  are  voluntary,  emotional,  or  reflex  in  origin.     In  cases 
of  complete  nuclear  palsy  certain  additional  effects  are  pro- 
duced.    The  inability  to  close  the  eye,  and  the  drooping  of      j,^    201. -Bilateral    facial    paUy. 
the  lower  lid,  lead  to  imperfect  protection  of  the  eyeball,  and    The  photograph  siiows  ai)8erice  of  aii 
to  the  overflow  of  tears  on  to  the  cheek  (epiphora).     Con-    'llirmoutu!^'''"^  "'  ''"''  '"'"'^  "' 
junctivitis  and  blepharitis  may  result.     Paralysis  of  the  lip 

muscles  allows  of  saliva  escaping  from  the  comer  of  the  mouth,  and  may  interfere  materially 
with  the  articulation  of  labial  consonants.  Paralysis  of  the  stapedius  muscle  disorganizes 
the  control  of  tympanic  tension,  so  that  the  patient  suffers  from  excessive  sensitiveness 
to  deep  tones  (hyperacusis)  and  perhaps  from  tinnitus.  Unlike  supranuclear  paralysis,  the 
nuclear  form  is  accompanied  by  atrophy  and  alteration  in  the  electric  excitability  of  the 
facial  muscles.  In  slow  degenerative  (usually  bilateral)  processes  affecting  the  facial 
nucleus,  the  electrical  response  shows  a  quantitative  modiflcation  ;  in  acute  destructive 
(usually  unilateral)  lesions  of  the  nucleus,  the  facial  paralysis  is  followed  rapidly  by  the 
reaction  of  degeneration. 

Owing  to  the  situation  of  the  facial  nucleus  in  the  pons,  unilateral  nuclear  palsy  may 
be  associated  with  paralysis  of  the  external  rectus  muscle  of  the  same  side  and  paralysis 
of  the  opposite  arm  and  leg  ('  crossed '  paralysis). 

Peripheral  Paralysis. — The  clinical  picture  of  a  peripheral  facial  paralysis  resembles 
in  its  most  important  details  that  which  has  already  been  described  under  the  heading  of 
nuclear  paralysis.  All  the  muscles  supplied  by  the  nerve  are  affected  in  more  or  less  equal 
degree,  and  the  palsy  is  associated,  within  a  short  time  of  its  onset,  with  atrophy  and 
alterations  in  electrical  excitability  of  the  muscles  concerned.  The  diagnosis  between  the 
two  types  depends  chiefly  upon  the  presence  of  additional  symptoms  resulting  from  inter- 
ference with  the  function  of  neighbouring  tissues,  and  this  varies  again  with  the  exact  site 
of  the  lesion  in  the  peripheral  course  of  the  nerve. 

A  lesion  affecting  the  flbres  within  the  pons  is  likely  to  produce,  in  addition  to  the 
facial  paralysis,  external  rectus  palsy,  together  with  other  symptoms  in  proportion  to  the 
extent  of  the  destructive  process. 

A  lesion  between  the  surface  of  the  pons  and  the  internal  auditory  meatus  will 
probably  interfere  with  the  vestibular  and  cochlear  parts  of  the  8th  nerve,  and  so  give 
rise  to  vertigo  and  impairment  of  hearing. 

At  the  level  of  the  geniculate  ganglion,  the  chorda  tympani  is  unlikely  to  escape,  and 
the  taste  fibres  coming  from  the  anterior  two-thirds  of  the  tongue  lose  their  function.  At 
the  same  time,  irritation  of  the  ganglion  may  provoke  an  herpetic  eruption  on  the  auricle 
and  around  the  external  auditory  meatus. 
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In  the  upper  part  of  the  Fallopian  canal  a  lesion  produces  complete  facial  paralysis 
and  loss  of  taste  on  the  anterior  part  of  the  tongue  ;  in  the  lower  part  of  the  canal  the 
resulting  symptoms  are  the  same,  with  the  exception  that  paralysis  of  the  stapedius,  with 
its  consequent  hyperacusis,  does  not  occur.  The  nerve  to  the  stapedius  leaves  the  facial 
nerve  between  these  two  points.  Involvement  of  the  chorda  tympani  may  also  cause 
deficiency  in  the  salivary  secretion  of  the  submaxillary  and  sublingual  glands  of  the  same 
side. 

At  the  stylomastoid  foramen,  the  effects  of  a  lesion  are  limited  to  the  facial  nerve, 
the  taste  fibres  being  no  longer  in  close  apposition  to  the  latter. 

From  the  above  data  the  site  of  any  lesion  causing  peripheral  facial  palsy  can  be 
determined  approximately,  and  it  is  only  necessary  to  add  that  the  term  BeWs  palsy  is 
generally  limited  to  cases  in  which  the  exciting  cause,  probably  an  acute  inflammatory^ 
process,  operates  at  some  point  within  or  just  below  the  Fallopian  canal. 

From  the  diagnostic  standpoint  it  is  important  to  remember  that  a  condition  which 
often  results  from  a  long-standing  Bell's  palsy  may  produce 
a  facial  asymmetry  capable  of  erroneous  interpretation, 
unless  the  observer  is  familiar  with  it.  This  is  the  so-called 
post-paralytic  contracture,  which  emphasizes  the  folds  and 
lines  on  the  affected  side  in  such  a  way  that  the  opposite 
side  of  the  face  may  appear  at  first  sight  to  be  the  weaker 
(Fig.  198).  It  will  be  noticed,  however,  that  an  attempt 
to  close  the  eye  is  imperfectly  carried  out,  and  that  the 
angle  of  the  mouth  is  strongly,  although  involuntarily, 
retracted  at  the  same  time.  Similarly,  on  asking  the 
patient  to  show  his  teeth,  he  can  only  do  so  slowly  and 
with  effort,  while  the  eye  is  almost  closed  on  the  same  side 
by  a  powerful  associated  contraction  of  the  orbicularis 
palpebrae.  The  only  complaint  of  a  girl  suffering  from  a 
slight  degree  of  this  contracture  was  to  the  effect  that  she 
Fxg.  202.-Hemiatrophy  of  the  loft     ^as  Unable  to  smile  without  at  the  same  time  giving  the 

side  of  the  face  in  an  early  stape.     Tliin       imprCSSion  that    shc    WaS    winkiU^J. 

condition    is    i^ometimes    mistaken    for  »,..,!..,  .  .,  ■•...  i  .   ■ 

facial  palsy.  Hystcncal  facial  spasni  is  another  condition  which  may 

suggest  weakness  of  the  opposite  side  of  the  face,  but  the 
nature  of  the  defect  will  be  made  obvious  when  the  whole  face  is  put  into  action. 

Facial  hemiatrophy  often  simulates  facial  paralysis  (Fig.  202)  ;  it  may  be  differentiated 
by  the  fact  that  not  only  the  muscles,  but  all  the  tissues  of  the  face  on  the  affected  side, 
undergo  atrophic  changes.  e.  Farquhar  Buzzard. 

PARALYSIS  OF  THE  HAND.— (See  Paralysis  of  onk  Extremitv,  I'ppkr, 
p.  500  ;   Claw-Hand,  p.  109 ;   Atrophy,  Muscular,  p.  59 ;  and  Hemiplegia,  p.  302.) 

PARALYSIS,  LARYNGEIAL. — Laryngeal  paralysis  is  to  be  distinguished  from 
interference  with  the  vocal  cords  by  inflammatory  or  ulcerative  lesions,  fixation  of  the 
arj'tenoid  joints,  and  other  affections  which  mechanically  prevent  free  movements  of  the 
cords.  The  distinction  can  scarcely  be  made  without  careful  examination  of  the  parts 
with  the  laryngoscope. 

In  some  cases,  especially  when  bilateral  abductor  paralysis  comes  on  suddenly,  the 
symptoms  may  be  urgent  and  extreme  ;  in  others,  there  may  be  no  definite  symptoms  at 
all,  particularly  if  there  is  but  partial  paralysis  of  one  vocal  cord,  the  other  being  freely 
movable  and  able  to  cross  the  middle  line  so  as  to  meet  its  fellow  for  purposes  of  speech 
or  coughing.  In  most  cases  the  symptoms  which  point  to  paresis  or  paralysis  of  a  vocal 
cord  are  a  change  in  the  character  of  the  patient's  voice,  as  noticed  by  himself  and  his 
friends,  and  difficulty  in  coughing  effectually  when  need  arises,  the  act  of  coughing  being 
sometimes  associated  with  a  peculiar  sound  described  by  the  terms  '  brassy  cough  '  or 
*  bovine  cough.' 

For  purposes  of  differential  diagnosis  laryngeal  paralysis  may  be  divided  into  three 
main  groups,  namely:  (1)  Functional;   (2)  Unilateral  organic;   (3)  Bilateral  organic. 

1.  Functional   Paralysis    of  the    Vocal    Cords   has  for  its  main  symptom  aphonia 
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without  pain  or  discomfort,  the  patient  nearly  always  being  a  young  woman,  or  a  girl  over 
the  age  of  puberty,  who  complains  that  she  has  almost  suddenly  become  quite  unable  to 
speak  otherwise  than  in  a  whisper.  There  may  have  been  other  functional  nerve  symptoms, 
the  commonest  being  perhaps  difficulty  in  swallowing  owing  to  globus  hystericus. 
This  form  of  loss  of  speech  is  due  to  functional  adductor  paralysis  during  vocalization  ; 
but  when  the  patient  is  asked  to  cough  she  does  so  with  ease,  and  thus  demonstrates  that 
the  adductor  paralysis  is  not  real,  for  one  cannot  cough  properly  without  adducting  the 
vocal  cords.  If  the  larynx  is  examined  with  the  laryngoscope,  the  cords  will  be  seen  to 
move  perfectly  both  with  respiration  and  when  the  patient  retches,  though  they  may 
remain  in  the  abductor  position  if  the  patient  is  asked  to  make  any  particular  voice 
sound.  The  condition  always  gets  well ;  it  may  pass  off  almost  instantaneously  as  the 
result  of  local  electrical  application  or  of  treatment  by  suggestion. 

2.  Unilateral  Organic  Affection  of  a  Vocal  Cord  is  obvious  on  laryngoseopic 
examination.  It  is  nearly  always  the  result  of  interference  with  the  corresponding 
recurrent  laryngeal  nerve,  and  owing  to  anatomical  differences  between  the  two,  the  left 
is  affected  more  commonly  than  the  right.  It  may  be  paralyzed  by  pressure  from,  or 
infiltration  by,  an  aortic  aneurysm  ;  a  mediastinal  new  growth  ;  secondary  deposits  in  the 
deep  cervical  or  mediastinal  lymphatic  glands — for  instance,  in  a  case  of  squamous-celled 
carcinoma  of  the  cesophagus  ;  lymphadenoma  ;  gumma  ;  or  mediastinal  fibrosis,  particularly, 
though  not  very  commonly,  in  association  with  syphilis,  or  with  fibroid  phthisis  affecting 
the  upper  part  of  the  left  lung.  Two  rare  causes  are  mitral  stenosis,  in  which  the  over- 
distended  left  auricle  sometimes  compresses  and  paralyzes  the  left  recurrent  laryngeal 
nerve,  and  lobar  pneumonia  of  the  left  upper  lobe  ;  extreme  stridor  has  been  known  to 
result  during  convalescence  from  the  latter  in  consequence  of  the  cord  paralysis.  The 
differential  diagnosis  between  these  various  conditions  will  be  found  discussed  elsewhere  ; 
x-TB,y  examination  of  the  thorax  may  be  helpful.  In  the  absence  of  special  indications, 
paralysis  of  the  left  vocal  cord  in  a  man  of  about  forty-five  is  always  suggestive  of 
an  aneurysm  of  the  distal  portion  of  the  arch  of  the  aorta,  particularly  if  the  patient 
has  had  syphilis,  has  not  been  an  abstainer,  and  has  undergone  strenuous  physical 
exertion. 

3.  Bilateral  Affections  of  the  Vocal  Cords  are  seldom  due  to  thoracic  aneurysm, 
but  some  of  the  other  diseases  mentioned  in  the  preceding  paragraph  may  extend  far 
enough  up  into  the  root  of  the  neck  on  the  right  side  to  reach  and  involve  the  right  recurrent 
laryngeal  nerve  as  it  passes  beneath  the  right  subclavian  artery,  as  well  as  the  left  recurrent 
laryngeal  nerve  as  it  turns  round  the  arch  of  the  aorta  to  the  left  of  the  left  subclavian 
artery.  Careful  examination  of  the  chest  for  evidence  of  new  growth  or  of  syphilitic  or 
tuberculous  fibrosis  is  necessary,  therefore,  before  one  is  in  a  position  to  diagnose  the  more 
common  cause  for  bilateral  paralysis  of  the  vocal  cords,  namely  degeneration  of  the  nerve  cells 
in  the  vagus  centres  in  the  medulla  oblongata.  It  should  also  be  remembered  that  some 
particularly  malignant  enlargements  of  the  thyroid  gland,  and  also  secondary  deposits  in  the 
deep  cervical  lymphatic  glands,  or  even  extensive  infiltration  of  the  latter  by  tuberculous 
processes,  may  involve  both  recurrent  laryngeal  nerves  as  they  lie  on  either  side  in  the 
sulcus  between  the  trachea  and  oesophagus,  and  thus  cause  bilateral  paralysis  of  the  vocal 
cords.  When  the  paralysis  is  due  to  degeneration  in  the  vagal  nuclei  there  is  generally 
abductor  before  combined  abductor  and  adductor  paralysis ;  when  the  affection  is 
symmetrical  from  the  beginning  the  bilateral  adductor  spasm  may  result  in  acute  dyspnoea 
simulating  acute  suffocative  oedema  6f  the  larynx  and  requiring  immediate  tracheotomy. 
More  often,  fortunately,  one  vocal  cord  passes  through  the  stage  of  abductor  paralysis 
into  that  of  complete  paralysis  before  the  other  is  affected,  so  that  the  dangerous  condition 
of  simultaneous  abductor  paralysis  of  both  vocal  cords  is  avoided.  The  diagnosis  depends 
upon  the  alteration  in,  or  the  loss  of,  voice,  together  with  the  inability  to  cough  efficiently, 
except  with  the  sound  which  simulates  the  coughing  of  a  cow  (bovine  cough);  upon 
observation  of  the  bilateral  paresis  of  the  cords  with  the  laryngoscope  ;  upon  the  exclusion 
of  gross  lesions  within  the  thorax,  or  in  the  neck ;  and  upon  the  co -existence  of  other 
indications  of  changes  in  the  central  nervous  system.  These  in  younger  people  are 
generally  the  result  of  syphilis,  often  taking  the  form  of  strabismus,  or  of  locomotor  ataxy, 
or  general  paralysis  of  the  insane  ;  whilst  in  older  people  there  may  be  vascular  degenera- 
tion associated  with  evidence  of  cerebral  softening  with  or  without  albuminuria,  glycosuria. 
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thickened  arteries,  an  enlarged  heart,  and  a  high  blood-pressure.  Only  in  very  rare  cases 
is  the  symptom  due  to  haemorrhage  or  neoplasm  in  the  medulla  oblongata,  for  with  these 
the  patient  does  not  usually  survive  to  show  signs  of  the  laryngeal  paralysis. 

Herbert  French, 

PARALYSIS,  OCULAR. — (See  Strabismus,  p.  649  ;  Pupil,  Abnormalities  of 
THE,  p.  551  ;   and  Diplopia,  p.  174 .) 

PARALYSIS  OF  ONE  EXTREMITY  (LOWER).— The  diagnosis  of  the  conditions 
in  which  paralysis  of  both  legs  occurs  is  dealt  with  under  Paraplegia  (p.  510)  ;  the  present 
article  refers  only  to  cases  in  which  paralysis  of  one  leg  is  complained  of.  It  is,  however, 
a  common  experience  for  the  clinician  to  find  signs  pointing  to  a  bilateral  affection  when 
the  patient  is  only  aware  of  disability  affecting  one  lower  extremity.  A  notable  and 
common  example  of  this  is  afforded  by  many  cases  of  disseminated  sclerosis.  The  patient 
complains  of  weakness  in  one  leg,  and  the  physician  finds  exaggeration  of  both  knee-jerks 
as  well  as  extensor  plantar  responses  on  both  sides,  and  is  led  to  the  conclusion  that  both 
pyramidal  tracts  are  affected,  although  one  may  be  damaged  more  severely  than  the  other. 

The  various  types  of  crural  monoplegia  may  be  divided  roughly  into  two  classes,  one 
of  which  includes  those  cases  without  muscular  atrophy,  and  the  other  those  which  present 
greater  or  less  degrees  of  muscular  wasting. 

Paralysis  of  One  Leg  without  Muscular  Atrophy. — ^The  cases  in  this  class  may  be 
sub-divided  into  two  groups,  the  first  comprising  those  in  which  the  pyramidal  tract  is 
affected,  and  the  second  those  in  which  there  is  no  evidence  of  pyramidal  affection. 

Spastic  paralysis  of  one  leg  may  result  from  a  lesion  of  the  pyramidal  tract  in  any  part 
of  its  course,  but  for  anatomical  reasons  it  is  more  likely  that  the  paralysis  will  be  confined 
to  one  side  when  a  lesion  affects  the  opposite  cerebral  hemisphere  above  the  pons,  that  is 
to  say,  above  the  level  at  which  the  two  pyramidal  tracts  run  in  close  proximity.  Spastic 
paralysis  of  one  leg  may,  however,  result  from  a  lesion  at  any  level,  and  the  diagnosis  of 
the  level  must  be  made  from  a  consideration  of  other  symptoms.  In  all  cases  the  condition 
of  the  leg  is  qualitatively,  if  not  quantitatively,  the  same.  A  spastic  leg  is  characterized 
by  a  certain  amount  of  weakness  and  rigidity,  exaggeration  of  the  knee-  and  ankle-jerks, 
and  the  extensor  type  of  plantar  response.  It  is  useful  to  remember  that  the  weakness 
in  a  spastic  leg  does  not  affect  all  the  movements  to  the  same  extent.  If  the  movements 
at  the  various  joints  are  tested  against  the  observer's  resistance,  it  will  generally  be  found 
that  dorsiflexion  of  the  ankle  and  flexion  of  the  knee  are  affected  more  than  other  move- 
ments. It  is  for  this  reason  that  the  patient  tends  to  drag  his  toes  more  on  the  affected 
side  than  on  the  other,  and  evidence  of  this  is  often  forthcoming  in  the  fact  that  he  tends 
to  wear  away  the  toes  of  his  boot.  The  muscles  of  a  spastic  leg  show  no  localized  wasting, 
and  present  no  alteration  from  the  normal  in  their  response  to  electrical  stimulation. 

In  the  attempt  to  diagnose  the  level  of  the  lesion  which  gives  rise  to  spastic  paralysis 
of  one  leg  certain  considerations  are  of  particular  importance.  If  the  lesion  is  situated 
immediately  above  the  lumbar  enlargement  of  the  cord,  the  abdominal  reflexes  can  be 
obtained.  If  the  lesion  is  situated  at  the  level  of  the  10th  dorsal  segment,  the  lower 
abdominal  reflex  on  that  side  will  be  absent,  while  the  epigastric  reflex  remains  intact.  A 
lesion  of  any  of  the  upper  dorsal  segments  causes  abolition  of  all  abdominal  reflexes  on 
the  corresponding  side.  A  lesion  above  the  cervical  enlargement  will  lead  probably  to 
some,  even  if  slight,  weakness  in  the  corresponding  upper  extremity,  in  which  the  tendon- 
jerks  will  be  exaggerated.  A  lesion  of  the  higher  part  of  the  pons  or  of  any  level  between 
the  pons  and  the  cerebral  cortex  will  produce  some  asymmetry  in  the  facial  movements 
as  well  as  weakness  in  the  arm  and  leg. 

Disseminated  sclerosis  has  been  mentioned  already  as  a  disease  in  which  spastic  paralysis 
of  one  leg  may  result  from  a  lesion  situated  in  the  spinal  cord.  In  all  probability  evidence 
of  other  patches  of  disease  will  be  discovered  in  such  cases  if  a  careful  examination  is  made* 
Some  intention  tremor  in  one  or  both  hands,  nystagmus,  diplopia,  optic  atrophy,  and 
sphincter  troubles  are  among  the  signs  which  may  be  forthcoming.  Less  commonly,  a 
one-sided  affection  of  the  spinal  cord  above  the  lumbo-sacral  enlargement  is  due  either 
to  some  intramedullary  disease,  such  as  a  patch  of  myelitis,  a  gumma,  or  a  new  growth. 
When  this  occurs  there  may  arise  a  symptom-complex  to  which  the  term  Brown-Siquard 
paralysis  is  applied.     In  this  condition  there  is  spastic  paralysis  of  the  leg  on  the  same 
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side  as  the  lesion,  together  with  loss  of  sensibility,  especially  of  thermal  and  painful 
sensibility,  in  the  opposite  leg.  The  physical  signs  in  Brown-Sequard  paralysis  are 
represented  in  greater  detail  in  the  accompanying  diagram  : — 


Zone  of  Hyperiesthesia 


Local 
Effects 


[Atrophic  Paralysis 

•j  Painful  and  Thermal  Loss 

(Loss  of  all  Reflexes 


Not 
Constant 


2 

I 

o 


Spastic  Paralysis 

(Loss  of  sense    of  passive    position 
.  -,      and  movement 
"     (Loss  of  tactile  discrimination 

Diminished  skin 

reflexes 

Increased  tendon 

reflexes 

Ankle-clonus 

Extensor  plantar 

reflex 

No  Local  Effects 


(4  to  6  normal  segmental  areas) 

No  paralysis 

Loss  of  sensibility  to  painful  and  thermal  stimuli 

Loss  of  tactile  and  pressure  | ^„ 

sensibility  and  localization  r""*^°"""°" 

Normal  skin  reflexes 
Normal  tendon  reflexes 
No  clonus 

Flexor  plantar  reflex 
Fig.  203. — Diagrammatic  representation  of  the  result*  of  a  one-sided  lesion  of  the  spinal  cord— Brown-S^quard  Paralysis. 


Hysterical  paralysis  of  one  leg  usually  does  not  afford  much  difficulty  in  diagnosis. 
The  affected  limb  may  be  either  rigid  or  flaccid  ;  in  either  case  there  is  no  true  muscular 
atrophy  and  no  alteration  in  the  muscular  response  to  electrical  stimulation.  The  con- 
dition of  the  reflexes  provides  the  most  important  information.  In  the  hysterical  form 
of  paralysis  the  knee  and  ankle-jerks  may  be 
exaggerated,  but  they  are  never  lost.  A  true 
ankle-clonus  is  never  obtained,  and  the  plantar 
reflex  is  either  absent  or  of  the  flexor  type.  As 
a  general  rule  the  tendon  reflexes  in  the  opposite 
unaffected  limb  will  be  found  to  be  equally  brisk. 
In  contradistinction  to  spastic  paralysis  resulting 
from  a  pyramidal  lesion,  in  which  it  has  already 
been  pointed  out  that  dorsiflexion  of  the  ankle 
and  flexion  of  the  knee  are  the  movements  most 
profoimdly  affected,  the  movements  of  the  leg  in 
a  case  of  hysterical  paralysis  are  found  to  be  more 
or  less  equally  deflcient  at  all  joints  and  in  all 
directions.  Certain  attitudes  and  certain  types 
of  gait  are  almost  characteristic  of  hysterical 
paralysis  of  one  leg.  In  one  form  the  whole  leg 
is  kept  rigidly  extended,  and  the  foot  strongly 
inverted,  so  that  the  patient  walks  on  the  outer 
plantar  edge  with  a  stiff  leg.  In  another  form, 
the  leg  is  flaccid  and  is  dragged  behind  the 
opposite  limb  with  the  toes  scraping  the  floor. 
In  some  cases,  examination  of  the  limb  when  the 
patient  is  at  rest  in  bed  reveals  little  or  no 
paralysis,  but  in  the  attempt  to  stand  or  walk  the 
limb  appears  to  be  quite  useless.  Hysterical 
paralysis  of  a  leg  may  of  course  be  associated  with  similar  palsies  of  the  opposite  leg,  or  of 
the  arm  on  the  same  side  (hysterical  paraplegia,  hysterical  hemiplegia).  More  often  than 
not  a  leg  which  is  the  seat  of  hysterical  paralysis  also  presents  complete  insensibility  to 

D  32 


Fuf.  204. — Brown-S6quard  panilysis  due  to  an 
intramedullary  one-sided  lesion  of  the  lower 
thoracic  cord.  The  shaded  area  was  insen.sitive  to 
deep  and  superlicial  pain  and  to  all  de;rree8  of 
temperature,  but  sensitive  to  touch.  The  sense  of 
pa'<:>ive  movement  and  position  and  tactile^dwcri- 
mination  were  disturbed  in  the  ri'.?ht  foot,  i, There 
was  spastic  paralysis  of  the  right  le^  only. 
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all  forms  of  stimulation,  and  the  upper  limit  of  such  anaesthesia  may  correspond  to  the 
line  of  the  knee,  the  groin,  or  the  umbilicus. 

In  the  early  stages  of  paralysis  agitans  a  patient  may  complain  of  loss  of  power  in  one 
leg,  and  the  diagnosis  may  present  considerable  difficulty  if  the  characteristic  tremor  of 
this  disease  has  not  made  its  appearance.  Examination  of  the  limb  may  show  little 
abnormal.  Some  slight  paresis  and  slight  stiffness  to  passive  movements  may  be  detected, 
but  no  alteration  in  the  character  of  the  reflexes  will  be  observed.  The  diagnosis  must 
depend  more  upon  the  general  aspect  and  the  attitude  and  gait  of  the  patient.  Some  loss 
of  facial  expression,  the  general  slowness  of  his  movements,  and  the  tendency  to  shuffle 
with  the  affected  leg,  are  points  which  may  lead  the  observer  to  form  a  correct  opinion. 

Paralysis  of  One  Li^  with  Muscular  Atrophy. — In  a  case  which  presents  atrophic 
palsy  of  one  leg,  the  first  essential  for  making  a  diagnosis  is  to  ascertain  the  exact  distribu- 
tion of  the  atrophied  muscles,  and  to  review  this  distribution  in  the  light  of  what  we  know 
with  regard  to  the  central  and  peripheral  innervation  of  the  muscles  of  the  lower  limb. 
(See  table  below.) 

Single  nerve  palsies  are  not  so  common  in  the  lower  extremity  as  in  the  upper,  but 
they  may  occur,  especially  as  the  result  of  injury.  Isolated  paralysis  of  the  anterior  crural 
nerve  and  of  the  obturator  nerve  are  quite  uncommon,  and  when  they  do  occur  are  generally 
the  result  of  compression  of  the  nerve  within  the  abdominal  cavity,  either  by  growths  or 
during  the  act  of  parturition.  In  affections  of  the  anterior  crural  nerve,  the  movements 
of  flexion  of  the  thigh  on  the  trunk  and  extension  of  the  leg  upon  the  thigh  may  both  be 
impaired  or  lost.  Wasting  of  the  anterior  thigh  muscles,  and  diminution  or  loss  of  the 
knee-jerk,  are  other  obvious  signs  of  this  condition.  When  the  obturator  nerve  is  injured, 
the  patient  can  flex  his  hip  but  cannot  adduct  the  thigh,  and  so,  when  sitting,  he  can  raise 
his  knee  but  cannot  throw  it  across  the  other  leg.  He  can  walk  about  with  no  obvious 
disturbance  of  gait,  but  he  cannot  rotate  the  thigh  either  outwards  or  inwards,  with  any 
degree  of  force. 


Table  showing  the  Muscles  to  which  the  various  Nerves  of  the  Lumbar  and 
Sacral  Plexuses  are  Distributed. 


Nerve, 
Obturator  (L.  2,  8,  4) 

Anterior  crural  (L.  2,  3,  4) 


(Adductor  longus 
-  Gracilis 
(Adductor  brevis 

( Iliacus 
( Pectineus 

cr  '  ^  .T    ^    fr   e   ^    o  o\    f  Semitendinosus 

Sciatic  nerve  (L.  4,  5,  S.  1,  2,  8)    j  Biceps 

/Tibialis  anticus 
-^  ,        ,        ,.^     1  /T     4   ^  c    1    „v    Extensor  proprius  hallucis 
External  popliteal  (L.  4,  5,  S.  1,  2)    Extensor  lon^s  digitorum 

vPcroncus  tertius 

/  Gastrocnemius 

I  PIcLn^nris 
Internal  popliteal  (L.  4, 5,  S.  1,  2, 3)  j  goleus 

VPopliteus 

j  Flexor  brevis  hallucis 
(Abductor  hallucis 


Muscles, 

Obturator  externus 
Adductor  magnus 

Sartorius 
Quadriceps  extensor 

Semimembranosus 


Internal  plantar 
External  plantar 


/  Accessorius 

'Abductor  minimi  digiti 
j  Flexor  brevis  minimi  digiti 
( Intcrossei 


Nerve  of  the  quadratusTfemoris  I  ^      .    ^       - 

(L    5    S.  1)  -  Quadrat  us  femons 

Nerve  of  the  obturator  internus  <  ^,  .       ^      .  ^ 

(L.  5,  S.  1,  2)  ^  Obturator  internus 

Nerve  of  the  pyriformis  . .  Pyriformis 

Superior  gluteal  ner\x    (L.  4    .5,  /Gluteus  mcdius 

S.  1,  2)  I  Gluteus  minimus 

Inferior  gluteal  nerve    (L.  5,  S.  f  oi  ^ 

J    2)  i  Gluteus  maximus 


Extensor  brevis  digitorum 
Peroneus  longus 
Peroncus  brevis 

Tibialis  posticus 
Flexor  longus  digitorum 
Flexor  longus  hallucis 

Flexor  brevis  digitorum 
1st  lumbrical 

Adductor  obliquus  hallucis 
Adductor  transvcrsus  hallucis 
Outer  3  lumbricals 


Gemellus  inferior 
Gemellus  superior 

Tensor  vagina;  femoris 
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Paralysis  of  the  main  trunk  of  the  sciatic  nerve,  which  would  include  paralysis  of  all 
the  muscles  supplied  by  the  internal  and  external  popliteal  nerves,  points  to  disease  or 
injury  affecting  the  pelvis.  It  may  be  brought  about  by  a  fracture  of  the  pelvis  or  of  the 
upper  end  of  the  femur,  or  by  injuries  to  the  hip-joint ;  on  the  other  hand,  the  sciatic  nerve 
may  be  compressed  by  tumours  or  inflammatory  masses  within  the  pelvis.  Such  an 
extensive  palsy  has  considerable  effect  on  the  patient's  gait,  as  he  is  unable  to  flex  the  knee, 
and  consequently  has  to  use  the  leg  as  a  stiff,  extended  support ;  the  disability  is  increased 
by  the  absence  of  all  movements  at  the  ankle-joint.  The  sensory  loss  in  such  a  condition 
includes  the  outer  side  of  the  leg  and  the  whole  of  the  foot,  except  a  small  area  on  its  inner 
and  upper  aspect. 

Palsy  of  the  external  popliteal  nerve  is  the  commonest  isolated  nerve  palsy  in  the  lower 
extremity.  Not  only  is  it  particularly  exposed  to  injury  in  its  course  through  the  popliteal 
space,  and  as  it  winds  round  the  flbula,  but  a  primary  neuritis  of  it  is  by  no  means 
uncommon,  especially  in  cases  of  diabetes  melHtus  and  lead  poisoning.  Isolated  paralysis 
of  the  external  popliteal  nerve  has  been  observed  frequently  in  tabes  dorsalis.  Its  most 
obvious  result  is  the  dropped  foot  to  which  it  gives  rise,  and  the  high-stepping  gait  which  is 
necessary  if  the  patient  is  to  clear  the  ground  with  his  toes. 

Injury  to  the  internal  popliteal  nerve  is  very  much  less  common,  but  it  may  be  involved 
by  tumours  or  the  products  of  inflammation  in  the  upper  part  of  the  leg.  Paralysis  of  the 
calf  muscles  is  the  chief  consequence,  preventing  the  patient  from  extending  his  foot  and 
standing  on  tip-toe,  or  from  making  any  springing  movement  in  the  attempt  to  walk  or 
run.  The  paralysis  of  the  interossei  and  the  unopposed  contraction  of  the  long  extensors 
may  lead  to  Claw-foot  (p.  109). 

Table  showing  the  Muscles  Innervated  by  the  different  Roots  of  the  Lumbar  and 

Sacral  Plexuses.* 

L.  1,  2.  Iliopsoas.     Quadratus  lumborum.     Sartorius.     Cremaster.     Quadriceps. 

L.  3.        Quadriceps.    Sartorius.     Quadratus     lumborum.      Adductores    femoris.      Obturator 

extemus. 
L.  4.        Adductores  femoris.     Quadriceps.    Sartorius.    Tensor  fasciae  femoris.     Tibialis  anticus. 

Extensor  communis  digitorum.    Extensor  hallucis. 
L.  5.        Tibialis    anticus.     Extensor    communis    digitorum.     Extensor     hallucis.      Peronei. 

Abductors  and  external  rotators  of  the  hip.     Gastrocnemii.     Long  flexors  of 

the  toes.     Hamstrings.     Glutei. 
S.  1.        Gastrocnemii.    Hamstrings.    Long   flexors    of    the    toes.     Peronei.     Abductors    and 

external  rotators  of  the  hip.     Glutei. 
S.  2.        Glutei.     Intrinsic   muscles    of  the  foot.    Gastrocnemii.     Hamstrings.     Long    flexors 

of  the  toes. 
S.  8,  5.  The  musculature  of  the  perineum  connected  with  defecation,  micturition. 

,  In  addition  to  these  peripheral  nerve  palsies  of  the  lower  limb,  we  have  to  consider 
paralysis  due  to  lesions  of  the  roots  leaving  the  lumbo-sacral  region  of  the  cord,  and  forms 
resulting  from  disease  of  that  part  of  the  spinal  cord  itself  (see  table  above) :  atrophic  palsy 
of  one  leg  is  not  commonly  the  result  of  spinal  caries,  although  it  may  occur  when  the  caries 
affects  the  lower  lumbar  or  sacral  region.  On  the  other  hand,  paralysis  of  one  leg,  generally 
associated  with  acute  pain  of  root  distribution,  is  not  a  very  rare  early  symptom  of 
malignant  disease  of  the  lower  part  of  the  vertebral  column.  In  the  absence  of  any  obvious 
deformity,  the  diagnosis  in  such  cases  is  often  difficult,  and  much  may  depend  on  the  use 
of  skiagraphy  or  upon  the  history  of  a  growth  elsewhere  which  may  have  been  removed, 
from  the  breast  for  instance,  even  years  previously.  In  some  cases  a  good  deal  may  be 
learnt  from  observing  loss  of  the  natural  spinal  lumbar  curve,  and  from  a  suggestion  of 
shortening  in  the  stature  of  the  patient,  and  particularly  by  noticing  the  diminished 
interval  between  the  lower  ribs  and  the  iliac  crests.  These  are  signs  of  collapse  on  the 
part  of  the  softened  vertebraj,  and  constitute  a  condition  to  which  the  name  *  entasscment ' 
is  applied. 

Syphilitic  meningitis,  involving  the  roots  of  the  lumbo-sacral  cord,  is  another  not  very 
uncommon  source  of  crural  monoplegia.  The  diagnosis  depends  upon  the  history  of 
syphilis,  a  positive  Wassermann  serum  reaction,  the  results  of  an  examination  of  the 
cerebrospinal  fluid,  and  the  fact  that  both  the  motor  palsy  and  the  sensory  loss  follow  a 
root  distribution. 

•  The  muscles  which  afford  the  most  useful  landmarks  are  printed  in  italics. 


Digitized  by 


Google 


500  PARALYSIS    OF    ONE    LOWER    EXTREMITY 

Probably  more  common  than  any  other  cause  for  atrophic  paralysis 'of  one  leg  is  the 
disease  known  as  acute  poliomyelitis  (p.  512). 

Tumours  of  the  spinal  cord  and  syringomyelia  are  very  much  rarer  causes  of  paralysis 

of  one   lower   extremity,   although   the 
^^  possibility  of  their  occurrence  may  some- 

times need  to  be  taken  into  consideration. 
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Fig.  205. — Diagram  to  illustrate  the  lumbo-sacral  ple:cus  and  its  branches  (after  Kocher). 

in  one  foot,  which  had  appeared  quite  insidiously  and  was  tending  to  progress.  The  affected 
limb  showed  atrophic  palsy  of  the  long  extensors  of  the  toes  and  of  the  peroneal  muscles. 
The  diagnosis  of  peroneal  muscular  atrophy  (p.  60)  was  confirmed  by  the  appearance  of 
similar  physical  signs  in  the  other  leg  some  months  later.  In  addition  to  their  early 
symmetrical  distribution,  these  progressive  degenerative  diseases  can  be  distinguished  from 
gross  diseases  of  the  spinal  cord  and  its  envelopments  by  the  absence  of  pain  in  the  course 
of  their  evolution.  e,  Farquhar  Buzzard. 

PARALYSIS  OF  ONE  EXTREMITY  (UPPER).— The  word  'paralysis'  has  come, 
by  general  use,  to  include  partial  as  well  as  complete  palsies,  and  to  embrace  all  varieties 
of  impaired  voluntary  movement.  It  is  in  this  sense  that  the  word  is  used  for  the  purpose 
of  this  article.  No  other  interpretation  would  be  of  value  in  discussing  diagnosis,  because 
the  latter  depends,  not  upon  the  degree  of  paralysis,  but  upon  its  nature,  distribution, 
and  associated  phenomena.  Accurate  diagnosis  is  often  most  diflicult,  although  perhaps 
more  important  from  the  point  of  view  of  successful  treatment,  when  the  limitation  of 
voluntary  movement  is  only  slight.  Before  discussing  the  various  forms  of  paralysis  met 
with  in  the  arm,  some  reference  must  be  made  to  a  few  practical  points  which  are  important 
in  the  proper  investigation  of  cases  complaining  of  inability  to  use  an  arm. 

The  medical  man  must  not  be  satistied  with  the  patient's  statement  that  he  has  lost 
power  or  that  he  is  weak  in  his  limbs.  Tests  must  be  employed  to  ascertain  whether  this 
is  really  the  case.  The  movements  at  each  joint,  of  flexion,  extension,  pronation,  supina- 
tion, must  be  investigated,  and  if  necessary  their  power  measured  against  the  observer's 
resistance.  It  may  be  found  that  the  grasp  is  powerful  in  a  patient  who  is  unable  to  use 
his  hand  on  account  of  loss  of  control  over  the  finger  movements.  In  such  a  case  there  is 
not  paralysis,  but  inco-ordination  (see  Ataxy,  p.  55).     Similarly,  there  is  certain  to  be 
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diflficulty  in  carrying  out  delicate  movements  if  there  is  loss  of  cutaneous  sensibility.  With- 
out tactile  sense  it  is  impossible  to  handle  a  pen  in  a  proper  manner.  Sometimes  a  patient 
will  complain  of  loss  of  power,  when  investigation  shows  that  the  ability  to  execute  move- 
ments is  inhibited  by  the  pain  in  a  muscle  or  joint  evoked  by  the  attempt.  In  other 
instances,  mechanical  limitation  of  movement  by  arthritic  changes,  without  pain,  may 
lead  the  patient  to  believe  that  there  is  loss  of  power.  He  finds  he  cannot  lift  his  arm, 
and  ascribes  the  disability  to  paralysis  instead  of  to  ankylosis  of  the  shoulder-joint.  On 
the  other  hand,  it  must  be  remembered  that  pain  and  loss  of  power  may  be  associated  in 
some  forms  of  neuritis.  If  the  patient  says,  "  My  arm  is  so  painful  that  I  cannot  lift  it,'* 
examination  must  be  directed  to  ascertain  whether  the  inability  is  due  only  to  painful 
inhibition  or  to  real  paralysis  in  addition. 

Stress  must  be  laid  upon  the  necessity  for  obtaining  a  careful  history,  and  especially 
an  accurate  account  of  the  duration  of  the  trouble,  whether  its  onset  was  sudden,  rapid, 
or  slow  and  progressive,  and  whether  the  loss  of  power  was  accompanied  or  preceded  by 
pain,  numbness,  or  tingling.  The  family  and  previous  history  must  not  be  neglected.  In 
examining  the  paralyzed  arm,  care  should  be  taken  that  the  whole  of  both  upper  limbs,  as 
well  as  the  neck,  upper  part  of  thorax,  and  shoulders  are  stripped,  so  as  to  be  inspected 
easily  and  the  two  sides  compared.  It  will  also  be  necessary,  in  the  large  majority  of 
instances,  to  investigate  the  functions  of  the  cranial  nerves  and  the  reflexes,  etc.,  of  the 
trunk  and  lower  extremities.  This  is  often  imperative  even  when  no  complaint  is  made 
of  loss  of  power  or  other  symptoms  in  any  part  of  the  body  except  one  upper  limb.  The 
importance  of  this  full  examination  is  perhaps  obvious,  but  it  may  be  illustrated  by 
reference  to  two  points.  A  lesion  of  one  internal  capsule  may  give  rise  to  paralysis  of  the 
opposite  arm,  but  it  will  be  likely  to  cause,  in  addition,  some  alteration  in  the  abdominal 
and  leg  reflexes  of  the  corresponding  side.  Similarly,  a  lesion  of  the  8th  cervical  or  1st 
dorsal  spinal  segments,  or  of  their  corresponding  spinal  roots,  will  also  affect  the  fibres 
leaving  the  cord  at  that  level  and  passing,  via  the  cervical  sympathetic,  to  the  eye  of  the 
same  side.  In  this  way  atrophic  paralysis  of  the  muscles  of  one  hand  may  be  associated 
with  a  small  pupil  and  a  small  palpebral  fissure  on  the  same  side,  a  coincidence  which  at 
once  points  to  the  cord  or  roots  as  the  site  of  the  lesion,  and  acquits  the  peripheral  nerves 
of  being  concerned  in  the  production  of  the  palsy.  In  such  a  case  the  further  investiga- 
tion of  the  abdominal  reflexes,  the  knee-jerks,  and  plantar  responses,  will  help  to  decide 
whether  the  lesion  is  intramedullary  or  extramedullary  ;  in  the  former  event  the  abdominal 
reflex  on  the  same  side  would  be  absent,  the  knee-jerk  would  be  increased,  and  the  plantar 
response  would  be  of  the  extensor  type,  while  in  the  latter,  unless  the  lesion  exerted  con- 
siderable pressure  on  the  cord,  the  reflexes  below  the  arm  would  be  normal. 

Any  attempt  to  enumerate,  let  alone  discuss,  all  the  possible  lesions  which  can  give 
rise  to  paralysis  in  the  upper  extremity,  is  out  of  the  question,  and  we  must  be  content 
to  consider  the  broad  principles  of  diagnosis  in  connection  with  the  more  familiar  instances 
of  brachial  palsy.  For  this  purpose  a  classification  based  chiefly  on  the  presence  or  absence 
of  muscular  atrophy  will  be  adopted.  This  will  be  of  practical  use  because  the  mere 
inspection  of  a  paralyzed  limb  generally  enables  the  observer  to  detect  whether  a  case 
belongs  to  the  one  category  or  the  other. 

PARALYSIS    WITHOUT    MUSCULAR   ATROPHY. 

This  heading  embraces  cases  in  which  there  may  be  general  impairment  of  nutrition, 
and  perhaps  muscular  wasting,  due  to  disuse,  but  in  which  there  is  no  localized  muscular 
atrophy  and  no  alteration  in  the  response  of  the  muscles  to  electrical  stimulation.  The 
cases  may  be  divided  into  two  groups  :  (1)  Those  in  which  there  is  some  affection  of  the 
upper  motor  neuronic  system  (pyramidal  lesions),  and  (2)  Cases  without  lesion  of  the 
pyramidal  tract. 

Paralysis  due  to  Pyramidal  Tract  Lesions. — The  most  familiar  example  of  this 
group  is  afforded  by  cases  of  brachial  monoplegia  due  to  a  vascular  lesion  {thrombosis,  hcemor- 
rhage,  or  embolism)  in  the  internal  capsule  or  other  part  of  the  pyramidal  tract  in  its  course 
through  the  brain.  In  the  diagnosis  of  this  condition  the  points  of  importance  are  :  The 
presence  of  some  cardiovascular  condition  capable  of  producing  the  lesion,  such  as  disease 
of  the  heart,  kidneys,  or  arteries  ;  the  sudden  or  rapid  onset  of  the  symptoms,  with  or 
without  loss  of  consciousness  or  other  cerebral  disturbance.     The  arm  retains  its  natural 
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contours,  and  the  muscles  are  not  atrophied,  although  they  may  appear,  after  some  time 
has  elapsed,  to  be  smaller  than  those  of  the  other  arm.  The  paralysis  may  affect  the  whole 
limb  and  include  inability  to  shrug  the  shoulder  ;  or  the  movements  of  the  hand  and 
fingers  may  be  more  impaired  than  those  of  the  elbow  and  shoulder.  There  is  a  tendency 
for  the  arm  to  exhibit  more  and  more  resistance  to  passive  movement,  that  is  to  say,  to 
develop  spasticity.  At  the  same  time,  if  left  to  itself,  the  limb  will  adopt  a  fixed  position, 
which  includes  adduction  of  the  upper  arm  to  the  trunk,  flexion  and  pronation  of  the  fore- 
arm, and  flexion  of  the  wrist  and  fingers.  If  any  movements  are  possible,  they  will  be 
those  of  flexion  rather  than  of  extension  at  the  various  joints.  The  muscle  tone  is 
increased,  and  the  tendon- jerks,  such  as  the  ulnar  and  radial  wrist-jerks,  the  triceps,  biceps 
and  supinator  jerks,  are  exaggerated  when  compared  with  those  of  the  opposite  limb. 
Eventually  contractures  may  develop,  and  it  will  be  found  impossible  to  extend  the  upper 
arm,  forearm,  hand,  and  fingers  into  one  straight  line. 

Such  is  the  clinical  picture  afforded  by  spastic  paralysis  of  the  arm,  and  one  case  will 
differ  from  another  only  in  the  degree  of  spasm  and  the  degree  of  paralysis  ;  but  the  amount 
of  spasticity  and  the  paresis  do  not  always  correspond.  In  one  patient  the  rigidity  forms 
the  chief  obstacle  to  voluntary  movement ;  in  another  the  arm,  though  powerless,  shows 
comparatively  little  increase  in  tone. 

The  fact  that  the  pyramidal  fibres  destined  for  the  face,  trunk,  and  leg  run  in  close 
proximity  to  those  for  the  arm,  is  sufficient  reason  for  suspecting  that,  even  if  no  other 
paralysis  is  complained  of,  there  may  be  signs  of  disturbed  function  in  other  parts.  The 
side  of  the  face  corresponding  to  the  paralyzed  arm  may  not  move  so  quickly  or  so  power- 
fully as  the  other  side  in  a  voluntary  effort  to  show  the  teeth,  although  no  difference  may 
be  detected  when  the  patient  smiles.  The  corresponding  abdominal  reflexes  may  be  found 
wanting.  The  knee-jerk  may  be  increased  ;  ankle-clonus  and  an  extensor  plantar  response 
may  be  elicited  ;   all  on  the  same  side. 

This  spastic  arm,  in  all  degrees  of  severity,  may  result  not  only  from  a  vascular  lesion 
in  the  brain,  but  also  from  a  cerebral  abscess,  a  cerebral  tumour,  or  cerebral  inflammation 
(encephalitis).  The  arm  will  present  identical  features,  so  that  the  diagnosis  must  be 
made  from  a  consideration  of  other  data.  Thus  a  cerebral  abscess  only  becomes  likely  when 
there  is  some  infective  process  either  in  the  bones  of  the  skull  (mastoid  or  frontal  sinus 
disease)  or  in  a  distant  part  such  as  the  heart  or  lungs  (ulcerative  endocarditis  or  bronchi- 
ectasis). Headache,  vomiting,  and  optic  neuritis,  with  a  slow  pulse,  slow  respiration, 
and  subnormal  temperature,  may  help  in  the  diagnosis.  In  cases  of  cerebral  tumour  the 
development  of  the  brachial  palsy  is  nearly  always  slow  and  progressive,  spreading  from 
one  part  of  the  limb  to  another,  and  again  there  may  be  headache,  vomiting,  and  optic 
neuritis.  It  should  be  remembered,  however,  that  these  signs  of  increased  intracranial 
pressure  are  not  always  present,  and  that  the  presence  of  a  tumour  is  always  to  be  suspected 
when  a  spastic  paralysis  of  one  limb  comes  on  in  a  slow  and  progressive  manner.  Some 
tumours  grow  at  the  expense  of  neighbouring  tissues  in  such  a  way  that  pressure  is  raised 
but  little  or  not  at  all.  Encephalitis  will  need  to  be  considered  when  there  is  a  history  of 
acute  constitutional  disturbance  with  fever,  vomiting,  headache,  and  perhaps  convulsions 
preceding  or  attending  the  onset  of  the  paralysis.  The  latter,  however,  is  not  progressive. 
It  reaches  its  maximum  within  a  few  hours,  and  shows  a  general  tendency  to  improve 
after  the  acute  symptoms  have  passed  off. 

Disseminated  sclerosis  is  another  disease  in  which  a  spastic  monoplegia  is  not  uncommon. 
The  diagnosis  is  easy  if  it  occurs  late  in  the  disease,  when  nystagmus,  optic  atrophy,  spastic 
paraplegia,  and  sphincter  trouble  are  already  present,  or  if  there  is  a  history  of  previous 
transient  palsies  affecting  other  limbs.  When,  however,  paralysis  of  one  arm  is  the  first 
symptom,  as  it  may  be,  the  diagnosis  may  be  difficult.  The  rapid  onset  of  the  palsy  in  a 
healthy  young  adult  without  constitutional  disturbance,  severe  headache,  or  vomiting,  and 
perhaps  the  discovery  of  absent  abdominal  reflexes  and  an  extensor  plantar  response, 
should  direct  suspicion  to  the  possibility  of  a  patch  of  disseminated  sclerosis  being  responsible 
for  the  trouble. 

Diseases  of  the  pons,  medulla,  and  that  part  of  the  spinal  cord  which  lies  above  the  cervical 
enlargement,  whether  vascular,  inflammatory',  or  neoplastic,  may  cause  spastic  palsy  of 
the  upper  limb,  but  it  is  rarely  a  monoplegia.  The  arm  and  leg  on  one  side,  or  both  arms 
and  both  legs  (double  hemiplegia),  are  much  more  likely  to  be  involved  simultaneously. 
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and  the  site  of  the  lesion  is  inferred  from  the  knowledge  that  the  two  pyramidal  tracts 
are  in  close  proximity  in  those  regions. 

Paralysis  without  Lesions  of  the  Pyramidal  Tract. — It  is  not  uncommon  for  a 
patient  in  the  earliest  stage  of  paralysis  agitans  to  complain  of  loss  of  jjower  in  one  arm. 
This  sometimes  leads  to  a  wrong  diagnosis,  the  trouble  being  described  vaguely  as  due  to 
neuritis,  or  even  hysteria.  This  mistake  will  be  avoided  if  notice  is  taken  of  the  fact  that 
the  limb  is  not  only  weaker  than  its  fellow,  but  that  it  is  somewhat  stiff  and  conspicuously 
slow  in  carrying  out  movements.  A  lack  of  expression  in  the  face,  or  tendency  to  carry  the 
arm  in  a  flexed  p>osition  across  the  trunk,  and  perhaps  some  hesitancy  in  the  gait,  should 
guide  the  observer  to  a  correct  diagnosis  even  if  tremor  is  absent,  as  it  often  is  at  this  stage 
of  the  malady.     This  form  of  paralysis  is  unattended  by  changes  in  the  reflexes. 

Children  suffering  from  chorea,  and  especially  hemichorea,  are  often  brought  to  a 
doctor  with  the  complaint  that  he  or  she  has  lost  the  use  of  an  arm.  Examination  will 
show  that  there  is  really  some  weakness  of  the  affected  limb,  which  is  demonstrated,  not 
so  much  by  the  poorness  of  the  grasp,  as  by  the  fact  that  the  child  is  unable  to  maintain  a 
steady  pressure.  He  will  grasp  the  observer's  fingers,  but  quickly  release  the  pressure, 
although  urged  to  continue  the  squeeze.  In  the  same  way,  when  asked  to  put  out  his 
tongue  he  will  do  so.  but  withdraw  it  at  once.  When  required  to  extend  his  arm  in  front 
of  him  with  the  palm  of  the  hand  facing  downwards,  it  will  generally  be  noticed  that  the 
>vrist  is  slightly  flexed  although  the  fingers  are  extended.  These  are  points  which  may  be 
useful  in  coming  to  a  right  conclusion  when  choreic  movements  are  not  conspicuous  ;  but 
attention  must  also  be  paid  to  the  condition  of  the  heart  and  to  any  history  of  rheumatism. 
No  information  of  value  can  be  obtained  from  the  reflexes  unless  perhaps  the  choreic  form 
of  knee-jerk  is  present  (p.  359). 

Hysterical  brachial  palsy  may  resemble  one  due  to  a  pyramidal  lesion  in  presenting  a 
marked  amount  of  rigidity,  or,  on  the  other  hand,  the  whole  limb  may  be  flaccid  and  limp. 
Some  general  wasting  of  the  muscles  may  be  present,  but  there  is  no  alteration  in  their 
electrical  reactions.  Organic  pyramidal  lesions  must  be  excluded  by  an  examination  of 
the  reflexes.  The  supinator,  biceps,  and  triceps  jerks  may  be  tried,  but  they  will  not  be 
appreciably  more  brisk  than  those  of  the  opposite  limb.  The  abdominal  and  leg  reflexes 
will  be  natural.  If  the  limb  is  rigid  the  observ^er  will  probably  be  able  to  overcome  the 
rigidity  by  steady  pressure,  and  to  extend  the  arm,  forearm,  hand,  and  fingers  into  one 
straight  line.  When  the  patient  is  asked  to  perform  a  certain  movement,  the  observer 
can  often  see  that  in  the  effort  to  carry  it  out  the  antagonistic  muscles  are  put  into  action 
rather  than,  or  as  well  as,  those  which  are  necessary  for  its  execution.  Thus  the  triceps 
will  contract  as  well  as  the  biceps  when  the  patient  is  requested  to  flex  the  elbow,  with 
the  result  that  the  forearm  is  moved  very  little  or  not  at  all.  This  may  also  be  demon- 
strated when  the  observer  resists  the  movement  of  flexion  by  grasping  the  wrist  and  then 
unexpectedly  relaxes  his  resistance  ;  in  an  organic  palsy  this  will  be  followed  by  further 
uncontrolled  flexion  at  the  elbow,  whereas  in  a  hysterical  patient  the  contraction  of  the 
triceps  maintains  the  forearm  in  its  former  position.  Another  important  point  in  dis- 
tinguishing a  palsy  of  cerebral  origin  from  one  which  is  hysterical  is  that  in  the  organic  case, 
even  when  no  voluntary  movement  whatever  can  be  carried  out  by  the  fingers,  the  latter 
may  move  involuntarily  in  association  with  energetic  movements  in  the  opposite  limb. 
Thus,  when  the  patient  is  asked  to  grasp  some  object  as  tightly  as  he  can  with  the  sound 
hand,  flexion  of  the  fingers  may  be  detected  in  the  paralyzed  side.  The  same  phenomenon 
is  seen  in  connection  with  involuntary  movements,  such  as  yawning.  The  writer  remembers 
being  requested  to  see  a  case  in  which  there  was  paralysis  of  one  arm,  and  in  which  the 
diagnosis  between  organic  and  functional  disease  was  in  doubt.  The  first  question  he 
asked  the  patient  was  whether  he  could  open  his  hand  and  extend  his  fingers  ;  the  patient 
replied  in  the  negative,  but  immediately  volunteered  the  statement  that  the  fingers  became 
extended  whenever  he  yawned.  This  settled  the  point  in  dispute  at  once,  because  such 
associated  movements  do  not  occur  in  hysterical  palsies.  In  many,  if  not  most,  cases  of 
hysterical  palsy  of  an  arm,  the  limb  is  also  anaesthetic,  and  this  anaesthesia  can  generally 
be  recognized  as  hysterical  on  account  of  its  complete  character.  In  a  cerebral  palsy  there 
may  be  some  loss  of  sensibility  to  light  touches  and  some  impairment  of  pain  sense,  but 
the  hysterical  patient  is  usually  insensitive  to  all  forins  of  stimulation,  even  pinching  or  a 
strong  faradic  current.     Morover,  the  distribution  of  the  anaesthesia  does  not  correspond 
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to  any  form  seen  in  organic  disease,  and  is  frequently  of  a  glove  or  sleeve  type  with  a  very 
sharp  line  of  demarcation. 

PARALYSIS  WITH  MUSCULAR  ATROPHY  (OR  ATROPHIC  PALSY). 

In  this  category  are  included  all  cases  of  brachial  palsy  in  which  there  is  true  muscular 
atrophy  associated  with  some  alteration  in  electrical  reactions,  either  the  typical  reaction 
of  degeneration  or  quantitative  diminution  of  excitability  to  galvanic  and  faradic  currents. 
In  all  such  cases  there  is  some  organic  lesion  affecting  some  part  of  the  lower  motor  neurons  ; 
there  must  be  some  disease  involving  (1)  the  spinal  segments  from  the  5th  cervical  to  the 
1st  dorsal,  (2)  the  corresponding  anterior  spinal  roots,  (3)  the  brachial  plexus,  (4)  the 
peripheral  nerves  of  the  arm,  or  (5)  the  muscles  themselves. 

In  addition  to  atrophy  and  alteration  in  electrical  response,  each  paralyzed  muscle 
tends  to  lose  its  tendon-jerk.  For  instance,  the  tendon- jerk  of  an  atrophied  biceps  cannot 
be  obtained^  and  in  all  probability  direct  percussion  of  the  muscle  itself  will  also  fail  to 
elicit  a  contraction,  or  will  give  rise  only  to  an  abnormally  slow  contraction.  Muscles 
which  are  undergoing  atrophy  may  also  exhibit  fine  fibrillary  contractions  of  a  spontaneous 
kind,  but  these  are  seen  only  when  the  disease  affects  the  nerve  fibres,  and  not  when  the 
muscles  themselves  are  affected  primarily.  These  fibrillations  are  very  rarely  seen  in  the 
group  of  muscular  atrophies  to  which  the  name  of  '  myopathy  '  is  given. 

When  making  a  diagnosis  of  the  site  of  the  lesion  in  cases  of  atrophic  brachial  paralysis, 
it  is  essential  to  analyze  carefully  the  distribution  of  the  atrophied  muscles.  This  must 
be  done  in  order  to  answer  the  questions  :  Are  all  the  atrophied  muscles  supplied  by  one 
peripheral  nerve,  or  are  they  innervated  by  one  or  more  spinal  segments,  or  by  one  or  more 
anterior  spinal  roots  ?  The  diagnosis  will  be  comparatively  simple  when  it  is  found,  for 
instance,  that  all  the  atrophied  muscles  are  supplied  by  the  musculospiral  nerve,  and  that 
all  the  muscles  supplied  by  that  nerve  are  atropliied  and  paralyzed.  A  lesion  of  that  nerve 
can  then  be  diagnosed  and  its  nature  inferred  from  other  data,  such  as  the  use  of  a  crutch 
or  the  history  of  a  fractured  humerus,  with  the  detection  of  callus  involving  the  nerve  at 
the  site  of  the  fracture. 

Let  us  now  consider  briefly  some  of  the  various  conditions  giving  rise  to  atrophic  palsy 
of  the  upper  extremity,  and  the  features  which  are  most  characteristic  for  the  purpose 
of  their  diagnosis. 

In  cases  of  neuritis  there  may  be  paralysis  of  the  muscles  supplied  by  one  nerve  only, 
or  of  muscles  supplied  by  several  nerves  (multiple  neuritis).  In  the  former  case  the  correct 
diagnosis  of  the  lesion  depends  on  a  knowledge  of  the  muscles  innervated  by  each  of  the 
chief  brachial  nerves,  and  this  may  be  gleaned  from  the  following  list : — 

Nerve.  Muscles, 

Posterior  scanularfC  5^  j  Levator  anguli  scapula: 
Fostenor  scapular  (C.  5)  |  Rhomboideus  minor 

Long  thoracic  (C.  5,0,  7)     Serratus  magnus 
Suprascapular  (C.  5,  G)    Supraspinatus 

Anterior  thoracic  /pectoralis  maior 

(C.  5,  0,  7,  8  ,  D.  1)  I  ^cctorans  major 

Musculocutaneous(C.5,6).|»»^^P^aIisanticus 

/Pronator  radii  teres 
Median  (C.  0,  7,  8,  D.  1 )   !  Flexor  carpi  radialis 


forearm 


hand 


Ulnar  (C.  8,  D.  1) 

forearm 


hand 


I  Palmaris  longus 

V  Flexor  sublimis  digitorum 

J  Abductor  pollicis 
I  Opponens  pollicis 

\  Flexor  carpi  ulnaris 

Palmaris  brevis 

Flexor  brevis  minimi  digit! 
-.  Abductor  minimi  digiti 

Opponens  minimi  digiti 
I  Interossei 


Rhomboideus  major 

Infraspinatus 
Pectoralis  minor 
Coraco-brachialis 

Flexor  longus  pollicis 
Pronator  quadratus 
Flexor  profundus  digitorum   (outer 
half) 

Flexor    brevis     pollicis     (superficial 

head) 
Two  outer  lumbricals 

Flexor    profundus   digitorum  (inner 
half) 

Two  inner  lumbricals 
Adductor  obliquus  pollicis 
Adductor  transversus  pollicis 
Flexor  brevis  pollicis  (deep) 
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Circumflex  (C.  5,  C) 

Musculospiral 

(C.  6,  7,  8)  upper  arm 


forearm 
(posterior  inter- 
osseus  branch) 


Muscles. 

Deltoid 

j  Triceps 
1  Anconeus 

r  Extensor  carpi  radialis  brevior 

Supinator  brevis 

Extensor  communis  digitorum 

Extensor  minimi  digiti 
i  Extensor  carpi  ulnaris 


Subseapu,ar(C.5,6.7.8).;|:J^r;5f 


Teres  minor 

Supinator  longus 

Extensor  carpi  radialis  longior 

Extensor  ossis  metacarpi  pollicis 
Extensor  longus  pollicis 
Extensor  brevis  pollicis 
Extensor  indicis 


Latissimus  dorsi 


When  several  nerves  are  involved  in  neuritis,  the  condition  is  one  of  multiple  neuritis 
and,  being  generally  due  to  some  toxic  cause,  tends  to  be  bilateral  and  symmetrical. 
Multiple  neuritis  is  further  cliaracterized  by  the  facts  that  the  peripheral  muscles  are  more 
affected  than  the  proximal,  that  the  extensors  of  the  wrist  and  fingers  suffer  out  of  propor- 
tion to  the  flexors,  and  that  there  are  often  pain  and  tenderness  in  the  paralyzed  muscles. 
These  features  are  present  in  alcoholic  neuritis,  the 
most    common    form    (p.    06).     In    lead  palsy    the 
extensors  of  the  wrists  and  fingers  are  particularly 
susceptible,  although  other  muscles  supplied  by  the 
musculospiral  nerve — such  as  the  supinator  longus 
and   triceps — may  escape   altogether.     The   associ- 
ation   of   dropped  wrist   with    a  blue   line  on   the 
gums,    and    other    signs   of    plumbism    (p.    34),    is 
diagnostic  of  this  form  of  brachial  palsy.     In  some 
cases  of  multiple  neuritis  it  is  impossible  to  identify 
the   causative   toxin,   but  glycosuria,  mercury,  and 
arsenic,    in    addition   to  alcohol  and  lead,  must  be 
remembered  in  this  connection.     Leprosy  may  pro- 
duce a    precisely  similar   condition  {Fig.  206),  but 
it    is    rarely   met  with  in  Great  Britain.     (See  also 
Atrophy,  Muscular,  p.  59.) 

In  most  cases  of  single  nerv^c  palsy  the  dia- 
gnosis, based  on  the  distribution  of  the  muscular 
atrophy  and  paralysis  with  altered  electrical  re- 
actions, can  be  confirmed  by  the  detection  of 
sensory  loss  in  the  cutaneous  area  supplied  by  the 
same  nerve.  In  other  cases  the  sensory  fibres  appear 
to  offer  more  resistance  than  the  motor  to  the  excit- 
ing cause  of  the  neuritis,  and  little  or  no  disturbance 

of  sensibility  can  be  found.     (For  areas  supplied  by      — 

the  peripheral  nerves,  see  Plate  XXV,  p.  608,  and 
Sensation,  some  Abnormalities  of,  p.  C04). 

Reference  may  be  made  to  one  or  two  of  the 
single  nerve  palsies  which  present  special  points  in 
relation  to  diagnosis. 

In  paralysis  of  the  serratiis  magmis  (Fig.  207)  due  to  injury  or  neuritis  of  the 
long  thoracic  nerve,  the  patient  may  complain  of  general  weakness  of  the  arm,  and 
particularly  of  inability  to  raise  it  above  the  horizontal  position.  The  trouble  arises  from 
the  fact  that  the  scapula  is  no  longer  held  against  the  thoracic  wall,  and  cannot  be  rotated 
with  the  movements  of  the  limb.  The  origin  of  this  disability  may  be  overlooked  if  the 
arm  only  is  examined.  If,  however,  the  position  of  the  scapula  is  observed  when  the  arm 
is  moved  in  different  directions,  the  correct  diagnosis  can  be  arrived  at.  When  the  arm 
hangs  at  rest  by  the  side,  the  scapula  is  seen  to  be  slightly  raised  and  displaced  outwards, 
with  the  inferior  angle  inclining  towards  the  vertebral  column  and  perhaps  somewhat 
separated  from  the  chest  wall  (Fig.  207).  When  the  arm  is  raised  forward  to  the  horizontal 
position   and   pressed  against  some  resistance,  the  inner  border  of  the  scapula  projects 


Ftg.  206. — Paresis  of  the  arms  due  to  pcriphenil 
neuritis  in  an  arrested  case  of  lepra  inafuio-anaw- 
tlietica  in  a  Norwcsrian.  {From  a  pliolograph  by 
the  lale  Dr.  Hansen,  Inspector-General  of  Leprosy  in 
Norway.) 
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backwards  and  presents  a  '  winged '  appearance.  This  deformity  ought  always  to  suggest 
paralysis  of  the  serratus  magnus. 

The  movements  of  the  upper  limb  are  also  hampered  somewhat  in  cases  of  neuritis 
or  injury  to  the  suprascapular  nerve,  and  the  patient  may  complain  of  difficulty  or  fatigue 
in  writing.  Examination  will  show  flattening  of  the  infraspinous  fossa  and  weakness  in 
rotating  the  humerus  outwards  against  resistance.  The  infraspinatus  muscle  may  show 
the  reaction  of  degeneration,  but  the  supraspinatus  is  not  accessible,  being  covered  by 
the  trapezius. 

Adhesions  within  the  shoulder-joint,  with  secondary  wasting  of  the  deltoid,  may 
simulate  paralysis  in  the  distribution  of  the  circumflex  nerve,  owing  to  the  difficulty  in 
abducting  the  arm  ;  but  a  little  care  in  examination  and  electrical  testing  of  the  deltoid 
muscle  will  suffice  to  make  a  diagnosis.  In  circumflex  palsy,  moreover,  some  sensory  loss 
may  be  found  in  the  skin  over  the  upper  and  outer  aspect  of  the  arm. 

In  cases  of  musculospiral  paralysis  it  must  be  remembered  that  the  injury  to  the  nerve 
may  be  above  or  below  the  points  where  branches  leave  to  supply  the  triceps  and  supinator 
longiis  muscles,  and  that  these  muscles  may  therefore  escape.  Sensory  symptoms  are 
often  absent,  but  some  anaesthesia  is  sometimes  found  on  the  radial  border  of  the  hand. 


^■■^^ 


\i 


\( 
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Fig.  207. — I'hotoffDiphs  illastrati?i(?  the  deformities  produced  by  palsy  of  the  riplit  serratus  mapnus.     It  Is  often  associated 
with  weakness  of  tlie  lower  tnij)ezius  fibres,  and  is  found  most  commonly  in  carpenters  and  sawyers. 

In  connection  with  traumatic  affections  of  the  median  nerve,  the  distribution  of  the 
paralysis  depends  on  the  site  of  the  wound  ;  the  branch  which  supplies  the  muscles  of  the 
hand  may  leave  the  main  nerve  in  the  forearm,  and  thus  escape  injuiy  when  the  wound 
is  at  the  wrist. 

Ischemic  paralysis  of  the  hand  (Voikmann's  contracture.  Fig,  58,  p.  141)  must  not 
be  forgotten  in  cases  of  injury  to  the  forearm  when  there  is  a  history  of  the  patient  wearing 
a  splint,  and  the  condition  must  not  be  mistaken  for  ulnar  or  median  paralysis.  The 
diagnosis  depends  partly  upon  the  history,  but  chiefly  upon  the  rigid  contracture  of  all  the 
flexor  tendons  of  the  wrist  and  fingers  with  wasting  of  the  muscles  and  other  trophic  changes. 
The  electrical  excitability  of  the  flexor  muscles  is  sometimes  impaired. 

Paralysis  of  one  arm  due  to  a  lesion  of  the  brachial  plexus  is  a  common  event,  the  most 
frequent  cause  being  some  injur>\  When  the  whole  plexus  is  damaged,  complete  brachial 
palsy,  with  atrophy  of  the  muscles  and  extensive  sensory  loss,  results.  The  diagnosis  of 
such  a  lesion  is  simple,  because  it  would  be  impossible  for  the  spinal  cord  to  be  damaged 
sufficiently  to  bring  about  such  a  paralysis  without  giving  rise  to  symptoms  of  atrophic 
palsy  in  the  opposite  arm,  and  spastic  paralysis,  with  disturbances  of  sensibility,  in  the 
trunk  and  iegs. 
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In  addition  to  a  lesion  of  the  brachial  plexus  as  a  whole,  two  forms  of  partial  palsy 
are  not  uncommon,  and  have  received  special  names.  The  first  is  known  as  Erb's  palsy, 
and  is  due  to  a  lesion  of  the  upper  trunk  of  the  brachial  plexus,  comp>osed  of  fibres  from 
the  5th  and  6th  cervical  roots.  The  paralyzed  muscles  include  the  spinati,  deltoid,  biceps, 
supinator  longus,  and  to  a  less  extent  the  extensors  of  the  wrist  and  fingers.  The  arm 
hangs  by  the  side,  and  the  forearm  remains  pronated  owing  to  weakness  of  the  supinator 
muscles,  and  especially  of  the  biceps.  There  is  sometimes,  but  not  always,  anaesthesia 
over  the  outer  aspect  of  the  forearm  and  hand.  This  form  of  palsy  is  usually  produced  by 
a  fall  on  the  shoulder  of  such  a  kind  as  to  separate  the  latter  forcibly  from  the  head,  and  so 
to  exert  sudden  and  severe  traction  on  the  upper  part  of  the  brachial  plexus.  A  similar 
lesion  is  often  seen  in  infants  as  a  result  of  injury  during  birth,  and  has  been  called 
Ducfienne's  palsy,  after  the  observer  who  first  described  it.  In  both  Erb's  and  Duchenne's 
palsy,  the  grouping  of  the  paralyzed  muscles  resembles  that  which  may  follow  an  injury 
to  the  5th  and  6th  cervical  segments  of  the  spinal  cord,  but  in  the  latter  case  bilateral 
symptoms  are  practically  certain  to  be  present,  as  well  as  more  extensive  disturbances  of 

sensation  of  the  trunk  and  limb,  probably  of 
the  dissociative  type.  (See  Sensation,  Some 
Abnormalities  of,  p.  604.)  In  spinal  cord 
lesions,  moreover,  we  may  see  an  atrophic 
paralysis  of  the  muscles  supplied  by  the  5th 
and  6th  cervical  segments,  together  with  a 
spastic  paralysis  of  the  remaining  muscles  in 
the  arm — that  is  to  say,  of  the  muscles  inner- 
vated from  the  7th  and  8th  cervical  and  1st 
dorsal  segments.  This  mixture  of  atrophic 
and  spastic  paralysis  in  the  upper  limb  can 
only  be  brought  about  by  some  injury  or 
disease  of  the  spinal  cord. 


m\m  of  Mrk  iRactl  m  ofaUqai 


Fleaora  of  •rni  dUturit  mt.) 


Lone  «»««f»  •(  Kncrr* 


Fig.  208. — Diaj^ram  to  illustrate  the  ccrvico-bnichial  plexus  a!id  its  branches  (after  Koeher). 


The  other  form  of  partial  brachial  plexus  palsy,  Klumpkes  palsy,  depends  on  a  lesion 
of  the  trunk  formed  by  the  8th  cervical  and  1st  dorsal  roots.  The  flexors  of  the  wrist  and 
fingers,  and  the  intrinsic  muscles  of  the  hand,  undergo  atrophy,  and  although  the  patient 
can  carry  out  all  movements  at  the  shoulder  and  elbow,  he  is  unable  to  use  his  fingers. 
The  area  of  anaesthesia  in  this  form  involves  the  ulnar  border  of  the  forearm  and  hand 
from  the  elbow  downwards.  This  condition  may  be  distinguished  from  a  spinal-cord 
lesion  affecting  the  8th  cervical  and  1st  dorsal  segments,  not  only  by  its  limitation  to  one 
upper  extremity,  but  also  by  the  absence  of  the  oculo-pupillary  symptoms  which  are  nearly 
always  present  in  spinal  lesions  of  that  level  ;  a  lesion  of  the  spinal  segments  in  that  region, 
or  of  the  corresponding  spinal  roots  in  their  intravertebral  course,  produces  a  diminution 
in  the  size  of  the  pupil  and  a  narrowing  of  the  palpebral  aperture  on  the  same  side.  Such 
a  pupil  does  not  dilate  to  shade,  nor  when  the  skin  of  the  neck  is  pinched,  nor  when  a 
cocaine  solution  is  dropped  into  the  eye.  Although  the  presence  or  absence  of  oculo- 
pupillary  symptoms  affords  a  point  of  differentiation  between  lesions  of  the  8th  cervical 
and  1st  dorsal  segments  of  the  spinal  cord,  or  of  their  corresponding  roots  on  the  one  Iiand, 
and  a  lesion  of  the  lower  trunk  of  the  brachial  plexus  on  the  other,  in  the  majority  of  cases, 
in  very  severe  injuries  to  the  neck  the  lower  roots  of  the  plexus  may  be  actually  torn  away 
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from  their  connection  with  the  spinal  cord,  in  which  case  the  oculo-pupillary  symptoms 
mentioned  above  will  be  present. 

Amyotrophic  lateral  sclerosis  is  a  condition  dependent  on  a  gradual  degeneration  and 
disappearance  of  the  anterior  comual  cells  of  the  spinal  cord,  associated  with  sclerosis  of 
the  upper  motor  neuron  tracts.  The  muscular  atrophy  begins  insidiously  and  progresses 
gradually.  It  often  begins  in  the  intrinsic  hand  muscles  (Aran-Duchenne  type),  less  com- 
monly in  the  shoulder  and  upper  arm  muscles.  The  loss  of  power  is  in  proportion  to  the 
amount  of  atrophy.  The  alteration  in  electrical  reactions  is  usually  more  a  quantitative 
diminution  of  excitability  to  both  currents  than  a  true  reaction  of  degeneration.  Fibrillary 
contractions  are  common.  The  atrophy  usually  begins  in  one  limb  before  the  other, 
but  soon  becomes  more  or  less  symmetrical.  The  tendon-jerks  of  all  muscles  which  are 
not  atrophied  are  exaggerated.  The  abdominal  reflexes  may  be  absent,  and  the  plantar 
reflexes  may  be  of  the  extensor  type.  There  are  no  pains,  no  sensory  loss,  and  no  oculo- 
pupillary  phenomena. 

In  syringomyelia  the  spinal  changes  frequently  begin  in  the  cervical  enlargement  of 
the  cord,  with  the  result  that  atrophic  paralysis  is  first  noticed  in  the  upper  extremity, 
generally  in  the  intrinsic  muscles  of  the  hand  and  the  flexor  muscles  on  the  ulnar  aspect  of 
the  forearm.  The  onset  is  insidious  and  the  progress  gradual.  One  limb  is  generally 
affected  many  months,  perhaps  years,  before  the  other.  Manual  deformities  are  common. 
(See  Claw-hand,  Fig.  45,  p.  110.)     The  electrical  reactions  vary  like  those  of  amyotrophic 

lateral  sclerosis.  The  knee-  and  ankle-jerks 
are  increased  as  a  rule,  and  spastic  paralysis 
of  the  lower  extremities  usually  develops  in  the 
later  stages,  with  extensor  plantar  responses. 
Pains  shooting  down  the  arms  from  the  neck 
occur,  but  are  not  common.  Trophic  changes 
develop  in  the  skin,  subcutaneous  tissues,  and 
joints.  There  is  sensory  loss  of  a  dissociative 
type,  i.e.,  loss  of  sensibility  to  pain,  heat,  and 
cold,  with  preservation  of  tactile  sensibility. 
Oculo-pupillary  phenomena  and  nystagmus  are 
common.  Spinal  curvature,  in  the  form  of  a 
dorsal  scoliosis,  is  another  frequent  physical 
sign.  It  is  not  necessary  that  all  these  signs 
and  symptoms  should  be  present  for  making 
a  diagnosis.  The  combination  of  muscular 
atrophy,  dissociative  anaesthesia,   and   trophic 

Ftg.   "joy. — Atrophic  palsv  of   riijlit  hand   a.ssociatc<l  ,  •      .  i.       i  •       •  n  «»    •      ^ 

with  long  7th  corvioai  rib  of'tliat  side.    Note  the  marke.l  ChaUgCS  m  the  Skm   IS  USUally  SUmCient. 

wjxstins  of  tJie  abductor  poiiicis  as  compared  with  the  ^    ccrvical    rib    may    bc    Tcsponsiblc    for 

other  muscle.-*  of  tlie   thenar  emuience.      Accord mtj  to  ^%.ix/i.^^t,      #  .v     i>i«,j      »^v,      ^.v^opv^Lo.^.v.      »v. 

S.  A.  K.  Wilson    this    is   a   common   feature  of    tlicse  atrophic  palsy  in  the  Uppcr    extremity.        Para- 

cases,  but  it  i-J  not  pathoarnomonic.  ...  ,,  J     J      t_  •  !_•    O 

{rhoto  by  Dr.  P.  w.  saumU-rs.)       lysis     IS     usually    preceded    by    pam,    chiefly 

referred  to  the  inner  aspect  of  the  arm,  and 
sometimes  shooting  into  the  little  and  ring  fingers.  The  pain  is  worse  after  exertion,  and 
often  relieved  by  placing  the  hand  behind  the  head.  Muscular  atrophy  begins  in  the  hand 
muscles  (Fig,  209),  the  interossei,  thenar,  and  hypothenar  eminences,  and  often  involves 
the  flexors  of  the  wrist  and  fingers.  It  develops  gradually  and  does  not  spread  beyond 
the  distribution  just  described.  There  is  often  sensory  loss  in  regions  corresponding  to 
the  cutaneous  areas  supplied  by  the  1st  dorsal  and  8th  cervical  spinal  roots.  The  loss  is 
usually  less  marked  to  touch  than  to  painful  and  thermal  stimuli.  The  atrophied  muscles 
show  reaction  of  degeneration.  There  are  no  oculo-pupillary  phenomena  and  no  signs  of 
disease  in  other  parts  of  the  body.  The  condition  is  usually  one-sided,  occasionally 
bilateral,  and  the  chief  point  in  diagnosis  is  the  discovery  of  the  ribs  by  means  of  skiagraphy 
{Fig.  187,  p.  443).  At  the  same  time  it  must  not  bc  concluded  that  the  absence  of  a  rib 
shadow  in  an  ar-ray  photograph  is  in  all  cases  a  contra-indication  to  the  diagnosis.  A 
ligamentous  band,  undetected  by  the  skiagraphic  examination,  is  sometimes  found  to 
occupy  the  position  of  a  supernumerary  rib  and  to  be  responsible  for  similar  results  in  the 
way  of  pain  and  atrophic  palsy.  (See  also  Pain  in  the  Extremity,  Upper,  p.  442  ;  and 
Claw-iiand,  p.  109.) 
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Another  disease  in  which  atrophic  palsy  of  the  intrinsic  hand  muscles  is  a  prominent 
feature  is  peroneal  atrophy.  As  the  name  suggests,  the  muscular  atrophy  and  paralysis 
generally  begin  in  the  lower,  before  they  affect  the  upper,  extremities,  and  further  details 
concerning  the  condition  may  be  found  under  Paralysis  of  One  Extremity,  Lower, 
p.  498  ;   and  Atrophy,  Muscular  {Figs,  20  and  21,  p.  60). 

The  diagnosis  of  muscular  atrophy  in  the  arm  dependent  on  a  preceding  acute  polio- 
myelitis (Fig,  19,  p.  59)  is  not  difficult  if  an  accurate  history  can  be  obtained.  The  onset 
was  acute,  with  constitutional  disturbance,  varying  from  a  transient  and  perhaps  over- 
looked malaise  to  a  pyrexia  up  to  104"  F.,  with  generalized  pains  all  over  the  body, 
vomiting,  and  convulsions.  It  is  almost  invariable  that  the  initial  paralysis  was  more 
extensive  than  that  which  remained  permanent.  Attention  to  the  distribution  of  the 
paralysis  shows  that  it  is  irregular  and  different  in  every  case,  but  there  is  more  liability 
on  the  part  of  the  shoulder  and  upper  arm  muscles  to  suffer  than  those  of  the  forearm  and 
hand.  If  both  arms  are  affected  there  is  little  likelihood  of  any  great  degree  of  symmetry 
in  the  distribution  of  the  atrophy.  With  regard  to  the  electrical  reactions,  much  will 
depend  on  the  stage  at  which  the  case  comes  under  observation.  Some  muscles  may  show 
the  reaction  of  degeneration,  others  may  respond  fairly  well,  and  others  show  no  response 
whatever  to  either  faradism  or  galvanism.  Vasomotor  changes,  general  defects  in  the 
growth  of  the  limb,  deformities,  and  contractures  are  common,  but  no  sensory  changes  and 
no  oculo-pupillary  phenomena  are  to  be  observed.  Only  those  reflexes  are  altered  or  lost 
which  are  concerned  with  atrophied  muscles. 

Haemorrhage  into  the  spinal  cord,  or  hcematomyelia^  due  to  injury,  occurs  more  often 
at  the  level  of  the  8th  cervical  and  1st  dorsal  segments  than  at  any  other.  The  resulting 
paralysis  has  much  the  same  distribution  as  that  described  in  Klumpke's  palsy  (p.  507), 
but  the  diagnosis  may  be  made  from  the  fact  that  the  former  also  produces  spastic  paralysis 
of  the  trunk  and  legs,  and  frequently  gives  rise  to  areas  of  dissociated  anaesthesia.  Oculo- 
pupillary  phenomena  are  usual  as  well  in  cases  of  haematomyelia  at  this  level.  Injuries 
to  the  cord  result  in  bilateral  symptoms,  whereas  Klumpke's  palsy  is  confined  to  one  arm. 

Various  forms  of  root  palsies  may  be  caused  by  tuberculous  or  malignant  disease  of  the 
vertebrce,  and  also  by  pachymeningitis,  frequently  syphilitic.  The  diagnosis  of  the  nature 
of  such  lesions  depends  on  examination  of  the  vertebral  column  and  of  the  cerebrospinal 
fluid.  The  symptoms  are  more  often  bilateral  than  unilateral,  and  may  be  complicated 
by  the  results  of  pressure  on  the  spinal  cord,  leading  to  spastic  paralysis  of  parts  below  the 
level  of  the  disease. 

Tumours  originating  in  the  meninges  or  in  the  spinal  cord  at  the  level  of  the  cervical 
enlargement  are  rare,  but  they  may  produce  atrophic  paralysis  of  the  arm  muscles,  with 
spastic  paralysis  of  the  trunk  and  lower  extremities.  These  phenomena  may  be  more 
marked  on  one  side  at  first,  but  they  tend  to  become  bilateral  with  the  gradual  growth  of 
the  tumour. 

In  the  group  of  diseases  to  which  the  name  myopathy  or  muscular  dystrophy  is  applied,, 
the  arm  is  often  more  or  less  completely  paralyzed.  The  diagnosis  of  this  condition 
depends  on  a  consideration  of  various  factors.  The  gradual  onset  and  the  bilateral  sym- 
metry of  the  affection,  the  marked  involvement  of  the  shoulder  and  upper  arm  as  compared 
with  the  forearm  and  hand,  are  important  characteristics.  The  absence  of  fibrillary  con- 
traction and  of  the  reaction  of  degeneration  are  also  to  be  noted,  while  the  history  of  a 
similar  affection  in  other  members  of  the  family,  and  the  presence  of  muscular  atrophy 
or  muscular  pseudo-hypertrophy  in  other  parts  of  the  body,  serve  to  confirm  the  diagnosis. 

Table  Showing  the  Muscular  Distribution  of  the  Various  Nerve  Roots  or  the 

Brachial  Plexus.* 

C.  5.         Deltoid.  Spinali.  Teres  minor.  Rhomboids.  Diaphragm.  Biceps.  Supinator  longiis. 

Serratus  magnus.    Pcctoralis  major.    Brachialis  anticus.     Coraco-brachialis. 
C.  C.         Biceps.  Coraco-brachialis.  Brachialis  Anticus.  Supinator  longus.  Deltoid.  Spinati. 

Teres  major.    Serratus  magnus.   Pectoralis  major.  Subscapularis.  Pronators 

of  forearm.     Extensors  of  wrist. 
C.  7.         Triceps.    Extensors  of  wrist  and  fingers.    Pronators  of  forearm.    Pectoralis  major. 

Subscapularis.     Latissimus  dorsi.     Teres  major. 

C.  8.         Flexors  of  wrist  and  long  flexors  of  fingers.     Interossei  and  lumbrieales.     Muscles 

of  thenar  and  hypothenar  eminences. 

D.  1.        Muscles  of  the  thenar  and  hypothenar  eminences.   Interossei  and  lumbrieales.  Flexor 

carpi  ulnaris.     OcuIo-pupillary  fibres. 
•  Those  muscles  which  are  the  moii  useful  '  landmarks  '  for  individual  segments  are  printed  m  italics. 
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A  glance  at  this  list  shows  that  nearly  all  muscles  derive  innervation  from  more  than 
one  spinal  segment,  generally  from  two  or  three.  The  table  does  not  purport  to  give  a 
complete  anatomical  list  of  all  the  muscles  of  the  arm,  but  provides  a  guide  to  clinicians 
in  their  endeavours  to  localize  spinal  or  root  lesions  from  the  distribution  of  atrophic 
muscular  paralysis.  e.  Farquhar  Buzzard. 

PARAPLEGIA  implies  partial  or  complete  paralysis  of  both  legs,  with  or  without 
part  of  the  trunk.  It  does  not,  however,  include  inability  to  walk  owing  to  mechanical 
defects,  such  as  old  fractures,  joint  disease,  and  so  forth  ;  it  is  due,  as  a  rule,  to  changes 
either  in  the  brain,  the  spinal  cord,  the  peripheral  nerves,  or  in  the  muscles  themselves, 
though  sometimes  it  is  caused  by  errors  of  function  without  any  structural  change  in  the 
neuro-muscular  system.  For  clinical  purposes,  although  naturally  a  paraplegia  that  has 
arisen  in  childhood  may  persist  into  adult  life  and  thus  cause  overlapping  of  the  classifi- 
cation, paraplegia  in  children  may  be  discussed  separately  from  paraplegia  in  adults.  Let 
us  suppose  that  the  patient  is  a  child,  and  that  the  chief  complaint  is  weakness  or  paralysis 
of  both  legs.  The  following  table  indicates  some  of  the  causes  that  may  produce  this 
condition  :  — 

I.  THE    CAUSES   OF   PARAPLEGIA   IN    CHILDREN. 

(A).  Conditions  in  which  there  is  no  definite  local  disease,  though  there  may  be  some 
general  pathological  condition  : — 

(1)  Simple  delayed  walking  ;    (2)  Rickets  ;    (3)  Cretinism  ;    (4)  Idiocy. 
(B).  Paraplegia  associated  with  a  definite  upper  neuron  nerve  lesion : — 

1.  Infantile  diplegia  due  to  :    (a)  Congenital  defect  of  the  cortex  :    porencephalus  ; 

(6)  Infantile  encephalitis  ;  (c)  Injury,  for  example  by  forceps  at  delivery  ; 
(d)  Superior  longitudinal  sinus  thrombosis  ;  (e)  Meningitis  ;  (f)  Congenital 
or  acquired  hydrocephalus. 

2.  Congenital   malformation,   such  as   meningocele,   spina   bifida,   or  spina    bifida 

occulta. 

3.  Spinal  caries,  with  compression  of  the  spinal  cord. 

4.  Friedreich's  ataxy. 

(C).  Paraplegia  due  to  a  lesion  of  the  lower  neuron  type  : — 

1.  Acute  anterior  poliomyelitis,  leading  to  infantile  paralysis. 

2.  Tooth's  peroneal  type  of  progressive  muscular  atrophy. 

3.  Peripheral  neuritis. 

(D).  Paraplegia  of  the  primary  muscular  type  : — 

1.  Pseudo-hypertrophic  muscular  paralysis. 

2.  The  infantile  type  of  primary  muscular  dystrophy. 

3.  The  juvenile  type  of  primary  muscular  dystrophy. 

In  arriving  at  the  diagnosis,  the  first  point  to  pay  attention  to  is  the  history ;  the  case 
will  belong  to  one  or  other  of  two  main  groups,  the  first  containing  those  that  have  never 
been  able  to  use  the  legs  properly,  the  second  those  that  have  lost  the  use  of  the  legs  after 
having  been  at  one  time  able  to  walk,  or  otherwise  use  them  efficiently. 

To  the  first  group  belong  all  cases  of  congenital  malformation,  such  as  hydrocephalus 
or  meningocele,  and  most  cases  of  infantile  diplegia.  Before  diagnosing  any  of  these,  how- 
ever, it  is  necessary  to  exclude  rickets,  cretinism,  idiocy,  and  simple  delayed  walking,  as 
causes  of  an  apparent  rather  than  real  paraplegia.  These  cannot  be  the  sole  diagnosis 
if  there  is  absolute  flaccidity  on  the  one  hand,  or  if  there  is  spasticity  upon  the  other.  It 
is  important  to  remember  how  deceptive  the  reflexes  may  be  ;  almost  any  illness  in  an 
infant  or  young  child — bronchopneumonia  for  example,  or  simple  diarrhoea — may  so 
depress  the  knee-jerk  that  it  is  often  unobtainable  until  the  patient's  general  health  is 
restored  ;  the  plantar  reflex  is  normally  more  often  extensor  than  flexor  in  infants  ;  ankle- 
clonus,  however,  does  not  occur  except  when  there  is  degeneration  of  the  lateral  columns. 
If  there  is  neither  absolute  flaccidity  nor  intermittent  spasticity,  and  if  the  limbs  are  moved 
spontaneously,  the  mere  fact  that  the  child  is  late  in  walking  by  no  means  necessarily 
indicates  nerve  disease  ;  the  delay  may  commonly  extend  to  the  second  year,  and 
occasionally  even  to  the  third  or  fourth.     The  main  factor  in  making  a  diagnosis  in  such 
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a  case  is  time,  for,  until  with  the  lapse  of  time  the  little  patient  begins  to  walk,  it  may 
sometimes  be  diflicult  to  exclude  organic  paraplegia.  If  there  are  definite  signs  of  rickets, 
or  if  the  patient  is  a  cretin  or  an  idiot,  the  diagnosis  is  more  obvious.  The  good  effects  of 
giving  thyroid  extract  over  a  prolonged  period  may  be  the  only  conclusive  means  of  dis- 
tinguishing cretinism  from  idiocy,  and  this  remedy  should  be  employed  in  all  such  cases, 
however  hopelessly  idiotic  the  infant  may  seem  to  be.  If  there  is  congenital  optic  nerve 
blindness,  the  case  is  one  of  idiocy  and  not  cretinism. 

Having  excluded  the  above,  the  next  thing  to  consider  is  whether  there  is  any  con- 
genital malformation  of  the  brain  or  cord.  Cases  of  meningocele,  myelocele^  or  spina  bifida 
will  generally  be  obvious  enough  ;  even  spina  bifida  occulta  will  often  suggest  itself  from 
the  presence  of  a  pigmented  or  hairy  mole  over  the  lower  part  of  the  lumbar  spinal  region, 
and  the  diagnosis  may  be  confirmed  by  careful  palpation  there.  Congenital  hydrocephalus 
makes  itself  evident  from  the  characteristic  enlargement  of  the  head,  which  in  extreme 
cases  can  be  mistaken  for  nothing  else,  and  which  in  lesser  degrees  can  be  distinguished 
from  the  enlargement  due  to  rickets  or  to  congenital  syphilis  by  the  fact  that  it  is  more 
imiform,  and  that  the  bones  are  fragile  and  thin,  and  separated  at  the  sutures.  The  only 
doubt  that  arises  in  a  case  of  infantile  hydrocephalus  is  as  to  whether  it  is  truly  congenital 
or  was  caused  by  an  early  but  post-natal  posterior  basal  meningitis.  There  is  increasing 
evidence  to  show  that  the  majority  of  these  cases  are  not  really  congenital,  that  the  head 
is  not  large  at  birth,  and  that  the  enlargement  follows  some  febrile  illness,  with  or  without 
convulsions — really  a  meningococcal  meningitis. 

Congenital  defect  of  the  cortex  would  suggest  itself  as  the  cause  of  infantile  diplegia  in 
a  case  in  which  delivery  had  taken  place  without  difficulty  and  without  the  use  of  forceps, 
the  head  and  spine  not  being  hydrocephalic  or  deformed,  and  yet  the  limbs  being  paralyzed 
from  birth  ;  they  may  be  flaccid  or  they  may  be  spastic,  and  there  is  no  constant  type  of 
reflex,  though  there  is  a  tendency  to  increased  knee-jerk,  ankle-clonus,  and  extensor  plantar 
reflex.  Intelligence  will  very  likely  be  defective  at  the  same  time.  In  rare  cases  the 
kidneys  may  be  so  large  and  cystic  that  they  can  be  palpated,  and  the  brain  may  then 
be  cystic  also — porencephalus. 

Paraplegia  due  to  injury  at  birth,  either  by  the  use  of  forceps  or  by  excessive  com- 
pression in  a  contracted  maternal  pelvis,  is  a  diagnosis  that  can  only  be  made  when  there 
has  been  an  unusual  amount  of  difficulty  at  birth,  for  it  is  remarkable  to  what  extreme 
degrees  the  child's  head  may  be  squeezed  and  altered  in  shape  without  apparent  detriment. 
Seeing  that  it  is  the  lateral  aspects,  especially  the  arm  areas  of  the  Rolandic  cortex,  that 
will  be  most  affected  by  forceps,  these  instruments  are  more  likely  to  cause  bilateral  arm 
paralysis  than  ordinary  paraplegia.  Just  the  converse  of  this  is  true  of  superior  longitudinal 
sinus  thrombosis,  for  the  leg  areas  of  the  brain  lie  close  up  against  either  side  of  this  sinus, 
whilst  the  arm  areas,  being  more  distant  from  it,  are  likely  to  be  less  affected.  The 
symptoms  of  superior  longitudinal  sinus  thrombosis,  of  acute  encephalitis,  and  of  menin- 
gitis, may  be  so  similar — pyrexia,  general  head  symptoms,  vomiting,  and  convulsions — 
that  it  is  almost  a  matter  of  guess-work  to  choose  between  them  when  they  are  actually 
in  progress  ;  if  death  occurs  in  a  few  days,  suppurative  meningitis  is  likely  ;  if  in  a  few 
weeks,  tuberculous  meningitis  ;  if  the  patient  lingers  for  many  weeks  before  dying,  or  if 
recovery  occurs  with  hydrocephalus,  posterior  basal  or  cerebrospinal  meningitis ;  if 
recover}'  occurs  without  hydrocephalus,  it  may  be  almost  impossible  to  decide  between 
meningococcal  meningitis,  acute  encephalitis,  and  superior  longitudinal  sinus  thrombosis  ; 
nor  is  the  distinction  material,  except  in  so  far  that  it  is  important  to  remember  always  that 
a  favourable  issue  may  occur  even  in  a  case  that  seems  to  be  hopelessly  comatose  and 
dying — a  diagnosis  of  meningitis  may  have  been  made  erroneously  when  the  condition 
was  really  one  of  acute  encephalitis  only.  If  it  seems  to  be  of  great  importance  to  arrive 
at  the  accurate  diagnosis  in  the  acute  stages,  it  may  be  justifiable  to  perform  lumbar 
puncture.  A  cytological  examination  of  the  cerebrospinal  fluid  may  show  many  p>oly- 
morphonuclear  cells  in  a  suppurative  case,  or  many  lymphocytes  in  a  tuberculous  case. 
Of  more  value  than  the  cytological  examination,  however,  is  the  bacteriological  test,  which 
may  succeed  in  isolating  the  causal  organism. 

If  one  is  able  to  exclude  the  infantile  diplegias,  and  the  conditions  which  simulate 
them,  the  probability  is  that  the  patient  will  have  shown  obvious  signs  of  being  able  to 
use  the  legs,  or  may  even  have  been  able  to  walk  before  the  paraplegia  set  in.     In  that 
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case,  if  the  paralysis  is  of  the  upper  neuron  type,  with  spasticity,  no  wasting  except  such 
as  may  be  due  to  disuse  and  non-development,  no  reaction  of  degeneration,  increased  knee- 
jerks,  extensor  plantar  reflexes,  ankle-clonus,  and  probably  bladder  and  rectal  trouble — 
especially  if  there  is  anaesthesia  in  the  legs  at  the  same  time — by  far  the  commonest  cause 
for  the  condition  is  spinal  caries  with  compression  of  the  cord. 

If,  on  the  other  hand,  the  patient  develops  a  lower  neuron  type  of  paralysis,  with 
wasting  of  the  affected  muscles  and  reaction  of  degeneration,  the  chances  will  be  greatly 
in  favour  of  acute  anterior  poliomyelitis  followed  by  infantile  paralysis,  particularly  if 
diphtheria  can  be  excluded,  and  if  a  clear  history  can  be  obtained  that  the  child  was 
perfectly  well  until  he  developed  an  obscure  febrile  complaint,  which  may  at  first  have 
been  regarded  as  of  gastric  origin,  but  which,  in  a  day  or  two,  led  to  one  or  more  limbs, 
possibly  all  four,  becoming  limp  and  paralyzed,  with  rapid  subsidence  of  the  fever  and 
great  improvement  in  the  paralysis  during  the  next  few  weeks.  It  is  possible  for  a  child 
to  have  had  absolute  paralysis  of  all  four  limbs  from  acute  anterior  poliomyelitis,  and  yet 
for  complete  recovery  to  occur  ;  more  often,  however,  one  or  another  group  of  muscles 
remains  weak  ;  in  a  typical  case,  the  extensors  of  the  toes  and  ankle  are  affected  perma- 
nently, the  consequent  contraction  of  the  unparalyzed  calf  muscles  leading  to  talipes 
equinus  or  equino- varus.  Weakness  of  other  groups  of  calf  muscles  leads  in  a  similar  way 
to  other  forms  of  club-foot,  such  as  T.  calcaneus,  T.  valgus,  and  so  on.  In  other  cases, 
the  muscles  below  the  knee  recover  completely,  but  some  other  group  is  involved — tlie 
quadriceps  extensor  femoris  for  instance,  or  the  adductors  of  the  thigh.  It  is  of  course 
possible  for  the  legs  to  recover  completely,  whilst  paresis  of  some  group  of  muscles  in  the 
shoulder,  arm,  or  forearm  persists.  The  infantile  paralysis  which  follows  acute  anterior 
poliomyelitis  is  nearly  always  asymmetrical,  but  it  is  by  no  means  necessarily  so,  and  it 
may  cause  persistent  partial  paraplegia.  It  is  important  to  remember  that  the  knee-jerk 
is  deficient  or  absent  only  when  the  quadriceps  extensor  femoris  muscle  is  affected  ;  and 
also  that  reaction  of  degeneration  is  no  longer  obtainable  in  the  muscles  when  the  disease 
is  of  sufficiently  long  standing  for  all  the  degenerate  fibres  to  have  become  fibrous,  by  which 
time  the  only  muscle  and  nerve  fibres  that  remain  are  normal,  though  they  are  fewer  in 
number  than  they  should  be. 

Peripheral  neuritis  in  a  child  is  decidedly  uncommon,  except  as  the  result  of  diphtheria  ; 
it  should  not  be  diagnosed  lightly.  Being  an  affection  of  the  lower  neuron  type,  with 
wasting  of  the  muscles,  flaccidity,  reaction  of  degeneration,  and  deficiency  in  the  tendon 
reflexes,  it  may  be  difficult  to  distinguish  between  it  and  acute  anterior  poliomyelitis.  It 
might  be  urged  that  the  occurrence  of  pain  or  other  sensory  symptoms  is  in  favour  of 
peripheral  neuritis  and  against  poliomyelitis,  but  this  is  not  really  the  case  ;  the  inflamma- 
tion in  poliomyelitis  is  by  no  means  necessarily  restricted  to  the  grey  matter  of  the  anterior 
comua,  and  the  acute  stage  of  the  disease  is  often  accompanied  by  severe  pains  referred  to 
the  peripheral  parts.  There  may,  however,  be  bacteriological  or  other  evidence  of  the 
patient's  having  had  diphtheria  during  the  preceding  few  weeks,  in  which  case  i>eripheral 
neuritis  would  be  diagnosed  ;  if  there  is  paresis  of  the  soft  palate,  as  evidenced  by  the 
regurgitation  of  fluids  through  the  nose  when  the  patient  tries  to  swallow  them,  or  by  the 
nasal  character  of  the  voice,  diphtheritic  neuritis  would  be  very  probable. 

There  remains  for  discussion  the  following  causes  of  paraplegia  in  children  :  Fried- 
reich's ataxy.  Tooth's  peroneal  type  of  progressive  muscular  atrophy,  and  the  primary 
muscular  dystrophies,  particularly  pseudo-hypertrophic  muscular  paralysis.  There  are 
two  points  common  to  all  these,  namely,  that  they  all  are  insidious  in  onset,  slowly  pro- 
gressive for  years  before  the  end  comes  as  the  result  of  an  intercurrent  malady  ;  and  that 
they  are  familial  diseases,  the  family  history  having  an  important  bearing  upon  their 
diagnosis. 

Friedreich's  ataxy  is  characterized  by  paraplegia,  often  associated  with  deformity, 
such  as  talipes  and  scoliosis,  owing  to  persistent  error  of  posture,  without  wasting  except 
such  as  may  be  due  to  disuse  or  non-development ;  the  knee-jerks  are  absent,  but  the  pupils 
react  normally  ;  there  is  no  sphincter  trouble  unless  quite  late  ;  ankle-clonus  is  absent, 
but  there  is  generally  a  remarkable  condition  of  hallux  erectus,  which  amounts  to  a  sort 
of  permanent  extensor  plantar  reflex  ;  there  are  no  sensory  disturbances  ;  the  arms  may 
not  be  affected  at  all,  or  they  may  present  some  degree  of  ataxy,  with  or  without  intention 
tremors — that  is  to  say,  tremors  which  are  increased  when  the  patient  tries  to  perform 


Digitized  by 


Google 


PARAPLEGIA  513 

voluntary  movements — sometimes  even  choreiform  movements  are  present ;  speech  is 
monotonous,  nystagmus  is  sometimes  present,  and  occasionally  there  is  optic  atrophy.  If 
progressive  paraplegia  develops  at  about  8  or  9  years  of  age  in  a  child  with  a  family  history 
of  similar  trouble  ;  if  the  knee-jerks  are  absent,  whilst  the  big  toes  are  permanently  erect, 
and  if  there  is  neither  atrophy  nor  pseudo-hypertrophy  of  the  muscles,  the  diagnosis  is  in 
all  probability  Friedreich's  ataxy.  The  patient  may  survive  to  puberty  or  even  longer, 
but  is  liable  to  death  from  phthisis,  pneumonia,  or  other  intercurrent  malady — the  same 
applying  to  all  the  familial  diseases  now  under  discussion. 

Tooth'' s  peroneal  type  of  progressive  muscular  atrophy  is  apt  to  develop  after  some  simple 
specific  fever,  such  as  whooping-cough  or  measles.  The  first  point  the  mother  notices  is 
that  the  child — ^hitherto  normal — is  unable  to  bend  the  big  toes  upwards  ;  a  condition 
of  permanent  plantar  flexion  of  the  big  toes  ensues  ;  inability  to  extend  the  other  toes 
follows  ;  and  presently  the  patient  cannot  dorsiflex  the  ankles.  It  is  chiefly  the  muscles 
supplied  by  the  external  popliteal  nerve,  formerly  called  the  peroneal  nerve,  that  are 
affected  ;  hence  the  name  of  the  disease.  Talipes  may  result.  The  lesion  is  not  primarily 
in  the  muscles,  but  in  the  anterior  comual  cells  of  the  lumbo-sacral  part  of  the  cord,  so 
that  reaction  of  degeneration  is  obtainable  in  the  wasted  muscles.  The  knee-jerks  remain 
normal  so  long  as  the  quadriceps  extensor  femoris  is  unaffected,  there  is  no  ankle-clonus, 
and  the  big  toe  may  not  move  at  all  when  the  sole  is  stimulated.  A  brother  or  a  sister  is 
very  likely  to  have  suffered  from  the  same  complaint  (see  Figs,  20,  21,  p.  60). 

In  the  primary  muscular  dystrophies  the  nerves  are  normal,  so  that  there  is  no  reaction 
of  degeneration  ;  if  a  muscle  has  become  entirely  atrophied,  there  will  be  no  reaction  in 
it  at  all  ;  but  as  long  as  any  reaction  is  obtainable  it  is  of  the  normal  type.  The  same  applies 
to  the  reflexes.  The  most  easily  recognized  of  all  the  primary  muscular  dystrophies 
is  pseudo-hyper  trophic  muscular  paralysis,  the  only  difficulty  being  when  no  family  history 
is  obtainable,  and  when  the  case  is  still  in  too  early  a  stage  to  be  typical.  Boys  are 
affected  more  often  than  girls,  but  it  is  generally  inherited  from  the  mother's  side.  It  is 
possible  for  some  members  to  have  presented  atrophic  myopathy,  whilst  others  suffer 
from  the  pseudo-hypertrophic  form.  When  fully  developed,  the  most  striking  feature  of 
the  case  is  the  marked  weakness  of  the  legs,  notwithstanding  the  apparent  firmness  and 
great  size  of.  the  calves.  The  muscles  are  really  atrophied,  their  apparent  enlargement 
being  due  to  extensive  deposition  of  intramuscular  interstitial  fat.  Ultimately,  if  the 
patient  survives,  all  the  muscles  in  the  body  become  wasted  and  fibrous  ;  but  whereas 
some  of  them  atrophy  from  the  first,  others  exhibit  marked  pseudo-hypertrophy  before 
they  atrophy — particularly  the  gastrocnemii,  the  solei,  the  glutei,  the  deltoids,  the  supra- 
and  infra-spinati,  and  portions  of  the  triceps.  The  muscles  of  the  hands  and  feet  are 
generally  unaffected.  The  muscles  most  frequently  atrophied  are  the  lower  half  of  the 
pectoralis  major,  the  latissimus  dorsi,  the  serratus  magnus,  the  biceps,  and  the  flexors  of 
the  knee.  There  are  no  sensory  or  sphincter  troubles.  When  the  case  is  well  advanced, 
the  way  in  which  the  patient  gets  up  from  a  lying  posture  is  very  characteristic  ;  it  is 
generally  described  as  'climbing  up  himself.'  He  first  rolls  over  and  rests  on  his  hands 
and  knees  ;  then  puts  his  head  between  his  arms  and  raises  the  knees  from  the  ground,  so 
that  he  is  now  supported  on  his  hands  and  feet ;  he  next  brings  one  hand  nearer  to  his 
toes,  and  then,  swinging  his  body  over  first  to  one  side,  places  his  opposite  hand  on  the 
corresponding  knee,  straightens  that  leg,  and  repeats  the  performance  on  the  other  side, 
so  that  he  now  stands  with  his  legs  widely  separated  and  with  a  hand  resting  on  each  knee  ; 
he  then  works  each  hand  alternately  higher  up  his  thighs,  until  finally,  by  a  sudden  back- 
ward movement  of  his  shoulders,  he  attains  the  erect  attitude.  Another  feature  of  the 
case  is,  that  if  one  tries  to  lift  the  boy  up  by  putting  one's  hands  under  his  armpits,  his 
shoulders  rise  right  up  to  his  ears,  and  he  very  easily  slips  through  one's  hands.  He  is 
also  unable  to  stand  on  tip-toe,  and  the  gait  is  waddling. 

The  two  other  types  of  muscular  dystrophy  mentioned  above — the  infantile  and  the 
juvenile — ^are  but  different  varieties  of  the  same  malady  ;  both  are  characterized  by 
progressive  wasting  of  the  muscles  without  pseudo-hypertrophy  ;  in  the  infantile  form 
the  muscles  have  been  atrophic  from  the  first,  whereas  in  the  juvenile  form  the  muscles 
develop  in  what  seems  to  be  a  normal  way  up  to  a  certain  point,  and  then  gradually 
waste  away.  The  disease  is  distinguished  from  peripheral  neuritis,  (1)  by  the  absence 
of  reaction  of  degeneration  ;   (2)  by  the  persistence  of  the  reflexes  as  long  as  any  muscle 
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tissue  is  left  to  respond  ;  (3)  by  the  family  history  as  mentioned  above  ;  (4)  by  the 
absence  of  sensory  changes  ;  and  (5)  by  the  absence  of  improvement  with  time.  An 
attempt  is  sometimes  made  to  classify  the  primary  muscular  dystrophies  into  different 
kinds,  according  to  the  groups  of  muscles  first  affected.  In  the  Landouzy-Dejerine  type, 
for  instance,  the  face  muscles  are  first  attacked,  the  trouble  slowly  spreading  to  the 
shoulder  and  upper  arm.  It  is  probable,  however,  that  whatever  groups  of  muscles  may 
be  the  first  affected,  the  differences  are  those  of  degree  and  type  rather  than  of  kind,  and 
that  the  muscular  wasting,  wherever  it  may  begin,  ultimately  becomes  widespread,  and 
finally  involves  all  the  muscles. 

II.  THE  CAUSES  OF  PARAPLEGIA  IN  ADULTS. 

We  may  now  pass  on  to  a  discussion  of  the  differential  diagnosis  of  paraplegia  in 
adults.  It  is  clear  that  a  paraplegia  that  has  arisen  during  infancy  or  childhood  may 
I>ersist  into  adult  life,  in  which  case  the  diagnosis  will  be  made  up>on  the  lines  indicated 
above.  It  is  also  possible  for  some  of  the  causes  of  paraplegia  that  usually  affect  young 
patients  not  to  do  so  until  they  have  grown  up.  The  chief  causes,  however,  for  paraplegia 
arising  for  the  first  time  in  adult  life  are  as  follows  : — 

(A),  Causes  of  the  Iciver  neuron  type  of  paraplegia  : — 

1.  Peripheral  neuritis,  which  may  be  due  to  various  different  causes  (p.  63) 

2.  Anterior  poliomyelitis 

3.  A  pelvic  tumour  interfering  with  the  lumbo-sacral  plexus 

4.  A  tumour  affecting  the  eauda  equina 

5.  Compression  of  the  lumbar  enlargement  of  the  cord. 

(B),  Causes  of  the  upper  neuron  type  of  paraplegia : — 

1.  Transverse  myelitis. 

(a).  Primary 

(b).  Due  to  compression  by  :     (i)  Spinal  caries  ;    (ii)  New  growth  in    the 
vertebrae  or  meninges  ;    (iii)  Injury  ;    (iv)  Aortic  aneurysm 

2.  Disseminated  sclerosis 

3.  Amyotrophic  lateral  sclerosis 

4.  Primary  lateral  sclerosis 

5.  Ataxic  paraplegia 

G.  Combined  scleroses  of  the  cord 

7.  Syringomyelia 

8.  Meningitis 

9.  Haemorriiage  into  the  cord 

10.  Cerebellar  tumour  or  abscess 

11.  Bilateral  cerebral  softening  or  haemorrhage. 

(C).  Causes  not  conforming  either  to  the  lower  or  to  the  upper  neuron  type: — 

1.  Tabes  dorsalis 

2.  General  paralysis  of  the  insane 

3.  Landry^s  paralysis 

4.  Functional  paraplegia 

5.  ^lalingering. 

The  first  points  which  call  for  attention  in  making  a  diagnosis  are  the  history  and 
progress  of  the  case.  In  only  a  few  of  the  above  conditions  is  the  onset  sudden  ;  these 
are  certain  cases  of  acute  anterior  poliomyelitis,  transverse  myelitis,  meningeal  haemorrhage, 
Landry's  paralysis,  functional  paraplegia,  and  malingering.  If  the  paraplegia  is  of  sudden 
onset,  of  the  upper  neuron  type,  and  not  the  result  of  injury,  it  is  almost  certainly  due 
to  some  form  of  transverse  myelitis.  The  great  majority  of  cases  of  paraplegia,  however, 
have  an  onset  that  is  not  absolutely  acute,  and  generally  it  is  quite  gradual. 

There  are  certain  conditions  that  can,  as  a  rule,  be  either  diagnosed  or  excluded  at 
once.  If  the  patient  has  Argyll  Robertson  pupils  and  no  knee-jerks,  tabes  dorsalis  can  be 
diagnosed  at  once.  It  is  necessary  to  remember,  however,  that  the  pupil  may  react  neither 
to  light  nor  to  accommodation  in  some  cases  of  peripheral  neuritis,  so  that,  if  care  be  not 
exercised,  the  reaction  may  be  mistaken  for  the  Argyll  Robertson  type  of  tabes,  the  latter 
being  diagnosed  when  peripheral  neuritis  is  the  lesion  really  present.  The  converse 
mistake  is  also  possible,  especially  if  the  actual  strength  of  the  leg  muscles  be  not  tested  ; 
in  both  conditions  there  may  be  patches  of  impaired  sensation,  but  in  p>eripheral 
neuritis  with  absent  knee-jerks,  there  are  absolute  wasting,  loss  of  power,  and  reaction  of 
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degeneration,  whilst  in  tabes  there  is  no  trophic  wasting,  and  often  no  great  loss  of 
power  in  individual  muscles,  though  there  is  apparent  weakness  owing  to  the  action  of 
opposing  muscles  being  inco-ordinate,  and  there  is  no  reaction  of  degeneration. 

Another  difliculty  in  connection  with  tabes  dorsalis  arises  in  anomalous  cases  in  which 
either  the  pupil  reaction  has  not  yet  become  typical,  or  else  the  knee-jerks  are  not  yet 
gone.  If  the  reaction  of  the  pupil  is  of  the  Argyll  Robertson  type,  tabes  may  sometimes 
be  diagnosed  even  in  the  presence  of  knee-jerks,  if  there  is  an  obvious  history  of  other  con- 
comitants of  the  disease,  such  as  lightning  pains,  gastric  crises,  or  any  of  the  rarer  crises — 
laryngeal,  rectal,  urethral,  vesical,  renal,  general  abdominal,  or  sweating — ^marked  ataxy, 
history  of  syphilis,  p>erforating  ulcer  of  the  foot,  a  Charcot's  joint,  or  bladder  or  rectal 
trouble,  particularly  if  the  patient  be  a  male  who  has  had  much  brain  wear.  The  tendo 
Achillis  jerks  may  disappear  before  the  knee-jerks  do,  and  they  should  be  carefully  tested. 
There  is  also  in  many  cases  a  remarkable  deficiency  or  even  complete  absence  of  deep 
tenderness  in  such  organs  as  the  testis,  tongue,  larynx,  or  mamma.  In  certain  cases  the 
knee-jerk  may  still  be  obtainable  on  one  side  after  it  has  been  lost  ujjon  the  other,  so  that 
both  should  always  be  tested  and  not  one  only. 

If  the  paraplegia  is  obviously  of  the  lower  neuron  type,  with  deficiency  or  absence 
of  the  superficial  and  deep  reflexes,  atrophy  of  the  muscles,  and  reaction  of  degeneration, 
with  or  without  paresthesia,  the  probabilities  are  that  it  is  due  to  one  of  the  many  different 
causes  of  peripheral  neuritis  that  are  discussed  on  page  63.  If  the  onset  has  been  sudden, 
however,  and  if  the  paralysis  began  to  clear  up  again  rapidly,  except  possibly  in  one  group 
of  muscles  in  one  leg,  there  would  necessarily  be  a  suspicion  of  acute  anterior  poliomyelitis 
which  occurs  occasionally  in  adults. 

It  is  important  in  all  cases  of  suspected  peripheral  neuritis  to  make  a  rectal  examina- 
tion, lest  there  should  be  some  pelvic  mass,  malignant  or  otherwise,  interfering  with  the 
lumbo-sacral  plexus.  Peripheral  neuritis  may  also  be  simulated  closely  by  either  a  tumour 
or  a  gumma  interfering  with  the  cauda  equina,  an  uncommon  condition  that  suggests  itself 
if  there  is  severe  pain  referred  to  the  lower  part  of  the  spinal  column  behind,  or  if  the 
paraplegia  comes  on  in  such  a  way  as  to  affect  one  leg  before  the  other,  the  pelvis  being 
found  free  from  growth.  It  is  also  important  to  remember  that  transverse  myelitis  due  to 
lesions  which,  if  they  are  situated  a  little  higher  up  in  the  cord,  cause  a  paraplegia  of  the 
upp>er  neuron  type,  produces  wasting,  reaction  of  degeneration,  and  loss  of  reflexes  when 
they  affect  the  cord  at  the  level  of  the  lumbar  enlargement. 

When  the  paraplegia  is  definitely  of  the  upper  neuron  type,  with  spasticity  of  the 
legs  without  wasting,  with  increased  knee-jerks,  extensor  plantar  reflexes,  ankle-clonus, 
and  perhaps  retention  of  urine  with  overflow,  and  incontinence  of  faeces,  the  first  step  in 
arriving  at  the  diagnosis  is  to  determine  if  there  is  any  sensory  disturbance  at  the  same 
time.  The  only  diseases  mentioned  under  heading  B,  that  produce  obvious  sensory  dis- 
orders, are  transverse  myelitis,  syringomyelia,  haemorrhage  into  the  cord,  and  very  rarely 
meningitis  or  bilateral  cerebral  softening.  The  latter  can  only  be  diagnosed  when  there 
has  been  an  apoplectic  seizure  associated  with  hemiplegia,  followed  after  an  interval  by 
another  cerebral  seizure  which,  by  producing  hemiplegia  of  the  opposite  side  to  the  one 
first  involved,  results  in  paraplegia,  or  rather  diplegia.  The  arms  and  face  are  likely  to 
be  affected  as  well  as  the  legs,  and  there  will  be  either  a  history  of  syphilis  to  account  for 
endarteritis  and  thrombosis  in  a  young  male,  or  a  bruit,  a  history  of  acute  rheumatism, 
or  other  evidence  of  a  heart  lesion,  to  account  for  embolism  ;  or  senile  changes,  with  or 
without  albuminuria,  a  high  blood-pressure,  retinitis,  and  other  signs  of  renal  and  arterial 
degeneration,  to  account  for  haemorrhage. 

Hcemorrhage  into  tJie  cord  is  hardly  ever  spontaneous  ;  it  may  follow  an  injury,  such 
as  a  bullet  wound  or  a  stab  in  the  back,  and  then  the  history  will  indicate  the  diagnosis. 
Acute  meningitis,  whether  tuberculous,  suppurative,  posterior  basal,  or  cerebrospinal, 
seldom  causes  complete  paraplegia  until  a  late  stage  of  the  illness  is  reached,  by  which  time 
the  nature  of  the  malady  will  generally  be  indicated  by  the  cerebral  symptoms,  particularly 
headache,  vomiting,  convulsions,  strabismus,  and  ophthalmoscopic  changes  such  as  optic 
neuritis  or  choroidal  tubercles.  Bacteriological  investigations  of  the  fluid  obtained  by 
lumbar  puncture  may  assist  the  diagnosis  materially.  There  is  a  chronic  form  of  menin- 
gitis, however,  of  which  the  diagnosis  is  not  so  easy,  and  that  is  the  chronic  hypertrophic 
hcemorrhagic  pachymeningitis  which  affects  chiefly  the  vertex  and  the  cervical  portion  of 
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the  cord.  The  condition  is  generally  caused  by  chronic  alcoholism  in  syphilitic  subjects, 
especially  if  there  has  also  been  some  injury  ;  the  diagnosis  is  difficult,  but  it  may  be 
suggested  by  the  history,  and  by  the  degree  of  pain  referred  to  the  nerves  that  are  involved 
in  the  meningeal  thickening — the  chief  difficulty  being  to  exclude  spinal  caries  in  cases 
involving  the  cord.  Wassermann's  reaction  may  be  positive  if  no  antisyphilitic  remedies 
have  been  employed.  In  syringomyelia — a  very  slowly  progressive  disease  that  is  by  no 
means  always  associated  with  paraplegia,  the  nature  of  the  symptoms  defiends  upon  the 
degree  to  which  the  central  canal  of  the  cord  and  the  gelatinous  substance  around  it  are 
affected,  and  also  upon  the  level  in  the  cord  at  which  the  changes  occur.  The  diagnostic 
symptom  is  that,  in  some  region  or  another,  the  skin  will  be  found  to  have  lost  its  power  ol 
distinguishing  heat  from  cold  and  pain  from  touch,  though  it  still  retains  ordinary  cutaneous 
sensibility.  It  is  apt  to  give  rise  to  skin  lesions  in  the  paresthetic  parts  (Morvan's  disease), 
and  also  to  acute  painless  swelling  of  the  joints,  with  deformity  from  destruction  of  the 
ends  of  the  bones — Charcot's  joints — precisely  similar  to  those  that  may  occur  in  tabes 
dorsalis. 

If  the  patient  has  marked  impairment  of  all  kinds  of  sensation  in  both  legs,  with  para- 
plegia of  the  upper  neuron  type,  and  no  paralysis  of  the  arms,  the  lesion  is  almost  certainly 
transverse  myelitis  of  some  kind.  The  absence  of  sensory  disturbance,  however,  does  not 
exclude  transverse  myelitis,  for  when  the  conductivity  of  the  spinal  cord  is  interfered  with, 
without  being  entirely  inhibited,  the  sensory  columns  are  able  to  transmit  impulses  longer 
than  the  pyramidal  tracts,  so  that  paralysis  appears  before  anaesthesia.  The  same  applies 
to  a  transverse  myelitis  that  is  getting  better,  the  patient  recovering  sensation  in  his  legs 
before  he  is  able  to  move  them.  The  chief  difficulty  will  be  to  determine  the  nature  of 
the  transverse  myelitis.  There  are  two  main  types  :  (1)  That  due  to  causes  outside  the 
cord  compressing  it — especially  spinal  caries,  secondary  growth,  the  effects  of  such  injuries 
as  fractures  of  the  spine,  bullet  wounds  and  stabs,  or  more  rarely  erosion  of  the  bones  by 
an  aortic  aneurysm  ;  and  (2)  That  due  to  softening  from  thrombosis  of  a  spinal  artery, 
the  result  of  syphilis,  or  a  fever  such  as  enteric  or  scarlet.  One  of  the  first  points  to  attend 
to  is  the  presence  or  absence  of  pain.  Lesions,  such  as  thrombosis,  which  affect  the  cord 
but  not  its  p>osterior  nerve  roots,  are  painless,  whereas  swellings  which  compress  the  cord 
from  without  almost  always  produce  pain,  sometimes  a  typical  girdle  pain,  on  account  of 
their  irritating  the  p>osterior  nerve  roots.  If,  therefore,  there  is  or  has  been  any  pain  in  the 
back  other  than  what  may  be  due  to  a  known  injury,  it  is  probable  that  transverse  myelitis 
is  not  primary  but  due  to  compression.  If  the  spine  presents  an  obvious  Pott's  curvature, 
or  if  the  patient  has  other  evidence  of  peripheral  tuberculosis,  such  as  enlarged  or  caseating 
glands  in  the  neck,  hip,  knee,  or  other  joint  disease,  a  psoas  abscess,  lupus  vulgaris,  and 
so  on,  especially  in  a  young  person  who  has  been  in  the  habit  of  drinking  much  milk,  com- 
pression by  spinal  caries  is  fairly  certain.  The  main  difficulty  arises  when  the  cord  becomes 
compressed  without  deformity  of  the  spinal  column,  and  with  no  other  tuberculous  lesion 
apparent.  Local  tenderness  over  one  or  more  vertebral  spines  will  help  to  suggest  the 
diagnosis,  especially  if  local  pain  is  complained  of  in  the  same  region,  and  if  the  pain  is 
increased  by  any  jarring  of  the  spine.  Growth  is  fortunately  much  rarer,  and  it  is  to  be 
excluded  by  a  routine  examination  of  all  the  viscera,  most  cases  of  spinal  new  growth  being 
secondary  to  a  neoplasm  elsewhere,  especially  of  the  breast ;  primary  growths  of  the  spine 
are  so  rare  that  they  are  generally  taken  for  caries  at  first,  and  the  correct  diagnosis  is  not 
always  arrived  at  before  post-mortem  microscopical  examination  has  been  made.  Aortic 
aneurysm  is  a  still  rarer  cause  of  compression  myelitis ;  if  there  is  a  distinct  pulsatile 
tumour  along  the  course  of  the  aorta,  the  nature  of  the  case  may  be  obvious  ;  more  often, 
however,  an  aneurysm  which  erodes  the  vertebra;  sufficiently  to  bulge  into  the  spinal  canal, 
does  not  at  the  same  time  enlarge  forward  to  produce  a  tumour  that  can  be  recognized 
easily  by  palpation.  The  patient  will  generally  be  a  man  in  the  prime  of  life  who  has  had 
syphilis,  who  is  not  a  life  abstainer,  and  who  has  worked  hard  ;  Wassermann's  reaction 
may  be  positive.  Apart  from  a  pulsatile  tumour  the  symptoms  will  be  very  like  those  of 
paraplegia  from  spinal  caries. 

The  relationship  of  injury  to  transverse  myelitis  is  not  always  quite  straightforward. 
If,  for  example,  a  patient  who  has  syphilitic  endarteritis  of  his  spinal  vessels  receives  a 
kick  in  the  back  from  a  horse,  he  may  find  that,  by  next  day,  he  is  unable  to  move  his  legs  ; 
it  may  at  first  seem  obvious  that  the  kick  has  been  the  sole  cause  of  the  paraplegia,  when 
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the  real  cause  is  syphilis — the  kick  having  been  the  final  factor  which  led  to  thrombosis 
in  a  diseased  spinal  artery.  Transverse  myelitis  due  to  syphilis  is  exactly  comparable  in 
its  mode  of  origin  to  the  hemiplegia  which  results  from  endarteritis  obliterans  in  a  middle 
cerebral  artery.  There  is  no  pain  and  no  deformity  of  the  spine,  but  in  other  respects  the 
paraplegia  presents  the  same  features  as  does  that  which  is  due  to  compression  of  the  cord. 
Syphilis  is  by  far  the  most  imp>ortant  cause  of  this  primary  transverse  softening,  but  there 
are  a  considerable  number  of  other  maladies  in  which  a  similar  result  ensues  occasionally ; 
almost  any  infective  disease  may  lead  to  it ;  one  may  perhaps  mention  typhoid  fever, 
scarlet  fever,  and  influenza  in  particular.  In  infective  endocarditis  there  may  be  an 
additional  factor,  namely  embolism  of  the  cord,  though  this  is  decidedly  rare. 

If  it  is  found  that  the  arms  are  affected  as  well  as  the  legs,  it  is  unlikely  that  the  lesion 
is  transverse  myelitis,  unless  in  rare  and  anomalous  cases  such  as  those  mentioned  on 
page  62.  If  the  onset  has  been  slow,  the  course  progressive,  and  wasting  is  present,  with 
reaction  of  degeneration  in  the  muscles  of  the  hands  or  arms,  with  increased  knee-jerks, 
ankle-clonus,  and  extensor  plantar  reflexes,  but  no  anaesthesia,  the  malady  is  almost 
certainly  amyotrophic  lateral  sclerosis. 

If  there  are  increased  knee-jerks,  extensor  plantar  reflexes,  ankle-clonus,  ataxy, 
intention  tremors  in  the  hands,  nystagmus,  and  a  hesitancy  in  the  voice,  which  may  even 
be  of  the  type  described  as  '  scanning,'  the  disease  is  either  cerebellar  abscess  or  tumour, 
or  disseminated  sclerosis.  If  headache  and  vomiting  have  been  severe,  the  former  is  the 
more  probable,  and  the  diagnosis  may  be  clinched  by  finding  double  optic  neuritis. 
Abscess  will  be  more  likely  than  tumour  if  there  is  otorrhoea  or  pyrexia.  It  is  not 
uncommon  to  find  optic  atrophy,  with  either  concentric  diminution  in  the  fields  of  vision 
or  else  a  central  scotoma,  in  disseminated  sclerosis,  but  optic  neuritis  is  uncommon.  The 
difficulty  in  diagnosing  disseminated  sclerosis  arises  mainly  when  the  complaint  is  in  its 
early  stages  ;  the  patches  of  sclerosis  may  be  anywhere  in  the  cord,  and  before  the  affected 
fibres  atrophy  there  is  a  period  when  they  are  sometimes  able  to  conduct  impulses,  some- 
times not  ;  when  they  are  not  able  to  conduct,  there  are  numerous  symptoms,  and  in  a 
day  or  two,  when  conducting  power  recovers,  these  symptoms  are  gone  again  ;  this  varia- 
tion from  day  to  day  nearly  always  leads  to  a  diagnosis  of  neurosis  for  months  or  years 
before  the  true  nature  of  the  malady  becomes  obvious.  In  some  patients  a  central  scotoma 
may  develop  early,  leading  to  peculiar  symptoms,  such  as  the  inability  to  distinguish  a 
sovereign  from  a  shilling  if  the  light  is  not  good,  or  the  liability  to  run  into  people  without 
seeing  them  when  cycling.  If  ataxy  is  marked,  the  staggering  gait  may  lead  to  a  suspicion 
of  alcoholism  ;  the  patient  staggers  alternately  to  either  side  in  disseminated  sclerosis, 
whereas  in  tumours  of  one  cerebellar  hemisphere  the  tendency  is  to  stagger  constantly  to 
the  same  side.  Bladder  and  rectal  troubles  are  not  common  in  either  case,  and  yet  they 
may  be  prominent.  Parsesthesia  may  also  develop  in  disseminated  sclerosis,  although  as 
a  rule  there  is  no  sensory  disturbance  at  all. 

If  a  patient:  has  the  symptoms  of  spastic  paraplegia  and  ataxy,  without  anaesthesia, 
nystagmus,  or  changes  in  the  voice,  a  diagnosis  of  ataxic  paraplegia  will  usually  be  made. 
There  is  really  no  difference  between  this  and  what  has  been  called  combined  scleroses  of  the 
cord ;  in  both  conditions  there  is  degeneration  of  the  posterior  columns,  the  crossed 
pyramidal,  and  the  cerebellar  tracts.  Some  observers  use  the  term  combined  scleroses 
only  for  syphilitic  cases,  reserving  ataxic  paraplegia  for  similar  non-syphilitic  cases. 

Primary  lateral  sclerosis  was  a  relatively  common  diagnosis  until  it  was  found  that 
the  more  careful  the  examination  the  greater  was  the  likelihood  that  more  than  simple 
degeneration  of  the  crossed  pyramidal  tracts  would  be  found.  Partial  compression  of  the 
cord  produces  spastic  paraplegia  without  anaesthesia,  and  thus  simulates  primary  lateral 
sclerosis  as  described  above.  Disseminated  sclerosis  may  do  so  likewise,  and  so  on. 
Primary  lateral  sclerosis  should  never  be  diagnosed,  therefore,  till  all  the  other  affections 
in  which  the  lateral  columns  may  be  affected  have  been  excluded.  There  is  such  a  disease 
as  primary  lateral  sclerosis,  however  ;  it  is  generally  syphilitic  in  origin,  and  it  leads  to 
typical  spastic  paresis  of  the  legs,  with  increased  knee-jerks,  ankle-clonus,  extensor  plantar 
reflexes,  no  wasting,  no  R.  D.,  no  sensory  disturbances,  and  in  the  later  stages,  retention 
of  urine  with  overflow,  and  incontinence  of  faeces  ;  the  disease  is  generally  progressive, 
but  after  reaching  a  certain  point  it  may  remain  stationary  for  years,  or  even  improve  to 
a  slight  extent  for  a  time.     When  lateral  sclerosis  is  yet  in  an  early  stage,  a  valuable  sign 
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of  it  is  the  disappearance  of  the  abdominal  reflexes  ;   the  diagrams  (Figs,  210,  211)  may 

be  of  assistance  in  locating  the  level  of  the  cord  at  which  a  lesion  may  be  present. 

The  causes  of  paraplegia  that  remain  for  discussion  are  Landry's  paralysis,  general 

paralysis  of  the  insane,  functional  paraplegia,  and  malingering. 

Landry's  paralysis  is  probably  not  a  distinct  entity,  but  rather  a  very  acute  type  of 

perhaps  more  than  one  variety  of  paraplegia.     It  is  rare.     It  affects  young  adults,  who, 

hitherto  strong  and  well,  become  rapidly 
affected  by  paralysis  which  starts  in  the  legs 
and  quickly  ascends  to  the  trunk  and  amns, 
and  may  even  involve  the  neck  and  cranial 
nerves.  It  either  gets  well  quite  rapidly,  or 
else  kills  the  patients  in  a  few  hours  or  days 
by  affecting  the  intercostal  muscles  and  dia- 
phragm, with  consequent  asphyxia.  There 
may  be  slight  pains  in  the  affected  parts 
shortly  before  paralysis  sets  in,  but  sensory 
symptoms  are  generally  slight,  or  absent.  The 
nature  of  the  malady  is  obscure,  but  if  one 
were  to  regard  it  as  a  very  acute  and  wide- 
spread anterior  poliomyelitis,  one  could  account 
both  for  its  main  symptoms,  its  rapid  fatality 
in  some  cases,  and  its  equally  rapid  recovery 
in  others.  Moreover,  seeing  that  the  patient 
cither  dies  or  recovers  so  quickly,  it  is  not 
surprising  that  there  is  no  time  for  the  develop- 
ment of  obvious  muscular  wasting  or  reaction 
of  degeneration. 

Paraplegia  in  cases  of  general  paralysis  of 
the  insane  does  not  arise  until  the  third  stage 
of  that  malady  is  reached  ;  by  that  time  the 
diagnosis  is  generally  obvious  ;  the  paraplegia 
is  part  of  a  general  and  extreme  weakness,  and 
the  patient  is  bedridden. 

Functional  paraplegia  and  malingering 
should  never  be  diagnosed  until  all  organic 
causes — particularly  disseminated  sclerosis  and 
spinal  caries — have  been  excluded.  Malinger- 
ing may  be  suggested  by  the  particular  circum- 
stances of  the  case — the  patient  may  be  a 
nervous,  self-conscious  girl  who  desires  to 
attract  sympathy,  or  an  out-of-work  who 
wants  to  get  a  night's  shelter  in  a  hospital  ; 
careful  observation  generally  leads  to  the 
detection  of  the  fraud.  Functional  paraplegia 
is  less  easy  to  be  sure  of,  and  in  many  patients 
that  which  may  at  first  be  regarded  as  func- 
tional ultimately  turns  out  to  be  organic ;  this 
is  especially  true  in  the  case  of  disseminated 
sclerosis.  The  paraplegia  is  never  of  the 
primary  muscular,  or  the  lower  neuron  type, 
there  being  no  wasting  and  no  R.D.  The 
muscles  remain  of  good  bulk  as  they  do  in 
the  upper  neuron  type  of  paraplegia,  but 
although  the  knee-jerks  may  be  unduly  brisk, 
the  plantar  reflexes  remain  flexor,  and  there  is 
If  there  is  anaesthesia,  the  distribution  of  the  latter  is  some- 
it  may,    for    instance,  start  sharply  at  the  knee  and  cease 


Fig.  210. — Diagram  of 
sensory  localization  in  the 
fipinal  cord. 


Fig.  211. — Diagram 
lo<'alization  of  reflex  cen- 
tres in  the  npinal  cord. 


no  maintained  ankle-clonus 
times  obviously  functional 
suddenly  at  the  ankle,  or  in  some  other  way  indicate  that  it  corresponds  neither  to  the 
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segments  of  the  spinal  cord  nor  to  the  distribution  of  the  peripheral  nerves.  It  is  by 
anomalies  of  this  kind,  which  make  it  impossible  to  fit  in  the  ease  with  any  organic 
lesion,  that  functional  paraplegia  is  diagnosed  by  a  process  of  exclusion.         Herbert  French. 

PARASITES,     INTESTINAL.— Tapc-j:w>r/w«.— The    commonest    symptom    of    the 
existence  of  a  tape-worm  is  the  passage  of  the  detached  terminal  segments  per  rectum  in 
longer  or  shorter  tape-like  strips.     The  only  condition  for  which  these  might  be  mistaken 
is  muco-membranous  colitis,  in  which  long,  narrow,  white  mucous  casts  of  the  bowel  may 
be  passed  with  the  motions  (Fig,  172,  p.  398).     It  is  easy  to  distinguish  these,  however, 
if  the  suspected  material  is  floated  in  water,  for  in  the  case  of  a  cast  of  the  bowel  a  central 
lumen  will  be  found   which  is  not  present  in  the  tape- 
worm.    There  is,  moreover,   no   regular  segmentation  in 
the    case    of    muco-membranous    colitis,    whereas    tape- 
worms are  obviouf^ly  segmented.     If  any  doubt  remains, 
examination  with  a  lens  will  show  the  glandular  structure 
of  the  uterus  in  the  tape-worm   segments,  and  no  such 
structure    in  the   strips  of  mucus  in  muco-membranous 
colitis.     It  is  sometimes  stated  that  picking  of  the  nose 
and  a  voracious  appetite  are  symptoms  of  the   presence 
of  some  kind  of  intestinal   parasite  ;    but  this  is  hardly 
ever  the  case  ;   if  constitutional  symptoms  develop  at  all, 
they  take  the  form  of  deficiency  of  appetite,  with  more 
or  less  anaemia,  which   may   become  profound  ;  there  is 
often    considerable    Eosinophilia    (p.    218).     The  three 
forms  of  tape-worm  that  occur  in  the  human  intestine 
are  Tcenia  solium,  T.  mediocanellaia,  and  Boihriocephalus 
latxis,  the  commonest  in  Great  Britain  being  the  T.  medio- 
canellata,  the  cystic  stage  of  which  is  spent  in  cattle.    T, 
solium  is  derived  chiefly  from  pig-meat,  whilst  Bothrio- 
cephalus  latus  occurs  mainly  in  those  who  live  much  on 
fresh-water  fish.     It  may  be  possible  to  make   the  dia- 
gnosis of  T.  mediocanellata  by  holding  the  segments  up  against  a  bright  light  and  seeing 
a   median   streak    or   water-channel,  in  addition  to  one  down  either  edge  of  each  strip, 
this  middle  water-channel  giving  the  name  to  the  parasite.     The  ultimate  proof  of  the 
nature  of  the  tape-worm,   however,  is   afforded  by  the  characters  of  the  head,  that  of 
T.  solium  having  four  sucking  discs,  with  a  rostrellum  surrounded  by  thirty-four  booklets 
(Figs,  212,  213)  ;    that  of  T.  mediocanellata  four  circular  sucking  discs  and  no  booklets 

(Fig.  214)  ;  whilst  that  of  the 
Bothnocephalus  latus  has  a 
more  or  less  conical  head,  with 
two  elongated  lateral  sucking 
discs  and  no  booklets  (Fi^.  215). 
The  degree  of  anaemia,  chlorotic 
in  type,  is  usually  greatest  with 
Boihriocephalus  latus,  least  with 
T.  mediocanellata,  and  the  same 
also  applies  to  the  degree  of 
eosinophilia.  The  eggs  of  the 
tape-worm  are  unmistakable 
(Fig,  216);  they  are  spherical, 
with  a  dark-brown  central  por- 
tion, and  a  lighter  striated 
broad  capsule. 

Microscopical  Examination  of  Fwces. — One  of  the  best  ways  of  preparing  fteces  for 
microscopical  examination  for  the  ova  of  parasites  or  for  other  solid  particles,  is  to  put  about  as 
much  as  would  cover  a  shilling  into  a  test-tube,  filling  the  latter  two-thirds  full  of  normal  saline 
solution  (IJ  dr.  of  salt  to  a  pint  of  water),  corking  the  tube,  and  shaking  it  vigorously  in  order  to 
break  up  the  faeces  as  much  as  possiible  ;  on  allowinfj  to  stand  for  twenty  minutes,  the  upper  part 
of  the  fluid  remains  opaque  with  fine  debris,  whilst  the  heavier  particles,  including  the  ova  of 


Fig.  212. — Head  of  Ttvuia  solium : 
showing  four  suckijifi:  diiscs  and  thirty- 
four  liooklets,  nlterimtely  loiif?  and  short. 
(Medium  power.)  (From  a  specimen  in 
the  possession  of  Mr.  Ptllischer,  New  Baud 
Street,    \y.) 


Fiq.  213.— Head  of 
T<fnia  solium^  seini- 
di:H,'r.immatic.  (Low 
power.)  (Prom 
French's  Medical  la- 
boratory  Methods.) 


Fig.  214.— Tlearl  of 
7'(f/iia  nutliocantlln'a. 
(Low  power.)  (I'roni 
French*?*  Medical  La- 
horatonj  Methods.) 


Fig.  215.  -~  Lateral 
view  of  head  of  Bothrio- 
cephalus  latus,  showinj^ 
loiiiritudinal  sucking 
disc.     (Low  power.) 
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parasites,  have  sunk  to  the  bottom  ;  the  supernatant  opalescent  or  opaque  fluid  may  now  be  poured 
off,  and  the  more  definite  residue  again  shaken  up  with  normal  saline  and  allowed  to  stand  for 
another  twenty  minutes  ;  this  process  is  repeated  until  the  supernatant  fluid  becomes  clear  after 
it  has  stood  for  the  twenty  minutes,  and  then,  when  as  much  of  the  fluid  as 
possible  has  been  poured  away,  a  drop  of  the  sediment  is  taken  up  in  a  pipette, 
transferred  to  a  microscope  slide,  covered,  the  excess  of  fluid  removed  with 
filter  paper,  and  the  specimen  examined  either  with  the  §  in.  or  }  in.  objective, 
preferably  with  the  mechanical  stage.  Such  a  specimen  exhibits  all  sorts  of 
vegetable  cells,  keratin  particles,  and  so  forth,  which  may  at  first  be  regarded 
as  ova,  but  when  the  actual  ovum  of  an  intestinal  parasite  is  seen,  there  is 
Fig.  216.— Ovum  of  seldom  any  doubt  about  it. 
Tcenia   solium,    semi- 

P owe"^?^"^  F r oin  Round-worms. — The  only  round-worm  that  occurs  in  Great  Britain 

borai^^^ Metho^f)  ^^       '^  ^^^  AscaHs  lumbHcoides .     This  parasite  may  or  may  not  give  rise  to 
symptoms  ;    if  it  does  so,    they   take   the   form  of  slight  and  obscure 
nervous  and  gastro-intestinal  disorders.      More  often  the   diagnosis  is  quite  unsuspected 
until  one  of  the  worms  is  found  in  the  bed,  having  crawled  out  per  anum,  especially  when 
the  patient,  generally  a  child,  falls  ill  of  some  febrile  malady.     If  round-worms  have  been 
found   previously,  and  if  the  existence    of  others  is  suspected,  the 
diagnosis  may  be  confirmed  by  discovering  the  typical  ova  (Fig,  217) 
in    the    faeces  :    their   chief  characters  are  their  relatively  large  size, 
oval  shape,  and  irregular  membranous  envelope  outside  the  chitinous 
shell.     This    worm   does   not    produce    eosinophilia  as  a  rule,  but  in 
exceptional  cases  it  may  do  so. 

Thread-worms. — Oxyiiris   vermicularis,   if  present  at  all,  usually 

occurs  in  hundreds,  and  can  be  detected  immediately  by  examination 

_  of    the    faeces    with    the 

naked  eye.     Each  para-  

site  is  rather  more  than 

i  in.  in   length,  without         Fiy-  ei;.— ovutn  ot 

,  ..  .  .  A. scar  is     himbriroidf*. 

any  colour;  its  extremi-  (\u<ru  power.)  (From 
ties  project  from  the  ^::;:;^'i\;i!:^:f '^'''- 
faecal    mass,    and    move 

about  slowly,  like  threads  waving  in  the  air. 
These  parasites  produce  no  eosinophilia.  The 
patients  are  nearly  always  children,  and  there 
may  be  no  symptoms  at  all ;  but  more  often 
there  is  considerable  irritation  around  the 
anus,  and  in  young  girls  about  the  vulva. 
Gonorrhoea  has  before  now  been  suspected 
when  the  vulvar  infection  was  really  due  to 
the  Oxyuris  vermicularis. 

The  Whip-worm  (Trichocephalus  dispar) 
is  in  itself  an  entirely  unimportant  parasite 
occurring  in  the  caecum  and  large  intestine 
(Fig.  218),  and  producing  no  symptoms  what- 
ever. The  worm  with  its  tail  is  about  IJ  in. 
in  length,  and  it  is  often  coiled  up  watch- 
spring-wise.  Its  appearances  are  unmistak- 
able ;  its  ovum  (Fig.  219)  looks  more  or  less 
like  a  running-cork,  and,  with  its  deep  brown 
central  parts  and  clear  ends,  it  is  quite 
characteristic.  Whip-worms  are  present  to 
the  extent  of  nearly  10  per  cent  of  all  the 
inhabitants  of  some  cities.  They  produce  no 
eosinophilia,  blood-changes,  or  symptoms. 

The  Hook-worm  (Ankylostomum  duoden- 
Fhj.  2i>^  -\\iiiv-v.orms( Trirhncrpfiu/usdispary^n  the  i-iix'um    fii^\  (Fig.  220). — This  is  not  &  ffcncral  parasite 

aixl    jist'ornliiii?   ooloii.      (From   a   specimni    in    the    iionhm       .      Vr^         .      ,,    ..     .  ,  ,  *•  ; 

Musenm.  Cny's  Hospital.)  iw    Great    Bntam,    but    has    afTected    many 

persons   in  certain  districts  as  the  result  of 
introduction  from  abroad,  particularly  amongst  lead-miners  in  Cornwall.     Outbreaks  also 
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Fig.  C19.— Ovum  of  Tri- 
chocephalus  dispar.  fHi»h 
power.) 

fFram  French';*  Medical 
Laboratory  Methods.) 


occurred  in  the  workers  in  the  St.  Gothard  tunnel,  and  the  disease  is  prevalent  in  many 
parts  abroad,  especially  in   India,  Egypt,  Brazil,  and  Jamaica.     The  infection  is  carried 
from  faeces  to  soil,  from  the  soil  to  the  hands,  thence  to  the  mouth, 
and  so  to  the  alimentary  canal.     The  symptoms  are  for  the  most  part 
those  of  progressive  ansemia  and  asthenia,  inability  to  continue  with 
work,  oedema  of  the  lower  extremities,  anasarca,  shortness  of  breath, 
and  the  occurrence  of  boil-like  skin  eruptions,  described  popularly  as 
the  'flowers'  of  the  disease.     The  appearance  of  the  patient  may 
suggest   pernicious   anaemia,    and    the    blood-count   may    sometimes 
seem  to  confirm  this  diagnosis  at  first ;  for  whereas  a  great  many  of 
the  patients   have  a  severe   chlorotic  type  of  anaemia,  some  have  a 
marked  reduction  of  the  red  corpuscles  and  a  slightly  less  reduction  of 
the  haemoglobin,  so  that   there  is  a  high  colour-index  such  as  is  characteristic  of  per- 
nicious anaemia.      There  is  generally  no  leucocytosis,  but  the  differential  leucocyte-count 

may  suggest  the  diagnosis  at  once,  for  nearly  all  the  patients 
present  a  considerable  degree  of  eosinophilia.  The  adminis- 
tration of  anthelmintics  such  as  thymol  may  lead  to  the 
evacuation  of  the  mature  worms,  which  may  be  recognized  in 
the  faeces  (Fig.  27,  p.  79),  each  being  from  i  to  §  in.  in  length. 
The  ova  (Figs,  28  and  29,  p.  80)  are  oval,  with  a  clear  transpar- 
ent shell  and  coiled- up  embryo  parasite.  Melaena  is  another 
symptom  which  may  be  prominent  in  some  of  these  cases. 

The  two  intestinal  parasitic  affections  which  produce  the 
most  serious  anaemias  and  other  toxic  effects  in  man  are  Anky- 
lostomum  duodenale  and  Bothriocephalus  latus.     Herbert  French 

PARESIS.— (See  Paralysis,  p.  491,  et  seq.) 

PENIS,  DISCHARGE  FROM.— (See  Discharge,  Ure- 
thral, p.  181.) 

PERISTALSIS,  VISIBLE.— The  importance  of  visible 
peristalsis  lies  in  the  fact  that  it  is  always  pathological 
except  in  a  few  cases  in  which  its  unimportant  nature  is 
immediately  obvious.  The  two  chief  conditions  which  render 
the  normal  movements  of  the  bowels  visible  are  divarication 
of  the  abdominal  recti  muscles,  and  ventral  herniation  of  a 
laparotomy  scar.  The  latter  is  obvious  at  once  ;  the  former 
is  best  detected  when  the  recumbent  patient,  who  is  generally 
a  multiparous  woman  with  a  soft  flabby  abdomen,  tries  to 
raise  her  head  and  thorax  from  the  couch  without  the  use  of 
her  arms  ;  the  contracting  recti  come  together  then,  and  close 
over  the  gap  in  the  middle  line  in  which,  under  the  stretched 
and  unsupported  skin,  the  bowel  movements  had  been  seen. 
In  almost  all  other  circumstances  visible  peristalsis  is  patho- 
logical ;  it  may  then  be  divided  into  two  types — agastric,  and 
intestinal. 

Gastric  Peristalsis  takes  the  form  of  a  comparatively 
large  swelling  in  the  upper  part  of  the  abdomen,  coming  and 
going,  generally  appearing  from  under  the  region  of  the  left 
ribs,  progressing  slowly  downwards  and  to  the  right,  where  it  fades  away  and  disappears  ; 
it  corresponds  more  or  less  with  the  greater  cur\'ature  of  the  stomach.  It  is  often  stated 
that  a  return  wave,  passing  along  the  lesser  curvature  from  right  to  left,  can  also  be  made 
out,  but  this  is  exceptional.  Sometimes,  instead  of  progressing,  it  comes  and  goes  almost 
in  the  same  spot,  varying  in  shape  but  scarcely  in  position.  The  exact  site  of  the  wave 
must  depend  mainly  upon  the  size  and  position  of  the  stomach.  It  indicates  pyloric  or 
dtiodenal  obstruction,  and  its  presence  serves  to  exclude  atonic  gastrectasis.  There  may  or 
may  not  be  other  signs  of  dilated  stomach,  particularly  a  widelj'^  distributed  succussion 


Fig.  220. — Aukylostxuniaals  of  the 
dacxlenum.  {From  a  iprcimeit  in 
the  (iordon  Museum,  (Jutj's  Hospital.) 
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splash,  vomiting  of  large  volumes  of  fermenting  fluid  at  relatively  long  intervals,  and  a 
greatly  increased  bismuth  a:-ray  shadow.  Whether  the  pyloric  stenosis  is  simple  or  malig- 
nant has  to  be  decided  upon  other  grounds. 

Visible  Intestinal  Peristalsis  is,  with  the  limitations  discussed  above,  one  of  the 
surest  signs  of  grave  intestinal  obstruction.  There  are  almost  certain  to  be  abdominal 
distention,  vomiting,  and  constipation  along  with  it,  and  the  discussion  of  the  differential 
diagnosis  of  the  different  causes  of  these  symptoms  will  be  found  elsewhere.  The  great 
importance  of  visible  peristalsis  is  seen  in  those  doubtful  or  obscure  cases  in  which  the 
patient  seems  hardly  ill  enough  to  be  suffering  from  intestinal  obstruction.  It  may  be 
thought  that  colic,  the  result  of  some  indigestible  article  of  diet,  is  a  more  likely  diagnosis, 
and  that  a  dose  of  castor  oil  will  cure  the  malady.  Rather  than  wait  for  increasing 
severity  of  the  symptoms  to  clinch  the  diagnosis  in  these  cases,  it  is  most  important  to 
arrive  at  a  diagnosis  of  the  necessity  for  laparotomy  at  the  earliest  possible  moment  if  life 
is  to  be  saved.  If  the  small  intestine  alone  is  involved,  the  waves  are  multiple,  and  they 
run  more  or  less  transversely  across  the  abdomen — the  ladder-rung  type  ;  when  the  colon 
is  obstructed,  vertical  waves,  especially  in  one  or  both  flanks,  are  the  chief  form  the  peri- 
stalsis takes.  Definite  and  visible  intestinal  peristalsis  is,  so  far  as  any  single  sign  can  be 
relied  on,  an  almost  infallible  indication  of  the  need  for  laparotomy  in  any  case  in  which 
the  other  symptoms  and  the  history  point  to  a  possibility  of  intestinal  obstruction. 

Herbert  French. 

PERSPIRATION,  ABNORMALITIES  OF.— (See  Sweating,  p.  654.) 

PHOSPHATURIA — This  is  a  term  the  precise  significance  of  which  is  by  no  means 
clear  ;  the  meaning  it  conveys  to  one  observer  is  not  always  that  which  it  implies  to 
another.  Some  restrict  it  to  conditions  in  which  the  total  quantity  of  phosphates  in  each 
day's  urine  is  greater  than  the  average  maximum.  Others  use  the  term  when  there  is  a 
spontaneous  deposit  of  phosphates  in  the  specimen  glass.  Others  would  include  cases  in 
which,  on  applying  the  boiling- test  for  albumin,  a  cloud  of  phosphates  comes  down.  So 
loose  is  the  application  of  the  word  phosphaturia  that  it  is  generally  used  whenever  anything 
arises  to  remind  the  observer  ocularly  of  the  fact  that  the  urine  contains  any  phosphates 
at  all. 

What  is  really  required  is  a  series  of  different  terms  to  express  the  following  conditions  : — 

1.  Circumstances  in  which  a  greater  quantity  of  phosphates  is  habitually  passed 
in  the  urine  than  is  the  average  maximum  in  health. 

2.  The  spontaneous  deposition  of  phosphates  in  a  urine  that  has  stood  in  a  specimen 
glass  until  cold. 

3.  The  spontaneous  deposition  of  phosphates  in  the  bladder,  so  that  the  urine  is  thick 
and  milk-like  when  it  is  being  passed. 

4.  The  deposition  of  phosphates  as  a  white  cloud  when  the  urine  is  heated. 
Absolute  Phosphaturia. — The  phosphoric  acid  in  the  urine  is  chiefly  exogenous,  i.e., 

derived  from  phosphates  in  the  food.  It  is  chiefly  in  inorganic  combination  as  salts  of  the 
alkalies  and  alkaline  earths.  There  is  a  certain  small  percentage  of  urinary  phosphorus 
derived  from  the  katabolism  of  nuclein  and  lecithin,  but  the  amount  derived  from 
these  in  healthy  f>ersons  is  very  slight  as  compared  with  that  which  comes  direct  from  the 
food,  so  that  the  phosphates  almost  disappear  from  the  urine  during  starvation.  There 
are  wide  variations  in  the  amounts  excreted  by  normal  persons  ;  the  average  is  8*5  grams 
per  diem,  but  the  healthy  limits  are  as  far  apart  as  1  gram  and  8  grams. 

It  has  been  asserted  that  persons  whose  business  entails  great  wear  and  tear  of  the 
nervous  system  excrete  more  than  the  average  amount  of  phosphates,  and  the  same  has 
generally  been  held  to  be  true  of  sufferers  from  certain  nervous  disorders  of  the  hysterical 
or  neurasthenic  type,  particularly  when  sexual  matters  are  in  question.  There  is  very 
little  evidence,  however,  to  show  that  there  is  any  real  increase  in  the  urinary  phosphates 
in  these  eases.  There  is  often  a  very  abundant  deposit  of  phosphates  on  applying  the  heat 
test  to  the  urine,  and  this  may  give  the  impression  that  the  total  quantity  of  phosphates 
present  must  be  above  the  normal ;  but  the  impression  has  not  been  confirmed  by  exact 
analysis.  There  is  only  one  well-defined  condition  in  which  there  is  absolutely  and  persist- 
ently more  phosphate  in  the  urine  than  healthy  limits  would  allow,  and  that  is  phosphatic 
diabetes — a  very  rare  condition,  of  which  the  main  features  are  thirst,  emaciation,  aching 
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in  the  loins  and  back,  and  polyuria  without  sugar  but  with  an  absolute  excess  of  phos- 
phates in  the  urine. 

Physiolo^  of  Phosphatic  Deposits. — In  nearly  every  case  the  deposition  of  phos- 
phates is  a  purely  physiological  process.  A  molecule  of  phosphoric  acid,  H3PO.,  contains 
three  hydrogen  atoms.  Each  of  these  can  be  replaced  separately  by  an  atom  of  any  mono- 
basic metal,  such  as  sodium.  Three  types  of  salts  are  formed,  according  as  one,  two,  or 
three  of  the  hydrogen  atoms  have  been  replaced,  as  in  the  following  examples  : — 

NaH^PO^       -  -       Sodium    dihydric   phosphate 

Na^HPO^       -  -       Sodium  monohydric  phosphate 

Na.jPO^  -  -       Sodium  phosphate. 

These  salts  may  all  be  present  in  the  same  urine,  the  proportions  of  each  varying  with 
the  amount  of  phosphoric  acid  present,  on  the  one  hand,  and  the  total  amount  of  bases 
(i.e.,  sodium,  potassium,  etc.),  and  the  total  quantities  of  other  acids  present  in  the  form 
of  chlorides,  sulphates,  and  so  forth,  on  the  other.  The  greater  the  quantity  of  chlorides 
and  sulphates,  the  greater  will  be  the  amount  of  the  metallic  bases  required  to  form  them, 
and  consequently  the  less  will  be  the  amount  of  bases  left  to  combine  with  phosphoric 
acid  ;  the  result  must  then  be  a  relative  excess  of  NaHgPO^.  Conversely,  the  scantier 
the  chlorides  and  sulphates,  and  the  more  abundant  the  bases,  the  greater  will  be  the  pro- 
portion of  Na2HP04  and  NagPO^. 

Now  the  three  sodium  salts  differ  from  one  another  in  at  least  two  physical  respects — 
their  action  upon  litmus,  and  their  solubility  in  water.  Sodium  dihydrogen  phosphate 
(NaHgPO^)  turns  blue  litmus  red — in  other  words,  it  is  an  acid  phosphate.  The  acidity 
of  ordinary  urine  is  mainly  due  to  it.  Sodium  monohydrogen  phosphate  (NajHPOj)  is 
also  an  acid  salt  technically  speaking,  and  there  are  some  colour  tests  which  exhibit  the 
acid  reaction  with  it ;  litmus,  however,  is  not  one  of  these,  for  Na2HP04  turns  red  litmus 
blue.  When  a  given  urine  contains  more  NajHPO^  than  NaHgPO^,  the  reaction  of  that 
urine  to  litmus  is  alkaline  ;  that  is  to  say,  it  turns  red  litmus  blue  and  does  not  turn  blue 
litmus  red.  Some  urines  have  what  is  known  as  an  amphoteric  reaction — they  turn  red 
litmus  bluish  and  blue  litmus  reddish — a  different  thing  from  neutrality  of  reaction,  in 
which  neither  red  litmus  nor  blue  is  turned  in  colour  at  all.  The  cause  of  the  amphoteric 
reaction  of  a  urine  is  the  even  balance  in  that  urine  of  the  NagHPO^  on  the  one  hand  and 
of  the  NaHgPO.  on  the  other. 

Now  the  dihydrogen  phosphate  is  much  more  soluble  in  water  than  is  the  mono- 
hydrogen  phosphate,  whilst  the  tribasic  phosphates  are  as  a  rule  far  less  soluble  still. 
When  it  is  stated,  therefore,  that  phosphates  are  more  soluble  in  acids  than  they  are  in 
alkalies,  it  must  be  remembered  that  it  is  not  a  question  of  a  difference  of  solubilities  of  the 
same  salt  of  phosphoric  acid,  but  of  an  acid  urine  containing  the  bulk  of  its  phosphates  in  a 
salt  different  from  the  one  present  in  an  alkaline  urine.  The  very  fact  of  a  urine  being 
alkaline  means  that  there  is  relatively  little  of  the  more  soluble  NaHgPOj  present,  and  rela- 
tively much  of  the  less  soluble  Na2HP04  and  NagPO^.  Conversely,  the  fact  that  a  urine 
is  acid  implies  that  the  phosphates  are  relatively  more  abundant  in  the  soluble  NaH2P04 
form  than  they  are  either  as  NagHPO^  or  Na3P04.  As  a  matter  of  fact,  the  three  degrees 
of  phosphates  of  sodium,  potassium,  and  ammonium  are  all  so  soluble  that  they  practically 
never  become  precipitated  spontaneously,  nor  do  they  take  part  in  forming  calculi.  It 
is  the  phosphates  of  calcium  and  magnesium  that  form  precipitates,  but  what  has  been 
said  above  of  sodium  phosphate  applies  equally  to  calcium  and  magnesium  phosphates. 
The  less  acid  a  urine  is,  the  more  will  the  less  soluble  varieties  of  calcium  and  magnesium 
phosphate  preponderate,  and  it  is  on  this  account  that  phosphates  come  down  in  alkaline 
or  neutral  rather  than  in  acid  urines. 

Again,  it  is  often  stated  that  phosphates  are  less  soluble  in  hot  urine  than  they  are  in 
cold,  and  this  is  given  as  the  reason  for  the  cloud  of  precipitated  phosphates  that  so  often 
forms  when  a  urine  that  is  not  already  very  acid  is  boiled.  This,  however,  does  not  express 
the  real  reason  for  the  cloud  ;  the  heat  does  not  precipitate  the  same  phosphate  as  the  cold 
urine  contained,  but  leads  to  the  formation  of  a  different,  and  less  soluble,  phosphate. 
The  calcium  monohydrogen  phosphate  dissociates  into  calcium  dihydrogen  phosphate  and 
normal  calcium  phosphate  ;   it  is  the  latter  which  is  so  insoluble  that  it  comes  down  : 

4CaHP04  ----  Ca^(P04)^  +  CaCH.PO^)^ 

MecUum  solubility.  Kelativelv  insoluble,  nnd  so  Uelatively  the  nioht 

cominu  flown  aa  a  cloud.  soluble  of  the  three. 
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Milky  Urine. — The  urine  of  many  healthy  people,  especially  children,  and  eaters  of 
large  public  dinners,  is  sometimes  milk-like  when  it  is  passed  soon  after  a  full  meal.  Many 
a  person  has  become  alarmed  at  the  sight,  and  has  feared  some  grave  disorder  of  the  sexual 
organs  or  functions,  especially  either  gonorrhoea  or  spermatorrhoea.  The  condition  is 
physiological.  It  results  from  increased  quantities  of  hydrochloric  acid  being  required  in 
the  stomach  at  the  time.  The  result  of  this  is  that  the  urine  temporarily  contains  such  an 
abundance  of  bases  in  proportion  to  acids  that  the  less  soluble  monohydrogen  phosphates 
exceed  the  more  soluble  dihydrogen  phosphates,  and  they  may  become  precipitated  even 
in  the  urine  that  is  still  within  the  bladder.  The  commonest  salt  to  come  down  is  calcium 
monohydrogen  phosphate,  CaHPO^,  which  is  either  amorphous,  or  else  assumes  the  form 
familiar  as  *  stellar  phosphate.'  MgHPO^  may  come  down  with  it  in  the  form  of  amor- 
phous particles,  or  as  needles. 

The  alternation  between  oxaluria  and  phosphaturia  exhibited  by  some  individuals  is 
discussed  on  p.  424. 

Ammonio-inagnesiuiii  Pliospliate.— This,  generally  known  as  triple  phosphate, 
MgNH.PO.,  is  comparatively  insoluble,  and  when  precipitated  it  nearly  always  assumes 
the  form  of  prisms — the  familiar  '  knife-rester  '  or  '  cof¥in-lid  '  crystals  {Fig,  221).  It 
is  clear  that  these  will  come  down  only  when  the  urine  contains  ammonia.  The  latter  may 
of  course  have  been  produced  by  ammoniacal  decomposition  of  urea  after  the  urine  was 

passed.  If  urinary  decomposition  after  passage  can  be 
excluded,  however,  it  is  usually  stated  that  the  presence 
of  ammonio-magnesic  phosphate  crystals  indicates  a  puru- 
lent lesion  in  the  urinary  tracts,  especially  in  the  bladder. 
It  is  quite  true  that  ammoniacal  urines  from  cases  of 
cystitis  often  abound  in  crystals  of  triple  phosphate.  The 
diagnosis  is  given  by  the  pus  cells  and  so  forth,  however, 
and  not  by  the  triple  phosphate  crystals.  It  is  important 
to  remember,  moreover,  that  each  day's  urine  normally 
contains  enough  ammonia  for  ammonio-magnesic  phos- 
phate crystals  to  occur  in  an  absolutely  healthy  urine, 
even  apart  from  decomposition  on  standing.  This  fact 
detracts  very  greatly  from  the  value  formerly  attributed 
to  the  detection  of  triple  phosphate  crystals  in  the  urine. 
Indeed,  the  importance  of  phosphates  in  the  urine  lies 
almost  entirely  in  the  fact  that  errors  of  interpretation  may  arise  unless  their  physi- 
ological behaviour  is  clearly  understood.  Microscopically  they  are  often  amorphous, 
but  the  three  well-defined  forms  of  crystals  shown  in  Fig,  221  may  be  recognized  micro- 
scopically. The  chief  chemical  test  is  the  addition  of  dilute  acetic  acid,  which  causes  a 
precipitate  of  phosphates  to  clear  up.  The  main  importance  of  recognizing  them  correctly 
is  to  avoid  mistaking  phosphates  for  pus  in  the  case  of  a  spontaneous  deposit,  for  sper- 
matozoa, or  gonorrhcea,  when  the  urine  comes  milky  from  the  urethra,  and  for  albumin  in 
the  case  of  the  boiling-test  for  the  latter.  Herbert  Frettch. 


Fig. 


21.— Triple  phospliatc  crystals. 


PHOTOPHOBIA,  or  intolerance  of  light,  may  be  due  to  three  main  groups  of  causes 
namelv  : — 


1.  Causes  in  tlie  Eye  itself: — 


Foreign  body 

Injury 

Conjunctivitis 

Ophthalmia 

Keratitis 

llee ration  of  the  cornea 


Iritis 

Cyclitis 

Glaucoma 

Retinitis 

Retrobulbar  neuritis 


Kye-strain  from  close  work  m 
those  suffering  from  uncor- 
rected errors  of  refraction, 
especially  astijjmatism  and 
hypermetropia. 


:.  Certain  Occupations: 

Involving  work  under  cyc-straining  conditions,  such  as  affect  furnace  stokers,  electric 
steel  welders,  workers  in  strong  sunlight,  those  who  are  exposed  to  the  da/.zle  of  snow 
in  strong  sunshine,  those  who  come  out  into  strong  daylight  after  prolonged  work  in 
the  dark,  as  in  coal  pits  ;  those  who  work  much  with  a; -rays.  Some  persons  are 
unable  to  stand  any  strong  light,  whether  of  the  sun,  gas,  or  electric. 


Digitized  by 


Google 


PHOTOPHOBIA  525 


3.  Causes  not  piimarily  in  the  Eye  itself: — 

(a).  Some  fevers^  especially  : — 

Measles  |      Influenza  |      Typhus. 

(6).  Intracranial  lesions  : — 


Tuberculous 

gitis 
Suppurative 

gitis 


Epidemic  cerebrospinal  men- 
ingitis 
Acute  encephalitis 


Syphilitic  pachymeningitis 
Cerebral  tumour. 


(c).  After  the  administration  of  some  drugs  : — 

Arsenic  |      Potassium  iodide  |      Potassium  bromide. 

(d).  Functional  conditions  : — 

Migraine  |  Tic  douloureux  |    Hysteria  |   Sick  headache. 

(e).  Supra-orbital  herpes  zoster, 
if).  Severe  anosmia  (see  An.emia,  p.  20). 
ig).  Secondary  to  dyspepsia  or  constipation, 
(h).  Malingering. 

Some  idea  of  the  cause  will  generally  present  itself  as  soon  as  the  patient  gives  an 
account  of  how  the  trouble  began  and  how  it  has  progressed.  By  itself  photophobia  is 
seldom  a  symptom  of  diagnostic  significance,  and  nearly  always  there  will  be  other  sym- 
ptoms to  assist  one.  The  eyes  should  be  examined  carefully  in  the  first  place,  to  find  or 
exclude  a  local  cause,  esf>ecially  glaucoma,  which  is  the  most  serious  of  the  local  lesions  ; 
it  is  associated  in  acute  cases  not  only  with  severe  photophobia,  but  also  with  acute  pain 
in  the  eye  (see  Eye,  Acute  Inflammation  of,  p.  231).  Retinal  changes  will  be 
discovered  by  ophthalmoscopic  examination  (see  Ophthalmoscopic  Appearances,  p. 
415).  Retrobulbar  neuritis  may  not  cause  any  visible  changes  in  the  optic  disc,  at  any 
rate  not  until  several  days  have  elapsed,  by  which  time  optic  neuritis  may  be  visible  ; 
but  it  may  be  suggested  by  the  rapid  onset  of  impaired  vision  without  increased  intra- 
ocular tension  as  in  glaucoma,  going  on  perhaps  to  temporary  complete  blindness 
(p.  760). 

Eye-strain  from  errors  of  refraction  requires  special  ophthalmic  knowledge  for  its 
exact  determination,  though  it  may  be  suggested  by  the  circumstances  of  the  case. 

Occupation  photophobia  will  be  likely  if  the  patient  works  under  peculiar  conditions 
of  light,  though  it  will  be  necessary  to  exclude  organic  lesions  in  the  eyes  by  a  thorough 
ophthalmic  examination.  When  local  eye  conditions  have  been  excluded  definitely,  the 
cause  of  photophobia  will  generally  be  either  pretty  clear  at  once  or  soon,  or  else  open  to  so 
much  doubt  that  the  actual  cause  may  be  one  of  conjecture  only. 

It  will  not  be  the  photophobia,  but  other  symptoms,  such  as  the  rash,  the  fever,  and 
the  course  of  the  disease,  which  will  give  the  diagnosis  in  cases  of  measles,  influenza, 
or  typhus  fever ;  headache,  vomiting,  optic  neuritis,  and  the  results  of  lumbar  puncture 
or  the  Wassermann  test  in  the  case  of  meningitis,  encephalitis,  cerebral  tumour,  or  syphilitic 
pachymeningitis ;  knowledge  of  the  drug  given  and  cessation  of  the  photophobia  when  it 
is  stopped  in  the  case  of  arsenic,  potassium  iodide  or  bromide,  or  quinine. 

Migraine  and  tic  douloureux  are  so  characteristic  in  their  attacks  that  they  are  both 
diagnosable  as  a  rule  from  the  patient's  story  ;  photophobia  may  be  severe  in  either,  or 
even  extreme  in  tic  douloureux,  in  which,  during  the  excruciating  paroxysms  of  facial  pain, 
the  patient  will  often  desire  to  remain  for  days  in  an  absolutely  darkened  room  ;  exposure 
to  any  light  may  bring  on  a  paroxysm. 

Supra-orbiial  herpes  is  generally  obvious  from  the  eruption  of  groups  of  vesicles  on  a 
reddened  base  along  the  course  of  one  supra-orbital  nerve  ;  and  the  photophobia  is 
generally  unilateral  ;  it  may  persist  however  for  weeks  or  months  after  the  eruption  has 
subsided,  and  then  its  origin  may  be  overlooked. 

Malingering  can  be  diagnosed  only  by  catching  the  patient  unawares  and  discovering 
that  when  he  is  not  w^atched  he  is  able  to  read  in  an  ordinary  light  notwithstanding  the 
photophobia  he  complains  of.  Dyspepsia,  constipation,  and  severe  ancemia  are  somewhat 
problematical  as  causes  of  photophobia,  but  might  be  regarded  as  its  origin  in  a  patient 
who.  suffering  from  any  of  the  three,  also  had  photophobia  without  any  other  discoverable 
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cause,  especially  if  the  photophobia  disappears  when  the  patient  is  cured  of  the  constipa- 
tion, the  dyspepsia,  or  the  anaemia,  respectively. 

Sick  headache  is  a  periodic  malady  of  many  women  and  some  men.  Headache  of 
great  severity  is  the  chief  symptom,  lasting  a  whole  day  or  even  longer  ;  gastric  functions 
are  in  abeyance  during  the  attack,  so  that  food  in  the  stomach  remains  undigested  and 
medicines  unabsorbed  ;  the  patient  may  feel  ill  enough  to  have  to  stay  in  bed  ;  towards 
the  end  of  the  attack  vomiting  occurs  once  or  several  times,  and  by  the  next  day  the 
patient  feels  perfectly  well  again.  Dislike  of  any  but  a  dim  light  is  common  during  the 
attack.  The  diagnosis  is  generally  based  upon  the  patient's  familiarity  with  similar 
symptoms  on  many  previous  occasions.  The  malady  is  often  hereditary  ;  possibly  it  is 
related  to  migraine. 

Biliousness  is  a  very  common  ailment,  due  to  many  different  causes,  especially 
injudicious  eating  or  drinking,  or  to  deficient  fresh  air  or  exercise.  Some  cases  of  recurrent 
biliousness  are  closely  allied  to  sick  headache  and  to  migraine.  During  an  attack  the 
tongue  is  coated  and  the  bowels  inactive.  The  precise  pathology  of  the  condition  is  little 
understood,  but  the  diagnosis  is  not  difficult,  although  it  is  important  to  make  a  routine 
examination  to  exclude  more  serious  lesions.  Photophobia,  though  common  in  a  minor 
degree  in  bilious  attacks,  is  seldom  very  marked. 

Hysterical  photophobia  is  met  with  only  occasionally,  but  when  it  occurs  it  may  be 
extreme  ;  that  is  to  say,  the  patient  may  mimic — not  intentionally,  as  in  the  case  of  a 
malingerer,  but  without  at  all  wishing  to  do  so — so  extreme  a  degree  of  intolerance  to  light 
that  she  may  cover  her  eyes  with  deep-tinted  glasses,  or  even  cover  her  whole  head  with 
an  impervious  dark  robe  ;  and  may  perhaps  require  to  be  led  about  when  she  walks,  like 
a  person  totally  blind.  It  is  this  over-doing  of  the  part  that  may  give  the  clue  to  the 
diagnosis.  Naturally  a  thorough  examination,  particularly  of  the  eyes,  will  be  required 
to  exclude  organic  disease,  but  if  functional  photophobia  appears  to  be  the  diagnosis  in 
a  particular  case,  the  suspicion  may  be  confirmed  by  the  way  the  symptom  can  be  made 
to  disappear  by  sufficiently  bold  suggestion.  Herbert  French, 

PIGMENTATION  IN  THE  MOUTH  generally  consists  of  flecks,  streaks,  or  spots  of 
pale  brown  or  pale  sepia  discoloration  of  the  mucosa,  especially  upon  the  inner  aspect  of 
the  cheeks  along  a  line  roughly  corresponding  to  the  level  of  the  closed  teeth  ;  with  or 
without  similar  pigment  spots,  streaks,  or  patches  upon  the  mucous  surface  of  the  lips, 
seen  best  when  the  latter  are  everted  in  a  good  light  ;  upon  the  roof  of  the  mouth,  generally 
upon  the  soft  palate  or  upon  the  posterior  part  of  the  hard  palate  rather  than  more 
anteriorly  ;  upon  the  gums  occasionally  ;  and  sometimes  upon  the  sides  of  the  tongue 
(Plate  XXI),  Such  pigmentation  of  the  buccal  mucosa  immediately  suggests  Addisofi^s 
disease,  especially  if  there  is  generalized  pigmentation  of  the  skin  at  the  same  time, 
extreme  asthenia,  a  low  blood -pressure,  a  tendency  to  vomiting  or  to  fainting  attacks 
on  any  exertion,  with  inability  to  maintain  any  effort,  mental  or  physical.  Unfortun- 
ately, however,  although  such  buccal  pigmentation  is  highly  suggestive  of  Addison's 
disease,  it  is  not  pathognomonic,  for  it  has  been  noted  in  a  variety  of  other  conditions  also. 

Thus,  it  is  an  almost  constant  feature  in  persons  who  have  negro  blood  in  their 
ancestr>\  even  though  this  be  from  one  great  grandparent  only.  This  source  of  difficulty 
in  interpretation  is  commoner,  perhaps,  in  Africa,  the  West  Indies  and  America,  than  it  is 
in  Britain,  but  even  here  it  makes  it  uncertain  sometimes  whether  one  is  to  diagnose 
Addison's  disease  or  not. 

Then  in  pernicious  ancemia  buccal  pigmentation  precisely  similar  to  that  of  Addison's 
disease  is  met  with  occasionally  (Plate  XXII,  p.  528),  and  unless  the  blood-coimt 
is  very  definite  (p.  24)  it  may  be  difficult,  even  up  to  the  time  of  post-mortem  examination, 
to  say  which  of  the  two  conditions  the  patient  is  suffering  from.  Probably  the  right  course 
to  follow  then  would  be  to  treat  the  case  with  salvarsan  and  arsenic,  and  watch  the  effect ; 
pernicious  anaemia  rallies,  temporarily,  to  these  remedies  much  more  certainly  than 
Addison's  disease  does. 

Arsenic  itself  may  cause  pigmentation,  not  only  of  the  skin,  but  also  within  the  mouth, 
as  was  shown  by  some  of  the  cases  in  the  Manchester  epidemic  of  arsenic  in  beer  poisoning. 
Some  have  supposed  that  the  buccal  pigment  in  pernicious  anaemia  is  due  to  the  arsenic 
employed  in  treatment  ;  that  this  is  not  so,  however,  is  shown  by  the  fact  that  some  cases 
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PLATE     XX I 


PIGMENTATION      OF      TONGUE       AND      MOUTH      IN      ADDISON'S      DISEASE 
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of  pernicious  anaemia  exhibit  pigmented  spots  inside  the  mouth  even  before  any  arsenic 
has  been  given  ;    the  patient  from  whom  Plate  XXI I  was  taken  was  an  instance  in  point. 

One  has  also  seen  pigmentation  of  the  buccal  mucosa,  suggesting  Addison's  disease, 
in  chronic  cachectic  conditions  in  which  the  suprarenal  capsules  have  proved  to  be 
healthy  at  autopsy.  In  a  case  of  phthisis  recently,  for  example,  so  pigmented  was  the 
mouth  that  it  seemed  reasonable  to  diagnose  that  the  tuberculous  process  was  affecting 
the  suprarenals  as  well  as  the  lungs  ;  yet  after  death  the  suprarenals  were  normal,  and  one 
can  only  suppose  that  the  buccal  pigment  resulted  from  the  phthisical  cachexia  which  had 
caused  a  general  tendency  to  pigmentary  degeneration  everywhere.  In  another  case 
Addison's  disease  was  diagnosed  during  life  for  the  same  reason,  but  at  autopsy  a  card- 
noma  of  the  splenic  flexure  of  the  colon  was  found,  with  secondary  deposits  in  the  liver  ; 
there  had  been  asthenia  and  general  cachexia,  and  apparently  it  was  the  latter  which  was 
responsible  for  the  pigment  changes.  In  a  third  case  the  patient  was  both  anaemic  and 
cachectic,  without  any  other  definite  symptoms,  and  there  was  extensive  pigmentation 
in  the  mouth.  The  blood-count  showed  extreme  anaemia  with  a  colour  index  that  was 
approximately  1.  The  doubts  during  life  lay  between  Addison's  disease  and  pernicious 
anaemia  ;  both  suggestions  proved  wrong,  for  at  autopsy  syphilitic  gummata  of  the  liver 
were  found,  together  with  tertiary  syphilitic  amyloid  disease. 

Fortunately,  buccal  pigmentation  from  cachectic  states  such  as  phthisis,  cancer,  and 
syphilis  is  rare,  though  the  possibilities 
have  to  be  kept  in  mind.  In  the  great 
majority  of  cases,  however,  if  pernicious 
anaemia,  arsenic,  and  negro  blood  can  be 
excluded,  Addison's  disease  will  be  dia- 
gnosed correctly  if  the  patient  is  clearly 
asthenic  and  ill  without  any  very  definite 
physical  signs,  but  with  marked  pigmenta- 
tion within  the  mouth.  Herbert  French, 

PIGMENTATION   OF    THE   SKIN. 

— Anomalies  of  the  natural  pigmentation 
of  the  skin,  on  the  side  either  of  excess  or 
deficiency,  may  be  due  to  irritation  of  the 
abdominal  sympathetic,  and  particularly 
the  solar  plexus,  leading  to  general  pig- 
mentation, or  to  the  exudation  or  extra- 
vasation of  the  colouring  matter  of  the 
blood,  producing  local  pigmentation. 
Local  pigmentation  may  be  brought  about 
by  the  action  of  irritants,  may  result  from 
a  condition  of  hyperaemia,  or  may  be  a 
sequela  of  skin  eruptions.  The  most 
familiar  errors  of  pigmentation  are  covered 
by  the  term  chloasma.  This  may  be  either 
idiopathic  or  symptomatic.  Idiopathic 
chloasma  is  usually  caused  by  counter- 
irritants,  such  as  vesicants,  or  some  other 
form    of    external     irritation,     especially 

scratching,      as      in^    vagabond's      disease—  ^,-^.  o,,.  -a  oa.^  of  ty,.i..U  exopl.lKUmu- ...itre.  to  illustrate. 

phtheiriaStS  ;     but    in    some    cases    it    is    im-  f,'eneral  pi^'meniaiioa  of  tUe  Hkiu  ill  thL^  ilist'.L<e. 

possible  to  trace  the  cause.     Symptomatic 

chloasma  is  a  sequela  or  an  accompaniment  of  cutaneous  eruptions,  or  is  the  result  of 
abnormal  conditions  of  the  uterus  or  of  other  abdominal  viscera,  or  of  cachexia.  It  is 
most  often  met  with  as  chloasma  uterinum,  which  may  occur  not  only  in  connection  with 
pregnancy,  but  also  in  association  with  any  form  of  uterine  irritation.  The  smooth 
yellowish -brown  patches  are  seen  most  commonly  on  the  forehead,  but  almost  the  entire 
face  may  be  involved  and  also  the  trun  k  and  limbs.  Somewhat  similar  irregularities  of  pig- 
mentation occur  in  rheumatoid  arthritis,  pernicious  anaemia,  Hodgkin's  disease,  Graves's  disease 
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{Fig,  222),  abdominal  tuberculosis,  constipation,  chronic  intestinal  stasis,  and  other  disorders  of 
the  abdominal  viscera,  and  in  eases  in  which  arsenic  has  been  given  over  long  periods.  In 
Addison^ s  disease  there  is  a  general  bronzing  of  the  skin,  together  with  pigment  deposits  in 
the  mucous  membranes  of  the  mouth  {Plate  XXI),  anus,  vulva,  and  urethra  ;  buccal 
pigment,  however,  does  not  by  itself  prove  that  Addison's  disease  is  present,  for  precisely 
similar  pigmentation  in  the  mouth  is  observed  in  some  cases  of  pernicious  ansemia  (Plate 
XXII),  of  phthisis  without  suprarenal  disease,  and  of  malignant  disease  ;  whilst  negro 
blood  in  the  ancestry  often  causes  buccal  pigmentation  in  perfectly  healthy  persons. 

Pigmentary  abnormalities  of  the  skin  occur  also  in  cachexia  associated  with  malaria, 
cancer,  nodular  leprosy,  and  secondary  syphilis — in  malaria,  a  yellowish-brown  to  black  ; 
in  cancer,  a  sallow  tint ;  in  nodular  leprosy,  a  fawn  colour  early  in  the  disease,  and  a  general 
bronzing  at  a  later  stage  ;  in  secondary  syphilis,  an  earthy  tint  affecting  the  face.  In  the 
rare  condition  known  as  ochronosis,  the  skin,  cartilages,  and  sclerotics  are  blackened,  as 


Fig.   223. — Extensive  syphilitic  Ieucomelano<ierinia.  Fig.  221. — Tlie  .same  cnse  ns  Fiy.  223,  seen  from  l>eliind. 

the  result  in  some  cases  of  alkaptonuria,  in  others  of  the  prolonged  absorption  of  carbolic 
acid.  In  hoBmochromatosis,  another  rare  condition,  apparently  due  to  diseases  of  the 
alimentary  tract  and  liver,  the  patient  may  be  pigmented  from  head  to  foot,  the  prevailing 
colour  being  a  deep  blue-grey  slate  tint.  The  diagnosis  of  urticaria  pigmentosa  sen  nigri- 
cans is  generally  clear.  Pigmentary'  deposits  in  the  skin  form  only  part  of  the  skin  changes 
characteristic  of  KaposVs  disease.  The  pigmentation  of  bronzed  diabetes  can  scarcely  be 
misinterpreted  if,  when  the  urine  is  examined,  glycosuria  be  found  ;  most  cases  of  this  form 
of  diabetes  have  cirrhosis  of  the  liver  as  well,  so  that  there  is  a  non-teetotal  history. 

The  diagnosis  of  the  various  forms  of  chloasma  is  usually  easy,  though  the  particular 
cause  of  the  pigmentation  can  only  be  deduced,  of  course,  from  the  general  symptoms. 
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PLATE    XXII 


PIGMENTATION       OF       MOUTH       IN       PERNICIOUS       AN/EMIA 
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Chloasma  can  be  differentiated  from  chromidrosis,  by  observing  that  in  the  latter  condition 
the  colour,  which  is  derived  from  the  exuded  secretions,  disappears  if  washed  with  ether 
or  chloroform.  In  tinea  versicolor,  and  some  other  fungous  diseases  which  resemble 
chloasma,  the  patches  are  not  smooth  but  scaly,  and  the  discoloration  can  be  scraped  off. 
The  pigmentary  syphilide,  which  may  take  the  form  of  a  diffused  brownish  hue,  brownish 
spots,  or  dappled  patches,  is  seldom  met  with  except  on  the  neck,  but  sometimes 
it  may  take  the  form  of  widespread  leucomelanodermia  {Figs.  223  and  224).  Question 
may  arise  between  chloasma  and  leucodermia  (vitiligo)  when  in  the  latter  condition 
the  white  areas  liave  spread  over  the  greater  part  of  the  body,  and  are  taken  for  the  normal 
colour  ;  but  in  leucodermia  the  border  of  the  area  is  concave,  whereas  in  chloasma  it  is 
convex.  Moreover,  in  leucodermia  the  history  is  that  of  the  formation  of  white  patches, 
surrounded  by  a  pigmented  border,  which  may  spread  until  large  areas,  and  even  the  whole 
surface  of  the  body,  are  affected. 

Leucodermia  has  in  its  turn  to  be  distinguished  from  sclerodermia,  morphoea,  macular 
leprosy,  pigmentary  syphilide,  and  partial  albinism.  The  skin  is  not  stiff  and  thickened 
as  it  is  in  sclerodermia.  The  edges  are  not 
streaked  with  small  dilated  vessels,  making  a 
pink  or  violet  border,  as  in  morphoea,  nor  is 
there  any  intermingling  of  atrophic  striae.  The 
patches  are  not  destitute  of  sensation  as  in 
nerve-leprosy,  nor,  though  it  has  been  styled 
'  white  leprosy,'  has  leucodermia  any  other 
resemblance  to  that  affection  save  the  colour 
of  the  patches.  Doubt  as  between  leucodermia 
and  a  congenital  condition  like  partial  albinism 
could  only  arise  by  disregarding  the  history. 
Of  albinism  itself,  whether  partial  or  universal, 
nothing  more  need  be  said  here  ;  for  though 
it  is  an  abnormality  of  pigmentation,  its  true 
character  can  never  be  in  question.  Nor  need 
I  speak  of  jaundice,  for  that  condition  forms  the 
subject  of  a  separate  article. 

Discoloration  of  the  skin  may  be  due  to  the 
prolonged  administration  of  drugs.  Thus  picric 
acid  may  turn  the  skin  and  the  conjunctivae 
yellow,  arsenic  may  cause  a  peculiar  greyish, 
brownish  or  freckle-like  pigmentation  (Fig.  225, 
and  Plate  VII,  p.  64),  nitrate  of  silver  may 
set  up  the  condition  known  as  argyria,  in  which 
the  integument  and  the  mucous  membrane,  par- 
ticularly in  situations  exposed  to  light,  take  on  a 

,,.,  -Ill,         1  -11  PiO'  225. -PigmentAtion  of  skin  from  arsenic  in  a  case  of 

bluish-grey  or  greyish-black  colour,  especially  on  pernicious  amemia. 

the  face  and  the  flexor  aspects  of  the  limbs. 

This  condition  may  closely  resemble  haemochromatosis  and  similar  abnormalities,  but  the 
history  of  protracted  use  of  the  drug  will  make  the  diagnosis  clear.  Since,  however, 
arsenic  may  be  derived  from  some  unsuspected  source,  as  was  the  case  in  the  peripheral 
neuritis  epidemic  in  and  around  Manchester  due  to  beer  containing  it  as  an  impurity, 
chemical  analysis  of  the  hair  should  be  made,  for  arsenic  becomes  stored  up  in  the  hair 
that  grows  whilst  this  is  being  taken.  Malcolm  Morris. 

PLANTAR  REFLEX,  EXTENSOR.— (See  Babinski' s  Sign,  p.  08.) 

PLEURAL  EFFUSION.— (See  (^iiest,  p.  102.) 

PNEUMATURIA — or  the  passage  of  gas  per  urethram,  either  along  with  or  indepen- 
dently of  urine — is  a  rare  symptom,  but  when  it  does  occur  it  is  very  striking,  particularly 
in  males. 

It  may  be  due  to  one  or  other  of  two  entirely  distinct  groups  of  causes,  namely  : 
D  34 
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1.  Communication  between  the  rectum,  caecum,  vermiform  appendix,  or  other  part 
of  the  alimentary  canal  and  the  bladder,  ureter,  or  renal  pelvis  ;  either  directly,  or  via  an 
intermediate  gas-containing  abscess  cavity. 

2.  Infection  of  the  bladder  or  other  part  of  the  urinary  tract  by  micro-organisms  that 
produce  gas,  without  there  necessarily  being  any  breach  of  surface  of  the  mucosa. 

When  the  cause  lies  in  the  first  group,  the  patient  is  very  liable  to  pass  fsecal  material 
at  the  same  time  as  the  gas,  and  the  differential  diagnosis  between  the  various  possible 
lesions  is  discussed  under  Faeces  passed  per  Urethram  (p.  238).  It  should  be  added, 
however,  that  the  passage  of  gas  without  faeces  per  urethram  by  no  means  excludes  there 
being  a  fistulous  communication  between  some  part  of  the  alimentary  canal  and  the 
urinary  tract  ;  the  fistula  may  be  tortuous,  so  that  gas  gets  along  it,  but  not  faeces.  It 
may  happen,  moreover,  that  a  lesion  such  as  appendicitis  has  led  to  the  formation  of  a 
local  abscess  which,  owing  to  its  infection  by  the  Bacillus  coli  communis,  contains  gas  ; 
this  abscess  may  open  into  the  bladder  and  cause  the  discharge  of  pus  and  gas,  but  no 
faeces,  per  urethram.  The  same  applies  to  other  abscesses  which,  though  not  arising  pri- 
marily in  connection  with  the  bowel,  nevertheless  occasionally  contain  gas  from  infection 
by  the  B.  coli  communis — a  suppurating  hydatid  or  ovarian  dermoid  cyst,  for  instance,  or 
a  pyosalpinx. 

Sometimes  there  may  be  serious  doubts  as  to  whether  the  gas  is  finding  its  way  into 
the  urinary  passages  from  some  external  source,  as  above,  or  whether  it  is  being  produced 
in  situ.  In  the  absence  of  any  rectal  or  other  pelvic  or  abdominal  evidence  of  disease  out- 
side the  bladder,  it  will  be  remembered  that  certain  organisms  produce  gas  when  they  grow 
in  urine  ;  notably  the  Bacillus  coli  communis,  and  in  glycosuric  cases,  various  yeasts. 
The  urine  will  be  examined  for  sugar,  and  if  it  be  present,  a  catheter  specimen  will  be  ob- 
tained to  see  if  saccharomyces  are  present  in  the  bladder-urine  ;  if  so,  and  if  there  is  no  pus 
or  evidence  of  infection  by  other  micro-organisms,  the  nature  of  the  pneumaturia  will  be 
clear  ;  as  a  rule,  in  these  cases  the  patient  voids  urine  that  is  bubbly  rather  than  distinct 
and  separate  from  the  gas.  If,  on  the  other  hand,  no  sugar  is  present,  a  catheter  specimen 
will  be  cultivated  to  find  out  whether  the  B.  coli  communis  is  present,  and  if  so,  in  what 
quantity.  If  it  is,  and  if  no  sign  of  any  fistulous  communication  between  any  part  of  the 
bowel,  or  a  gas-containing  abscess  cavity,  and  the  urinary  tracts,  can  be  made  out,  the  pre- 
sumption will  be  that  the  pneumaturia  is  due  to  coli  bacilluria,  although  the  latter  is  far 
commoner  without  than  with  pneumaturia.  The  urine  in  these  cases  may  contain  very 
little  obvious  pus  and  only  a  trace  of  albumin  ;  it  may  be  acid,  and  not  foul  smelling  or 
ammoniacal  ;  on  the  other  hand,  it  may  sometimes  be  so  foul  and  faeculent  as  to  cause 
serious  suspicions  of  a  communication  between  the  colon  and  the  bladder,  even  when  there 
is  none.  A  cystoscopic  examination  will  serve  to  exclude  a  fistulous  opening  into  the 
bladder,  but  it  may  be  much  more  difficult  to  exclude  a  similar  communication  with  the 
higher  parts  of  the  urinary  tract,  especially  the  renal  pelvis.  The  latter  condition  is  so 
rare,  however,  that  it  is  wiser  to  diagnose  coli  bacilluria  only  unless  there  is  direct  evidence 
of  a  cause  for  communication  between  the  bowel  and  the  renal  pelvis,  such  as  a  carcinoma 
coli.  Herbert  French, 

PNEUMOTHORAX,  or  gas  in  the  pleural  cavity,  may  exist  with  or  without  clear 
fluid,  pus,  or  blood  in  the  lower  part  of  the  pleura  at  the  same  time.  If  there  is  any  kind 
of  fluid  in  the  cavity  along  with  the  air,  the  fact  is  generally  made  obvious  at  once,  when 
the  patient's  thorax  is  auscultated  whilst  it  is  being  actively  or  passively  shaken,  so  as  to 
produce  the  typical  succussion  splash,  often  followed  by  the  ringing  sounds  made  by  drops 
of  fluid  falling  from  the  compressed  lung  into  the  pool  of  fluid  beneath.  The  nature  of  the 
fluid — hydro-pneumothorax,  pyo-pneumothorax,  or  haemo-pneumothorax,  as  the  case 
may  be — can  seldom  be  diagnosed  except  by  means  of  an  exploring  needle  and  syringe. 
Whether  the  pneumothorax  is  or  is  not  associated  with  any  of  these  fluids,  the  diagnosis  is 
generally  easy  on  account  of  the  deficiency  in  movement  of  the  affected  side  of  the  chest, 
the  displacement  of  the  heart  in  the  opposite  direction,  and  hyper-resonance  to  percussion, 
together  with  remarkable  deficiency  or  complete  absence  of  the  vesicular  murmur  and 
voice  sounds.  The  coin-tap  sound,  obtained  by  placing  one  silver  coin  on  the  chest  wall, 
tapping  it  with  another  silver  coin,  and  listening  through  the  stethoscope  for  the  ringing 
echo  produced,  when  the  sign  is  positive,  may  serve  to  confirm  the  diagnosis,  but  it  is  not 
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essential.  Partial  pneumothorax,  in  which  complete  collapse  of  the  lung  is  prevented  by 
adhesions,  is  proportionately  more  difficult  to  diagnose,  but  the  same  type  of  physical 
signs,  including  the  coin-tap  sound  or  bruit  dTairain^  will  generally  be  found  in  these  cases, 
though  in  less  degree  than  when  the  pneumothorax  is  complete.  The  aj-rays  show  an 
abnormal  clearness  corresponding  to  the  air  in  the  pleural  cavity  (Fig,  226.)  It  is  not 
sufficient,  however,  merely  to  diagnose  pneumothorax  ;  its  cause  has  to  be  determined 
from  amongst  the  following  : — 

Phthisis  :    (a)  early,  (b)  late. 

Rupture  of  an  emphysematous  bleb. 

Gangrene  of  the  lung  with  necrosis  of  the  pleura. 

Empyema  ruptured  through  the  lung. 

Instrumental :   e.g.,  after  tapping  a  pleural  effusion. 

Stabs,  or  gunshot  wounds  of  the  chest  wall. 

Epithelioma  of  the  oesophagus  ulcerating  into  the  pleura. 

Gastric  ulcer  or  carcinoma  ventriculi,  leaking  so  as  to  produce  a  gas-containing 
subdiaphragmatic  abscess,  which  in  its  turn  may  perforate  the  diaphragm  and  cause  a 
pneumothorax. 

Infection  of  the  pleural  cavity  by  gas-producing  organisms,  such  as  the  Bacillus  coli 
communis. 


Fig.  22'i.  — Ski  i^ram  of  a  right-sided  pyopneumothorax  (loft  sitle  of  the  skiasrram).    Note  the  horizontal  upper 
level  of  the  pus  (bhick)  and  the  clearness  of  the  pneumothorax  above  it.    {Skiagram  by  Dr.  LituUay  Locke.) 

The  commonest  cause  by  far  is  phthisis  ;  and  when  the  occurrence  of  the  pneumo- 
thorax does  give  rise  to  symptoms,  it  is  generally  due  to  comparatively  early  phthisis  ; 
indeed,  when  it  comes  on  acutely  with  sudden  lancinating  pain  in  one  side  of  the  chest, 
associated  with  rapid  shallow  breathing,  and  cyanosis  with  or  without  haemoptysis  in  a 
young  apparently  healthy  adult,  it  is  almost  certain  that  the  patient  has  a  tuberculous 
focus  at  one  apex,  even  though,  as  frequently  happens,  there  have  been  no  abnormal  sym- 
ptoms previously,  such  as  cough  or  night  sweats,  and  even  though  absolutely  no  abnormal 
physical  signs  can  be  detected  at  the  apex  of  the  other  lung.  There  may  be  a  little  sputum, , 
and  in  this  tubercle  bacilli  may  be  detected. 

When  pneumothorax  is  attributed  to  rupture  of  an  emphysematous  bleb,  there  must 
always  remain  in  the  physician's  mind  a  serious  doubt  as  to  whether  it  is  not  really  due  to 
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a  bleb  in  the  immediate  neighbourhood  of  an  undiagnosable  tuberculous  deposit,  and  the 
case  should  be  treated  as  one  of  potential  phthisis. 

If  the  tuberculous  process  in  the  lung  has  made  considerable  advance  pneumothorax 
is  far  less  common,  because  there  will  almost  certainly  have  been  pleurisy  with  thickening 
and  adhesions  sufficient  to  prevent  pneumothorax  occurring  ;  nevertheless,  in  some  such 
cases  pneumothorax  does  develop,  and  the  diagnosis  of  its  cause  is  easy  both  on  account 
of  the  abnormal  physical  signs  and  of  the  sputum  with  the  tubercle  bacilli  in  it.  In  a 
later  stage  still,  the  occurrence  of  pneumothorax  may  cause  very  little  additional  disturb- 
ance, on  account  of  the  extent  of  lung  already  diseased,  and  although  its  cause  would  be 
obvious  enough,  the  occurrence  of  the  pneumothorax  often  escapes  detection. 

When  the  patient  has  had  a  pleuritic  or  pleural  effusion  tapped,  detection  of  air  free 
in  the  pleural  cavity  next  day  is  by  no  means  uncommon  ;  it  does  not  follow  that  this  air 
has  leaked  in  through  the  tapping  instrument,  for  it  is  quite  as  commonly  derived  from 
the  rupture  of  superficial  alveoli  which  have  been  re-expanded  rather  too  rapidly  in  the 
withdrawal'  of  fluid  by  the  aspirator.  The  air  generally  becomes  reabsorbed  in  a  few 
days,  and  the  temporary  pneumothorax  is  of  little  signiflcance. 

Similar  escape  of  air  into  the  pleural  cavity,  as  the  result  of  cuts,  stabs,  fractured  ribs, 
or  gunshot  wounds,  is  remarkably  rare  ;  this  rarity  depends  upon  the  fact  that  the  two 
layers  of  pleura  tend  to  cohere  in  a  way  similar  to  that  which  makes  two  thin  sheets  of 
Indian  paper  difficult  to  separate,  so  that  when  an  injury  from  outside  penetrates  one  layer 
it  nearly  always  perforates  both,  and  air  from  within  the  lung  escapes  into  the  subcutan- 
eous tissues  instead  of  into  the  pleural  cavity,  and  produces  surgical  emphysema  instead 
of  pneumothorax.  It  rarely  happens  that  an  injury  separates  a  sufficient  area  of  the  two 
layers  of  pleura  one  from  the  other  to  cause  a  pneumothorax. 

All  the  remaining  causes  of  pneumothorax  in  the  list  above  are  uncommon,  and 
none  of  them  will  arise  without  there  having  been  other  symptoms  to  indicate  the  nature 
of  the  malady.  It  is  possible  for  an  empyema  to  rupture  into  a  bronchus,  and  so  lead  to 
the  sudden  expectoration  of  much  foul  pus,  without  any  pneumothorax  arising,  or  at  least 
none  of  any  extent,  because  for  such  an  empyema  to  rupture  into  the  lung  it  must  have 
been  shut  off  all  round  by  firm  pleural  adhesions.  When  pneumothorax  results  from 
gangrene  of  the  lung  due  to  any  cause  (p.  259),  it  is  but  a  terminal  factor  in  an  already 
serious  disease,  and  may  even  pass  without  recognition  on  account  of  the  severity  of  the 
symptoms  already  existing  in  the  case.  Gas-containing  abscesses  beneath  the  diaphragm^ 
such  as  may  either  perforate  directly  into  the  pleural  cavity  or  lead  to  infection  of  that 
cavity  by  the  Bacillus  coli  communis  or  other  gas-forming  organism,  never  arise  suddenly, 
but  are  preceded  by  a  simple  or  malignant  ulceration  of  either  the  stomach,  duodenum,  or 
colon,  the  symptoms  of  which  will  generally  have  existed  for  days,  weeks,  or  months  ;  so 
that  if  the  possibility  of  gas  appearing  in  the  pleural  cavity  in  this  way  is  borne  in  mind» 
the  diagnosis  of  its  origin  need  not  be  difficult.  The  a?-rays  may  serve  to  show  a  large  gas. 
bubble  below  the  diaphragm  as  well  as  gas  in  the  pleural  cavity,  and  that  the  gas  bubble 
is  not  intragastric  may  be  demonstrated  by  filling  the  stomach  with  a  bismuth  meal  and 
finding  that  the  gas  bubble  does  not  become  blackened.  Herbert  French^ 

POLYCYTR£MIA  is  the  term  used  to  denote  a  material  increase  of  the  red  cor- 
puscles above  their  normal  number  per  cubic  millimetre  of  blood.  In  males  they  should 
average  5,000,000  per  c.mm.  ;  in  females,  4,500,000.  Any  considerable  increase  above 
these  figures,  for  instance  up  to  6,000,000  per  c.mm.,  or  more,  constitutes  polycythsemia. 
Figures  as  high  even  as  14,000,000  are  reached  sometimes.  The  following  are  some  of  the 
conditions  in  which  polycythaemia  occurs  : — 

1.  Congenital  heart  disease  of  the  type  spoken  of  as  morbus  coeruleus- -generally  due 
to  pulmonary  stenosis  (see  Fig,  46,  p.  Ill,  and  Fig,  67,  p.  157.) 

2.  Persons  who  live  in  high  altitudes. 

3.  Patients  afflicted  with  chronic  shortness  of  breath,  with  a  tendency  to  periodie 
cyanosis,  particularly  cases  of  (a)  mitral  stenosis,  (b)  fibroid  lung  with  and  without  bron- 
chiectasis, (c)  chronic  bronchitis  and  emphysema,  (d)  spasmodic  asthma,  (e)  some  renaL 
cases. 

4.  Patients  who  have  recently  lost  a  quantity  of  fluid  from  the  tissues,  the  result  of 
such  conditions  as  (a)  severe  vomiting,  e.g.,  the  uncontrollable  vomiting  of  pregnancy  ;. 
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(6)  severe  diarrhoea,  e.g.,  the  summer  diarrhGea  of  infants,  cholera,  ptomaine  poisoning, 
arsenic  ;  (c)  inability  to  obtain  fluid  to  drink,  especially  if  there  exists  already  a  disease 
tending  to  polyuria,  such  as  diabetes  mellitus,  diabetes  insipidus,  or  granular  kidney. 

5.  From  the  prolonged  use  of  certain  drugs,  especially  acetanilide,  veronal,  and  some 
others  of  the  type  that  may  cause  methsemoglobinuria  (p.  284). 

6.  Splenomegalic  polycythaemia. 

As  a  rule,  the  diagnosis  of  the  cause  of  polycythaemia  in  a  given  case  is  not  difficult. 
When  it  is  due  to  congenital  heart  disease  it  is  nearly  always  associated  with  an  extreme 
degree  of  cyanosis  without  proportionate  dyspnoea,  and  with  clubbing  of  the  ftngers,  both 
these  dating  from  birth  or  early  childhood.  The  patient  is  generally  young,  though  some 
survive  into  adult  life.  There  is  not  always  a  cardiac  bruit,  and  the  precise  lesion  will 
then  be  obscure  ;  often,  however,  percussion  shows  increased  cardiac  dullness  to  the  right 
of  the  sternum,  and  upwards  towards  the  second  left  rib,  indicating  increased  size  of  the 
right  auricle  and  ventricle  ;  and  in  most  cases  there  is  either  a  loud  rumbling  or  blattering 
systolic  bruit  of  pulmonary  stenosis,  heard  loudest  in  the  second  left  space  close  to  the 
sternum,  but  also  audible  over  the  greater  part  of  the  precordial  region,  and  often  over 
both  sides  of  the  chest  in  front  and  behind  ;  or  else  a  very  similar  universal  systolic  bruit, 
differing  chiefly  in  having  its  maximum  intensity  either  behind  the  sternum  between  the 
two  fourth  ribs,  or  else  in  the  fourth  left  intercostal  spaces  close  to  the  sternum,  indicative 
of  patent  septum  ventriculorum.  These  two  lesions  may  both  be  present  in  the  same 
patient,  and  they  are  the  commonest  cause  in  cases  of  morbus  coeruleus  that  survive 
infancy.  The  red  corpuscles  seldom  number  less  than  6,000,000  per  c.mm.,  and  in  some 
cases  they  have  been  no  fewer  than  14,000,000  per  c.mm.  The  percentage  of  haemo- 
globin is  also  increased  greatly,  but  usually  to  a  less  degree  than  are  the  red  cells,  so  that 
the  colour  index  falls  below  1 .  This  applies  to  nearly  all  causes  of  polycythaemia.  There 
is  no  simultaneous  increase  in  the  number  of  leucocytes  per  c.mm.,  and  the  differential 
leucocyte  count  falls  within  the  normal  limits.  It  is  noteworthy  that  cases  of  persistent 
ductus  arteriosus  seldom  present  either  cyanosis,  clubbed  fingers,  or  polycythaemia. 

Residence  at  high  altitudes  often  causes  polycythaemia.  The  increase  is  seldom 
extreme,  but  the  red  cells  not  infrequently  reach  6,000,000  or  more  per  c.mm.  This  rule  is 
not  by  any  means  universal,  however,  though  upon  the  whole  the  higher  the  altitude  the 
higher  the  normal  average  number  of  red  cells  per  c.mm.,  particularly  in  those  who  have 
resided  long  and  continuously  in  the  mountains.  The  individuals  are  not  ill ;  it  is  merely 
that  their  red  cells  stand  at  a  higher  figure  normally  than  do  those  of  dwellers  nearer  sea  level. 

Quite  apart  from  the  presence  or  absence  of  anasarca,  patients  suffering  from  chronic 
lesions  which  tend  to  produce  dyspnoea  are  also  very  apt  to  have  polycythaemia,  particu- 
larly when  the  lesion  causes  marked  redness  of  the  lips.  This  is  well  seen  in  many  cases  of 
mitral  stenosis  when  there  has  been  a  tendency  to  failure  of  compensation  for  some  time 
past.  There  is  no  similar  polycythaemia  in  aortic  cases  unless  mitral  disease  is  present  as 
well,  and  the  red  cells  are  much  less  increased  in  mitral  regurgitation  than  in  mitral  stenosis. 
In  the  latter  they  often  reach  6,000,000  or  even  7,000,000  per  c.mm.,  and  it  would  seem  to 
be  an  attempt  on  nature's  part  to  try  and  compensate  for  the  failing  circulation  by  dis- 
tributing the  hemoglobin  over  a  larger  corpuscular  area.  The  same  explanation  probably 
accounts  for  the  similar  p>olycythaemia  due  to  morbus  coeruleus,  and  to  high  altitudes,  and 
to  certain  cases  of  fibroid  lung,  bronchiectasis,  emphysema,  chronic  bronchitis,  renal  disease 
with  chronic  dyspnoea,  and  spasmodic  asthma,  in  which  some  degree  of  p>olycythaemia, 
though  not  the  rule,  is  sometimes  met  with,  just  as  it  is  in  mitral  stenosis.  The  colour 
index  is  less  than  1,  for  although  the  haemoglobin  is  increased,  it  is  less  so  than  are  the  red 
cells.  The  leucocytes  remain  unaltered.  The  polycythaemia  will  seldom  if  ever  be  the 
most  prominent  symptom  in  the  case,  so  that  the  diagnosis  will  nearly  always  have  been 
made  upon  other  grounds — the  presystolic  bruit  at  the  impulse  ;  the  displacement  of  the 
heart  towards  that  side  where  the  lung  presents  an  impaired  note,  with  or  without  crackling 
rales  and  bronchial  breathing  ;  and  so  on.  The  maintenance  of  the  polycythaemia  is 
important,  however,  and  therapeutic  measures  should  be  directed  to  this  end,  for  many 
cases  of  mitral  stenosis  with  5,000,000  red  cells  per  c.mm.  are  relatively  anaemic  ;  they 
should  have  6,000,000  or  more. 

The  effect  of  cholera,  ptomaine  poisoning,  arsenic,  summer  diarrhoea  of  infants,  severe 
thirst  that  cannot  be  assuaged,  the  toxcemia  of  pregnancy,  and  so  on,  in  concentrating  the 
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blood  by  withdrawing  or  withholding  fluid  from  it,  and  thus  producing  some  degree  of 
polyeythaemia,  is  an  acute  condition  which  is  to  be  counteracted  by  continuous  saline  in- 
fusion or  some  similar  method  of  restoring  fluid  to  the  tissues.  The  polyeythaemia  seldom 
reaches  any  marked  degree  except  in  quite  early  stages,  for  instance,  in  cholera  ;  later, 
the  red  cells  disintegrate  more  rapidly  than  they  are  replaced.  In  measuring  the  concen- 
tration of  the  blood  in  these  conditions,  it  is  of  less  value  to  count  the  red  cells  than  to 
measure  the  speciflc  gravity.  This  is  done  most  readily  by  the  chloroform  and  benzene 
method.  The  specific  gravity  of  chloroform  is  high,  that  of  benzene  is  low,  and  by  mixing 
the  two  in  different  proportions  it  is  possible  to  obtain  fluids  of  every  intermediate  specific 
gravity.  A  mixture  of  the  two  of  the  normal  specific  gravity  of  the  blood,  viz.,  1056,  is 
made,  and  poured  into  a  specimen  glass  of  sufficient  depth  to  allow  a  urinometer  to  float 
in  it.  For  strict  accuracy,  certain  corrections  in  the  readings  of  the  ordinary  urinometer 
are  required,  but  for  emergency  use  the  instrument  will  serve.  The  lobule  of  the  patient's 
ear  is  pricked,  a  large  drop  of  blood  is  allowed  to  fall  into  a  suitable  small  cup  or  other 
receiver  containing  some  of  the  chloroform-benzene  mixture,  and  thence  transferred  to  the 
main  bulk  of  the  fluid  in  the  specimen  glass.  If  the  blood-drop  sinks,  more  chloroform 
must  be  added  ;  if  it  floats,  more  benzene  ;  ultimately  a  point  is  reached  at  which  the 
blood-drop  neither  sinks  nor  floats  ;  the  specific  gravity  of  the  chloroform-benzene  mix- 
ture is  then  the  same  as  that  of  the  blood.  In  cases  of  collapse  from  loss  of  fluid  there 
is  a  rise  in  the  specific  gravity  of  the  blood  even  when  there  is  no  polyeythaemia, — and 
the  greater  the  rise,  the  greater  the  need  for  infusion. 

Splenomegalic  polycyihcemia  is  a  somewhat  rare  condition  that  is  also  termed  ery three- 
miOy  or  eryihrocythcemia.  Its  name  suggests  its  main  features,  which  are  :  Enlargement 
of  the  spleen,  increase  in  the  red  cells  up  to  as  many  as  10,000,000  per  c.mm.,  or  even  more, 
and  duskiness  or  lividity  of  the  face  (Plate  XXIX,  p.  684)  and  of  the  extremities.  The 
nature  of  the  malady  is  still  obscure,  though  some  regard  it  as  due  to  disease  of  the  bone- 
marrow.  It  affects  adults  and  females  rather  than  children  and  males,  and  its  course  is 
chronic.  It  only  remains  to  add,  that  whereas  to  be  typical  the  spleen  must  be  enlarged,  there 
are  cases,  probably  of  the  same  affection,  in  which,  without  the  spleen  becoming  palpable, 
the  only  definite  clinical  signs  are  progressive  lividity  and  polyeythaemia.     Herbert  French. 

POLYDIPSIA— ;See  Thirst,  Extreme,  p.  719.) 

POLYURIA — The  term  polyuria  signifies  the  passage  of  more  than  the  average 
amount  of  urine  per  diem.  It  may  be  either  (I)  Transient,  or  (II)  Continued,  It  is  impor- 
tant not  to  mistake  frequency  of  micturition  for  polyuria,  for  although  the  latter  almost 
necessarily  causes  the  former,  there  are  many  conditions  that  lead  to  frequency  of  micturi- 
tion without  polyuria — for  example,  tuberculous  ulceration  of  the  bladder,  enlargement  of 
the  prostate,  or  urethral  stenosis,  in  all  of  which  urine  may  be  passed  frequently,  but  in 
small  quantities  at  a  time.  In  case  of  doubt  the  total  amount  of  urine  passed  in  each 
period  of  twenty-four  hours  should  be  measured.  The  normal  limits  are  very  wide,  the 
average  being  about  50  ounces  per  diem,  more  being  passed  in  cold  weather  than  in  warm, 
during  rest  than  after  exercise,  waking  than  sleeping,  and  after  drinking  than  after  taking 
little  fluid  by  the  mouth.  The  point  at  which  polyuria  begins  is  arbitrary  ;  if  a  patient 
passes  70  ounces  or  more  per  diem  it  is  almost  certain  to  attract  attention,  and  therefore 
to  merit  the  term  polyuria.  In  degree,  the  polyuria  due  to  causes  in  Group  I  seldom 
exceeds  100  ounces  a  day  ;  some  of  the  causes  in  Group  II,  especially  diabetes  mellitus 
and  diabetes  insipidus,  may  cause  polyuria  to  the  extent  of  200  ounces,  or  even  300,  400, 
500,  600,  or  more,  per  diem. 

In  arriving  at  the  differential  diagnosis  of  the  cause  in  any  given  case,  one  of  the  first 
points  to  note  is  whether  the  polyuria  is  persistent  ;  or  whether,  even  if  recurrent,  it  is 
transient.  Any  of  the  causes  that  usually  give  persistent  polyuria  may  in  some  individuals 
produce  the  symptom  intermittently,  but  upon  the  whole  one  may  classify  the  causes  of 
polyuria  as  follows  : — 

I.  CAUSES  OF  TRANSIENT  POLYURU. 

1.  After  drinking  abundance  of  water  or  other  fluid. 

2.  After  drinking  fluids  containing  diuretic  principles,  such  as  alcohol  (wine,  malt  liquors, 

spirits) ;  caffeine  (tea,  cocoa,  coffee) ;   citrates  or  tartrates  (artificial  lemonades). 
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3.  As  the  result  of  nervousness,  or  of  nervous  attacks,  such  as  : — 

(a)  Medical  examination  for  life  assurance 

(6)  Preparation  for  some  physical  or  mental  competition 

(c)  Hysteria,  especially  during  recovery  from  an  acute  outburst 

(rf)  Neurasthenia 

(e)  After  an  epileptic  attack 

(f)  After  migraine 

(g)  After  an  asthmatic  attack 

(h)  After  an  attack  of  angina  pectoris 

(i)  Periodic  polyuria,  apparently  without  cause. 

4.  Hydronephrosis,  with  periodic  emptying  of  the  renal  sac. 

5.  The  cold  stage  of  a  malarial  attack. 

6.  In  some  cases  of  convalescence  from  a  febrile  illness,  such  as  enterica. 

7.  As    the   result   of  the   clearing  up  of  extreme  oedema  or   serous   effusions, — for 

instance,  during  recovery  from  acute  nephritis  ;  mitral  stenosis,  with  heart 
failure  ;  cirrhosis  of  the  liver,  and  so  on  ;  especially  if  the  fluid  clears  up 
quickly  after  giving  diuretic  remedies,  such  as  blue  pill,  digitalis,  calomel, 
copaiba  resin,  potassium  salts,  diuretin,  sodium-theocin-acetate,  uva  ursi, 
broom  tops,  or  dwarf  elder. 

When  the  cause  lies  in  Group  I  its  nature  is  generally  obvious,  though  it  is  essential 
to  examine  the  urine  carefully  for  sugar,  albumin,  and  renal  tube-casts,  for  purposes  of 
exclusion.  Nevertheless,  the  diagnosis  may  be  in  doubt  until  the  course  of  the  symptom 
has  been  watched  for  a  while.  For  instance,  polyuria  may  seem  to  be  due  to  profuse 
drinking,  when  really  the  kidneys  are  granular  and  contracted  ;  or  in  a  life  insurance  case, 
nervousness  may  seem  to  be  the  cause,  when  there  has  really  been  a  bout  of  drinking  ;  or, 
again,  the  drinking  may  be  secondary  to  the  extreme  thirst  produced  by  diabetes  insipidus. 

Excessive  Drinking. — When  due  to  drinking  water,  tea,  wine,  spirits,  or  artificial 
lemonades,  the  polyuria  ceases  when  the  drink  in  question  is  limited. 

Nervousness. — ^The  history  and  circumstances  of  the  case,  together  with  the  absence 
of  signs  of  gross  disease  of  heart  or  kidneys,  will  be  the  main  factors  in  deciding  whether 
the  polyuria  is  caused  by  excitement,  nervousness,  hysteria,  or  neurasthenia. 

Epilepsy. — ^The  character  of  the  convulsive  seizures,  their  recurrence  at  intervals, 
and  the  influence  of  bromides  up>on  them,  will  serve  to  diagnose  epilepsy,  for  polyuria  in 
association  with  the  latter  nearly  always  follows  immediately  after  an  attack  of  grand  mal. 
It  may,  however,  be  associated  with  petit  mal,  or  even  be  the  chief  phenomenon  in  some 
eases  of  epilepsy. 

Migraine. — The  diagnosis  of  migraine  depends  on  the  history  of  the  case  and  the 
absence  of  optic  neuritis  and  other  evidence  of  gross  intracranial  disease. 

Astlima. — Asthma  is  sometimes  easy  to  diagnose,  sometimes  very  difficult  ;  it  may 
be  mistaken  for  recurrent  bronchitis,  cardiac  dyspncea,  renal  dyspnoea  or  uraemic  *  asthma,' 
mediastinal  new  growth,  thoracic  aneurysm,  thymic  *  asthma,'  laryngeal  papilloma  or 
fibroma,  foreign  body  in  the  air-passages,  syphilitic  stenosis  of  a  bronchus,  goitre,  or 
hysteria.  It  so  frequently  develops  into  emphysema  and  bronchitis  that  one  is  apt  to 
forget  that  the  essential  symptom  of  asthma  is  dyspncea,  and  not  cough.  To  diagnose  a 
difficult  case  it  may  be  necessary  to  examine  the  chest  with  the  a?-rays  to  exclude  aneurysm 
and  new  growth  ;  to  examine  the  larynx  and  vocal  cords  ;  the  heart,  the  retinae,  and  the 
urine  to  exclude  renal  and  cardiac  mischief;  and  even  then,  doubt  may  remain  unless 
there  is  a  clear  and  typical  account  of  the  nature  of  the  earlier  attacks  in  a  patient  who  has 
had  recurrences  for  years,  and  who  is  relieved  by  cocaine  sprays  to  the  nose,  by  ethereal 
tincture  of  lobelia,  by  inhalations  of  stramonium  fumes,  by  injections  of  small  doses  of 
adrenalin,  or  by  other  anti-asthmatic  remedies  ;  Eosinophilia  (p.  218)  is  more  likely  to  be 
found  during  an  attack  of  asthma  than  as  the  result  of  any  of  the  other  conditions  that 
may  simulate  it.  The  polyuria  occurs  in  by  no  means  every  case  ;  when  it  does  so,  it 
generally  follows  immediately  after  an  attack,  and  this  applies  also  in  cases  of  angina 
pectoris,  the  diagnosis  of  which  is  not  difficult  when  the  acute  attacks  of  precordial  pain 
radiate  upwards  and  outwards  to  the  left  shoulder  and  down  the  left  arm,  and  when  there 
is  evidence  of  an  aortic  lesion,  or  of  atheroma  and  arteriosclerosis  with  high  blood-pressure. 
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Periodic  Polyuria,  apparentlj  withont  cause,  is  a  condition  which  is  regarded  by 
some  as  a  clinical  entity  ;  the  diagnosis  must  always  be  difficult  to  be  sure  of,  however, 
and  the  more  carefully  a  cause  is  looked  for,  the  fewer  will  be  the  cases  remaining  in  this 
category  ;  it  will  be  found  that  some  are  due  to  epilepsy  ;  others  to  secret  drinking  ; 
others  to  granular  kidney  ;  others  to  hydronephrosis,  and  so  on. 

Hydronephrosis,  with  periodic  emptying  of  the  renal  sac,  is  the  chief  cause  of  typi- 
cally periodic  polyuria.  The  diagnosis  is  arrived  at  by  having  the  urine  measured  care- 
fully each  day,  and  by  palpating  the  loins  bimanually  for  evidence  of  renal  enlargement. 
When  a  kidney  swelling  can  be  detected,  and  when  this  increases  in  size  at  the  same  time 
that  less  urine  is  being  passed,  whilst  it  materially  decreases  on  the  days  when  the  polyuria 
occurs,  the  diagnosis  of  hydronephrosis  or  pyonephrosis  is  clear  ;  and  the  distinction 
between  the  two  depends  on  whether  there  is  or  is  not  pyuria.  The  commonest  causes 
for  hydronephrosis  are  movable  kidney  and  renal  calculus  ;  and  the  ar-rays  often  serve 
to  distinguisli  the  latter  from  the  former. 

Fevers. — The  polyuria  that  occurs  during  the  cold  stage  of  a  malarial  attack  is 
replaced  speedily  by  the  opp>osite  condition  when  the  hot  stage  is  reached  ;  the  diagnosis  is 
afforded  by  the  circumstances  of  the  case,  such  as  residence  in  a  malarial  district  and  pre- 
vious attacks  of  the  malady  ;  by  the  discovery  of  malarial  parasites  in  blood-films  ;  by 
the  absence  of  leucocytosis,  the  relative  increase  in  the  large  lymphocytes  in  the  differen- 
tial leucocyte  count,  and  by  the  beneficial  effects  of  quinine  upon  the  disease.  Polyuria 
during  convalescence  from  other  fevers,  such  as  enterica  or  pneumonia,  is  not  uncommon  ; 
it  is  a  phenomenon  that  may  attract  some  attention  at  the  time,  but  it  seldom  gives  rise  to 
difficulty  in  diagnosis. 

(Edema  and  Diuretics. — The  considerable  polyuria  that  often  results  in  renal  or 
cardiac  cases  when  oedema  is  clearing  up  under  treatment  is  noteworthy,  but  the  diagnosis 
is  not,  as  a  rule,  difficult.  If  the  polyuria  is  due  merely  to  the  excretion  of  accumulated 
fluid  it  will  cease  when  there  is  no  longer  any  oedema  ;  whilst  if  it  is  due  to  granular  kidney, 
or  other  underlying  malady,  it  will  continue  even  after  the  oedema  has  gone. 

II.  CAUSES  OF  CONTINUED  POLYURIA. 

1.  Diabetes  mellitus. 

2.  Red  granular  contracted  kidneys. 

3.  Arteriosclerosis. 

4.  Pale  granular  contracted  kidneys. 

5.  Lardaceous  or  amyloid  kidneys. 

6.  Cystic  kidneys. 

7.  Diabetes  insipidus  : 

(a)  Due  to  no  gross  nervous  lesion 

(6)  Due  to  tumour  or  injury  of  the  medulla  oblongata. 

8.  Incorrigible  drinking  of  beer  or  spirits. 

9.  Phosphatic  diabetes. 

10.  Azotic  diabetes. 

11.  Some  cases  of  acromegaly. 

12.  Some  cases  of  myxoedema. 

Diabetes  Mellitus. — A  very  important  step  in  the  diagnosis  is  to  examine  the  urine 
carefully.  If  sugar  is  present,  a  diagnosis  of  diabetes  mellitus  will  be  made,  especially 
if  diacetic  acid  and  acetone  are  also  present,  and  the  specific  gravity  is  between  1085  and 
1045.  Some  authorities  distinguish  in  kind  as  well  as  in  degree  between  what  they 
term  true  diabetes  mellitus  on  the  one  hand,  and  alimentary  glycosuria  on  the  other, 
though  others  hold  that  these  differ  only  in  degree  ;  it  is  chiefly  in  severe  diabetes  of  young 
people  that  polyuria  is  marked,  something  between  100  and  600  ounces  of  urine  being 
passed  per  diem  ;  in  elderly  people  with  glycosuria  the  polyuria  is  often  slight ;  in  these 
cases  the  specific  gravity  need  not  be  above  the  normal,  and  diacetic  acid  and  acetone  are 
generally  absent.  If  no  sugar  is  present  upon  one  occasion  it  may  be  on  another,  so  that 
several  examinations  may  be  required. 

Albuminuria. — If  albumin  is  present,  and  the  polyuria  cannot  be  attributed  at  once 
to  anything  so  obvious  as  the  clearing  up  of  oedema  or  the  administration  of  a  diuretic, 
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a  careful  microscopical  examination  of  the  centrifugalized  deposit  for  renal  tube-casts 
should  be  made  ;  if  the  latter  are  absent,  and  if  the  patient  is  a  young  adult  male,  who 
seems  to  be  in  good  health,  whose  heart  and  other  organs  present  no  abnormal  physical 
signs,  and  whose  polyuria  troubles  him  chiefly  at  times  of  excitement,  for  instance  when 
he  is  in  for  an  examination,  the  diagnosis  is  very  likely  to  be  that  of  '  functional '  or 
'  physiological '  albuminuria,  in  which  case  repeated  tests  will  show  that  the  urine  is  often 
quite  free  from  albumin,  especially  the  first  thing  in  the  morning,  and  the  blood-pressure 
would  not  be  raised.  If,  on  the  other  hand,  more  than  an  occasional  renal  tube-cast  was 
found,  and  the  albumin  and  polyuria  were  persistent,  the  diagnosis  of  red  granular 
contracted  kidney,  arteriosclerosis,  pale  granular  contracted  kidney,  lardaceous  kidney,  or 
cystic  kidney  would  suggest  itself.  The  differential  diagnosis  between  these  is  discussed 
under  Albuminuria  (p.  6,  et  seq.). 

Diabetes  Insipidus. — If  neither  albumin  nor  sugar  is  found,  even  on  repeated  testing, 
and  if  the  polyuria  is  extreme  and  persistent,  whilst  the  specific  gravity  of  the  urine  is  con- 
stantly low  (1004  to  1008),  a  diagnosis  of  diabetes  insipidus  will  suggest  itself.  Before 
this  diagnosis  is  made  finally,  however,  precautions  must  be  taken  to  determine  that  the 
patient's  thirst  and  polyuria  are  not  due  to  habits  of  drinking  to  excess  :  it  may  be  diffi- 
cult to  decide  this  in  cases  in  which  alcoholic  beverages  are  consumed  ;  but  when  the 
patient  is  a  water-drinker,  and  yet  cannot  do  with  less  than  8  or  10  pints  a  day,  the  drinking 
is  probably  a  necessity,  and  not  a  habit ;  and  diabetes  insipidus  is  the  probable  diagnosis. 
In  cases  of  doubt,  the  difficulty  can  be  decided  by  restricting  the  intake  of  fluid  and  deter- 
mining the  specific  gravity  of  the  blood.  This  should  be  about  1056,  and  in  a  case  where 
polyuria  is  due  to  drinking  habits,  restriction  of  fluids  will  not  alter  it  materially  ;  in  a 
case  of  diabetes  insipidus  with  restricted  intake  of  fluids,  however,  the  drain  of  the  latter 
from  the  blood  still  goes  on,  and  the  specific  gravity  rises  to  1060,  or  1065,  unless  the  patient 
is  allowed  fluid  by  the  mouth  again. 

There  are  two  classes  of  diabetes  insipidus,  according  as  there  is,  or  is  not,  a  gross 
lesion  of  the  central  nerv^ous  system.  If  the  nialady  follows  on  a  fractured  base  of  the 
skull,  or  if  there  are  vomiting,  headache,  optic  neuritis,  or  other  symptoms  of  cerebral 
tumour,  there  is  probably  a  gross  lesion  of  the  base  of  the  brain  in  or  near  the  medulla 
oblongata — thrombosis,  softening,  haemorrhage,  small  aneurysm,  gumma,  glioma  or  other 
neoplasm.  In  other  cases,  the  complaint  arises  after  a  fright  or  shock,  or  even  without 
any  apparent  cause,  and  there  seems  to  be  no  gross  lesion  to  account  for  it. 

Phosphatic  and  Azotic  Dial>etes. — Another  point  that  needs  investigation  in  a 
case  suspected  to  be  diabetes  insipidus,  is  the  amount  of  solids  excreted  daily  in  the  urine. 
In  ordinary  diabetes  insipidus  the  total  solids  are  normal,  the  only  increase  being  in  the 
water.  There  are  rare  cases  in  which,  in  addition  to  polyuria,  there  is  a  great  increase  in 
the  total  solids  in  the  urine  also — so-called  baruria.  Rare  though  these  cases  are,  they 
have  been  divided  into  two  types,  namely,  those  in  which  the  inorganic  salts  are  most  in- 
creased— phosphatic  diabetes  (p.  522),  and  those  in  which  the  nitrogenous  constituents 
are  augmented  mainly — ^azotic  diabetes.  The  diagnosis  here  depends  mainly  on  quan- 
titative estimation  of  the  various  urinary  substances. 

Acromegaly  and  Myxoedema. — It  only  remains  to  add  that  symptoms  not  unlike 
those  of  diabetes  insipidus  have  sometimes  arisen  in  cases  of  acromegaly  and  in  myxoe- 
dema. There  is  probably  a  nervous  factor  in  both  cases,  coupled  in  myxoedema  with 
dryness  of  the  skin,  and  consequent  deficiency  in  perspiration  ;  whilst  in  acromegaly  there 
is  the  tumour-like  enlargement  of  the  pituitary  body  which  may  cause  polyuria  like  any 
other  lesion  near  the  medulla  oblongata.  The  diagnosis  of  acromegaly  may  be  confirmed 
by  the  a;-rays,  which  will  show  the  great  enlargement  of  the  bones  of  the  hands,  feet,  and 
head,  or  even  perhaps  of  the  pituitarj'^  fossa  itself ;  whilst  in  myxoedema,  if  the  general 
symptoms,  the  pseudo-oedema  of  the  legs,  the  acquired  dullness  of  intellect,  the  increasing 
weight,  and  the  broadening  of  the  features  (Fig.  104,  p.  234),  the  fingers,  and  the  hands,  do 
not  at  once  indicate  the  nature  of  the  complaint,  the  beneficial  effects  of  treatment  by 
thyroid  extract  may  serve  to  clinch  the  diagnosis.  Herbert  French, 

PRECORDIAL  PAIN.— (See  Pain  in  the  Chest,  p.  430.) 

PRIAPISM  signifies  erection  of  the  penis,  continual,  of  troublesome  degree,  and  not 
necessarily  accompanied   by  sexual  desire.     Though  generally  spoken  of  in  connection 
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with  the  male  sex,  a  precisely  similar  affection  may  occur  in  the  female  clitoris.  The 
symptom  is  not  often  by  itself  of  diagnostic  importance,  though  it  may  be  due  to  a  con- 
siderable number  of  different  causes.  Most  of  the  latter  need  be  little  more  than  enumer- 
ated, for  if  they  are  borne  in  mind  they  will  nearly  always  lead  to  a  speedy  diagnosis.  Two 
in  particular  merit  special  mention,  however.  The  first  is  priapism  in  elderly  men.  In 
some  such  cases  there  may  be  enlargement  of  the  prostate,  or  local  inflammation  such  as 
gouty  urethritis,  but  in  many  the  priapism  seems  to  occur,  without  pathological  cause,  as 
a  sort  of  final  outburst  of  sexual  energy  before  the  onset  of  senile  imp>otence. 

The  other  special  condition  under  which  priapism  may  be  extreme  is  after  injury  to 
the  upper  dorsal  region  of  the  spinal  cord.  The  damage  may  be  so  serious  as  to  have  pro- 
duced a  fracture  dislocation  of  the  spine  with  paraplegia,  in  which  case  the  diagnosis  will 
be  obvious  ;  short  of  this,  however,  there  may  have  been  only  a  minor  degree  of  injury, 
with  contusion  and  perhaps  multiple  small  haemorrhages  into  the  substance  of  the  cord,  in 
association  with  which  priapism  may  in  some  instances  be  very  pronounced  and  last  for 
weeks  or  months  before  recovery  occurs. 

For  the  rest,  the  causes  of  priapism  may  be  summarized  briefly  according  to  age 
periods,  the  chief  being  : — 

Priapism  in  infancy  : — 

Pliimosis  I  Posthitis 

Oxaluria  Calculus,  urethral  or  vesical 

Worms,  especially  oxj^iris  vermicularis  Certain  conditions  of  mental  deficiency 

Balanitis  Circumcision. 

Priapism  at  puberty  : — 

The  changes  in  the  genital  organs  associated  with  the  onset  of  puberty. 

Priapism  in  young  adult  life  : — 
Sleeping  on  the  back 


Fracture  of  the  dorsal  spine 

Transverse  myelitis  of  the  upper  dorsal  region 

Spinal  meningitis 

Certain  aphrodisiac  drugs  :  — 

Cantharides 

Turpentine 

Alcohol,  especially  port  wine    in   some 
persons,  champagne  in  others 

Strychnine 

Cannabis  indica 

Camphor 


Non-emptying  of  the  bladder  when  full 

Ill-fitting  trousers 

Sexual  excitement 

Gonorrhcea 

Epilepsy 

After  circumcision 

Masturbation 

Convalescence  from  an  acute  disease 

Tetanus 

Hydrophobia 

Leukaemia  1  Phosphorus 

Thrombosis  of  the  pampiniform  plexus   .  Damiana. 

Priapism  in  older  men  : — 

The  male  menopause 

Local  irritation  as  the  result  of : — 

Gouty  urethritis  I  Haemorrhoids 

Enlarged   prostate  |  A  loaded  rectum. 

Hamorrhage  into  the  middle  lobe  of  the  cerebellum 
Lesions  of  the  pons  varolii 

Very  seldom  indeed  will  priapism  be  the  only  symptom  in  the  case  ;  the  diagnosis 
will  be  made  from  the  history  and  from  the  other  symptoms.  UerheH  French. 

PROLAPSE  OF  THE  UTERUS.— As  a  matter  of  practical  fact,  the  uterus  only 
descends  as  a  result  of  a  much  wider  displacement  of  all  the  movable  structures  which  go 
to  make  up  the  pelvic  floor.  This  is  composed  of  a  movable  or  pubic  portion,  and  a  fixed 
or  sacral  portion,  and  it  is  descent  of  the  pubic  portion  which  produces  the  actual  lesion 
known  as  prolapse  of  the  uterus.  In  other  words,  the  uterus  only  descends  because  it  is  a 
part  of  the  pubic  portion  of  the  pelvic  floor.  The  uterus,  bladder,  and  anterior  vaginal 
wall  are  normally  kept  in  position  chiefly  by  the  connective-tissue  sheaths  which  accom- 
pany the  blood-vessels  supplying  them,  and  it  is  injury  and  stretching  of  this  connective 
tissue  which  allows  of  descent  of  the  organs  named.  There  is  no  doubt,  however,  that 
injuries  to  the  fixed  portion  of  the  pelvic  floor,  the  perineal  body,  and  levatores  ani  muscles 
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and  their  fasciae,  will  contribute  something  to  the  facility  with  which  the  structures 
mentioned  may  descend.  In  practice,  therefore,  prolapse  of  the  uterus  and  descent  of  the 
pelvic  floor  lead  to  the  appearance  of  a  swelling  at  the  vaginal  orifice.  There  are  other 
swellings  which  come  down  the  vagina  and  appear  at  the  vulva,  and  from  them,  therefore, 
prolapse  of  the  uterus  has  to  be  diagnosed.  These  swellings  are  :  (1)  Hypertrophic  elonga- 
tion of  the  cervix  uteri ;  (2)  A  tumour  protruding  from  the  vagina  ;  (3)  Inversion  cf  the 
uterus  ;    (4)  Cystocele  and  rectocele  ;   (5)  Extroversion  of  the  bladder. 

Hypertrophy  of  the  Cervix  may  be  of  the  vaginal,  the  intermediate,  or  the  supra- 
vaginal portion.  The  first  is  always  congenital,  and  consists  of  elongation  of  the  portio 
vaginalis.  It  may  protrude  from  the  vaginal  entrance,  but  the  vaginal  fomices  will  be 
found  unaltered  at  their  usual  level,  and  the  sound  will  pass  an  increased  distance  propor- 
tionate to  the  length  of  the  portio.  The  os  uteri  forms  the  apex  of  the  protrusion.  The 
fundus  remains  at  its  usual  level.  In  hypertrophy  of  the  intermediate  portion  the  anterior 
fornix  of  the  vagina  is  carried  downwards  with  the  cervix  and  may  be  obliterated,  whilst 
the  posterior  fornix  remains  at  its  usual  level,  because  the  elongated  portion  lies  between 
the  insertion  levels  of  the  anterior  and  posterior  vaginal  walls.  The  sound  passes  an 
increased  distance,  and  the  os  uteri  forms  the  apex  of  the  protrusion.  The  fundus  remains 
at  its  usual  level.  In  hypertrophy  of  the  supravaginal  portion  both  fornices  are  carried 
down  with  the  cervix,  and  both  may  be  obliterated.  The  bladder  is  displaced  down- 
wards, but  the  rectum  does  not  descend.  The  fundus  uteri  will  be  found  on  bimanual 
examination  to  be  at  its  usual  level,  whilst  in  true  prolapse  the  fundus  uteri  descends  as 
a  whole  with  the  rest  of  the  uterus.  It  is  common  for  some  prolapse  of  the  uterus  as  a 
whole  to  accompany  elongation  of  the  cervix,  and  this  can  be  appreciated  only  by  a  care- 
ful bimanual  examination. 

A  Tumour  protruding  into  or  from  the  vagina  is  most  commonly  a  flbromyoma  of 
the  uterus.  It  may  be  a  pedunculated  growth  either  of  the  cervix,  or  protruding  through 
it,  in  either  case  hanging  free  in  the  vagina.  It  may  grow  from  the  cervix  in  the  connec- 
tive tissue  in  front,  between  the  uterus,  bladder,  and  anterior  vaginal  wall  ;  or  behind, 
between  the  uterus,  rectum,  and  posterior  vaginal  wall  ;  in  either  case  the  vaginal  wall 
is  stretched  over  the  growth.  The  uterus  will  be  felt  high  up.  When  the  pedunculated 
growth  is  protruding  from  the  os  the  hard  ring  of  the  cervix  is  felt  encircling  the  pedicle. 
In  the  case  of  sessile  interstitial  growths,  the  cervix  is  high  up  in  front  or  behind  the 
growth,  as  the  case  may  be,  and  if  the  tumour  is  a  large  one,  may  be  out  of  reach 
altogether.  In  any  case  there  is  no  descent  of  the  uterus,  and  it  may  even  be  higher  than 
usual.  The  growth  may  be  a  fibroid  growing  from  the  vaginal  wall,  a  mucous  polypus  of 
the  cervix,  or  a  malignant  growth. 

Inversion  of  the  Uterus  may  be  chronic,  or  may  occur  immediately  after  labour  as 
an  acute  condition  which  could  hardly  be  mistaken  for  anything  else,  except  perhaps 
extrusion  of  a  fibroid  immediately  after  delivery.  In  the  latter  case  the  tumour  protrudes 
through  the  cervix,  whilst  the  whole  uterus  can  be  felt  above  it  bimanually,  whereas  in 
inversion  the  uterus  turns  inside-out,  partially  or  completely,  a  cup-shaped  depression  is 
felt  above  instead  of  the  rounded  fundus,  and  a  finger  or  the  sound  will  only  pass  a  short 
way  by  the  side  of  the  mass,  or  not  at  all  if  inversion  is  complete.  Both  conditions  may  be 
accompanied  by  haemorrhage,  but  that  with  inversion  may  be  exceedingly  severe.  Acute 
inversion  is  always  accompanied  by  great  shock,  whilst  extrusion  of  a  fibroid  is  not. 
Chronic  inversion  is  more  likely  to  be  mistaken  for  prolapse  or  a  polypoid  fibromyoma. 
It  is  distinguished  from  prolapse  in  that  the  uterus  does  not  necessarily  descend  as  a  whole, 
the  cervical  ring  is  felt  high  up  in  its  usual  position,  and  the  sound  will  only  pass  a  short 
distance  all  round  the  protruding  mass,  according  to  the  degree  to  which  the  uterus  is 
inverted.  A  cup-shaped  depression,  instead  of  the  rounded  fundus,  is  felt  in  the  vaginal 
vault  by  a  hand  on  the  abdominal  wall. 

Cystoeeie  and  Rectocele  more  often  accompany  prolapse  of  the  uterus,  but  may 
occur  independently  of  it.  They  are  essentially  bulgings  of  the  anterior  or  posterior  vaginal 
walls  towards  or  through  the  vaginal  entrance,  the  bladder  or  rectum  being  attached,  and 
following  them  of  necessity.  A  sound  passed  into  the  bladder,  or  a  finger  in  the  rectum, 
will  directly  enter  the  bulging  vaginal  wall,  whilst  the  uterus  will  be  felt  bimanually  above 
in  its  normal  position. 

Extroversion    of   the   Bladder  can    occur    either  through  a  congenital  defect  in  its 
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wall,  or  through  an  injury  to  its  basal  portion  ;  for  instance,  in  removing  a  growth  from 
the  vaginal  wall  a  gap  may  be  left  in  the  bladder  through  which  extroversion  may  occur. 
The  mucous  membrane  will  be  exposed  in  the  vagina,  and  on  it  will  be  seen  the  two  orifices 
of  the  ureters,  with  urine  issuing  by  intermittent  jets.  The  uterus  in  such  a  case  may 
have  its  normal  position.  Thos,  G.  Stevens. 

PROPTOSIS.— (Sec  Exophthalmos,  p.  229.) 

PRURITUS. — Itching  may  occur  without  visible  lesions  of  the  skin,  save  those  due 
to  scratching,  or  may  be  associated  with  various  cutaneous  eruptions.  It  is  to  the  former 
condition  that  the  word  'pruritus'  should  be* restricted.  The  diseases  of  which  itching 
is  a  symptom  may  be  either  neuroses,  such  as  hysteria,  hypochondriasis,  and  other  affec- 
tions of  the  nervous  centres,  or  general  nutritive  disorders  affecting  the  nervous  system 
secondarily,  such  as  arthritism  and  diabetes  mellitus  ;  or  the  irritation  may  be  set  up  by 
the  attacks  of  parasites,  or  by  definite  skin  lesions.  Itching  varies  in  character  :  it  may 
be  interpreted  by  the  patient  as  a  tingling,  or  pricking,  or  as  a  formication — ^a  feeling  as  of 
insects  crawling  on  the  skin.  It  varies  also  in  degree,  from  a  mild  sensation  which  is  wel- 
come to  the  patient  from  the  pleasure  he  finds  in  scratching,  to  an  irritation  so  severe  and 
persistent  as  to  endanger  his  hfe  from  sleeplessness,  or  his  reason  from  the  nervous  irrita- 
bihty  which  it  sets  up.  The  affections  in  which  itching  is  slight  are  seborrhoea,  erythema, 
pityriasis  rubra  pilaris,  and  pemphigus  ;  it  is  more  severe,  in  varying  degrees,  in  eczema, 
prurigo,  some  cases  of  psoriasis,  dermatitis  herpetiformis,  dermatitis  gestationis,  applica- 
tion dermatitis,  lichen  planus,  lichenization,  lichen  urticatus,  pityriasis  rubra,  mycosis 
fungoides,  pityriasis  rosea,  cheiropompholyx,  chilblain,  prickly  heat,  tinea  marginata, 
urticaria,  scabies,  the  various  kinds  of  pediculosis,  flea-,  mosquito-,  and  bug-bites,  jellyfish 
and  other  stings.  Even  in  the  affections  in  which  it  is  usually  severe  it  varies  much  in 
degree  in  different  cases.  Itching  seldom  has  any  distinct  diagnostic  value,  but  in  cases  in 
which  the  cutaneous  lesions  may  admit  of  more  than  one  interpretation,  its  presence  or 
absence  may  suffice  to  turn  the  balance.     Syphilides  hardly  ever  itch. 

Pruritus  proper  may  be  general  or  local.  Of -general  pruritus  there  are  four  varieties 
— pruritus  universalis,  pruritus  hiemalis,  pruritus  senilis,  and  bath  pruritus.  The  local 
varieties  affect  chiefly  the  anus,  the  vulva,  and  the  scrotum,  but  the  nares,  the  palms  of 
the  hands,  and  the  soles  of  the  feet  may  be  the  seat  of  the  irritation.  One  of  the  most 
curious  forms  of  pruritus  is  that  which  is  associated  with  bathing.  According  to  Stelwagon, 
who  has  made  it  a  subject  of  special  study,  it  most  commonly  affects  the  legs  from  the  hips 
downwards  ;  but  the  forearms  also  may  be  involved,  and  it  may  have  even  wider  range. 
It  is  an  affection  of  adolescence  and  adult  life,  and  is  more  frequent  in  males  than  in 
females. 

If  no  lesions  of  the  skin  are  present  save  those  which  can  be  accounted  for,  directly  or 
indirectly,  by  the  scratching,  the  diagnosis  of  pruritus  '  imposes  itself.'  Care  must,  how- 
ever, be  taken  to  exclude  all  possible  sources  of  parasitic  irritation  ;  and  it  must  always 
be  remembered  that  lice  and  acari  sometimes  find  harbourage  in  the  most  unexpected 
quarters.  If  the  scratches  are  on  the  shoulders,  or  in  the  genital  region,  the  presence  of 
lice  must  be  suspected  ;  if  on  the  wrists  and  between  the  fingers  the  burrows  of  the  Acarus 
scabiei  must  be  sought  for.  Some  patients,  without  developing  actual  urticaria,  suffer 
from  severe  itching  after  the  ingestion  of  certain  foods,  notably  strawberries,  or  crab. 
After  serum  injections  pruritus  may  be  extreme,  especially  about  the  ninth  day,  though 
urticaria  generally  accompanies  it.  Pruritus  from  the  irritation  of  sugar  (grocer's  itch), 
or  of  primula  obconica  or  rhus  toxicodendron  (gardener's  itch)  ;  or  of  satin  wood  sawdust 
(carpenter's  itch)  ;  or  of  some  kinds  of  soaps  ;  or  of  the  hairs  of  some  caterpillars,  may 
or  may  not  be  associated  with  objective  evidence  of  dermatitis.  Only  when  careful  inves- 
tigation fails  to  reveal  any  local  source  of  irritation  should  the  case  be  diagnosed  as  one  of 
pruritus  pure  and  simple.  Malcolm  Morris. 

PTOSIS  is  the  term  applied  to  drooping  of  the  upper  eyelid  with  inability  to  raise  it  to 
the  full  extent  (Figs.  227,  228,  229,  230) ;  it  must  not  be  confused  with  the  inequality 
of  the  palpebral  apertures  sometimes  observed  in  people  accustomed  to  screw  up  one  eye. 

It   is  usually  caused  by  paralysis  of  the  third  nerve,  in  which  case  it  may  also  be 
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associated  with  paralysis  of  other  ocular  muscles,  either  external  or  internal  (Fig,  228). 
Sometimes  it  is  accompanied  by  paralysis  of  other  motor  cranial  nerves,  the  7th  for  instance 
(Figs.  229  and  230),  in  which  case  the  multiple  cranial  nerve  paralyses  immediately  suggest 
a  syphilitic  cause,  which  may  be  verified  in  many  cases  by  means  of  Wassermann's  serum 
reaction. 

Paralysis  op  the  Left  Third  Nkrvk. 


Fig.  227.— The  patient's  face  at  rest;  there  Fig.  228.— The  patient  is  trying  to  look  to 

is  complete  ptosis  from  paralysis  of  the  left  his  right ;   the  left  eyelid  is  being  held  up  to 

levator  palpebr«  superiorU.    Note  the  scar  show  that  the  left  eye  is  unable  to  look  to 

of  the  healed  gumma  on  the  left  cheek  near  the  right  owing  to  paralysis  of  the  left  in- 

the  left  angle  of  the  nose.  ternal  rectus  muscle. 

LKFT-siDED  Nuclear  and  Inprancolear  7rH  Nerve  Paralysis  and  roupLErE  Ptosis  prom  Paralysis  ox  the  Lept 

3RD   NEKVR  ;    THE  RESULT  OP  CEREBIUL  SYPHILIS. 


Fig.  220.— At  rest.  Fig.  23:).  -When  voluntary  effort  was  made  to  show 

the  teeth  and  close  the  cyei*. 

In  paralysis  of  the  cervical  sympathetic,  slight  ptosis  may  be  associated  with  diminution 
in  the  size  of  the  pupil  on  the  affected  side,  and  retraction  of  the  eyeball  or  enophthalmos. 
It  may  also  occur  in  myasthenia  gravis  {Fi^,  111,  p,  235). 

Ptosis  of  the  lids,  associated  with  much  cedema  and  infiltration  of  the  lids,  is  also  found 
in  all  inflammatory  affections  ol  the  conjunctiva,  in  angioneurotic  oedemas  {Fig,  178,  p.  412), 
and  is  a  very  constant  symptom  in  trachoma. 
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Congenital  ptosis  is  usually  bilateral,  and  associated  with  smoothness  of  the  upper  lids 
and  absence  of  all  the  usual  cutaneous  folds.  The  levator  palpebne  is  absent  or  ill-developed, 
and  efforts  to  open  the  eye  are  made  by  the  occipito- frontalis  muscle.  Herbert  L.  Eason, 

PTYALISM  denotes  excessive  secretion  of  saliva.  It  is  not  easy,  however,  to  deter- 
mine in  every  case  whether  there  is  really  excess,  or  whether  the  patient  is  not  merely 
allowing  the  normal  saliva  to  dribble  from  the  mouth.  It  is  difficult  to  draw  an  absolute 
distinction,  therefore,  between  dribbling  of  saliva  and  ptyalism,  though  in  practice  the 
nature  of  the  case  may  be  obvious  enough.  One  has  but  to  consider  the  various  condi- 
tions under  which  trouble  with  the  saliva  may  arise  to  see  how  in  some  cases  the  dilTiculty 
is  solely  one  of  swallowing  the  normal  secretion,  as  in  bulbar  paralysis  and  in  babies  ;  how 
in  others  there  is  both  excess  of  secretion  and  difficulty  in  swallowing  it,  as  in  mercurial 
stomatitis  ;  and  how  in  others,  again,  there  is  too  much  secretion  but  no  difficulty  in 
swallowing  it,  as  in  functional  or  hysterical  ptyalorrhoca.  The  first  step  in  arriving  at 
the  diagnosis  of  the  cause  is  to  inquire  carefully  as  to  any  medicine  or  drug  the  patient  may 
be  taking  orally  or  applying  externally,  especially  : — 


Mercury 
Pilocarpine 
Jaborandi 
Iodide 


Bromide 
Phosphorus 
Arsenic 
Antimony 


Aconite 

Chlorate  of  potash 
Cantharides 
Copper  salts. 


Mercury  is  the  most  important  of  these  ;  its  effects  are  most  serious  when  the  mouth 
is  not  kept  scrupulously  clean,  particularly  when  there  is  also  nephritis,  as  is  not  uncom- 
mon in  severe  secondary  syphilis.  The  saliva  is  also  apt  to  have  peculiar  effects  when 
mercury  is  being  taken ;  thus,  in  repairing  submarine  cables  it  is  customary  to  use  saliva  in 
completing  the  process  of  covering  in  the  central  core,  and  it  has  been  found  that  if  the 
repairer  is  taking  mercury  medicinally  the  repaired  part  of  the  cable  speedily  becomes 
defective  again,  in  a  way  which  does  not  result  when  the  repairer  is  a  healthy  man  taking  no 
medicine. 

If  the  salivation  is  not  due  to  any  drug,  it  may  be  the  result  of  one  of  the  many  forms 
of  general  stomatitis  : — 


Aphthous 

Dyspeptic 

Septic 

Suppurative 

Ulcerous 

Malignant 


Variolous 
Diphtheritic 
Syphilitic 
Tuberculous 

Due  to  pyorrhoea  alveolaris 
„       necrosis  of  the  jaw 


Due  to  angina  Ludovid 
„       cancrum  oris 
„       pernicious  anaemia 
„       haemophilia 
„       sprue 
„       scurvy. 


The  exact  nature  of  a  severe  stomatitis  will  be  diagnosed  by  making  a  careful  local 
examination,  ocular  and  digital,  assisted  by  the  history  and,  if  need  be,  by  bacteriological 
examination  of  swabbings  from  the  mouth,  by  Wassermann's  serum  reaction  for  syphilis, 
or  by  microscopical  examination  of  a  fragment  of  the  affected  tissues.  Tuberculous  stoma- 
titis is  one  of  the  rarer  forms,  but  when  it  occurs  it  is  severe  ;  it  may  be  primary,  but  more 
often  is  associated  with  obvious  phthisis. 

If  drugs  and  general  stomatitis  can  be  excluded,  local  examination  may  still  serve  to 
detect  a  local  cause  acting  by  reflex  irritation  of  the  fifth  nerve,  especially  : — 


A  jagged  carious  tooth 

A  rough  filling 

A  stump  left  beneath  a  tooth-plate 

A  broken  or  ill-fitting  tooth-plate 

A  foreign  body,  such  as  a  fishbone,  impacted 

in  the  gum 
Neuralgia  of  the  fVfth  nerve 


A  ranula 
A  gumboil 
An  epulis 

A  myeloid  sarcoma  of  the  jaw 
A  salivary  calculus 

An  eschar  left  by  some  recent  irritant  or  corro- 
sive substance,  or  injury. 


If  careful  examination  serves  to  exclude  all  these,  the  salivation,  apparent  rather 
than  real,  may  be  found  to  result  from  mechanical  difficulties  in  swallowing,  the  effect  of 
such  lesions  as  : — 


Mumps 

Acute  tonsillitis 

Quinsy 

Fracture  of  the  jaw 

Dislocation  of  the  jaw 


Fixation  of  the  jaw,  as  by  osteo-arthritis  of 

the  temporo-maxillary  joint 
Painful  affections   of  the  larynx,   pharynx, 

or  oesophagus. 
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In  the  absence  of  any  obvious  structural  lesion  locally,  it  may  yet  be  clear  that 
inability  to  swallow,  o^ving  to  paralysis  of  some  kind,  is  the  cause  of  the  apparent  sali- 
vation, for  instance  in  cases  of  : — 


Bulbar  paralysis 
Pseudo-bulbar  paralysis 
Bilateral  facial  paral>^is 


Myasthenia  ji^ravis  |     Paralysis  a^tans 

Hypoglossal  nerve  paralysis  Hydrophobia. 

Diphtheritic  paralysis  I 


The  differential  diagnosis  of  these  conditions  is  discussed  elsewhere,  and  of  them  all 
it  is  only  in  bulbar  and  pseudo-bulbar  paralysis  that  the  dribbling  of  much  saliva  is  a  pro- 
minent symptom.  The  sequence  of  events  summarized  by  the  term  labio-glosso-pharyngo- 
laryngeal  paralysis  is  sufficiently  characteristic  as  a  rule  ;  pseudo-bulbar  paralysis,  being 
of  cortical  instead  of  medullary  origin,  has  not  the  wasting  of  the  tongue  that  is  prominent 
in  the  latter. 

The  salivation  that  results  from  gastric  or  hepatic  reflexes  is  almost  physiological, 
though  sometimes  it  reaches  a  pathological  degree  in  certain  cases  of : — 


Dilatation  of  the  stomach  !      Acute  dyspepsia 
Gastric  ulcer  |      Acute  gastritis 

Duodenal  ulcer  Gastric  carcinoma 


Biliousness 
Hepatic  disorder 
Pancreatitis. 


Mere  slovenliness  and  lack  of  proper  cerebral  control  arc  responsible  for  the  slobbering 
and  salivation  of : — 

Idiots  I      Imbeciles  |      Dements  and  other  mental  cases. 

Finally,  a  remarkable  degree  of  salivation  can  sometimes  be  attributed  to  nothing  but 
functional  disorder — ptyalorrhcea.  It  can  scarcely  be  called  hysterical,  because  it  may 
occur  in  men  as  well  as  in  women,  generally  in  later  life  rather  than  at  a  time  when  hysteria 
is  commonest.  The  condition  is  a  sort  of  salivary  neurosis,  which  may  come  on  suddenly 
and  without  obvious  cause,  or  as  the  result  of  some  worry,  shock,  or  mental  emotion.  It 
may  possibly  be  a  functional  affection  of  the  5th  nerve  analogous  to  the  far  more  distress- 
ing tic  douloureux.  It  is  sometimes  prominent  amongst  the  neuroses  that  are  apt  to 
accompany  pregnancy.  It  can  only  be  diagnosed  when  a  careful  examination  has  served 
to  exclude  any  likelihood  of  organic  disease,  when  the  history  is  suggestive,  and  when  the 
excessive  salivation  ceases  after  a  time  almost  as  suddenly  as  it  began.  In  some  male 
cases,  notwithstanding  the  diagnosis  being  '  functional,'*  a  high  blood-pressure  will  be 
found,  with  other  signs  of  arteriosclerosis,  suggesting  that  errors  in  the  circulation  involv- 
ing the  vasomotor  and  other  brain  centres  are  responsible  for  the  symptom. 

Herbert  French, 

PULSATING  TUMOURS.— (Sec  Swelling,  Pulsatile,  p.  693.) 

PULSATION,  UNDUE  ABDOMINAL  AORTIC— Excessive  pulsation  of  the 
abdominal  aorta  may  occur  in  cases  of  aortic  regurgitation,  when  all  the  arteries  through- 
out the  body  may  pulsate  with  undue  violence.  Apart  from  aortic  regurgitation,  how- 
ever, it  is  nearly  always  an  entirely  functional  disorder  of  the  aorta.  It  occurs  much 
more  frequently  in  women  than  in  men,  the  patients  generally  being  unmarried  or  child- 
less, between  20  and  40  years  of  age.  They  complain  of  pain  in  the  abdomen,  especially 
in  the  epigastrium  ;  a  feeling  of  discomfort  and  distress  ;  a  sensation  of  pulsation  and 
throbbing  over  the  abdominal  aorta  ;  nausea,  retching,  sickness,  and  constipation  ;  they 
are  usually  thin,  anaemic,  extremely  nervous,  often  hysterical,  and  sometimes  decidedly 
hypochondriacal.  There  may  be  nothing  else  the  matter  with  them  at  all,  or  they  may 
be  suffering  from  some  other  complaint  of  which  much  nervousness  is  a  feature,  exoph- 
thalmic goitre  for  example.  The  condition  is  frequently  associated  with  movable  kidney 
and  enteroptosis  ;  the  symptoms  may  suggest  some  organic  disease,  such  as  gastric  ulcer, 
appendicitis,  or  ovaritis,  without  any  of  these  being  present. 

On  palpation  of  the  abdomen  the  pulsation  may  be  found  to  be  forcible  ;  but  the 
normal  cylindrical  outline  of  the  aorta  can  generally  be  felt  to  be  quite  free  from  any 
saccular  bulging  or  fusiform  dilatation  ;  there  is  no  thrill  over  it ;  on  applying  a  stetho- 
scope lightly  to  the  pulsating  region  no  murmur  will  be  audible,  but  firmer  pressure,  suffi- 
cient to  compress  the  aorta  slightly,  will  bring  out  a  systolic  bruit.  The  heart,  lungs,  and 
urine  are  usually  normal.     The  knee-jerks  are  apt  to  be  much  exaggerated,  though  the 
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plantar  reflexes  remain  flexor,  and  there  is  no  ankle-clonus.  The  chief  importance  of  the 
condition  clinically  is  that  it  is  apt  to  be  mistaken  for  an  aneurysm  of  the  abdominal  aorta. 
Abdominal  aneurysm  is  so  extremely  rare  in  women,  however,  that  it  should  never  be 
diagnosed  unless  the  pulsation  can  be  made  out  to  be  definitely  expansile,  or  unless,  in 
addition  to  pulsation,  a  definite  swelling  of  the  aorta  can  be  felt.  Hetb*rt  French. 

PULSE,  IRREGULAR. — No  advance  in  clinical  medicine  is  more  striking  than  the 
change  which  has  come  over  our  view  of  the  arrhythmic  pulse  during  the  past  decade. 
Formerly  we  felt  that  our  duty  was  finished  when  we  had  recorded  the  main  facts  :  as  to 
whether  the  force  or  the  frequency  varied,  or  both,  and  so  forth.  Now,  however,  it  is 
possible  to  refer  almost  every  type  of  irregularity  to  a  definite  cause,  and  thus  to  gain 
information  of  the  utmost  value  for  prognosis  and  treatment.  To  this  end  it  is  advisable 
that  each  case  should  be  investigated  by  means  of  the  recording  polygraph,  and  the  jugular 
and  arterial  curves  compared. 

The  Mackenzie  ink  polygraph,  the  best  of  these  instruments,  consists  of  (1)  A 
clockwork  machine  drawing  a  band  of  paper  at  a  uniform  rate  over  a  flat  surface  ; 
(2)  Tambours  for  application  to  different  parts  of  the  body  where  there  is  superficial 
pulsation  ;  (3)  Levers  connected  by  tubing  with  these  tambours,  carrying  pens  at  their 
free  ends  which  write  upon  the  travelling  paper  ;  (4)  A  time-marking  lever,  also  driven 
I)y  clockwork,  and  marking  five  times  per  second.  One  of  the  tambours  is  applied  to 
che  radial  artery,  and  the  other  to  the  internal  jugular  vein  at  the  root  of  the  neck  as  a 
rule.  The  result  is  a  synchronous  record  of  (i)  time  in  one-fifth  second  intervals, 
(ii)  the  movements  of  the  radial  arter>%  (iii)  the  movements  of  the  jugular  vein.  In  the 
records  from  this  last,  each  cardiac  cycle  exhibits  three  principal  waves.     By  comparison 


Fuf.  231. — An  elect rocardiogranh  record  sliowiiu?  ventricular  extrisvstoles.  p.  Auricular  systolic  phase.  E.  Main 
ventricular  systolic  phase.  T.  Terminal  systolic  phase,  r'  .  Ventricular  evtrasystolic  phase.  This  movement  is 
premature,  aiid  its  form  (diphasic)  indicates  that  only  a  part  of  the  ventricle  h  is  contnicted  instead  of  the  whole. 

with  the  radial  trace  the  identity  of  the  ventriculo-systolic  wave  (c)  is  established.  The 
wave  immediately  preceding  this  is  the  auriculo-systolic  («),  and  the  interval  between 
its  origin  and  that  of  the  ventriculo-systolic,  normally  about  '2  second,  is  spoken  of  as 
the  *  a-c  interval.'  It  constitutes  an  index  of  auriculo-ventricular  conductivity.  The 
third,  or  v  wave,  arises  at  the  end  of  ventricular  systole.  The  chief  value  of  the  method 
lies  in  the  accuracy  with  which  it  enables  us  to  study  the  time  relations  of  auricular  and 
ventricular  systole. 

A  still  newer  method,  of  great  value  in  difTerential  diagnosis,  is  by  means  of  electrocardio- 
grams. This  method  depends  on  the  fact  that  contracting  muscle  is  an  electrical  batter\-, 
the  currents  in  which  can  be  appreciated  and  their  movements  recorded  by  a  sufficiently 
delicate  galvanometer.  The  contracting  heart  thus  generates  currents  which  are  led  off 
to  an  extremely  sensitive  galvanometer,  and  the  photographic  records  made  from  this  can 
be  interpreted  in  terms  of  cardiac  movement  {Fig,  231).  Practically  every  one  of  the  large 
medical  schools  throughout  the  country  has  one  of  these  electrocardiographic  outfits, 
so  that  there  are  few  patients  to  whom  this  method  cannot  be  applied  if  the  practitioner 
feels  that  the  accuracy  of  the  information  derived  is  so  valuable  as  to  justify  the  expendi- 
ture of  time,  trouble,  and  money  involved.  Many  practitioners,  however,  are  obliged  to 
learn  what  they  can  about  their  patient's  heart  w^ithout  these  means,  and  in  what  follows 
this  has  been  borne  in  mind. 
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First,  it  must  be  remembered  that  the  heart  generates  its  own  stimuli  ;  that  these 
normally  arise  at  the  sino-auricular  node,  a  relic  of  the  primitive  cardiac  tube  lying  at  the 
junction  of  the  sinus  venosus  with  the  right  auricle  ;  that  thence  they  pass  through  the 
auricular  walls,  and  are  conducted  along  the  auriculo-ventricular  bundles,  narrow  strips 
of  muscle — ^also  relics  of  the  primitive  cardiac  tube — into  the  ventricular  walls,  one  branch 
from  the  stem  of  the  main  bundle  running  to  each  ventricle  ;  and  that  each  portion  of 
the  cardiac  muscle  contracts  as  this  stimulus  provokes  it  to  do  so,  the  result  being  a  co- 
ordinated and  economical  movement  of  the  whole  heart. 

Pulse  irregularities  may  be  (1)  Perversions  of  the  normal  rhythm  ;  (2)  Rhythms  origin- 
ating abnormally.  Under  the  first  heading  fall  (a)  Irregularities  of  the  whole  heart — 
'sinus  arrhythmias' — due  to  extracardiac  influences  acting  through  the  vagus  on  the  sino- 
auricular  node  ;  (b)  Irregularities  due  to  interference  with  the  conduction  of  impulses 
through  the  heart,  and  especially  with  their  passage  from  auricle  to  ventricle — 'heart 
block'  ;  and  (c)  Irregularities  in  the  response  of  the  musculature  to  the  stimuli  reaching 
it,  of  which  the  outstanding  example  is  the  'alternating  pulse.'  Of  abnormally  originating 
rhythms  there  are  three  chief  examples  :  (a)  The  simple  extrasystole  or  premature  con- 
traction ;  (b)  Paroxysmal  tachycardia,  and  (c)  The  totally  irregular  pulse  of  auricular 
fibrillation. 

1.  Perversions  of  the  Normal  Rhythm: — 

(a).  Sinus  irregularities  are  specially  common  in  children  and  nervous  subjects,  in 
convalescence  and  acute  illness,  and  in  the  presence  of  increased  intracranial  pressure. 
The  difTerence  in  length  between  two  sequent  beats  is  never  great,  and  sufficiently 
prolonged  observation  is  nearly  always  rewarded  by  the  discovery  of  a  '  dominant  rhythm ' 
— i.e.,  a  normal  rhythm — from  which  the  pulse  departs  from  time  to  time.  This  type  of 
irregularity  is  singularly  apt  to  be  exaggerated  by  excitement,  and  by  bidding  the  patient 
swallow  or  hold  his  breath.  As  it  does  not  depend  on  intracardiac  causes,  physical  examin- 
ation of  the  heart  detects  no  sign  of  disease.  It  is  generally  possible  to  distinguish  it  from 
other  forms  of  irregularity  without  instrumental  help  ;  but  sometimes  it  is  difficult  to 
be  quite  sure  that  the  arrhythmia  is  of  this  type,  and  if  a  tracing  be  taken  it  shows  that 
auricular  and  ventricular  systole  are  following  each  other  in  normal  sequence. 

(6).  Heart-block  is  of  various  grades.  The  mildest  type  is  that  in  which  the  interval 
elapsing  between  the  start  of  auricular  systole  and  that  of  ventricular  systole  is  prolonged 
{Fig,  232,  xx) ;  this  of  course  can  only  be  detected  by  graphic  records  of  the  arterial  and 
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Fig.  232. — Incomplete  heart^block.  Note  at  x:  (i)  The  radial  pulse  misses  a  beat  entirely;  (ii)  The 
jugular  pulse  shows  an  a  wave  without  a  sequent  c  wave.  This  means  that  auricular  systole  occurred 
at  the  normal  interval  after  the  preceding  cardiac  cycle,  but  that  ventricular  systole  failed  to  follow ; 
the  reason  bein^  that  diseiise  implicating  the  conducting  patlis  hindered  the  normal  traitsmission  of 
stimuli  from  auricle  to  ventricle.  Note  at  xx  :  The  long  a-c  interval  (about  0-4  second)  indicating 
considerable  thoui?h  incomplete  hindrance  to  transmisson  of  the  impulse  from  auricle  to  ventricle. 

venous  pulses.  The  next  grade,  in  which  some  of  the  descending  impulses  are  completely 
'blocked'  in  their  passage  from  auricle  to  ventricle,  reveals  itself  in  ordinary  observation 
of  the  pulse  as  a  dropping  of  beats  ;  a  gap,  equivalent  in  length  to  two  whole  pulse- 
beats,  separates  one  beat  from  that  which  preceded  it.  Here  the  auricle  has  contracted 
in  the  ordinary  way,  but  since  the  stimulus  which  provoked  that  contraction  has  not 
passed  into  the  ventricle,  the  latter  has  failed  to  contract  {Fig,  232,  x).  This  proves 
that  there  is  some  disease  or  disorder  of  the  conducting  apparatus.  In  higher  grades 
of  block,  every  third  or  every  other  stimulus,  or  even  two  out  of  three,  or  three  out  of 
four,  may  fail  to  pass  over  from  auricle  to  ventricle  {Fig,  233) ;  so  that  the  auricle  may 
be  beating  72  to  the  minute  while  the  pulse  counted  at  the  wrist  comes  to  48,  36,  24,  or  18 
only.  In  the  highest  grade  of  all  the  auricle  is  completely  dissociated  from  the  ventricle, 
which  assumes  a  rhythm  of  its  own,  usually  at  30  to  40  per  minute  ;  thus  the  auricle  is 
D  85 
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beating  regularly  at  one  rate  and  the  ventricle  at  another  quite  independent  of  that  of  the 
auricle. 

To  make  sure  that  a  dropped  beat,  or  a  slow  regular  pulse,  is  due  to  heart-block,  it  is 
therefore  necessary  to  prove  that  the  auricle  contracted  while  the  ventricle  failed  to  follow 
suit.  The  only  means  of  such  proof,  apart  from  the  use  of  the  polygraph,  is  furnished 
by  observation  of  the  venous  pulse  in  the  neck.  If  this  can  be  seen  to  continue  regularly, 
during  the  radial  pauses,  as  well  as  immediately  before  the  radial  beats,  then  it  is  safe  to 
assume  that  the  condition  is  one  of  heart-block.  It  must  be  confessed,  however,  that 
this  is  very  often  difficult,  and  sometimes  impossible,  and  that  the  observxr  is  on  much 
firmer  ground  if  he  obtains  solid  proof  of  his  suspicion  in  the  form  of  a  graphic  record. 
This  will  show  that  in  the  intervals  when  the  pulse  failed  at  the  wrist,  the  wave  which 
represents  auricular  systole  made  its  appearance  at  the  proper  moment  in  the  jugular 
curve  (see  Fig,  232).  It  is  particularly  desirable  to  obtain  graphic  evidence  when  it  is  a 
matter  of  accounting  for  occasional  failures  of  the  radial  beat ;  for,  as  will  be  shown 
below,  this  grade  of  block  may  be  simulated  by  extrasystoles  too  feeble  to  reach  the 
wrist  (see  Fig.  234),  and  also  in  extreme  exhaustion  of  contractility. 

In  the  higher  grades  of  block  the  patient  often  suffers  from  severe  syncopal  and 
epileptiform  attacks,  the  coincidence  of  which  with  heart-block  constitutes  the  Stokes- 
Adams  syndrome.  In  these  attacks  the  pulse  usually  becomes  slower  than  ever.  It 
is  not  quite  safe,  however,  to  conclude  from  the  coincidence  of  such  attacks  with  slow 
pulse  that  a  lesion  of  conductivity  is  present ;  one  or  two  cases  have  been  described  in 
which  tracings  have  proved  that  the  whole  heart — auricle  as  well  as  ventricle — was  slowed  ; 
i.e.,  that  the  rhythm  was  altered  at  its  origin  at  the  sino-auricular  node  and  not  in  its 
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Fig.  233. — Heart-blcck.    The  ventricle  only  responds  to  every  fourth  stimulus  descending  to 
it  from  the  auricle.    The  a-c  interval  is  more  than  twice  its  normal  length. 

passage  through  the  heart.  The  distinction  between  this  condition  and  that  of  heart- 
block  is  important,  for  the  latter  signifies  organic  disease  of  the  heart,  while  the  former 
does  not  ;  and  their  distinction  cannot  be  safely  founded  except  on  the  evidence  of 
graphic  records. 

If  the  existence  of  heart-block  be  definitely  proved,  it  points  practically  always  to 
the  existence  of  organic  disease  implicating  the  bundle  which  connects  auricle  with 
ventricle.  Heart-block  may  arise  in  connection  with  acute  infections  such  as  diphtheria, 
rheumatism,  influenza,  pneumonia,  or  ulcerative  endocarditis  ;  or  as  part  of  a  chronic 
disease  such  as  gumma  or  cardiosclerosis.  In  any  given  case  the  cause  of  the  block  can 
only  be  determined  by  a  general  consideration  of  all  its  features. 

(c).  The  term  ^pulsus  altemans''  is  reserved  for  cases  in  which  beats,  equal  in  length, 
alternate  in  force  ;  that  is,  for  an  alternation  of  a  large  beat  with  a  small  beat,  but  not  of 
a  long  beat  with  a  short  beat.  This  phenomenon  is  an  expression  of  exhaustion  of  the 
contractile  power  of  the  ventricle,  and  it  is  therefore  of  serious  import.  In  some  instances 
it  can  be  detected  clearly  with  the  finger  on  the  pulse  ;  a  full  wave  is  followed  by  a  small 
wave,  and  this  again  by  a  full  wave,  and  so  on,  each  beat  being  of  equal  duration.  Often, 
however,  the  difference  in  the  amplitude  of  the  waves  is  so  minute  that  it  can  only  be 
detected  by  a  tracing.  Where  alternation  is  suspected,  confirmatory  evidence  may  some- 
times be  afforded  by  a  correspK)nding  alternation  in  the  intensity  of  the  first  cardiac  sound, 
particularly  if  it  be  accompanied  or  followed  by  a  bruit. 

In  connection  with  this  form  of  irregularity,  it  is  important  to  note  that  the  smaller 
beat  may  sometimes  be  so  feeble  as  to  fail  to  reach  the  wrist ;  consequently  the  pulse 
appears  to  drop  a  beat. 
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2.  Rhythms  Originating  Abnormally : — 

(a).  Turning  to  those  forms  of  irregularity  which  are  due  to  ectopic  generation  of 
stimuli,  one  finds  that  the  simplest  type,  the  extrasystole,  is  very  common.  It  is  associated 
with  nervous  states  and  with  coronary  sclerosis,  and  though  it  is  of  no  great  import,  it 
is  often  productive  of  imcomfortable  sensations  which  distress  the  patient ;  it  is  therefore 
necessary  to  recognize  its  nature  in  order  that  a  reassuring  statement  may  be  made.  The 
extrasystole  is  "  a  premature  contraction  of  auricle  and  ventricle  in  response  to  a  stimulus 
from  some  abnormal  part  of  the  heart,  where  otherwise  the  fundamental  rhythm  of  the 
heart  is  maintained  "  (Mackenzie). 

The  patient  sometimes  complains  of  feeling  as  if  his  heart  had  stopped,  and  then  gone 
on  again  with  a  jerk  ;  or  it  may  be  that  the  jerk  alone  is  felt.  The  observer,  with  his  finger 
on  the  radial  pulse,  feels  a  small  beat  occur  before  its  time,  i.e.,  at  a  shorter  interval  after 
the  preceding  beat  than  the  usual  pause  between  beats.  The  beat  which  follows  this 
premature  one  is  generally  more  forcible  than  normal ;  in  some  cases  it  follows  after  a 
compensatory  pause,  i.e.,  a  pause  of  such  length  that  it  makes  up  for  the  brevity  of  the 
premature  beat,  the  two  together  being  equal  in  duration  to  two  normal  beats.  It  is  the 
small  premature  beat  which  signifies  the  occurrence  of  an  extrasystole  (Figs.  231,  234). 
Confirmatory  evidence  of  its  nature  may  often  be  foimd  in  the  heart-sounds  ;  simul- 
taneously with  the  small  premature  beat  at  the  wrist,  a  premature  feeble  pair  of  heart- 
sounds  (or  in  some  cases  the  first  soimd  only)  is  heard. 

It  might  be  argued  that  if  the  extrasystole  can  be  thus  detected  by  ordinary  metliods 
of  examination,  and  that  if  it  lias  little  positive  significance  in  assisting  to  a  full  diagnosis 
of  the  case,  it  is  needless  to  apply  graphic  methods  to  its  elucidation  ;   and  it  is  certainly 
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Fig.  234. — Ventricular'extrasvstole.  Note  at  x  a  small  premature  radial  beat :  that  this  coincides  with  alarjfe 
wave  (c*)  in  the  jugular  curve,  "(c')  is  therefore  a  ventriculo-systolic  wave,  and  as  it  is  not  preceded  by  any  auri- 
cular movement,  it  denotes  a  premature  contraction,  or  *  extrasystole,'  arising  in  the  ventricle.  Clinically  this  case 
simulated  *  heart  block '  until  the  tracing  made  the  truth  plain. 

true  that  it  is  of  all  forms  of  irregularity  the  one  in  which  tracing  is  least  essential.  How- 
ever, there  are  one  or  two  considerations  which  may  make  a  tracing  advisable  and  even 
necessary  :  (i)  The  premature  contraction  may  be  so  small  that  its  beat  is  not  felt  at  the 
wrist ;  a  dropped  beat  may  be  thus  simulated,  especially  where  the  extrasystole  is  followed 
by  a  compensatory  pause.  In  such  cases  heart-block  may  be  wrongly  diagnosed,  unless 
clearer  information  be  sought  in  a  tracing.  This  will  show  the  fault  to  be  due  to  a  feeble 
premature  beat,  and  not  to  a  blocked  auricular  impulse  (see  Fig,  234).  (ii)  Extrasystoles 
may  occur  in  complexes,  e.g.,  at  every  second  or  third  beat.  In  the  former  case  an  alterna- 
tion will  result  :  a  full  beat  is  followed  at  a  short  interval  by  a  small  beat,  and  this  after  a 
long  interval  by  a  full  beat,  and  so  on  (pulsus  bigeminus).  The  true  nature  of  such  an 
arrhythmia  is  much  easier  to  appreciate  when  it  is  seen  mapped  out  in  a  tracing,  (iii)  A 
polygraphic  record  enables  the  observer  to  discover  whether  the  premature  beat  arose  in 
the  auricle,  in  the  ventricle,  or  in  the  junctional  tissues.  In  the  first  case  the  jugular  curve 
shows  an  auricular  wave  preceding  the  premature  arterial  beat  at  the  proper  interval  ; 
in  the  second  case  there  is  no  such  auricular  wave  ;  while  in  the  third  case,  auricle  and 
ventricle  contract  simultaneously,  and  the  result  is  an  abnormally  large  wave  in  the 
jugular  curve.  A  knowledge  of  the  source  of  extrasystoles  may  occasionally  be  of  material 
value  ;  for  instance,  in  mitral  stenosis  the  final  breakdown  of  the  auricle  is  sometimes 
heralded  by  a  series  of  extrasystoles  of  auricular  origin.  It  is  true  that  as  a  rule  auricular 
extrasystoles  are  not  followed  by  a  compensatory  pause,  while  those  of  ventricular  origin 
are  ;  but  it  is  not  always  easy  to  appreciate  this  distinction  apart  from  a  tracing,  and, 
moreover,  it  does  not  invariably  hold  good. 

(6).  In  paroxysmal  tachycardia,  as  the  term  is  used  nowadays,  the  patient  suffers  from 
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attacks  of  fast  but  regular  cardiac  action.  The  duration  of  these  may  vary  from  seconds 
to  days  ;  what  is  characteristic  is  the  abrupt  transition  from  the  normal  to  the  rapid 
rhythm  and  back  again,  at  the  onset  and  offset  of  the  attack.  The  patient  is  conscious 
of  discomfort,  and  indeed  there  is  good  cause  if  the  speed  be  above  a  certain  pitch  ;  for 
in  such  a  case  the  auricle  gets  no  time  for  emptying  itself,  and  becomes  over-distended, 
pulmonary  stagnation  with  cyanosis  and  venous  engorgement  resulting.  Tachycardial 
paroxysms  may  appear  on  a  background  of  organic  disease,  cardiosclerosis  and  mitral 
stenosis  in  particular ;  or  the  patient's  heart  may  be  normal.  This  form  of  iiregularity 
has  especially  to  be  distinguished  from  that  next  to  be  described,  the  total  arrhythmia  of 
auricular  fibrillation,  which  may  manifest  itself  in  paroxysms,  particularly  in  its  earlier 
stages.  The  distinguishing  point  is  that  in  true  paroxysmal  tachycardia  the  pulse  is  regular, 
whereas  in  the  other  it  is  quite  irregular. 

By  means  of  a  polygraph  tracing  it  is  pK>ssible  to  discover  the  source  of  the  rapid 
rhythm,  whether  it  is  auricular  or  ventricular,  in  most  cases.  The  complexity  of  the 
subject  of  cardiac  arrhythmia  is,  however,  illustrated  by  the  fact  that  there  is  a  form  of 
paroxysmal  tachycardia  arising  in  the  auricles,  which  beat  at  great  speed,  up  to  and  even 
exceeding  300  per  minute,  in  which  a  certain  proportion  of  the  beats  is  blocked  ;  so  that 
only  every  second,  third,  or  even  fourth  impulse  passes  over  into  the  ventricle.  That  is  to 
sayj  the  auricle  may  be  in  a  state  of  paroxysmal  tachycardia,  and  yet  the  radial  pulse  is 
hastened  but  little  or  not  at  all.  The  difficulty  of  diagnosis  is  heightened  by  the  fact  that 
the  auricular  beats  do  not  always  appear  in  the  jugular  curve  of  a  polygraph  record,  though 
they  are  manifest  in  an  electrocardiogram.  This  form  of  tachycardia  goes  by  the  name  of 
'auricular  friction.' 

(c).  The  last  form  of  irregularity  to  be  recognized  is  in  many  senses  the  most  important 
— the  total  arrhythmia  which  is  associated  with  breakdown  and  fibrillation  of  the  auricles. 
This  is  essentially  a  terminal  phase  of  chronic  organic  disease,  especially  of  mitral  stenosis 
and  cardiosclerosis  ;  it  may  be  prolonged  for  years,  but  nevertheless  it  marks  a  certain 
'last  state'  of  the  auricular  musculature.  The  features  which  characterize  it  are  of  two 
kinds  :  those  which  mark  the  disappearance  of  auricular  systole,  and  the  evidences  of 
absolute  irregularity  of  the  pulse.  To  the  observer  using  ordinary  methods  of  examination 
without  apparatus,  this  latter  is  the  more  obvious  and  striking  side  of  the  picture.  If  the 
pulse  be  counted  for  one  or  two  minutes,  it  will  be  found  that  there  is  no  'dominant 
rhythm'  ;  anarchy  is  complete.  The  pulse  is  usually  hasty — over  100  per  minute — but 
not  always.  The  heart's  action  is  similarly  irregular,  and  on  comparing  it  with  the  arterial 
pulse,  a  certain  number  of  beats  too  feeble  to  reach  the  wrist  will  be  discovered.  Cessation 
of  effective  auricular  systole  is  manifested  in  two  ways  if  the  case  be  one  of  mitral  stenosis  : 
by  disappearance  of  the  presystolic  thrill  and  bruit  (the  diastolic  vibration,  however,  per- 
sisting), and  by  disappearance  of  the  auriculo-systolic  wave  from  the  jugular  tracing.  Of 
course,  if  the  case  be  not  one  of  mitral  disease,  there  are  no  presystolic  vibrations  to  dis- 
appear. However,  the  absolute  disorder  of  the  pulse,  coupled  with  evidences  of  organic 
disease  of  the  heart  and  a  gravely  embarrassed  circulation,  combine  to  form  a  picture  so 
characteristic  that  there  is  little  fear  of  a  mistake.  Nevertheless,  there  are  cases  of  sinus 
irregularity  so  profound  that  without  a  polygraph  tracing  it  is  difficult  to  exclude  auricular 
fibrillation  ;  the  same  may  be  said  of  some  few  cases  of  multiple  extrasystolic  irregularit5\ 

SUMMARY   OF    VARIATIONS    IN    RHYTHM    OF   PULSE. 

I. — Tfie  radial  pulse  may  be  wholly  regular,  but  abnormally  slow  or  abnormally  quick, 

A, — Regular  Slow  Pulse  may  be  due  to — 

1.  Extracardiac  causes  (convalescence  from  acute  illness,  sinus  irregularity,  raised 
intracranial  pressure,  jaundice).  In  such,  the  whole  heart  is  slowed,  auricle  and  ventricle 
alike  ;  there  are  no  signs  of  cardiac  disease  ;  and  there  are  signs  of  extracardiac  disease. 

2.  Intracardiac  causes,  (a)  Alternating  extrasystoles  may  cause  an  apparent  regular 
slowing  of  the  pulse  ;  if  each  'normal'  beat  is  followed  by  a  premature  one  too  small  to  be 
felt  at  the  wrist,  the  radial  pulse  will  appear  slow.  The  real  interpretation  may  be  dis- 
covered by  a  polygraph  tracing,  and  by  comparing  the  heart-sounds  with  the  pulse  at  the 
wrist ;  by  these  means  the  occurrence  of  the  small  premature  beat  after  every  normal  beat 
will  be  observed,     (b)  Heart-block,  either  partial  or  complete,  will  render  the  radial  pulse 
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slow.  If  the  block  be  partial  but  regularly  recurrent,  the  pulse  at  the  wrist  will  be  regular 
and  slow  ;  e.g.,  if  the  auricle  is  beating  at  72  per  minute,  and  every  other  stimulus  is  blocked 
in  its  passage  from  auricle  to  ventricle,  a  regular  pulse  of  36  per  minute  will  be  the  result  ; 
while  if  two  out  of  every  three  stimuli  are  blocked,  the  pulse  will  beat  regularly  24  times 
per  minute.  If  the  block  be  complete,  auricle  and  ventricle  will  each  have  its  own  regular 
rhythm  ;  that  of  the  ventricle  is  usually  at  the  rate  of  30  to  40  per  minute,  and  this  will 
accordingly  be  the  rate  of  the  pulse.  The  occurrence  of  epileptiform  and  syncopal  attacks 
is  to  a  large  extent  confirmatory  of  the  diagnosis  of  heart-block  ;  but  this  cannot  be 
accepted  as  proved  unless  it  has  been  demonstrated  that  when  the  auricle  contracts,  the 
ventricle  sometimes  or  always  fails  to  follow,  suit.  This  evidence  is  provided  (i)  by  naked - 
eye  observation  of  jugular,  i.e.,  auricular,  movement,  (ii)  by  auscultation  detecting  auricular 
soimds  during  the  ventricular  pauses,  (iii)  by  polygraph  records,  which  not  only  afford 
conclusive  evidence,  but  also  facilitate  the  study  of  the  degree  of  block  present. 
B. — Regular  Rapid  Pulse  (and  see  Tachycardia,  p.  702)  may  be  due  to — 

1.  Extracardiac  causes  (tuberculosis  and  other  infections,  excitement,  Graves's  disease, 
etc.).  Here  the  whole  heart  is  persistently  hurried,  and  the  cause  is  usually  manifest ; 
moreover,  change  to  or  from  a  slower  rate  is  gradual  and  not  abrupt. 

2.  Intracardiac  causes.  The  only  important  intracardiac  condition  giving  rise  to  a 
quick  but  regular  pulse  is  that  form  of  ectopic  stimulus  production  which  manifests  itself 
in  paroxysmal  tachycardia.  Here  there  may  or  may  not  be  other  signs  of  cardiac  disease, 
mitral  stenosis  and  cardiosclerosis  being  the  commonest  types  ;  the  tachycardia  is  tempo- 
rary, its  onset  and  cessation  being  abrupt. 

II. — The  radial  pulse  may  show  a  fundamental  regularity ,  occasionally  interrupted  by 
premature  beats,  intermissions,  or  periods  of  irregularity. 

A, — Premature  Beats  may  be  single  or  multiple  ;  they  may  recur  at  regular  or 
irregular  intervals  ;  the  pause  following  them  may  or  may  not  be  compensatory  ;  the  beat 
next  following  the  pause  is  often  increased  in  magnitude.  The  premature  beat  bespeaks 
an  extrasystole  ;  it  is  a  small  beat,  accompanied  by  heart-sounds  feebler  than  those  coincid- 
ing with  the  normal  beats. 

B. — Intermlssloii  of  a  beat  or  beats  may  be  due  to  one  of  three  causes  :  a  premature 
extrasystolic  beat  too  feeble  to  reach  the  wrist ;  a  blocked  auricular  stimulus  ;  or  a  comr 
parative  failure  in  the  contractility  of  the  ventricle. 

1.  If  the  intermission  be  due  to  sl  feeble  extrasystole,  the  imperfect  heart-sounds  which 
accompany  the  premature  beat  will  be  audible.  A  sphygmographic  tracing  will  sometimes 
bring  to  light  a  wave  too  feeble  to  be  perceived  with  the  finger.  The  pause  due  to  the  inter- 
mission is  shorter  than  the  duration  of  two  complete  beats,  if  the  gap  is  due  to  an 
unperceived  extrasystole  which  is  not  followed  by  a  compensatory  pause. 

2.  If  it  be  due  to  a  blocked  auricular  impulse,  this  can  only  be  proved  by  demonstrating 
the  occurrence  of  auricular  systole  without  a  corresponding  ventricular  systole  following 
at  the  usual  interval  ;  and  it  is  scarcely  possible  to  do  this  without  a  polygraph  record  of 
jugular  and  radial  pulses.  The  auricular  systole  may  be  audible,  and  its  effect  visible  in 
the  jugular  vein  ;  but  in  both  cases  timing  is  a  difficult  matter. 

3.  If  it  be  due  to  a  normally  timed  ventricular  systole  too  feeble  to  send  a  wave  to  the  wrist, 
other  evidences  of  failing  contractile  power,  among  them  the  alternating  pulse,  are  sure  to 
be  detected  ;  indeed,  this  type  of  intermission  is  in  reality  an  exaggeration  of  the 
alternating  pulse,  without  which  it  will  not  occur. 

C. — Short  Periods  of  Irregularity  due  to  a  '  sinus  disturbance '  are  very  common, 
especially  in  children  and  nervous  subjects.  The  diagnostic  features  are  absence  of  physical 
signs  of  cardiac  disease,  marked  variation  of  the  rhythm  with  respiration  and  swallowing, 
and  implication  of  the  whole  heart — auricle  as  well  as  ventricle — in  the  irregularity. 
This  latter  fact  is  of  course  only  discerned  by  means  of  graphic  records  ;  but  the  diagnosis 
can  usually  be  made  without  recourse  to  these. 

Longer  periods  of  total  arrhythmia  (v.  infra,  IV,  A),  sometimes  interrupt  a  normal 
rhythm. 

III. — The  radial  pulse  is  arranged  in  pairs  of  beats. 

A. — ^The  Pulsus  Blsferlens  is  a  single  beat  with  a  double  summit  (Fig.  235).  This  can 
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easily  be  recognized  by  the  fact  that  the  two  summits  are  very  close  together,  and  that  one 
cycle  only  of  heart-sounds  corresponds  to  each  pair. 

B, — Alternating  Extrasystoles  cause  the  pulse  to  be  paired  (pulsus  bigeminus)  ;  each 
pair  consists  of  a  full  beat,  followed  after  an  abnormally  short  pause  by  a  small  beat.  Each 
beat,  whether  normal  or  abortive,  is  accompanied  by  a  cycle  of  heart-sounds  ;  though  the 
second  sound  may  fail  if  the  accompanying  premature  extrasystolic  beat  be  too  feeble  to 
open  the  aortic  valves.  A  sphygmographic  or  poly  graphic  record  will  help  to  make  the 
nature  of  the  irregularity  clear. 

C. — ^The   Pulsus   Alternans 

is  associated  with  other  evidences 

HcidiaV       ^^  inadequate  contractile  power. 

Each  pair  consists  of  a  full  beat 

^\         pTv  h  /■^^\_   A^  ^^^  *  small  beat,  and  each  beat 

J\J    ^-^^    ^sj^^^/    ^^^'^^"^^     ^-^-/    JTu^uiZar    is  equidistant  in  time  from  that 

cuo    V    cho   V     'cue    V     'cLC'    Y    Ivc    V  preceding    and    that    following. 

fig,  235.— rulsus  bisferiens.    TJiere  is  a  double  peak  to  each  radial  beat,         ^  similar   alternation    in  cardiac 

simulating  a  pair  of  beats.  forcc   may  bc   detected   in    the 

heart-sounds.      In    many    cases 

the  alternation  can  only  be  recognized  certainly  by  means  of  a  sphygmographic  tracing. 

Z>. — Blocking  of  every  third  Auricular  Stimulus  results  in  the  ventricular  contractions 

being  arranged  in  pairs.     Each  beat  is  of  equal  force,  and  the  interval  separating  each 

pair  from  that  following  it  is  equivalent  to  the  duration  of  two  normal  pulse  waves. 

Beats  may  fall  regularly  in  groups  of  three  or  four  if  every  fourth  or  fifth  beat  is  either 
an  extrasy stole,  or  missing,  owing  to  auriculo- ventricular  block. 

IV. — The  pulse  is  totally  irregular,  no  fundamental  rhythm  being  discoverable. 

A. — ^True  Total  Irregularity  is  associated  with  organic  disease,  either  post-rheumatic 
or  cardiosclerotic.  The  pulse  and  heart-sounds  are  altogether  irregular,  and  the  circula- 
tion is  obviously  embarrassed.  The  picture  is  therefore  characteristic  :  if  any  doubt  be 
present,  discovery  of  evidences  of  auricular  asystole  (loss  of  presystolic  thrill  and  murmur, 
failure  of  auriculo-systolic  wave  in  jugular  curve  of  jjolygraph  tracing)  will  remove  it. 

B. — ^Total  Irrc^{ularity  may  be  Simulated  by  extreme  sinus  irregularity,  by  depres- 
sion of  conductivity  leading  to  variations  in  the  a-c  interval,  and  also  by  multiple  extra- 
systoles.     In  any  such  case  all  that  is  needed  to  establish  a  diagnosis  is  a  polygraph  tracing. 

It  is  clear  from  this  brief  summary  that  most  forms  of  arrhythmia  can  be  recognized 
without  the  use  of  special  apparatus  ;  but  that  in  many  cases  a  polygraphic  record  is  valu- 
able on  accoimt  of  the  certainty  which  it  gives  to  the  diagnosis,  while  in  a  few  it  is  impossible 
to  be  sure  of  the  meaning  of  the  irregularity  without  such  a  record.  Carey  Coombs, 

PULSE,  UNDULY  RAPID.— (See  Tachycardia,  p.  702.) 

PULSE,  UNDULY   SLOW.— (See  Bradycardia,  p.  82.) 

PULSES,  UNEQUAL.- — Inequality  of  the  pulses  may  be  a  perfectly  natural  phen- 
omenon ;  one  frequently  finds  that  the  radial  arteries  of  the  two  sides  are  not  of  the  same 
calibre,  owing  to  variable  degrees  of  collateral  circulation  by  an  enlarged  comes  nervi 
mediani.  Inequality  of  the  pulses  is  a  much  more  important  sign  when  known  to  have 
developed  in  a  patient  whose  pulses  were  formerly  normal.  In  such  a  case  the  cause  is 
probably  one  of  the  following  : — 

Thoracic  aneur\'sm  i        Accessory  cervical   rib  Atheroma. 

Mediastinal  new  growth      ,       Embolism 

Pathological  inequality  of  the  pulses,  or  definite  delay  of  one  behind  the  other,  as 
gauged  by  simultaneous  palpation  of  the  two  radial  pulses,  is  distinctly  uncommon,  even 
in  cases  of  thoracic  aneurysm  ;  it  is  true  that  when  ver>^  careful  simultaneous  records  are 
made  from  the  two  radial  pulses  slight  differences  in  size  and  definite  differences  in  time 
can  be  detected,  the  one  being  delayed  behind  the  other  ;  but  in  clinical  medicine  such 
minute  methods  of  investigation  are  seldom  applicable  ;    if  the  aneurysm  involves  the 
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origin  of  the  innominate  artery,  the  right  pulse  will  be  smaller  than  the  left ;  whereas  if 
it  affects  that  part  of  the  arch  from  which  the  left  subclavian  artery  is  derived,  the  left 
radial  pulse  will  be  smaller  than  and  delayed  behind  the  right.  Similar  delay  or  inequality 
might  be  produced  by  new  growth  compressing  either  the  innominate  artery  on  the  right 
side  or  the  subclavian  artery  on  either  side  ;  but  this  is  rare. 

An  accessory  cervical  rib  might  stenose  the  subclavian  artery,  but  the  condition  is 
generally  bilateral  so  that  it  rarely  produces  inequality  of  the  radial  pulses;  its  sym- 
ptoms are  more  likely  to  be  those  of  interference  with  the  lower  part  of  the  brachial  plexus, 
with  consequent  pain,  paraesthesia  or  paresis  corresponding  to  the  nerves  distributed 
upon  the  ulnar  aspect  of  the  arms  and  hands  (p.  443). 

Embolism  of  one  or  other  radial  artery  will  rather  obliterate  it  altogether  than  cause 
it  to  be  less  in  size  than  that  of  the  other  side.  It  will  almost  always  be  due  to  fungating 
endocarditis  (p.  34). 

Atheroma  of  the  brachial  or  subclavian  artery  on  one  side  might  cause  the  correspond- 
ing radial  pulse  to  be  less  than  that  on  the  other  ;  but  this  very  rarely  happens,  and  in 
such  a  case  it  would  be  more  probable  that  atheroma  of  the  aorta  with  an  aneurysmal 
dilatation  would  be  diagnosed  than  atheroma  restricted  to  the  vessels  in  the  upper  arm, 
unless  the  a:-rays  exhibited  no  trace  of  aneurysmal  opacity  in  the  thorax.       Herbert  French. 

PUPIL,  ABNORMALITIES  OF  THE.— Abnormalities  of  the  pupil  may  be  classified 
into  : — I.  Irregularities  in  shape  ;    II.  Irregularities  in  size. 

I.  Irregularities  in  Sliape. — ^The  normal  pupil  is  circular  or  slightly  oval.  Its  out- 
line may  become  irregular  owing  to  an  adhesion  between  the  iris  and  the  lens,  the  result  of 
old  iritis.  These  adhesions  are  most  evident  when  the  pupil  is  dilated.  A  similar  irregu- 
larity sometimes  occurs  with  the  persistence  of  a  pupillary  membrane — a  congenital  affection. 
The  adhesions  due  to  this  cause  may  be  distinguished  from  inflammatory  adhesions  by  the 
fact  that  they  arise  from  the  anterior  surface  of  the  iris  at  a  slight  distance  from  the  pupil 
and  not  from  the  posterior  surface  and  the  extreme  edge. 

The  pupil  may  also  become  irregular  in  shape  as  the  result  of  injuries,  such  as  rupture 
of  the  sphincter,  and  tearing  of  the  root  of  the  iris  from  its  ciliary  adhesion  (iridodialysis)  ; 
of  dislocation  of  the  lens  ;  or  of  partial  adherence  to  an  old  perforated  corneal  ulcer. 

II.  Irregularities  in  Movement  and  Size. — Before  considering  the  irregularities  in 
the  movements  and  size  of  the  pupil,  it  is  desirable  to  remember  that  its  normal  size  varies 
during  life.  In  extreme  infancy  it  is  small.  It  becomes  larger  during  young  adult  and 
middle  life,  and  ultimately  becomes  small  again  in  old  age.  It  is  also,  as  a  general  rule, 
small  in  hypermetropic,  and  large  in  myopic  eyes. 

There  are  also  four  normal  pupillary  reflexes  ;  (i)  The  light  reflex  ;  (ii)  The  reflex  to 
accommodation  ;  (iii)  The  reflex  to  sensory  stimulation  ;  (iv)  Psychic  reflexes.  The 
reflexes  to  light  and  to  accommodation  are  both  constrictive,  the  constriction  in  accommo- 
dation being  more  in  the  nature  of  an  associated  muscular  action.  The  sensory  and  psychic 
reflexes  are  both  dilatations,  the  dilatation  being  caused  by  either  sudden  sensory  stimuli 
or  some  sudden  emotion,  such  as  fright  or  terror. 

The  pathological  variations  in  the  pupil  may  be  classified  as  follows  : — ■ 

1.  Loss  of  the  Pupillary  Light  Reflex,  either  with  or  without  constriction  of  the  pupil, 
but  with  persistence  of  the  reaction  to  acconmiodation,  constitutes  the  Argyll  Robertson 
pupil.  It  never  occurs  in  healthy  individuals,  but  has  been  observed  most  frequently  in 
tabes  dorsalis,  to  an  extent  varying  according  to  different  observers  from  70  to  90  per  cent 
of  all  the  cases.  The  condition  is  usually  permanent.  It  also  occurs  in  general  paralysis 
of  the  insane.  The  pupil  is  constricted  in  nearly  all  tabetic  cases,  and  the  affection  is  most 
commonly  bilateral. 

2.  Loss  of  Convergent  Accommodation  Reflex  and  Retention  of  the  Light  Reflex. — ^This 
condition  is  extremely  rare,  but  has  been  observed  in  syphilis,  basal  meningitis,  myelitis, 
and  tumour  of  the  corpora  quadrigemina. 

3.  Loss  of  the  Convergence  Pupillary  Reflex  may  be  unilateral  or  bilateral.  It  occurs, 
rarely,  in  tabes  dorsalis,  and  after  some  cases  of  diphtheria  and  alcoholic  inloxicalion. 

4.  Loss  of  all  Reflex  Movements  of  the  Pupil. — In  this  condition  there  is  paralysis  of  the 
sphincter  of  the  pupil  and  of  the  ciliary  nmsele,  the  extrinsic  muscles  of  the  eye  being 
unaffected  (ophthalmoplegia  interna).     The  site  of  the  lesion  must  be  in  the  third  nerve 
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nucleus,  and  it  is  most  frequently  unilateral,  though  occasionally  bilateral.  Syphilis  is 
the  most  frequent  cause.  It  may  also  occur  after  diphtheria,  injury,  or  in  some  intracranial 
diseases. 

5.  In  the  condition  in  which  there  is  a  lesion  of  the  optic  nerve  on  one  side,  between  the 
chiasma  and  the  globe,  there  will  be,  as  a  result,  a  loss  of  direct  light  reflex  in  that  eye,  and 
of  the  consensual  light  reflex  in  the  opposite  eye. 

6.  Loss  of  Sensory  or  Psychic  Reflex  occurs  in  lesions  of  the  dilatator  pupillary  tract, 
such  as  paralysis  of  the  cervical  sympathetic  i  in  which  condition  it  is  associated  with 
slight  ptosis  of  the  upper  lid,  enophthalmos,  and  diminished  tension  of  the  globe. 

7.  Abnormal  Constriction  of  a  Pupil,  with  Retention  of  the  Light  and  Convergent  Reflexes, 
may  occur  from  abnormal  stimuli  of  the  sphincter,  or  paralysis  of  the  dilatator  pupillse  as 
the  result  of  acute  encephalitis,  intracranial  abscess,  or  growth,  in  which  the  lesion  irritates 
but  does  not  destroy  the  centre  for  convergence.  In  all  cases  of  brain  disease  the  constriction 
is  ultimately  replaced  by  dilatation. 

8.  Abnormal  Dilatation  of  the  Pupil,  xcith  Retention  of  the  Light  and  Convergent  Reflexes, 
is  met  with  in  cases  of  stimulation  of  the  cervical  sympathetic,  for  instance  by  an  aortic 
aneurysm.  It  may  also  be  observed  in  certain  mental  states,  such  as  epilepsy,  acute  mania, 
or  catalepsy. 

9.  Inequality  in  the  size  of  the  Pupils  is  observed  frequently,  and  may  have  no  patho- 
logical signiflcance  ;  but  pronounced  difference  in  the  size  of  the  pupils  is  nearly  always 
symptomatic  of  some  organic  lesion.  In  cases  where  the  abnormal  pupil  is  the  smaller, 
the  condition  is  usually  due  to  hyperaemia  of  the  iris,  such  as  occurs  in  iritis  ;  paralysis  of 
the  cervical  sympathetic  ;  or  the  use  of  a  myotic  drug  such  as  physostigmine.  In  cases 
where  the  abnormal  pupil  is  the  larger,  the  dilatation  is  usually  due  to  stimulation  of  the 
sympathetic,  the  use  of  a  mydriatic,  paralysis  of  the  fibres  of  the  third  nerve,  or  increased 
ocular  tension,  such  as  may  occur  in  glaucoma. 

In  cases  of  inequality  of  the  pupils  one  may  suspect  tabes,  general  paralysis  of  the 
insane,  a  unilateral  lesion  of  the  third  nerve  or  cervical  sympathetic,  trigeminal  neuralgia, 
carotid  or  aortic  aneurysm,  a  unilateral  intracranial  lesion,  or  glaucoma. 

10.  Irregularities  in  the  shape  of  the  pupils  other  than  those  mentioned  above  may 
occur  in  tabes  and  various  cases  of  insanity.  There  is  no  marked  or  sharp  irregularity,  it 
only  being  noticed  that  the  pupil  is  not  circular  owing  to  paralysis  of  certain  fibres  of  the  iris. 

11.  Hippiis. — ^This  term  is  applied  to  a  condition  in  which,  when  both  eyes  are  shaded, 
and  then  illuminated,  the  pupils  will  alternately  dilate  and  contract.  It  is  sometimes  associ- 
ated with  nystagmus,  and  occurs  also  in  disseminated  sclerosis,  and  in  some  cases  of  brain 
tumour.  It  is  observed  most  frequently  when  there  is  a  central  scotoma  in  the  field  of 
vision,  with  some  injury  to  the  macular  or  axial  fibres  of  the  optic  nerve.  It  is  also  common 
in  alcoholic  subjects. 

12.  Paradoxical  Pupillary  Reflex  :  pupils  dilating  under  the  stimulus  of  light.  This 
condition  is  extremely  rare,  and  has  only  been  observed  in  patients  affected  with  grave 
lesions  of  the  central  nervous  system,  usually  tabes  dorsalis. 

18.  Ilemianopic  Pupillary  Reflex  :  lesions  of  the  brain  situated  in  the  optic  tract  above 
the  corpora  quadrigemina  may  give  rise  to  partial  loss  of  vision,  but  will  not  affect  the 
pupil-reflex  arc.  For  example,  a  lesion  in  the  right  occipital  cortex  may  give  rise  to  a  left 
homonymous  hemianopsia,  but  the  pupil  will  react  even  when  a  light  is  thrown  on  the  blind 
side  of  the  retina  (see  Hemianopsia,  p.  300).  In  cases,  however,  where  the  lesion  is  situated 
in  the  optic  tract  below  the  corpora  quadrigemina,  hemianopsia  may  also  occur,  but  imder 
these  circumstances  no  pupillary  reflex  for  light  can  be  obtained  on  stimulus  of  the  blind 
side  of  the  retina,  the  pupil  reacting  to  light  when  the  opposite  side  of  the  retina  is  stimu- 
lated. This  reaction  is  termed  the  hemiopic  pupillary  reflex,  and  is  of  great  value  in  the 
localization  of  intracranial  lesions.  Herbert  L.  Eason. 

PURPURA  signifies  haemorrhage  into  the  skin,  and,  according  to  the  size  of  the 
extravasation  of  blood,  the  lesions  are  spoken  of  as  puncta  or  spots,  vibices  or  lines,  pete- 
chiae  or  small  patches,  ecchymoses  or  bruises.  The  lesions  cannot  be  obliterated  by  pres- 
sure with  the  finger,  which  distinguishes  the  effused  blood  from  mere  congestion.  The 
diagnosis  of  the  actual  fact  of  purpura  is  seldom  difficult  ;  the  persistence  of  the  discolora- 
tion under  pressure  differentiates  it  from  erj'thematous  lesions,  and  the  colour  generally 
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serves  to  distinguish  it  from  pigmentation  of  the  skin  other  than  that  due  to  haemorrhage. 
In  a  case  of  doubt,  the  fact  that  the  lesions  presently  alter  in  colour  and  then  disappear 
serves  to  distinguish  purpura  from  capillary  naevi  or  from  pigmentation  of  the  skin,  which 
persist.  It  may  be  more  difficult,  however,  to  decide  what  is  the  nature  of  the  purpura  in 
any  given  case  ;  the  following  is  a  list  of  its  better-recognized  causes  : — 


Causes  of  Purpura. 


1. — Due  to  Local  Injuries: 


Flea-bite 

Pediculosis 

Leech-bite 


Blows 

Sprains 

Rupture  of  a  muscle 


2. — ^The  Effect  of  Drugs  and  Poisons : 


Antipyrin 

Iodoform 

Iodide  of  Potassium 

Sulphonal 

Copaiba 

Belladonna 

Chloral 

3. — In  Fevers  : 

Typhus  fever 
Cerebrospinal  fever 
Small-pox 
Pyaemia 
Septicaemia 
Fungating     endocar- 
ditis 


Chloral  hydrate 

Butyl-chloral  hydrate 

Veronal 

Mercury 

Arsenic 

Quinine 

Ergot 


General  tuberculosis 

Dysentery 

Cholera 

Yellow   fever 

Weil's    disease,     or    bilious 

typhoid 
Plague 


Rupture  of  a  vein,  especially 
a  varicose  vein. 


Salicylic  acid 
Potassium  chlorate 
Diphtheritic  antitoxin 
Ptomaine 
Snake-bite  poison. 


Remittent  fever 
Severe  malarial  fever 
Blackwater  fever 
Measles 
Diphtheria 
Typhoid  fever 
Scarlet  fever. 


4. — In  association  witli  Jaundice  from  whatever  cause  (see  Jaundice,  p.  324). 
5. — Bright*s  Disease. 
6. — Clironic  Alcoliolism  : 

Cirrhosis  of  the  liver  |    Peripheral   neuritis 

7. — The  so-called  Blood  Diseases : 

SplenomeduUary  leu-       Pernicious  anaemia 


ksemia 
Lymphatic  leukaemia 
Lymphadenoma 


Splenic  anaemia 
Pseudo-leukaemia  infantum 
Scurvy 


Barlow  s  disease. 
Haemophilia 


8. — In  cases  of  generalized  Malignant  Disease,  especially  : 
Sarcomatosis  |    Chloroma 

9. — ^Peliosis  Rheumatica. 
10. — Henoch's  Purpura. 
11. — ^Purpura  Simplex. 

Morbus  maculosus  of 
VVerlhof 


Purpura  hajmorrhagica 


Purpura  fulminans. 


A  number  of  the  above  conditions  require  but  little  discussion,  for  if  they  are  only 
borne  in  mind  their  diagnosis  will  generally  be  easy. 

Flea-bites  are  by  far  the  commonest  cause  of  purpura  in  the  out-patient  department 
of  a  hospital,  and  they  may  sometimes  be  so  numerous  as  to  raise  a  misleading  suspicion 
that  the  patient  is  suffering  from  some  serious  disease.  The  relatively  small  haemorrhagic 
foci,  and  their  prevalence  on  the  parts  covered  by  the  clothes  rather  than  upon  the  hands, 
face,  or  exposed  parts  of  the  legs,  serve  to  indicate  the  diagnosis,  even  in  a  severe  case. 

The  commonest  variety  of  pediculosis  to  produce  purpura  is  P,  corporis  or  vestimen- 
iorum  ;  the  circumstances  of  the  case  and  the  distribution  of  the  purpura  itself  and  of  the 
marks  of  scratching,  particularly  in  the  regions  where  collars  and  other  constrictions  in  the 
dress  occur,  would  indicate  the  diagnosis. 

The  haemorrhage  around  a  leech-bite  is  so  characteristic  that,  once  seen,  it  cannot  be 
mistaken  for  anything  else. 

Blows  and  s^prains,  if  sufficiently  severe,  produce  purpura  even  in  the  healthy,  in  whom 
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the  history  gives  the  diagnosis  ;  it  is  important  to  bear  in  mind,  however,  that  some  normal 
individuals  bruise  with  such  ease  that  there  may  be  no  clear  evidence  of  injury  unless  care- 
ful inquiry  is  made,  when  some  trivial  stumble  or  knock  may  be  recalled  to  mind  by  the 
patient.  Such  easy  bruising  may  also  occur  in  any  of  the  blood  diseases.  A  case  of 
epilepsy  may  sometimes  come  under  observation  for  multiple  bruises  simulating  some 
other  kind  of  purpura,  but  due  to  injuries  produced  during  the  attacks,  which  may  them- 
selves be  unsuspected  if  they  occur  during  the  night.  Very  extensive  purpura  on  the  legs 
or  other  parts  has  sometimes  been  produced  by  multiple  self-injury  in  girls  suffering  from 
hysteria  or  by  malingerers  ;  serious  organic  disease  may  be  feared  unless  other  factors  in 
the  case  or  the  distribution  of  the  purpura  suggests  an  artificial  origin  ;  the  haemorrhagic 
spots  and  blotches  may  be  abundant  on  the  fronts  and  sides  of  the  legs,  for  instance,  and 
not  down  the  backs  of  them  ;   no  known  organic  purpura  has  so  selective  a  distribution. 

Spontaneous  rupture  of  a  muscle  leads  to  extensive  purpuric  extravasation  of  blood, 
but  the  diagnosis  is  not  difficult  if  the  history  is  clear,  and  one  can  often  feel  the  place 
where  the  muscle  has  given  way  unless  it  is  too  deep-seated  to  palpate,  as  in  the  case  of  the 
plantaris  longus,  which  is  apt  to  rupture  during  sudden  efforts  such  as  may  be  made  in 
playing  tennis  or  the  organ. 

The  purpuric  discoloration  of  the  skin  around  varicose  veins  in  the  legs,  together  with 
its  resultant  dark-brown  pigmentation,  is  familiar  to  all. 

As  regards  drugs,  the  list  above  indicates  that  there  are  many  which  may  sometimes 
produce  purpura  ;  it  may  be  said  at  once,  however,  that  none  do  so  at  all  commonly. 
Nevertheless  the  possibility  should  be  borne  in  mind,  and  inquiry  made  as  to  the  remedies 
the  patient  may  have  been  taking.  Antidiphtheritic  serum  and  ptomaines  merit  jmrticular 
attention.  The  commonest  eruption  resulting  from  antidiphtheritic  serum,  or  from 
other  forms  of  antitoxic  horse-serum  administered  hypodermically,  is  urticaria  ;  purpura 
is  relatively  rare  ;  either  form  occurs  as  a  rule  about  nine  or  ten  days  after  the  serum  has 
been  given,  and  is  generally  associated  with  lassitude,  muscular  and  joint  pains,  anorexia, 
and  more  or  less  pyrexia,  lasting  from  a  few  hours  to  two  or  three  days.  Ptomaine  poison- 
ing is  often  difficult  to  recognize  with  certainty  unless  it  occurs  in  epidemic  form.  It  is  due 
in  most  cases  to  the  products  of  Gaertner's  bacillus,  and  seeing  that  the  blood-serum  of 
patients  affected  by  this  bacterium  develops  agglutinating  powers  against  it  similar  to 
Widal's  reaction  for  typhoid  fever,  this  serum  test  should  not  be  omitted  ;  if  it  proves 
positive  the  diagnosis  is  clear  ;  a  negative  result,  however,  does  not  exclude  ptomaine 
poisoning. 

In  the  majority  of  acute  fevers,  the  occurrence  of  purpura  is  of  prognostic  rather  than 
of  diagnostic  value  ;  in  diphtheria,  for  example,  even  a  single  well-defined  purpuric  spot 
is  a  sign  of  grave  omen,  but  it  does  not  assist  at  all  in  the  diagnosis  of  the  disease,  which 
has  to  be  recognized  upon  other  grounds.  The  same  applies  to  measles,  scarlet  fever,  and 
so  on  ;  indeed,  the  only  two  fevers  in  which  purpura  is  of  essentially  diagnostic  value  are 
typhus  and  cerebrospinal  fever.  The  former  is  now  very  rare  in  Great  Britain,  but  when 
it  was  common  and  typhoid  fever  began  to  be  differentiated  from  it,  the  point  upon  which 
greatest  stress  was  laid  was  that  in  true  typhus  or  gaol  fever  there  is  always  more  or  less 
purpura,  whereas  in  tj^phoid  fever  all  the  red  spots  fade  upon  pressure.  It  happens  occa- 
sionally even  yet,  that  typhus  fever  develops  in  the  poorest  parts  of  cities,  and  this  point 
is  most  useful  in  distinguishing  it  from  typhoid.  In  the  latter,  if  flea-bites  are  excluded, 
purpuric  spots  are  exceedingly  rare.  Cerebrospinal  fever  presents  many  characters  that 
are  common  to  it  and  to  other  forms  of  acute  meningitis  ;  but  if  with  these  there  is  a  pur- 
puric eruption,  it  is  at  once  differentiated  from  the  others,  though  the  absence  of  purpura 
does  not  exclude  the  disease.  So  characteristic  is  the  purpura  in  some  cases  that  the 
malady  has  earned  the  title  of  sjjotted  fever,  which  used  to  occur  in  widespread  epidemics, 
and  still  does  in  smaller  ones  from  time  to  time.  The  diagnosis  may  be  clinched  by 
bacteriological  examination  of  the  cerebrospinal  fluid  obtained  by  lumbar  puncture. 

Small'pox  may  present  cutaneous  haemorrhages  of  three  different  kinds  ;  there  may 
be  haemorrhage  into  the  pustules  in  a  late  stage,  when  the  diagnosis  has  already  been  made 
and  when  the  prognosis  is  not  thereby  made  worse  ;  there  may  be  haemorrhage  between 
the  puMules,  vesicles,  or  papules,  the  diagnosis  having  already  been  made,  in  which  case 
the  prognosis  is  not  good  ;  and  there  may  be  a  haemorrhagic  eruption  either  all  over  the 
body  or  in  the  bathing-drawers  region  in  the  prodromal  stage  of  the  disease,  in  which  case 
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the  patient  will  almost  certainly  die  before  the  true  small-pox  eruption  develops,  so  that 
if  there  is  not  an  epidemic  at  the  time  the  diagnosis  may  be  exceedingly  difficult. 

Almost  any  condition  in  which  there  are  pyogenic  micro-organisms  or  their  toxins 
circulating  in  the  blood-stream  may  be  associated  with  extensive  purpura,  and  this  applies 
to  pycemia  and  septiccemia  in  general.  The  diagnosis  will  be  confirmed  best  by  obtaining 
cultivations  from  the  blood,  though  should  blood-cultures  prove  negative  septicaemia  will 
not  be  excluded  necessarily  ;  there  will  verj'  likely  have  been  rigors,  pyrexia,  and  other  sym- 
ptoms pointing  to  the  nature  of  the  case.  Fungating  endocarditis  is  only  a  variety  of 
pyrcmia  or  septicaemia.  Seeing  that  it  is  very  rare  to  get  purpura  in  association  with 
chronic  valvular  disease  of  the  heart  if  both  purpura  rheumatica  and  infective  endocarditis 
can  be  excluded,  the  occurrence  of  purpura  in  a  heart  case  {Fig,  236)  may  be  one  of  the 
main  symptoms  indicating  that  fungating  endocarditis  has  supervened.  So  indefinite  is 
the  nomenclature  in  regard  to  this  disease,  that  the  terms  malignant,  ulcerative,  fungating, 
infected,  and  infective  endocarditis  are  used  indiscriminately  by  different  observers  to 
denote  the  same  condition.  The  disease  may  be  further  indicated  by  symptoms  described 
on  p.  34..  Pyorrhosa  alveolaris  is  another  septic  infection  which  leads  occasionally  to  exten- 
sive purpura  and  other  haemorrhages. 

General  tuberculosis  is  not  a  common  cause  of  purpura,  and  yet  in  a  few  instances 
extensive  purpura  has 
been  the  first,  and  for 
the  time  being  the  only, 
symptom  of  an  obscure 
illness  which  has  ulti- 
mately turned  out  to  be 
general  tuberculosis. 
The  patient  has  generally 
been  a  child,  and  the 
diagnosis  has  only  been 
possible  when  the  course 
of  the  case  has  been 
watched.  The  same  may 
be  said  of  sarcomatosis 
in  certain  cases,  though 
this  has  been  included 
under  a  different  heading 
in  the  above  list. 

Jaundice  should  be 
borne  in  mind  as  a  cause 
of  purpura,  for  although 

tne      occurrence       Ol     trie  pig^  236.^F'rom  a  pUotoirraph  showiriff  evtonsive  purpura  in  a  case  of  funpatins?  endo- 

latter   does    not    assist    in         carditis.    The  limbs  were  affected  more  than  tlie  trunk.    From  the  sivme  avse  aa  Fig.  270, 

p.  040. 

differentiating   one   kind 

of  jaundice  from  another,  one  might  be  misled  into  diagnosing  something  more  serious  than 
is  necessary  if  one  did  not  bear  in  mind  that  any  kind  of  jaundice  may  produce  purpura. 
Moreover,  some  of  these  patients  may  seem  to  have  been  grossly  ill-treated  if  one  were  to 
judge  only  by  the  degree  of  bruising  that  may  result  from  ordinary  palpation  ;  the  danger 
of  fatal  oozing  after  operation  is  always  to  be  remembered  when  surgical  measures  are 
thought  of  in  a  jaundiced  subject.  Spontaneous  liaemorrhage  into  the  skin  is  less  common 
here  than  is  haemorrhage  from  what  otherwise  would  be  trivial  causes. 

BrighVs  disease,  particularly  the  chronic  varieties,  may  produce  haemorrhage  any- 
where in  the  body.  Purpura  is  not  a  very  common  form  of  such  haemorrhage,  but  when 
it  does  occur  it  may  be  extensive.      The  diagnosis  is  discussed  under  Albuminuria  (p.  6). 

Chronic  alcoholism,  especially  if  it  has  already  led  to  either  cirrhosis  of  the  liver  or  to 
peripheral  neuritis,  is  occasionally  a  cause  of  considerable  purpura,  though  the  latter  is 
generally  confined  to  the  legs,  particularly  to  the  parts  below  the  knees.  In  many  instances 
the  diagnosis  is  easy,  even  if  the  history  is  not  given  with  perfect  honesty  ;  but  consider- 
able difficulty  sometimes  arises  in  the  case  of  ladies  who  have  contracted  the  habit  of 
secret  drinking,  their  relatives  and  friends  being  entirely  unaware  of  it. 
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Any  of  the  so-called  blood  diseases  may  present  purpura  as  a  prominent  symptom, 
and  in  some  cases,  particularly  in  lymphatic  leukcemia  in  children,  extensive  purpura  may 
be  the  first  symptom  that  anything  is  wrong.  More  often,  however,  the  disease  has 
already  given  rise  to  anaemia  or  to  enlargement  of  the  spleen  or  lymphatic  glands,  or  to 
some  other  prominent  haemorrhage,  and  the  diagnosis  has  already  been  made  by  the  time 
the  purpura  supervenes.  (See  Anjemia,  p.  20  ;  Spleen,  Enlargement  of  the,  p.  628  ; 
and  Lymphatic  Gland  Enlargement,  p.  376.) 

Scurvy  in  an  adult  is  relatively  rare,  but  is  sometimes  met  with  in  those  who  have 
been  obliged  by  poverty  to  live  upon  a  diet  containing  no  fresh  vegetables  ;  a  man  may 
try  to  live  for  a  month  or  more  on  plain  bread,  in  which  case  typical  scurvy  may  develop 
in  him,  with  the  spongy  heaping  up  of  the  gums  both  inside  and  outside  the  teeth,  and 
with  the  knotty  haemorrhagic  swellings  in  the  muscles  of  the  calves,  as  well  as  purpura. 
Children  who  are  fed  ujjon  patent  foods  without  sufficient  fresh  milk,  or  vegetable  food,  or 
fresh  meat,  not  infrequently  develop  a  milder  form  of  scurvy,  with  marked  tenderness  of 
the  periosteum  of  the  long  bones,  pasty  pallor,  mouth  bleeding  from  spongy  gums,  and 
possibly  purpura  ;  this  is  infantile  scurvy,  or  Barlow's  disease^  which  should  not  be 
confused,  as  it  is  apt  to  be,  with  rickets. 

Hcemophilia  is  generally  indicated  at  once  by  the  history  of  persistent  oozing  from 
slight  cuts  and  scratches,  and  also  by  the  fact  that  other  members  of  the  family,  especially 
males,  have  suffered  in  a  similar  way. 

Chloroma  is  a  very  rare  disease,  in  some  ways  related  to  sarcomatosis,  and  in  others 
to  lymphatic  leukaemia  ;  it  produces  swellings  in  connection  with  the  bones,  especially  of 
the  kead,  together  with  enlargement  of  the  lymphatic,  lachrymal  and  salivary  glands  ;  it 
develops  in  early  life,  proves  slowly  fatal,  and  the  diagnosis  is  confirmed  by  the  green 
colour  of  the  new-formed  tissue — '  green  cancer.'     The  blood  changes  are  negative. 

Peliosis  rheumatica,  or  purpura  rheunuUica,  or  Schonlein's  disease,  was  formerly 
regarded  as  related  to  acute  rheumatism  ;  but  it  is  exceedingly  rare  for  a  patient  affected 
by  it  to  present  unmistakable  signs  of  valvular  heart  disease,  although  there  may  be  a  local 
systolic  bruit  at  the  impulse.  The  reason  why  it  is  thought  to  be  related  to  acute  rheuma- 
tism is,  that  in  addition  to  the  extensive  purpura,  which  comes  out  in  successive  crops  and 
may  affect  any  part  of  the  body,  though  it  is  commoner  upon  the  lower  limbs  than  else- 
where, there  is  considerable  pain,  redness,  and  swelling  of  many  joints,  which  may  become 
affected  successively  ;  the  temperature  rises  during  an  attack  to  103°  F.  or  104°  F.,  the 
throat  generally  being  sore  at  the  same  time.  It  is  not  impossible  that  the  purpura  is  due 
to  the  absorption  of  microbes  or  their  toxins  from  the  acute  tonsillitis  ;  but  be  this  as  it 
may,  the  diagnosis  is  not  difficult  when  the  purpura,  the  joint  pains,  and  the  pyrexia  are 
present  together.  The  disease  is  little  influenced  by  sodium  salicylate  ;  it  may  be  associ- 
ated with  more  or  less  erythema  as  well  as  purpura  ;  the  malady  affects  young  persons, 
especially  between  the  ages  of  ten  and  thirty,  of  either  sex. 

Henoch's  purpura  is  met  with  chiefly  in  children  (Fig,  157,  p.  345),  and  the  same 
patient  may  suffer  from  recurrent  attacks,  which  usually  cease  at  or  before  puberty.  In 
addition  to  haemorrhages  beneath  the  skin,  there  is  generally  some  tendency  to  joint  pains 
not  unlike  those  of  peliosis  rheumatica,  but  in  addition  to  this  the  child  is  seized  with  more 
or  less  severe  acute  abdominal  symptoms,  varying  from  simple  vomiting  and  stomach-ache 
to  severe  prostration  with  agonizing  cramp-like  attacks  of  colic,  some  of  which  may  be  fol- 
lowed by  the  passage  of  blood  and  mucus  per  rectum  to  such  an  extent  as  to  simulate  acute 
intussusception  ;  the  abdominal  attacks  are  probably  the  result  of  submucous  intestinal 
haemorrhages.  There  is  every  degree  of  the  affection,  from  mild  to  very  severe,  but  the 
association  of  the  purpura  with  the  abdominal  attacks  in  childhood  suggests  the  diagnosis 
at  once,  especially  if  there  has  been  a  similar  attack  previously.  The  chief  error  to  avoid 
is  mistaking  for  Henoch's  purpura  that  which  is  really  an  acute  nephritis  ;  the  urine 
should  be  examined  periodically  for  albumin  and  renal  tube-casts,  even  if  there  is  no 
oedema,  though  the  occurrence  of  blood  alone  would  not  be  suflicient  to  indicate  acute 
nephritis,  seeing  that  haemorrhage  from  the  kidney  may  be  due  to  Henoch's  purpura  itself. 

It  is  only  when  every  precaution  has  been  taken  to  exclude  all  the  above  causes  of 
purpura  that  one  can  be  satisfied  with  any  of  the  remaining  three  diagnoses,  namely  pur- 
pura simplex  (morbus  maculosus  of  VVerlhof),  purpura  hcemorrhagica,  or  purpura  fulminans. 
These  differ  from  each  other  only  in  degree  ;    broadly  speaking,  purpura  simplex  signifies 


Digitized  by 


Google 


PUSTULES  557 

hsemoirhage  into  the  skin  only  ;  purpura  hasmorrhagica  has,  in  addition,  hsemorrhages 
from  the  mucous  membranes,  particularly  of  the  mouth,  nose,  and  bowel,  less  commonly 
of  the  urinary  passages  ;  whilst  purpura  fulminans  is  the  term  used  to  denote  a  condition 
in  which  a  person  may  seem  perfectly  healthy  to-day,  may  be  seized  with  acute  purpura 
and  be  dead  before  to-morrow,  without  developing  any  other  symptoms  to  indicate  the 
nature  of  the  complaint.  These  kinds  of  purpura  have  sometimes  been  spoken  of  as  idio- 
pathic, but  they  must  have  some  underlying  cause,  if  only  it  can  be  found.  It  is  better 
probably  to  label  them  cases  of  purpura  of  which  the  exact  cause  is  not  yet  known,  than 
to  be  content  with  such  a  term  as  purpura  simplex,  and  it  is  probable  that  if  bacterio- 
logical examinations  were  made,  a  bacterial  cause  would  be  discovered,  particularly  in 
connection  with  the  tonsils,  the  gums  in  states  of  septic  gingivitis  or  pyorrhoea  alveolaris, 
the  uterus,  the  bowel,  or  the  circulating  blood  itself.  Herbert  French. 

PUS  IN  THE  CHEST — (See  Chest,  Pus  in,  p.  103.) 

PUS  IN  THE  STOOLS  in  sufficient  amount  to  be  recognizable  by  the  naked  eye, 
indicates  the  rupture  of  an  abscess  into  the  intestinal  tract.  The  symptom  is  rare,  how- 
ever, for  even  when  a  large  appendicular  abscess  perforates  into  the  caecum,  the  pus  either 
becomes  indistinguishable  when  mixed  with  the  faeces,  or  unrecognizable  on  account  of 
digestion  and  decomjjosition.  The  less  the  pus  is  mixed  with  other  intestinal  contents, 
the  nearer  to  the  anus  has  the  site  of  rupture  been  ;  but  the  diagnosis  of  the  source  of  the 
abscess  needs  to  be  determined  upon  other  grounds,  particularly  the  history,  and  the 
results  of  general  physical  examination,  including  that  of  the  rectum  and  vagina. 
Abscesses  most  apt  to  cause  a  discharge  of  pus  with  the  stools  are  of  the  appendicular, 
cholecystic,  perinephric,  psoas,  pelvic,  perigastric,  or  other  local  peritoneal  types,  and 
pyosalpinx. 

Microscopical  quantities  of  pus  in  the  stools  may  be  due  to  any  of  the  causes  already 
mentioned  ;  they  may  also  be  derived,  not  from  lesions  outside  the  intestines,  but  from 
affections  of  the  mucous  membrane  itself  :  acute  or  chronic  colitis,  with  or  without  ulcera- 
tion ;  dysentery  ;  cholera  ;  dengue  ;  mucous  or  mucomembranous  colitis  ;  tuberculous, 
typhoidal,  malignant,  or  venereal  ulceration  of  the  bowel.  The  pus  corpuscles  may  be 
recognizable  as  such  under  the  microscope  ;  but  it  is  difficult  to  determine  when  the 
leucocytes  derived  from  the  intestinal  catarrh  are  merely  leucocytes  in  excess,  and  when 
their  numbers  become  sufficient  to  merit  the  term  actual  pus.  Examination  with  the 
sigmoidoscope  is  sometimes  invaluable  when  the  diagnosis  has  not  been  decided  by  other 
methods.  Herbert  French. 

PUSTULES. — ^The  pustule,  one  of  the  primary  cutaneous  lesions,  is  an  epidermic 
elevation,  either  unilocular  or  multilocular,  containing  a  purulent  liquid,  and  differing 
from  a  vesicle  or  a  bulla  only  in  the  character  of  its  contents.  Always  a  product  of  in- 
flammation, it  may  originate  as  a  pustule  or  may  develop  from  a  papule,  but  much  more 
often  it  is  a  transformed  vesicle  ;  if  the  metamorphosis  is  imperfect  the  lesion  is  styled  a 
papulo-pustule  or  a  vesico-pustule.  Frequently  the  transformation  from  a  papule  or  a 
vesicle  is  so  swift  that  the  true  origin  of  the  lesion  may  escape  notice  ;  but  in  such  cases  it 
is  usual  to  find  papules  or  vesicles  intermingled  with  the  pustules.  The  pustular  cavity 
may  be  situated  in  the  epidermis,  in  the  derma,  or  in  a  follicle  ;  a  purulent  accumulation 
beneath  the  derma  is  either  an  abscess  or  a  gumma.  Epidermic  pustules  may  be  super- 
ficial, as  in  impetigo,  or  deep,  as  in  the  condition  known  as  ecthyma,  which  I  regard  as  but 
a  severe  form  of  impetigo.  Dermic  pustules,  such  as  the  miliary  abscesses  of  new-born 
children,  are  seldom  met  with,  while  follicular  pustules,  such  as  those  of  sycosis,  are  com- 
mon. In  colour,  pustules  are  usually  yellowish  or  greyish,  with  a  red  areola  ;  but  when 
the  contents  are  mixed  with  blood,  the  yellow  may  be  tinged  with  red  or  brown.  If  a  pus- 
tule is  punctured  or  ruptured,  the  liquid  is  seen  to  be  more  or  less  turbid  and  yellowish  ; 
under  the  microscope  it  is  found  to  consist  largely  of  leucocytes  and  serum  as  well  as  cocci. 
Pustules  vary  greatly  in  size  :  small  ones  may  remain  of  inconsiderable  dimensions,  or 
may  become  large  by  excentric  extension.  The  prevalent  shape  is  roundish  or  convex,  as 
in  furuncle  and  acne  ;  but  it  may  be  acuminate,  as  is  frequent  in  sycosis  and  eczema,  or 
flat  and  irregular,  as  in  impetigo  and  syphilis,  while  in  rare  instances,  as  sometimes  in 
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scabies,  it  may  be  oblong,  with  a  tendency  to  the  linear  form.  In  variola  and  the  varioli- 
form syphilide,  the  pustules  may  be  flattened  or  concave,  either  because  the  fluid  may  not 
fully  distend  the  cleft  in  which  it  lies,  or  from  flaccidity  of  the  sac  due  to  commencing 
absorption.  Pustules  may  develop  slowly,  as  sometimes  occurs  in  impetigo  and  in  the 
pustular  syphiloderm  ;  but  as  a  rule  they  run  a  rapid  course,  and  terminate  either  by  rup- 
ture— much  more  often  accidental  than  spontaneous — or  by  desiccation.  In  either  case, 
a  yellow,  brown,  or  blackish  crust,  more  or  less  thick  and  irregular,  is  formed  ;  but  if  the 
termination  is  by  desiccation,  the  crust  has  a  less  pronounced  coloration,  and  is  friable 
instead  of  firm. 

A  cutaneous  affection  in  which  the  pustule  plays  a  leading  part  is  impetigo  xmlgcnris 
seu  contagiosa ;  usually  following  slight  febrile  disturbance,  small  erythematous  spot^ 
appear,  on  which  form  vesicles  containing  a  turbid  fluid  that  quickly  becomes  purulent ; 
when  the  pustules  break,  as  they  soon  do,  they  discharge  a  fluid  that  dries  up  quickly 
into  scabs  that  are  at  first  yellowish,  and  afterwards  green.  Dotted  about  among  the 
scabs  are  pustules,  which  may  coalesce  so  as  to  form,  on  rupture,  crusts  of  considerable 
size.  The  eruption  may  be  limited  to  a  few  discrete  lesions,  or  may  extend  over  large 
areas  of  the  body.  In  parts  where  the  pustules  are  exposed  to  friction,  as  on  the  limbs, 
they  are  generally  ruptured  at  an  early  stage,  and  a  flat  irregular  scab,  surrounded  by  an 
areola,  forms  over  them — the  condition  known  as  ecthyma.  Sometimes  the  distribution 
is  annular  (impetigo  circinata  or  gyrata).  In  the  condition  known  as  impetigo  bullosa  the 
lesions  are  much  larger,  and  are  not  always  transformed  into  true  pustules.  With  impeti- 
ginous eruptions,  though  not  with  these  alone,  cutaneous  diphtheria  is  sometimes  associ- 
ated, especiallj'^  in  children.  The  most  typical  form  of  this  affection  has  the  appearance  of 
an  impetiginous  eczema,  associated  with  conjunctivitis,  and  occasionally  with  otorrhoea 
and  rhinitis.  No  diphtheritic  membrane  may  be  present,  and  if  cutaneous  diphtheria  is 
suspected,  the  Klebs-Loffler  bacillu;s  should  be  sought  for  bacteriologically.  Staphylococci, 
or  streptococci  and  staphylococci  together,  are  the  organisms  generally  found  in  simple 
impetigo,  but  occasionally  other  germs  produce  a  precisely  similar  eruption — the  Bacillus 
coli  communis  for  example,  or  the  Bacillus  pyocyaneus. 

The  differences  between  impetigo  vulgaris  and  follicular  impetigo  are  well  marked. 
The  latter  is  pustular  from  the  beginning,  and  always  situated  around  a  hair-follicle.  It 
starts  as  a  round  pustule,  often  pierced  by  a  long  or  coarse  hair,  and  it  may  be  quite  small, 
or  as  large  as  a  pea  ;  the  pus  collects  under  the  homy  layer,  which  it  distends  and  raises. 
The  eruption,  usually  multiple,  has  no  sites  of  election,  but  appears  wherever  a  breach  in 
the  homy  layer  affords  entrance  to  the  pyogenic  organism.  The  pustules  are  more  resist- 
ant than  those  of  impetigo  contagiosa,  and  are  less  quick  to  break.  When  they  rupture, 
yellow  crusts,  smaller  and  thinner  than  those  of  impetigo  vulgaris,  are  formed.  The 
pustules  of  follicular  impetigo  can  hardly  be  mistaken  for  those  of  any  other  affection. 
The  other  form  of  impetigo,  however,  has  in  rare  cases  to  be  diagnosed  from  pemphigus. 
In  the  latter  the  lesions  start,  not  as  small  vesicles  but  as  bullse,  and  the  fluid  they  contain 
is  only  sometimes  inoculable.  Usually,  too,  there  is  marked  systemic  disturbance.  But 
it  is  with  pustular  eczema  that  impetigo  vulgaris  is  most  likely  to  be  confused,  especially 
when  the  pustules  of  the  latter  condition  have  run  together  into  a  patch.  In  eczema, 
however,  the  pustules  are  smaller,  there  are  severe  itching  and  burning,  there  is  an  in- 
flammatory areola  around  the  crusts,  which  is  seldom  the  case  in  impetigo  vulgaris,  and 
other  definitely  eczematous  lesions  will  usually  be  found  if  sought  for  carefully,  including 
infiltration  and  thickening  of  the  integument. 

Like  follicular  impetigo,  sycosis  vulgaris  is  a  staphylococcic  infection.  The  lesions 
begin  as  papules,  or  as  nodules  which  form  round  the  hairs — usually  of  the  face,  and  espe- 
cially of  the  chin,  but  sometimes  attacking  the  eyebrows,  eyelashes,  and  the  axillary  and 
pubic  regions — ^and  presently  develop  into  pustules,  each  of  them  pierced  by  a  hair.  As 
the  result  of  suppuration,  the  hairs  are  loosened,  and  if  one  is  pulled  out,  a  drop  or  two  of 
pus  usually  exudes.  In  severe  cases  the  pustules  may  be  packed  so  closely  together  as  to 
form  infiltrations,  which  may  f ungate.  The  chief  diagnostic  features  of  the  affection  are 
its  inflammatory  character,  its  origin  in  the  hair-follicles,  and  its  limitation  to  the  hairy 
parts,  usually  of  the  face.  The  differential  diagnosis  from  tinea  sycosis  has  been  given 
under  Fungous  Affections  of  the  Skin  (p.  246).  Eczema  is  not  limited  to  the  hairy 
parts,  and  if  the  follicles  are  involved  it  is  only  secondarily,  nor,  as  a  rule,  is  the  inflammation 
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so  severe  as  in  sycosis  vulgaris.  Of  sycosis  vulgaris  again,  intense  itching  is  not  a 
feature.  Sometimes,  when  the  sycosis  is  widely  diffused,  the  crusts  may  have  to  be 
removed  to  clear  up  the  diagnosis ;  when  this  is  done,  the  follicular  implication  will  soon  be 
perceived.  Tertiary  syphilitic  ulceration  is  not  restricted  to  the  follicles,  and  behind  it 
there  lies  a  history  of  earlier  specific  lesions,  as  well  as  of  the  primary  infection,  unless 
this  should  have  escaped  notice.     Wassermann's  serum  test  may  be  applied. 

If  there  is  ever  any  doubt  as  between  sycosis  vulgaris  and  acne  vulgaris,  the  presence 
of  the  latter  on  non-hairy  parts  should  of  itself  suffice  to  decide  the  question.  The  pustules 
of  acne  •vulgaris  can  scarcely,  indeed,  be  confounded  with  those  of  any  other  affection, 
except  with  the  lesions  of  small-pox  (see  below)  and  those  of  bromide  and  iodide  eruptions. 
In  these  drug  eruptions,  however,  comedones  are  absent,  the  lesions  occur  on  any  part  of 
the  body,  and  are  generally  a  brighter  red,  while  the  fluid  they  contain  is  rather  thinner. 
Drug  eruptions,  again,  occur  at  any  time  of  life,  whereas  acne  vulgaris  is  essentially  a  disease 
of  puberty.  Pustular  syphilides  may  attack  any  part  of  the  body,  and  are  generally 
grouped,  which  is  never  the  ease  with  the  pustules  of  acne. 

A  furuncle  is  so  characteristic  that  the  only  lesion  from  which  it  can  ever  require 
to  be  differentiated  is  a  carbuncle.  The  pathological  process  is  the  same  in  both;  but 
while  in  furuncle  there  is  but  one  point  of  suppuration  and  opening,  in  carbuncle  there 
are  several.  The  only  condition  from  which  a  carbuncle  has  in  turn  to  be  diagnosed, 
except  a  furuncle  and  malignant  pustule,  is  diffuse  cellulitis,  in  which  there  is  no  circum- 
scribed outline. 

In  malignant  pustule  (anthrax),  following  itching  and  burning  at  the  site  of  inoculation, 
a  livid  red  papule  appears,  on  which  a  bulla  or  pustule  forms  quickly  and  breaks,  drying 
up  into  a  black  gangrenous  eschar.  This  is  fringed  with  tiny  vesicles  or  pustules,  and 
surrounded  by  a  broad  areola  of  solid  oedematous  infiltration,  the  skin  over  which  is  tense 
and  violaceous.  There  are  constitutional  symptoms,  with  septic  fever.  The  diagnosis 
rests  mainly  upon  the  presence  of  a  gangrenous  patch  surrounded  by  infiltration  in  a 
patient  whose  occupation  exposes  him  to  infection  with  the  anthrax  bacillus,  especially 
from  cattle,  hides,  or  wool.  The  organism  (Plate  XXV III ^  p.  614)  may  be  detected  without 
difficulty  under  the  microscope.  It  is  a  relatively  large  bacillus  which  generally  forms  long 
chains  and  is  Gram-positive.  It  is  only  at  the  outset  that  the  lesion  can  be  mistaken  for  a 
carbuncle.  The  primary  lesion  of  syphilis  can  be  excluded  by  its  indolence,  and  by  the 
absence  of  gangrene  and  of  febrile  symptoms. 

In  glanders,  the  cutaneous  lesions  begin  as  red  spots,  which  pass  through  the  papular 
and  vesicular  or  bullous  stage  into  pustules  that  give  rise  to  widespread  ulceration.  The 
condition,  with  its  severe  constitutional  disturbance  and,  except  in  some  chronic  cases, 
the  peculiar  discharge  from  the  nostrils,  is  usually  easy  of  recognition  ;  and  in  exceptional 
cases  in  which  the  diagnosis  is  in  doubt,  recourse  should  be  had  to  the  mallein  injection 
test,  or  the  Bacillus  mallei  may  be  isolated  from  the  lesions. 

In  scrofulodermia  (tuberculides),  usually  an  affection  of  childhood  and  adolescence, 
pustular  lesions  take  the  form  which  has  been  styled  by  Diihring  the  large  fiat  pustular, 
and  the  small  pustular  scrofuloderm.  The  former  begins  as  one  or  more  superficial 
indurations  which,  becoming  pustular,  extend  peripherally  and  form  a  flat,  yellowish, 
crusted  pustule  of  considerable  size,  surrounded  by  a  violaceous  areola.  Neighbouring 
pustules  may  coalesce.  When  the  crust  is  removed,  a  granular  scrofulous  ulcer  is  seen. 
The  small  pustular  scrofuloderm  is  usually  a  papulo-pustule  rather  than  a  fully-developed 
pustule,  the  pus  being  frequently  limited  to  the  central  part  of  the  summit,  while  the  outer 
part  of  the  lesion  remains  hard.  The  crusting  is  sometimes  a  slow  process,  which  may 
occupy  several  weeks,  and  when  the  crust  drops  off  it  leaves  indelible  scars  not  unlike 
those  of  variola.  The  only  diseases  with  which  scrofulodermia  generally  can  be  confused 
are  lupus  and  syphilis.  The  absence  of  '  apple-jelly '  nodules  and  of  infiltration  will 
distinguish  it  from  lupus,  though  the  two  conditions  may  co-exist.  The  syphilitic  ulcer 
is  met  with  in  adults,  and  is  usually  a  much  more  active  process  than  scrofulodermia,  nor 
has  the  lesion  the  undermined  border  which  is  characteristic  of  the  latter  affection. 
Concomitant  syphilitic  signs  will  usually  be  present,  just  as  in  scrofulodermia  there  will 
generally  be  other  tubercular  symptoms  :   Wassermann's  serum  reaction  should  be  tested. 

In  syphilis  the  pustule  is  a  much  less  frequent  lesion  than  the  papule  (p.  490),  and  is 
generally  found  in  association  with  a  cachectic  state  of  health.     It  appears  in  two  different 
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forms,  the  acuminate  and  the  flat  pustular  syphilide,  and  in  both  the  lesion  may  be  either 
small  or  large.  The  small  acuminate  or  miliary  syphilide,  not  usually  much  larger  than  a 
pinhead,  in  most  instances  begins  as  a  papule,  and  papules  will  generally  be  found 
intermingled  with  the  pustules.  When  the  crusts  into  which  the  pustules  dry  are 
detached,  there  may  be  some  scarring,  or  the  lesions  may  leave  no  trace  except  stains, 
which  presently  disappear. 

The  diagnosis  of  these  small  acuminate  pustules  seldom  presents  any  difficulty  ;  but 
it  is  not  so  with  the  large  acuminate  pustules,  the  acneiform  syphilides,  which  may  be 
mistaken  not  only  for  acne,  but  also  for  variola  and  iodide  eruptions.  Appearing  on  a 
base  which  may  at  first  be  pink,  and  afterwards  copper,  they  may  be  pustular  from  the 
beginning,  or  may  start  as  vesicles  or  as  papules  ;  they  are  more  or  less  generalized,  about 
the  size  of  a  pea,  disseminated,  or  grouped  irregularly,  and  while  they  are  predominantly 
acuminate,  some  of  them  may  be  rounded.  Some  of  the  pustules  may  be  dimpled,  and  occa- 
sionally the  majority  of  them  display  this  character.  When  the  crusts  fall  off,  brownish 
stains  are  seen,  and  there  may  be  slight  scarring,  which,  however,  is  seldom  permanent. 
The  grouping  which  is  characteristic  of  these  pustular  syphilides,  and  the  drying-up  of 
the  pus  into  scabs,  are  important  points  in  differentiating  them  from  the  lesions  of  acne, 
which,  further,  instead  of  being  generalized,  seldom  affect  parts  other  than  the  face,  the 
back  of  the  neck,  the  chest,  and  the  back  between  the  shoulders.  The  comedones  of  acne 
are  another  distinguishing  feature,  the  eruption  is  of  a  more  sluggish  and  chronic  character, 
and  there  is  no  cachexia.  The  diagnosis  as  between  pustular  syphilides  and  variola  is 
given  below.  The  pustules  met  with  in  iodic  eruptions  are  seldom  either  generalized  or 
profuse. 

Small  flat  pustular  syphilides  ('  impetiginous  syphilides ')  may  begin  as  such,  or  may 
develop  from  macules  or  papules.  They  are  discrete  ;  but  in  such  regions  as  the  face  and 
scalp  may  run  together.  The  eruption  is  of  a  generalized  character,  with  a  preference  for 
the  genitals,  the  scalp,  and  the  face.  The  crusts  into  which  the  pustules  quickly  dry  are 
frequently  adherent ;  beneath  them  there  is  superficial  ulceration  ;  occasionally  they  are 
surrounded  by  an  areola  of  the  characteristic  raw-ham  colour.  When  the  eruption  is 
extensive,  the  patient  is  often  ansemic  and  cachectic.  The  affections  from  which  these 
syphilides  have  to  be  differentiated  are  pustular  eczema  and  impetigo.  The  ulceration 
which  underlies  the  crusts  in  the  syphilides  is  not  found  in  either  of  those  conditions,  nor  is 
itching  present  as  in  eczema.  In  impetigo,  the  pustules  most  frequently  affect  the  face  and 
hands,  and  are  superficial ;   and  the  eruption  is  mild  in  character  and  of  shorter  duration. 

The  large  flat  pustular  syphilides  ('  ecthymatous  syphilides ')  differ  little  from  the 
small  ones  except  in  size,  and  the  only  lesions  with  which  they  are  likely  to  be  confused 
are  those  of  severe  impetigo  vulgaris.  The  diagnosis  from  that  condition  must  rest  upon 
the  slow  development,  the  greater  number  of  the  pustules,  the  coppery  areola  and  base, 
the  accompanying  cachexia,  and  the  pigmented  scars.  But  it  should  be  remembered — 
and  this  applies  not  to  pustular  syphilides  only,  but  to  syphilis  generally — ^that  in  most 
cases  a  sure  diagnosis  of  syphilis  can  be  made  only  when  all  the  factors  of  the  case  are  taken 
into  account :  the  history,  character,  course  and  termination  of  the  lesions,  and  their 
reaction  to  salvarsan,  mercury,  or  arsenic  and  the  iodides.  The  distinctive  characters  of 
secondary  lesions  generally  are  their  symmetry,  their  coppery  colour,  the  positions  in 
which  they  occur,  their  polymorphism,  and  the  absence  of  itching,  together  with  enlarged 
glands,  sore  throat  or  tongue.  In  doubtful  cases  the  whole  cutaneous  surface  should 
be  examined  for  characteristic  marks  or  lesions.  If  the  diagnosis  is  still  uncertain,  the 
Wassermann  test  should  be  applied. 

Of  all  diseases  of  which  the  pustule  is  one  of  the  manifestations,  small-pox  is  that 
which  presents  the  greatest  difficulty  in  diagnosis.  The  lesion,  occasionally  preceded  by  a 
roseolar  rash  not  unlike  that  of  scarlatina,  begins  as  a  mere  fleck,  of  pin-head  size,  flush 
with  the  surface  and  impalpable.  In  the  course  of  a  few  hours  it  swells  up  into  a  pink 
papule,  which  can  be  felt  embedded  in  the  skin  like  a  small  shot.  In  a  few  days, 
the  papule  undergoes  vacuolation,  at  the  same  time  getting  bigger,  and  becoming  grey  and 
translucent.  So  the  papule  passes  into  the  vesicle,  which  is  loculated,  so  that  if  it  is 
punctured  the  contained  fluid  is  not  entirely  discharged.  As  a  rule,  the  smaUer  vesicles 
are  hemispherical,  the  larger  flat-topped,  and  occasionally  the  crown  is  indented.  After 
about  twenty-four  hours  the  contents  become  turbid  and  the  covering  dull  and  whitish. 
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and  so  the  pustular  stage  is  entered  upon.     While  the  lesion  is  undergoing  this  transition, 
the  grey  translucent  centre  is  encircled  at  the  periphery  of  the  crown  by  a  white  or  yellow 
ring.     By  the  sixth  day  from  its  birth,  the  lesion  has  become  yellow  throughout  and  the 
crown  dome-shaped  ;    the  pustule  so  attains  maturity,  and  if  of  full  size  measures  about 
three-eighths  of  an  inch  across.     Even  in  unmodified  small-pox,  however,  the  lesions  often 
fail  to  reach  those  dimensions.     As  the  pustule  develops,  the  erythematous  zone,  the  areola, 
which  encircled  the  papule  and  was  biggest  and  brightest  in  the  vesicular  stage,  begins  to 
wane,  and  has  disappeared  by  the  time  the  pustule  reaches  maturity.     This  occurs  about 
the  ninth  day.     As  the  pustules  dry  up 
or  burst,   scabs   are    formed,   which   on 
separation  leave  dark  stains,  scars  and 
*  pits,'    the    number    and  depth  of   the 
pits    usually    being   determined   by  the 
severity  of  the  disease.     In  mild  attacks 
the  pustules   remain  discrete,  in  severe 
cases  they  run  together,  confluent  small- 
pox   {Figs.    237,    238).      In  bad   cases, 
hfemorrhage   takes   place   into   the  skin 
and   the  interior  of  the  pustules.     The 
mucous  membranes  of  the  cir-passages 

may  be   invaded,   the  extent  to  which  pig,  237.— Discrete  smaii-pox. 

they  are  involved  being  determined  by  ^^^^  *y  ^'-  ^  ^-  ^«'"''*'  -^-^  "-^  ^'^'*'^'  > 

their  susceptibility  rather  than  by  the 

severity  of  the  attack.  In  modified  small-pox  the  eruption  may  resemble  that  of  the 
unmodified  disease,  as  here  described,  the  difference  being  that  the  lesions  are  less  abundant 
and  are  seldom  confluent. 

It  has  been  usual  in  the  diagnosis  of  small-pox  to  lay  the  chief  stress  upon  the  soUdity 
and  hardness  of  the  papule,  the  umbilication  of  the  vesicle,  and  the  loculation  of  its  cavity  ; 
but  in  his  masterly  monograph  ("The  Diagnosis  of  Small-pox"),  to  which  I  owe  the 
following  description,  Ricketts  has  shown  that  the  distribution  of  the  lesions  is  of  more 
diagnostic  value  than  their  character,  as  also  is  it  more  easily  observed.  The  parts  most 
liable  to  the  eruption  are  the  face  and  hands  ;  and  of  the  two,  the  face  is  more  liable  than 
the  hands.  Next  to  the  hands  in  susceptibility  come  the  upper  limbs,  then  the  trunk, 
then  the  lower  limbs.  As  to  the  trunk,  the  rash  is  thicker  behind  than  in  front,  and  thickest 
on  the  shoulders.  The  incidence  is  smallest  on  the  great  flexures  of  the  body,  while  the 
extensor  surfaces  of  the  limbs,  and  especially  the  elbow,  receive  a  disproportionate  share 
of  the  rash.     The  neck  fares  better  than  either  the  head  or  the  shoulders  ;   the  back  of  it 

suffers  more  than  the  front.  On  the 
flank  the  rash  is  less  profuse  than  on 
the  adjoining  parts  of  the  chest-wall, 
either  in  front  or  behind.  On  the  foot, 
the  distribution  is  marked  by  great 
inconstancy.  Usually  the  back  of  the 
foot  receives  more  attention  than  the 
sole  ;  between  the  toes,  and  in  the  folds 
beneath  the  toes,  there  is  comparative 
immunity  ;  and  the  parts  for  which  the 
eruption  shows  most  preference  are  the 
instep,  especiafly  the  tendinous  ridges 
and    the     bonv    eminences,    the    tendo 

Fig.  23S     -Cojitlucnt  small-pox.  ^    ,  ....       ^.        ,"  ..         i.    .1         .  j.i       j. 

iPhoio  by  Dr.  D.  S.  Dancf,  M.O.U.,  Bristol.)  AchllllS,   the    balls    Of   the    tOCS,    tllC   tOC- 

pads,  and  the  heels.  In  the  hand,  the 
palm,  and  especially  the  hollow  of  it,  suffers  little,  and  the  brunt  of  the  attack  is  borne 
by  the  extensor  surface  ;  the  rash  is  thickest  on  the  back  of  the  wrist  and  hand,  and  over 
the  heads  of  the  metacarpals.  To  these  usual  characters  the  distribution  ofl'ers  exceptfons, 
some  of  them  difficult  of  explanation  ;  but  they  are  neither  so  numerous  nor  so  con- 
siderable as  materially  to  lessen  its  diagnostic  importance. 

The  dia<mosis  of  small-pox  from  chicken-pox — the  disease  with  which  it  is  most  often 
D  36 
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confused — and  from  vaccinia,  has  been  set  out  under  Vesicles  (p.  757).  The  eruptions 
of  measles  and  of  German  measles  differ  from  tliat  of  small-pox  in  that,  instead  of  being 
papular,  they  are  macular,  and  that  they  never  pass  into  a  vesicular  or  a  pustular  stage. 
In  German  measles,  further,  there  is  enlargement  of  the  posterior  cervical  glands,  which 
is  never  the  case  in  small-pox  at  an  early  stage.  In  scarlatina,  the  '  strawberry  tongue  ' 
is  a  sign  which  is  quite  different  from  the  condition  of  the  tongue  in  small-pox.  The  rose- 
red  lenticular  spots  which  make  up  the  rash  of  enteric  fever  are  neither  so  hard  nor  so 
prominent  as  the  papules  of  small-pox,  and  they  appear  chiefly  on  the  trunk,  and  elect 
the  abdomen  and  chest  rather  than  the  back  ;  the  arms  and  legs,  and  especially  the  face, 
almost  always  escape. 

If  the  pink,  slightly  elevated  macules  of  simple  purpura  are  mistaken  for  the  eruption 
of  small-pox,  the  error  is  soon  corrected  by  the  deeper  colour  which  the  macules  take  on  ; 
nor,  even  though  the  macules  may  become  papules,  have  the  lesions  the  characteristic 
hardness  of  variolous  papules.  Another  }x>int  of  difference  between  simple  purpura  and 
small-pox  is,  that  in  the  former  affection  the  face  and  trunk  are  seldom  attacked,  the  sites 
of  election  being  the  limbs.  In  erythema  multiforme,  although  the  rash  makes  its  chief 
attack  upon  the  limbs,  it  may  be  widely  diffused  and  may  even  invade  the  face.     In  such 

cases,  however,  the  diffusion  will 
usually  be  less  general  than  that  of 
the  variolous  eruption,  nor  is  the  order 
of  incidence  the  same.-  With  the 
involution  which  the  erythematous 
lesions  undergo,  the  resemblance  to 
small-pox  ceases.  Even  in  cases  of 
acute  febrile  erythema,  in  which  the 
whole  cutaneous  surface  is  covered 
by  a  profuse  eruption,  the  distribution 
is  quite  different  from  that  of  the 
small-pox  eruption. 

Confusion  between  small-pox  and 
syphilis  is  much  more  likely  to  arise 
when  the  syphilide  is  pustular  than 
when  it  is  vesicular  or  papular.  The 
erroneous  diagnosis  may  be  assisted 
by  the  fever  and  aching  symptoms 
which  may  precede  pustular  syphilides, 
and  by  the  fact  that  the  lesions  may 
begin  as  papules.  In  syphilis,  how- 
ever, the  constitutional  symptoms  are 

Fig.  L'39. — Crise  of  soptic  dermatitis  wrongly  tlijipnoKed  jw  small-pox.      lesS   SCVCrC,    tllC   CruptioU    runS   a    morC 
(Photo  by  J>r.  D.  S.  Davies,  JJ.O.II.,  liriitol.)  •     j    •       ^  j 

mdolent  course,  and  appears  m  suc- 
cessive crops,  whilst  the  vesicles  which 
form  on  the  summits  of  the  papules  have  an  indurated  base.  Sometimes,  too,  the  syphilitic 
eruption  is  indifferent  in  distribution,  and  often  it  comprises  various  types  of  lesions,  even 
when  it  is  not  distinctly  polymorphic,  whereas  in  small-pox  the  departure  from  homo- 
geneity is  much  more  limited. 

Occasionally,  impetigo  vulgaris  is  mistaken  for  mild  modified  small-pox  (Fig.  239), 
but  attention  to  the  points  which  mark  off  the  former  affection  from  pustular  eczema 
(see  above)  should  prevent  the  mistake.  Further  differentiating  features  as  between 
impetigo  vulgaris  and  small-pox  are,  that  in  impetigo  there  is  no  fever,  and  that  the  lesions 
begin  as  vesicles  or  bulla:  and  drj'^  up  into  flat  yellowish  crusts.  In  those  cases  of  sudden 
and  acute  eczema  which  may  mimic  small-pox,  guidance  is  to  be  found  in  the  small  size 
and  superficiality  of  the  eczematous  lesions,  and  the  oedema  and  infiltration  of  the  under- 
lying skin.  In  scabies,  again,  the  vesicles  are  superficial,  burrows  will  generally  be  found, 
and  the  heterogeneity  of  the  secondary  lesions  will  aid  the  diagnosis.  In  all  these  affections, 
the  distribution  is  quite  different  from  that  of  small-pox,  the  incidence  being  partial  or 
patchy.  Thus,  in  impetigo  the  lesions  are  frequently  confined  to  the  face  and  extremities, 
and  if  the  trunk  is  invaded,  it  is  the  front  more  than  the  back,  the  lower  part  more  than 
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the  upper.  In  scabies,  except  ia  children,  the  face  escapes,  and  the  commonest  sites  are 
the  hands  and  fingers,  buttocks,  and  feet. 

In  Ricketts'  experience,  no  affection,  except  chicken-pox,  is  so  frequently  confused 
with  small-pox  as  acne  vulgaris,  in  spite  of  its  chronic,  afebrile  character,  and  the  absence 
of  subjective  symptoms.  If,  however,  the  rash  is  limited  to  the  upper  part  of  the  body 
and  a  few  characteristic  acne  lesions  such  as  comedones  are  found,  small-pox  may  be 
excluded. 

I  have  seen  copaiba  eruption  mistaken  for  small-pox.  The  absence  of  constitutional 
symptoms  such  as  pain  in  the  lumbar  region  and  fever,  the  mixed  character  of  the  lesions, 
and  the  history  are  the  chief  points  in  the  diagnosis. 

It  is  seldom  that  bromide  or  iodide  eruptions  are  mistaken  for  the  rash  of  small-pox. 
In  doubtful  cases,  attention  must  be  paid  to  the  larger  size  of  the  pustules,  as  compared 
with  those  of  small-pox,  and  to  the  symmetrical  or  patchy  distribution.      Malcolm  Morris. 

PYREXIA,  PROLONGED. — A  pyrexia  may  be  considered  prolonged  if  it  lasts  more 
than  ten  days.  In  most  cases,  no  doubt,  there  are  signs  and  symptoms,  or  facts  in  the 
history,  which  enable  one  to  make  a  diagnosis  before  this  ;  but  difficulties  often  arise  from 
the  absence  of  tlie  distinctive  characters  of  any  one  of  the  diseases  commonly  accompanied 
by  such  pyrexia.  In  most  cases  sucli  a  prolonged  pyrexia  is  the  result  of  one  of  the 
infectious  diseases,  and  it  is  by  a  careful  consideration  of  the  more  probable  among  these 
that  one  may  often  arrive  at  a  definite  opinion.  The  general  infections  most  likely  to  give 
rise  to  a  long-lasting  fever  are  :  — 


Typhus  fever  Meningitis 

Typhoid  fever  |      Malignant  endocarditis 

Paratyphoid  fever  Septicaemia  from  deep-seated 

Mediterranean  fever  foci  of  disease,  such  as  : 

Influenza  i          Empyema,    Cerebral    ab-    I 

Tuberculosis  j          scess.     Pylephlebitis,     or 
I          other  form  of  suppuration    | 


Malaria 
Syphilis 
Bacilluria 
Bronchopneumonia . 


A  high  temperature  of  very  long  duration  occurs  often  in  connection  with  diseases 
of  the  blood  and  blood-forming  organs,  such  as  :  — 

Addisan^s  ansemia  |      Leukemia  |      Hodgkin's  disease. 

It  also  occurs  much  more  often  than  has  been  commonly  supposed  in  sarcoma  and 
carcinoma  of  different  organs,  and  has  been  observed  in  cirrhosis  of  the  liver.  There  are 
two  other  forms  of  pyrexia  which  should  be  borne  in  mind,  namely,  a  prolonged  pyrexia 
occurring  in  children^  often  very  difficult  to  explain  ;   and  so-called  neurotic  pyrexias. 

Modern  research  has  a  tendency  to  rely  upon  its  own  methods  alone,  and  to  ignore 
the  older  clinical  differences.  But  this  involves  a  separate  investigation  for  each  disease  as 
it  comes  to  be  considered  ;  and  thus  it  may  happen  that  one  patient  may  have  to  undergo, 
in  addition  to  a  thorough  bedside  examination  of  all  his  organs,  a  lumbar  puncture,  and 
the  removal  of  blood  for  the  Widal  test  or  for  the  cultivation  of  organisms  ;  and  these 
may  have  to  be  repeated.  A  full  knowledge  of  the  history  of  the  illness,  of  exposure  to 
infection,  and  of  the  clinical  changes  as  far  as  they  are  manifested,  is  desirable  in  order 
that  the  researches  of  the  bacteriologist  may  be  directed  as  early  as  possible  into  the  right 
path. 

Typhus,~On  the  score  of  prolonged  pyrexia  {Fig.  268,  p.  638,  and  Fig.  269,  p.  639)  little 
need  be  said  of  this  fever.  The  eruption  is  generally  distinctive,  and  shows  itself  before  the 
fever  has  attained  any  duration  ;  but  it  is  capable  of  being  confounded  with  typhoid  fever, 
and  even  with  malignant  endocarditis.  The  distinction  from  typhoid  fever  is  given  else- 
where ;  and  a  confusion  with  malignant  endocarditis  is  only  possible  if  the  latter  should 
produce  a  very  imiformly  distributed  petechial  eruption  over  the  skin  while  the  cardiac 
murmur  is  of  slight  intensity  ;  or  if  a  person  already  the  subject  of  cardiac  murmur  should 
contract  typhus,  and  have  an.  ill-defined  eruption.  In  cither  case,  if  the  pvTcxia  were 
prolonged  beyond  the  twelfth  or  fourteenth  day,  typhus  would  be  unlikely. 

Influenza, — In  most  cases  of  influenza  uncomplicated  by  definite  visceral  changes, 
such  as  pneumonia  or  gastro-enteritis,  the  fever  is  of  short  duration,  but  it  is  often  as  long 
as  a  week  or  ten  days,  and  sometimes  three  weeks  or  more  (Fig,  210).    The  longer  period, 
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accompanied  as  the  fever  is  by  few  distinctive  signs,  is  sufficient  to  lead  to  a  confusion  with 
typhoid  fever,  tuberculosis,  or  malignant  endocarditis,  either  of  which  may  proceed  for 
two  or  three  weeks,  and  the  last  two  for  many  more  weeks,  without  distinctive  clinical 
signs.  The  constant  presence  of  influenza  amongst  us,  and  the  great  variety  in  the 
characters  it  assumes,  make  it  very  difficult  to  exclude  it  until  positive  signs  of  another 
complaint  have  manifested  themselves.  Equally  difficult,  however,  is  it  to  prove  the 
existence  of  the  disease,  since  the  organism,  Pfeiffer's  bacillus,  is  not  found  easily  in  the 
blood  ;  and  in  the  prolonged  cases,  the  rather  striking  peculiarities  of  the  intense  acute 
attacks,  such  as  severe  pain  in  the  head  and  back  of  the  eye,  and  in  the  lumbar  region, 
may  be  absent.  The  diagnosis  can  often  be  made  positively  only  ma  exclttsionis,  when  the 
bacteriological  tests  of  typhoid  fever  and  tuberculosis  have  failed,  and  if  there  is  an  entire 
absence  of  rose  spots,  diarrhoea,  or  enlarged  spleen  on  the  one  hand,  or  of  pulmonary 
symptoms  on  the  other.  Especially  must  we  bear  in  mind  that  an  apparent  attack  of 
influenza  may  only  be  the  pyrexial  equivalent  of  early  tuberculous  infection,  and  if  at  any 
time  during  the  illness  sputum  is  available,  it  should  be  examined  for  tubercle  bacilli. 


Fig.  240. — Temperature  chart  in  a  prolonged  case  of  influenza  in  which  tlie  pjrrexia  lasted  a  montli :  the 
diagnosis  wa«  confirmed  by  bacteriological  detection  of  Pfeiffer's  influenza  bacilli.  The  case  was  complicated 
by  influenzal  otitis  media  and  transient  cardiac  bruits. 

Typhoid  Fever  should  be  comparatively  easy  to  diagnose  in  the  present  day.  A  fever 
commencing  with  frontal  headache,  perhaps  with  diarrhoea,  generally  compelling  the 
patient  to  lie  up  in  bed  by  the  end  of  the  first  week,  and  showing  within  the  first  ten  days 
rose  spots  on  the  abdomen  and  a  slight  enlargement  of  the  spleen,  while  at  that  time  the 
temperature  is  101°  F.  or  102°  F.  in  the  morning,  and  103°  F.  or  more  in  the  evening,  and 
the  pulse  is  relatively  slow,  namely  from  80  to  100  in  the  minute,  should  be  typhoid  fever. 
The  Widal  reaction,  that  is,  the  agglutination  of  typhoid  bacilli  by  the  patient's  blood 
serum,  becomes  positive  about  the  tenth  or  twelfth  day.  All  these  signs  may  fail  for  a 
time  :  spots  may  be  absent,  the  bowels  may  be  persistently  constipated,  enlargement  of 
the  spleen  may  be  difficult  to  prove,  the  Widal  test  may  and  often  does  fail.  Examinations 
of  the  faeces  for  Eberth's  bacillus  are  not  easy  ;  but  cultivation  of  the  bacillus  from  the 
blood  taken  from  the  patient's  vein  may  yield  the  bacillus,  and  this  at  an  earlier  date  than 
the  Widal  reaction  can  be  obtained.  Apart  from  such  cultivation,  the  appearance  of  rose 
spots  from  the  sixth  to  the  tenth  day,  with  additions  to  their  number  every  day  for  five 
or  six  days,  forms  perhaps  the  most  conclusive  evidence  of  typhoid  fever  ;  and  the 
diagnosis  based  on  these  grounds  should  not  be  upset  by  one  or  two  failures  to  get  a 
positive  reaction  with  the  Widal  test.  This  test  may  require  to  be  made  with  two  or  more 
strains  of  Eberth's  bacillus,  and  failing  them,  paratyphoid  bacilli  should  be  used.  A 
positive  Widal  reaction  in  a  case  otherwise  unlike  typhoid  fever  must  be  accepted  with 
caution.  If  a  case  is  devoid  of  spots,  and  gives  no  Widal  reaction,  the  probability  of  its 
being  typhoid  fever  might  be  asserted  from  its  mode  of  onset,  a  characteristic  chart  of 
temperature  (Fig,  24.1 ),  with  high  readings  morning  and  evening  in  the  middle  of  the  second 
week,  and  ending  in  twenty  to  twenty-five  days  after  wide  oscillations ;  and  finally,  a  pulse 
always  under  100.  On  the  other  hand,  a  pulse  of  more  than  100  does  not  exclude  typhoid, 
as  it  is  common  enough  in  the  severe  adynamic  forms.     Typhoid  fever  may  be  confounded 
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with  many  acute  diseases  ;  as  a  prolonged  pyrexia  it  is  especially  pulmonary  tuberculosis, 
malignant  endocarditis,  a  long-lasting  influenza,  septicaemic  processes,  and  occasionally 
tuberculous  meningitis  which  will  give  difficulty. 


Fig.  211.— Temperature  chart  of  a  case  of  typlioid  fever. 

Paratyphoid  Fever, — Of  this  it  need  only  be  said  that  it  presents  the  features  of  a 
benign  typhoid  fever,  in  which  all  the  distinctive  characters  are  less  marked.  Like 
typhoid,  it  may  be  confounded  with  a  mild  long  influenza,  or  with  early  tuberculosis.  Its 
recognition  depends  ultimately  upon  the  agglutination  of  paratyphoid  bacilli  by  the 
patient's  blood  serum. 


Fiy.  242. — Temperature  chart  of  a  case  of  Medifeerranean  fever  of  undulant  type. 

Mediterranean  Fever  is  one  of  the  most  prolonged  of  the  fevers  due  to  one  recognized 
micro-organism  ;  for  in  the  undulant  form  of  the  disease  successive  exacerbations  of 
pyrexia   may  carry  on  the  illness  into  the  fifteenth  or  sixteenth  week  (Fig.  242).      It 
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resembles  typhoid  fever  closely,  including  the  enlargement  of  the  spleen,  but  is  proved  to 
be  due  to  infection  with  Micrococcus  melitensis,  conveyed,  almost  invariably,  in  goat's  milk. 
In  British  practice  its  occurrence  is  unlikely,  except  in  one  who  has  been  in  the  parts  of  the 
world  where  it  is  rife — namely,  the  Mediterranean  coast  and  islands,  whence  it  has  found 
its  way  into  Spain,  Portugal,  and  other  countries,  and  even  to  such  distant  parts  as  South 
Africa.  It  differs  from  typhoid  fever  in  the  absence  of  spots  and  of  characteristic  diarrhoea, 
but  as  these  often  fail  in  typhoid  fever  the  distinction  is  not  always  available.  However, 
the  diagnosis  can  generally  be  made  by  the  Widal  test,  since  the  blood  serum  will  agglu- 
tinate the  Micrococcus  melitensis  as  early  as  the  fifth  day  of  the  disease. 

Tuberculosis. — ^The  onset  of  general  miliary  tuberculosis,  or  of  miliary  tuberculosis 
of  the  lung,  has  often  for  its  only  symptom  a  moderate  pyrexia,  with  accompanying 
physical  weakness  and  anorexia.  Such  a  condition  may  continue  for  weeks  without  any 
other  sign  ;  the  breathing  need  not  be  quickened,  and  there  may  be  an  entire  absence  of 
abnormal  signs  in  the  lungs.  The  morning  temperature  is  frequently  near  the  normal, 
while  the  evening  temperature  alone  is  high  ;  and  it  does  not  as  a  rule  increase  to  a 
maximum  and  subsequently  fall,  so  as  to  form  the  curve  which  is  characteristic  of  typhoid, 
but  continues  nearly  at  the  same  level  for  long  periods.  In  the  absence  of  sputum  the 
detection  of  tubercle  bacilli  is  not  available.  Tuberculin  tests  may,  however,  be  tried, 
and  will  probably  give  positive  results.  Of  these  the  most  suitable  is  the  cutaneous  tuber- 
culin test  of  von  Pirquet  {Plate  XXXVI J,  p.  768).  Tuberculous  infection  in  other  localities 
may  equally,  when  not  accompanied  by  striking  local  signs,  and  only  presenting  the  pyrexia, 
be  taken  for  typhoid  fever :  for  instance,  tuberculous  disease  of  the  kidney,  or  pyelitis,  and 
especially  tuberculous  meningitis.  Headache  and  fever  occur  both  in  this  and  in  typhoid 
and  may  be  for  a  time  the  only  facts  in  the  case,  until  in  the  one  case  spots  or  loose  motions 
assert  themselves,  or,  in  the  other,  optic  neuritis,  convulsions,  paralysis,  or  retracted 
abdomen  point  to  a  cerebral  localization. 

Meningitis, — ^The  duration  of  a  tuberculous  meningitis  is  often  three  or  four  weeks, 
during  which  there  is  pyrexia  of  moderate,  or  occasionally  of  severe  type.  In  the  sporadic, 
infantile  form  of  cerebrospinal  meningitis,  first  described  as  posterior  basal  meningitis,  the 
fever  is  often  prolonged  for  five,  six,  or  more  weeks.  The  continuous  temperature  is  not 
generally  very  high,  but  in  some  cases  there  are  sudden  rises  to  103°  and  104°.  followed 
by  a  fall  to  the  normal  within  a  few  hours  (Fig.  253,  p.  591).  These  rises  of  temperature  may 
occur  daily,  or  every  other  day,  or  more  frequently.  As,  in  meningitis,  by  the  time  the 
pyrexia  has  become  prolonged  the  cerebral  symptoms,  such  as  drowsiness,  coma,  and  re- 
tracted head,  are  usually  pronounced,  there  is  not  much  difficulty  in  locating  the  disease  in 
the  meninges.  To  determine  whether  the  inflammation  is  tuberculous  or  meningococcal  or 
of  other  bacterial  origin  may  require  a  lumbar  puncture  (p.  ;]04)  or  blood  culture. 

Infective  or  Malignant  Endocarditis  may  be  mentioned  next,  because  for  days,  weeks, 
or  months  the  only  prominent  feature  may  be  a  continuous  pyrexia  with  evening  rises  to 
lOl'^  F.,  falling  in  the  morning  to  99°  or  98-4°  F.  (Fig.  243).  In  most  cases  a  cardiac  muimur 
is  present,  and  then  one  may,  after  a  certain  lapse  of  time,  such  as  fourteen  days,  and 


Fig.  213. — Temperature  chart  of  a  case  of  malignant  ei.docarditR 

excluding  the  possibility  of  typhoid  fever,  often  make  a  diagnosis  with  confidence.  This 
is  confirmed  by  the  occurrence  of  other  symptoms  mentioned  on  p.  34.  An  attempt 
should  be  made  to  obtain  an  organism  from  the  blood  by  cultivation,  but  it  is  not  always 
successful.  In  the  early  stages  the  difficulty  is  not  uncommonly  increased  by  the  fact 
that  no  murmur  can  be  heard,  in  spite  of  the  fact  that  endocardial  changes  are  present. 
The  course  of  some  of  these  cases  of  infective  endocarditis,  which  may  be  called  chronic, 
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is  remarkably  prolonged,  sometimes  for  six,  eight,  or  twelve  months,  with  little  variations 
in  the  accompanying  conditions.  Long  before  that,  of  course,  typhoid  fever  and  tuber- 
culosis would  have  been  excluded  ;  and  after  eight  or  ten  weeks  the  co-existence  of  cardiac 
murmur,  with  uniform  prolonged  pyrexia,  would  make  the  diagnosis  certain.  Cases  in 
which  the  brunt  of  the  disease  falls  upon  the  brain  may  actually  have  meningitis,  as  in 
pneumococcal  cases  ;  or  they  may  be  mistaken  for  meningitis,  or  for  typhoid  fever,  or,  if 
petechiae  are  present,  for  typhus.  But  in  such  instances  the  illness  is  generally  a  short 
one,  and  it  would  scarcely  come  into  the  present  category. 

Sepiiccemia. — In  any  prolonged  pyrexia  the  possibility  of  a  focus  of  deep-seated 
suppuration  should  be  considered.  In  many  situations  the  focus  causes  pain  which  at 
once  directs  attention  to  the  origin  of  the  trouble  ;  but  in  some  cases  pain  is  absent,  and 
foci  in  some  situations  are  habitually  painless.  The  disorders  to  be  thought  of  are  otitis, 
abscesses  in  the  throaty  a  small  empyema,  cerebral  abscess,  deep-seated  glandular  suppuration, 
suppurative  pylephlebitis,  appendicitis,  pelvic  suppurations  in  women,  and  umbilical  lesions 
in  the  new-bom  infant.  If  the  blood  shows  a  leucocytosis  this  will  be  in  favour  of  a 
suppurating  centre.  At  any  rate,  it  will  exclude  typhoid  and  miliary  tuberculosis.  Each 
possible  centre  of  infection  must  be  called  to  mind,  and  the  locality  concerned  must  be 


FigyiU. 


-Temperature  chart  of  a  case  of  pTfBmia,  fc^ccondary  to  otitis  media  aiid 
iaterai  sinus  thrombosis.    There  was  a  rigor  almost  daily. 


investigated.  Suppurative  pylephlebitis,  in  spite  of  the  extent  of  the  lesions  and  the  size 
of  the  organ  concerned,  has  frequently  been  overlooked,  and  has  been  mistaken  for  typhoid 
fever,  pneumonia,  peritonitis,  or  appendicitis.  It  is  relatively  rare,  but  it  is  a  sequel  of 
other  suppurative  lesions  in  the  abdomen,  and  should  therefore  be  thought  of  when 
appendicitis  or  other  similar  affection  has  been  under  treatment.  Rigors  are  very 
inconstant  in  diseases  of  this  class  ;  if  they  occur  they  comp)el  attention  to  the  possibility 
of  pyogenetic  centres  (Fig.  244)  ;  but  their  absence  must  not  be  allowed  to  influence  one 
in  the  contrary  sense.  They  are  most  constant  in  visceral  pyaemia,  but  this  illness  is  not 
generally  prolonged.  In  some  cases  the  organism  is  only  discovered  after  repeated  cultural 
examination  of  the  blood,  the  urine,  or  even  the  cerebrospinal  fluid,  and  it  may  be  found 
to  be  some  rarity  such  as  the  glanders  bacilltis  or  a  leptothrix  bacillus. 

Erysipelas,  though  generally  of  short  duration,  sometimes  causes  pyrexia  lasting  more 
than  a  fortnight  (Fig.  245). 

Syphilis. — Like  other  infections,  this  has  its  fevers,  both  in  the  secondary  stage — 
that  is,  the  stage  of  generalization  of  the  infection — and  in  the  late  stages  accompanying 
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^mmata  and  other  local  processes.  The  secondary  fever  is  certainly  not  present  to  a 
marked  degree  in  most  cases  ;  a  little  feverishness  there  may  be,  but  it  scarcely  requires 
special  mention.  Only  occasionally  is  there  a  really  prolonged  pyrexia,  with  decided 
evening  elevations  of  temperature.  The  diagnosis  is  rarely  in  question,  because  the  fever 
only  accompanies  the  rash  and  sore  throat ;  and  the  origin  in  a  local  infection  is  generally 
well  known.  The  same  help  may  be  with  us  in  the  fever  attending  gumma- formation  ;  but 
if  the  gumma  is  deep-seated  in  a  viscus  such  as  the  liver,  even  though  it  should  be  painful, 
and  recognized  by  palpation  as  an  abnormal  enlargement  or  thickening,  some  hesitation 
may  be  felt  as  to  the  diagnosis  unless  it  is  remembered  that  such  pyrexia  may  be  present. 
Moreover,  a  pyrexia  of  this  kind  has  occurred  in  connection  with  the  lesions  of  the  inherited 
disease.  Syphilitic  pyrexia  is  frequently  of  decided  character,  with  evening  elevations 
to  103°  F.  or  more,  and  morning  falls  nearly  to  normal,  until  stopped,  as  it  may  be  at  once, 
by  the  administration  of  potassium  iodide.  In  both  these  cases  the  Wassermann  reaction 
is  available  to  make  certain  the  nature  of  the  infection. 

Bronchopneumonia. — This  may  be  mentioned  because  it  has  sometimes  a  duration 
of  many  weeks,  and  during  the  whole  time  an  oscillating  temperature  is  present.  The 
local  signs  are,  however,  sufficient  to  explain  the  presence  of  fever,  and  the  difficulty  lies 
only  in  the  fact  that  a  general  pulmonary  tuberculosis  may  resemble  almost  exactly  the 
more  curable  bronchopneumonia  of  pneumococcal  or  streptococcal  origin. 


!  Fig.  24.'). — Temperature  chart  of  a  case  of  facial  erysipelas  following  a  septic  scratch. 

Malaria. — Important  as  is  this  disease,  its  diagnosis  may  be  dealt  with  briefly  here. 
The  non-malignant  quartan  and  tertian  fevers  produce  isolated  pyrexias  of  short  duration 
{Fig.  6.  p.  28,  and  Fig.  7,  p.  29)  which  do  not  come  within  the  scope  of  this  paper.  It  is 
only  the  malignant  or  subtertian  fevers,  which  do  not  arise  in  this  country,  and  are  little  likely 
to  be  seen  in  other  than  regions  known  to  be  malarious,  which  cause  prolonged  continuous 
pyrexia  {Fig.  11,  p.  31).  The  diagnosis  is  based  upon  a  consideration  of  the  symptoms, 
upon  the  discovery  of  the  parasite,  and  upon  the  results  of  treatment  with  quinine.  The 
symptoms  chill,  fever,  and  sweating  have  less  value  in  a  continuous  pyrexia  than  in  the 
simple  tertian  and  quartan  fevers,  and  in  a  quotidian  fever  the  resemblance  to  septic  poison- 
ing is  well  recognized.  An  enlarged  spleen  is  present  in  malaria,  but  also  commonly  in 
typhoid  fever.  Most  reliance  is  to  be  placed  upon  a  microscopical  examination  of  blood- 
films  coloured  with  Romanowsky's  or  Leishman's  stain  ;  for  in  cases  of  pernicious  malaria, 
it  is  rarely  that  the  organisms  (Plate  XXVIII,  Fig.  E.  p.  614)  fail  to  be  discovered  by  this 
means.  Absence  of  leucocytosis  and  an  increase  of  the  large  mononuclears  to  15  per  cent  in  a 
differential  coimt  of  the  leucocytes  in  the  blood,  are  also  in  favour  of  malaria,  at  least  in  the 
first  two  weeks ;  after  which  the  results  may  be  very  similar  in  typhoid  fever.  The  third  test 
is  the  administration  of  quinine,  which,  given  in  sufficient  quantity,  vvill  stop  malaria ;  and 
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on  the  other  hand,  if  the  fever  continues  in  spite  of  it,  malaria  is  exchided.  An  adequate 
dose  for  this  purpose  is  3  or  4  gr.  every  three  hours,  day  and  night,  for  two  or  three  days. 

Bacilluria. — This  is  usually  due  to  infection  of  the  urinary  passages  with  Bacillus  coli 
communis.  The  symptoms  may  be  slight  or  they  may  be  those  of  cystitis  or  pyelitis  in  a 
marked  degree  (see  Bacteriuria,  p.  69)  ;  with  these  there  is  a  more  or  less  continuous 
pyrexia  {Fig.  193,  p.  456).  Especially  in  infants  they  may  be  few,  or  none  at  all  other  than 
the  pyrexia,  which  is  variable  in  degree,  generally  irregular  from  day  to  day.  may  be  accom- 
panied by  chills  and  sweating,  and  may  last  several  weeks.  Hence  in  an  obscure  fever  in 
infants  the  urine  should  be  examined  carefully. 

Ancemia. — The  several  forms  of  pernicious,  idiopathic,  or  Addisonian  anaemia  are 
frequently  accompanied  by  a  moderate  degree  of  pyrexia,  which  may  persist  for  many 
weeks  (Fig.  246).  Such  an  anaemia  might  be  the  manifestation  of  tuberculosis,  of  infective 
endocarditis,  or  of  malignant  growths  ;  but  an  examination  of  the  blood  with  the  discovery 
of  poikilocytosis  and  a  colour-index  above  imity,  the  lemon-yellow  tint  of  the  skin  in  some 


Fig.  246.— CharaciterUtic  tempeniture  chart  of  a  case  of  peraiciou3  anaemia. 

cases,  and  the  history,  will  generally  determine  the  diagnosis,  though  the  differentiation 
of  the  particular  form  of  anaemia  may  still  remain  to  be  considered  (see  Anaemia,  p.  20). 
Hodgkin's  Disease. — In  some,  but  by  no  means  all,  cases  of  this  disease,  a  ver\' 
remarkable  form  of  pyrexia  occurs.  It  consists  of  alternating  periods  of  pyrexia  and 
apyrexia,  each  of  eight,  ten,  or  twelve  days'  duration,  lasting  in  all  for  six,  nine,  or  twelve 
months.  During  the  pyrexial  period  the  temperature,  beginning  near  the  normal,  becomes 
day  by  day  higher  and  higher,  till  on  the  fourth  or  fifth  evening  it  reaches  102°  F.  or  103°  F., 
its  highest  point ;  it  gradually  declines  during  the  next  four  or  five  days  to  the  normal  ; 
and  then  for  three  or  four  days  it  becomes  increasingly  subnormal  till  a  minimum  is  reached, 
and  from  this  point  there  is  a  gradual  return  to  the  normal,  when  a  second  pyrexial  curve 
begins  (Fig.  247).  If  the  cervical,  axillary,  or  inguinal  lymph-glands,  apart  from  or  in 
company  with  the  spleen,  are  enlarged,  and  the  condition  of  the  blood  is  normal  or 
of  the  simple  chlorotic  type,  the  diagnosis  of  Hodgkin's  disease  is  safely  made.  If  such  a 
temperature  is  observed  without  any  enlargement  of  the  spleen  or  of  the  external  glands,  a 
lymphadenomatous  enlargement  of  the  internal  glands,  bronchial  or  mediastinal    should 
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be  suspected,  and  endeavours  should  be  made  to  demonstrate  them  by  palpation, 
percussion,  or  a;-rays.  Leucocytosis  should  be  absent ;  but  its  occurrence  in  a  late  stage 
of  the  pyrexia  would  not  militate  against  the  diagnosis. 


Fig.  247. — Temperature  chart  of  a  case  of  Hodgkin's  disease. 

Leukcemia, — Pyrexia  is  a  common  occurrence  in  the  different  forms  of  leukjemia. 
As  a  rule  the  great  size  of  the  spleen  in  one  group  of  cases  leads  to  an  easy  diagnosis,  and 
in  another  group  the  glands  are  manifestly  enlarged,  though  acute  cases  occur  in  which 
these  changes  do  not  appear  early  ;  in  all  these  forms  an  examination  of  the  blood  will 
show  the  excessive  number  of  leucocytes,  of  one  or  other  variety  (p.  21*),  a  sufficient 
explanation  of  the  occurrence  of  pyrexia. 


Fiy.  248. — Temperature  chart  of  a  ca?e  of  sarooma  of  the  neck  and  mediastinum. 

New  Growths, — New  growths  are  not  accompanied  by  pyrexia  as  a  rule  ;  but  many 
exceptions  have  been  recorded,  in  regard  both  to  sarcoma  and  to  carcinoma.  A  case  of 
sarcoma  of  the  neck  and  mediastinum  was  accompanied  for  the  four  months  preceding 
death  by  a  pyrexia  resembling  in  its  variations  from  week  to  week  that  of  Hodgkin's  disease 
{Fig.  248),  and  carcinoma  has  now  frequently  been  known  to  be  accompanied  for  weeks 
or  months  by  fever,  especially  where  there  are  secondary  deposits  in  the  liver  (p.  326). 
The  diagnosis  is  not  generally  difficult  ;  the  tumour  is  in  evidence.  A  point  of  importance 
is  that  the  pyrexia  does  not  help  to  distinguish  between  syphilis  and  cancer. 

Cirrhosis  of  the  Liver, — The  diagnostic  relations  of  pyrexia  in  cirrhosis  of  the  liver 
arc  on  the  same  footing.  It  occurs  in  some  cases  (Fig.  167,  p.  371)  and  is  apparently  due  to 
cirrhosis  ;  perhaps  because  it  is  an  inflammatory  process,  or  because  the  cirrhosis  is  due  to 
a  toxaemia  which  may  raise  the  temperature.  The  fact  is  of  interest  when  we  consider  that 
ascites  due  to  hepatic  cirrhosis  has  often  been  mistaken  for  tuberculous  peritonitis,  and, 
perhaps  less  often,  tuberculous  peritonitis  for  cirrhosis.  The  absence  of  pyrexia  might 
possibly  be  held  to  exclude  tuberculous  peritonitis,  but  its  presence  would  leave  the  diagnosis 
open,  since  it  might  be  due  to  either. 

The  curious  pyrexial  outbursts  in  rat-bite  fever  are  described  on  p.  598,  and  the  long- 
continued  low  fever  of  pellagra  on  p.  225. 

Neurotic  Pyrexia. — This  term  may  be  applied  to  two  classes  of  case  :  in  one  the 
mercury  is  found  at  extraordinarily  high  levels  at  irregular  intervals,  often  at  different 
levels  in  different  parts  of  the  body,  and  falling  again  rapidly  to  the  normal.  This  may 
be  repeated  many  days,  but  hardly  constitutes  prolonged  pyrexia.  In  the  second  variety 
the  patient  has  a  genuine  pyrexia,  lasting  two,  three,  or  more  weeks,  irregular  in  the 
elevations  reached  on  successive  days,  but  on  the  whole  resembling  the  pyrexia  of  sepsis. 
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These  cases  are  more  often  females,  and  the  fever  may  be  associated  with  symptoms  refer- 
able to  the  pelvic  organs,  or  may  persist  after  the  entire  subsidence  of  such  symptoms,  so 
that  skilled  obstetric  physicians  have  been  unable  to  find  any  active  local  lesion.  The 
neurotic  origin  of  such  cases  may  be  open  to  doubt,  but  it  is  supported  by  the  variability 
of  the  pyrexia,  and  by  its  occasional  rapid  cessation  without  adequate  explanation,  and 
without  any  local  change.  The  diagnosis  can  only  be  made  as  a  rule  via  exclusionis,  and 
must  always  be  considered  provisional  as  long  as  there  is  any  probability  of  an  adequate 
cause  being  found. 

The  Unexplained  Pyreacia  of  Children, — ^This  form  of  pyrexia  is  in  a  somewhat  similar 
position  to  the  above.  All  students  of  disease  in  children  are  familiar  with  the  fact  that 
in  patients  under  nine  or  ten  years  of  age  a  mild  pyrexia  may  occur,  lasting  two,  three,  or 
four  months,  for  which  no  explanation  can  be  found.  Since  it  arises  in  quite  young  subjects, 
a  neurotic  origin  is  not  so  readily  suggested,  nor  so  likely,  as  in  the  adult  female,  and 
yet  it  is  possible  that  some  cases  are  of  this  nature.  Tuberculosis  should  be  considered 
carefully,  but  is  often  safely  and  rightly  excluded.  Gastro-intestinal  disturbance,  such 
as  constipation  ;  the  unsuitable  nature  of  the  food  ;  and  acute  intoxication  from  the 
alimentary  canal,  are  other  possible  explanations  of  some  cases.  Since  the  prognosis  is 
good,  it  is  satisfactory  to  be  able  to  recognize  the  clinical  condition,  even  though  the  causa- 
tion is  obscure  ;  but  the  diagnosis  can  only  be  established  after  careful  exclusion  of  typhoid 
fever,  tuberculosis,  and  local  inflammatory  conditions  such  as  otitis,  bacilluria,  and  other 
definite  lesions  or  infections.  Frederick  Taylor, 

PYREXIA  WITHOUT  OBVIOUS  CAUSE.— From  researches  carried  out  in  trying 
to  ascertain  the  mechanism  by  which  the  body  maintains  in  health  an  average  temperature 
(practically  constant)  of  98*4°  F.,  and  the  factors  that  lead  in  disease,  and  also  even  in 
health,  to  a  departure  from  that  temperature,  a  number  of  general  principles  have  been 
established,  and  these  must  be  grasped  before  we  can  form  a  just  estimate  of  the  value  of 
the  reading  of  the  thermometer  in  diagnosis.  We  must  briefly  state  the  more  important 
of  these  without  discussion. 

1.  Sources  of  the  Actual  Production  of  Heat  in  Health  in  order  of  importance  : 
(a)  Muscles  at  work  ;  (6)  Glands  at  work  ;  (c)  All  minor  tissues  in  which  katabolic  changes 
are  proceeding. 

2.  Provisions  for  the  Escape  of  Heat. — (a)  Temperature  changes  in  the  air,  especially 
that  expired  ;  (b)  Escape  by  the  skin,  radiation,  and  evaporation  of  sweat ;  (c)  Escape 
by  urine  and  faeces  ;   (d)  Warming  of  food,  and  anabolic  tissue  changes. 

3.  Mechanisms  for  Regulating  the  Distribution  of  Heat  generated  Locally. — (a)  A 
main  centre  for  regulating  the  distribution  of  the  blood,  situated  in  the  medulla  ;  (b) 
Subsidiary  centres  for  the  same  purpose  situated  in  the  cord  and  (?)  elsewhere  ;  (c)  The 
physical  prop)erties  of  the  blood,  lymph,  and  tissue  juices  as  regards  their  circulatory 
movements  and  their  capacity  for  absorbing  and  retaining  heat. 

These  three  belong  to  the  province  of  pure  experimental  physiology  and  physics  ; 
we  have,  then,  the  further  observations  shared  by  physiology  and  clinical  medicine  : 

4.  That  the  temperature  in  perfect  health  can  be  raised  considerably  (at  least  to  102'  F. 
-  Hill)  by  strenuous  physical  exertion  ;  such  elevations  disappear  very  rapidly,  possibly 
with  small  oscillations. 

5.  That  in  exhaustion  from  violent  effort  or  exposure  (generally  both,  as  in  shipwrecks 
and  similar  accidents)  the  temperature  can  be,  and  is,  very  dangerously  depressed,  this 
being  possibly  the  sole  cause  of  death. 

6.  That  in  every  form  of  microbic  invasion  of  the  body,  the  temperature  may  be 
altered.  This  alteration  may  be  produced  in  several  conceivable  ways,  e.g.,  by  the  direct 
action  of  the  microbes  or  their  poisons  on  the  seats  of  the  production  of  heat  or  on  the 
centres  regulating  its  distribution,  or  again  by  the  action  of  the  same  poisons  or  microbes 
on  the  main  sources  of  loss  of  heat.  The  exact  and  precise  cause  is  very  obscure,  though 
extremely  interesting  to  the  pathologist. 

Lastly,  as  purely  clinical  observations  we  have  learnt : — 

7.  That  in  order  that  variations  in  temperature  may  kiH,  or  indeed  of  themselves  be 
of  very  serious  import,  they  need  to  be  verj^  extreme  (say  6  or  7  degrees  above  or  below 
normal)  or  else  very  prolonged,  the  necessary  duration  varying  with  the  degree  of  departure 
from  the  normal. 


Digitized  by 


Google 


572  PYREXIA    WITHOUT    OBVIOUS    CAUSE 

8.  That  in  the  wards  of  a  hospital  where  the  temperatures  are  taken  and  charted  at 
regular  intervals,  it  is  scarcely  possible  to  find  a  chart  of  chronic  disease  which  does  not 
show  some  oscillations  in  temperature,  the  causes  of  which  are  obscure  or  overlooked. 

From  these  general  propositions  we  may  pass  to  the  practical  value  of  thermometric 
observations  in  diagnosis.  We  may  again  generalize,  and  say,  that  standing  alone  as  a 
primary  and  isolated  observation,  the  fact  of  a  disturbance  in  temperature  is  of  little  use  ; 
but  when  this  observation  is  controlled  by  other  factors  in  diagnosis,  and  we  have  made  a 
complete  diagnosis  of  a  given  disease,  we  are  then  in  the  position  of  knowing  by  experience 
approximately  the  course  of  the  temp)erature  for  that  disease,  and  we  shall  get  many  useful 
hints  from  the  thermometer  as  to  complications  or  the  severity  of  the  attack  :  a  point  to 
which  we  shall  refer  presently.  Hence,  it  is  useful  in  our  present  discussion  to  divide  all 
patients  into  two  main  groups  :  (1)  Those  who  are  xvell  enough  to  visit  their  doctor,  and 
(2)  Those  who  are  too  ill  to  do  so. 

Patients  who  are  well  enough  to  visit  their  doctor. — Unless  some  special  com- 
plaint or  physical  sign  soon  leads  to  satisfactory  diagnosis,  let  it  be  an  accepted  rule  to 
take  the  temp)erature  ;  by  doing  so  we  shall  not  infrequently  discover,  early,  a  disease 
which  we  might  otherwise  have  overlooked  until  something  or  some  one  else  had  drawn 
attention  to  it,  greatly  to  our  discomfiture  and  loss  of  credit.  The  three  most  typical 
illustrations  of  this  position  are  perhaps  typhoid,  phthisis,  and  a  condition  which  in  our 
haste  we  label  '  Influenza,'' 

A  headache  lasting  four  or  five  days  and  associated  with  some  degree  of  pyrexia,  is, 
even  standing  alone,  so  suspicious  of  the  first,  that  the  patient  must  be  ordered  to  bed  to 
be  watched.  A  nasty  dry  cough,  with  general  anaemia,  weakness,  tiredness,  and  malaise, 
makes  us  very  suspicious  of  the  second,  especially  if  there  is  also  the  slightest  alteration  in 
the  breath  sounds  anywhere.  The  third  is  the  recently  developed  refuge  of  the 
diagnostically  destitute  ;  it  leads  to  much  mortification  when  suppurating  gums  or  tonsils, 
gonococcal  discharges,  decomposing  urine,  or  other  critical  points  are  discovered  later  :  a 
position  which  may  be  avoided  by  examining  all  easily  accessible  orifices,  and  if  the  mouth, 
throat,  and  nose  all  seem  healthy,  by  labelling  the  trouble  fever  of  uncertain  origin,  and 
ordering  the  patient  to  bed.  In  fact,  if  on  examining  the  patient  in  the  consulting-room 
no  cause  for  the  pyrexia  is  apparent,  I  would  lay  down  as  a  golden  rule — Remove  the  patient 
at  once  from  Group  1 ,  and  place  him  in  Group  2  for  further  critical  examination  of  his  or 
her  person,  blood,  and  excreta. 

Patients  who  request  their  doctor  to  visit  them. — It  must  be  admitted  that  in 
this  group  also,  pyrexia  by  itself  is  not  a  very  strong  diagnostic  point,  for  ex  hypothesi 
the  other  symptoms  are  of  considerable  severity  and  importance,  and  therefore  point  pretty 
strongly  in  some  diagnostic  direction.  Our  residuum  from  Group  1,  with  a  certain 
proportion  of  individuals  originally  in  Group  2,  will,  however,  together  make  up  a  by  no 
means  negligible  number  of  patients  in  whom  the  cause  of  pyrexia  is  obscure  to  an  ordinary 
examination.  Here  it  is  the  first  rule  to  examine  systematically  every  orifice  of  the  body 
for  a  possible  source  of  trouble  ;  gums,  and  especially  the  roots  of  the  teeth  for  pyorrhoea, 
ears,  nose,  throat,  vagina,  rectum,  and  urethra  ;  should  all  these  prove  healthy,  the  fingers 
and  toes  must  be  inspected  for  overlooked  sores  ;  and  the  bones  near  joints  investigated 
for  a  possible  osteomyelitis. 

The  Blood. — It  is  by  now  almost  certain  that  some  clue  will  have  been  obtained, 
but  should  none  have  appeared  (in  some  cases  even  when  a  complete  diagnosis  has  been 
made)  we  must  now  proceed  to  have  the  blood  examined  by  the  best  available  scientific 
methods  ;  we  may  by  this  means  prove  that  the  blood  itself  is  at  fault,  or  that  it  contains 
some  microbes,  thus  :— 

1 .  Leucocytosis  suggests  leucocythaemia  perhaps,  in  which  disease  outbreaks  of  pyrexia 
are  not  uncommon  ;  or  some  obscure  focus  of  suppuration  ;  or  perhaps  it  proves  that  an 
obvious  focus  requires  the  surgeon's  assistance  ;  or  per  contra,  it  provides  a  slight  argument 
against  typhoid  or  tubercle,  and  in  favour  of  gross  parasitic  worms. 

2.  Poikilocytosis  suggests  a  severe  anaemia,  which,  like  leucocythaemia,  is  known  to 
have  pyrexial  periods. 

3.  WidaVs  Test,  if  positive,  practically  proves  the  presence  of  typhoid. 

4.  Cultivation  of  it  may  prove  a  microbic  invasion,  the  name  and  nature  of  the  invader, 
and  possibly  the  point  of  invasion. 
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5.  Microparasiies  of  protozoal  form  (malarial  or  other)  may  be  recognized  in  the  blood 
under  the  microscope. 

The  Urine  may  be  found  to  be  thick  or  decomposed,  and  thus  give  a  clue  to  tubercle 
of  the  genito-urinary  tract,  to  calculous  trouble,  or  to  B,  coli  communis  invasion.  It  is 
well  to  remember  that  B,  coli  may  exist  in  what  otherwise  appears  to  be  a  healthy  urine 
(p.  12). 

The  Fsces  may  yield  information  :  meltena,  fatty  stools,  gall-stones,  or  even  eggs 
of  parasites  may  be  found,  thus  clearing  up  the  cause  of  an  obscure  pyrexia. 

Tests  such  as  Calmette's  or  von  Pirquet's  may  be  tried  for  latent  tubercle,  but  the 
dropping  of  tuberculin  into  an  eye  is  not  without  its  own  risks,  and  in  my  opinion  had 
better  be  avoided,  especially  as  by  the  time  tubercle  has  caused  pyrexia  it  has  probably 
advanced  so  far  as  to  be  discoverable  by  careful  physical  examination  of  the  chest. 
Moreover,  the  test  is  alleged  to  be  so  delicate  as  to  discover  obsolete  tubercle,  which  is  not 
the  cause  of  the  pyrexia,  and  so  may  lead  one  astray. 

When  physical  examination,  clinical  methods  of  investigating  secretions  and  excre- 
tions, and  bacteriological  aids  have  thus  all  been  exhausted,  there  will  still  remain 
a  few  rare  cases  in  which  the  cause  of  the  pyrexia  is  undiscoverable.  These  are  chiefly 
abdominal :  thus  gall-stones  and  their  complications,  pylephlebitis,  ovarian  abscess, 
and  deep-seated  phlebitis  have  all  presented  instances  to  the  writer  ;  but  he  knows  of 
no  rules  by  which  such  cases  can  be  discovered  ;  time  or  an  autopsy  can  alone  clear  them 
up.  Apart,  however,  from  such  obscurities,  there  still  remain  some  interesting  and  useful 
observations  to  be  made  on  certain  clinical  thermometric  measurements. 

PYREXIA    OR    SUBNORMAL   TEMPERATURES    IN   CHILDREN. 

In  children  we  know  that  the  heat-regulating  function,  like  other  nervous  mechanisms, 
takes  time  to  develop  proper  and  complete  connections  with,  and  control  over,  subordinate 
centres  of  regulation,  whether  these  be  foci  of  production  or  surfaces  of  loss  ;  hence  we  are 
not  surprised,  still  less  alarmed,  at  temperatures  above  normal  in  children  which  in  adults 
may  have  a  very  different  significance.  It  is  rather  the  reverse  with  those  below  normal, 
because  we  know  that  the  growing  child  requires  very  large  supplies  of  heat  to  carry  on 
the  anabolic  functions  of  growth  and  development. 

Subnormal  Temperature. — Suppose  we  find  a  child  in  this  condition,  the  immediate 
diagnosis  is  great  exhaustion  ;  such  temperatures  are  generally  found  in  marasmic  children 
who  have  been  starved,  or  its  equivalent,  i.e.,  badly  fed,  or  exposed.  Subnormal  tempera- 
tures are  also  found  in  summer  diarrhoea,  or  sometimes  in  conditions  associated  with 
intense  pain  ;  also,  at  an  interval  after  convulsions  (not  immediately),  and  in  many  other 
conditions^  the  differential  diagnosis  of  which  will  generally  be  obvious. 

Pyrexia,  on  the  otlier  hand,  owns  an  infinity  of  causes,  of  which  we  can  only  glance 
at  a  few  which  may  give  rise  to  trouble  in  diagnosis. 

Excitement. — In  children's  wards,  visiting  day  almost  invariably  causes  a  plentiful 
crop  of  high  temperatures,  even  as  much  as  103"  F.,  and  the  private  practitioner  has  to 
remember  this  when  a  loving  aunt  or  an  injudicious  visitor  of  any  sort  has  come  in  contact 
with  his  little  patient  at  home.  A  bad  night  may  easily  send  the  temperature  up  to  any 
height. 

Febricula. — This  is  merely  a  Latin  name  for  the  fact  of  pyrexia,  but  before  using  the 
term  let  every  system  be  examined  carefully  for  signs  of  disease.  It  may  be  that  there  is 
absolutely  nothing  else  wrong.  The  following  is  a  useful  and  ordinary  average  clinical  rule  : 
for  each  1°  F.  the  temperature  rises  we  may  expect  the  pulse  to  increase  in  frequency'  10 
beats  (or  in  children  15)  per  minute,  and  the  respirations  2  to  3  per  minute,  and  if  this  ratio 
is  maintained  it  is  fairly  safe  to  say  that  heart  and  lungs  are  neither  of  them  specially  threat- 
ened, and  hence,  if  thjere  be  nothing  ehe  to  attract  attention,  it  is  safe  to  say  that  the  child  is 
certainly  feverish,  and  we  must  nwvi^Q  and  watch  it.  I  have  known  a  delicate  boy  of  9  or  10 
thus  to  have  a  temperature  of  102-5°  to  103-5°  for  three  or  four  days  at  a  time  for  no  reason 
that  I  could  ever  detect ;  he  ate  well,  slept  well,  and  felt  well ;  and  this  aspect  of  affairs 
should  be  remembered.  On  the  other  hand,  such  temporar>^  attacks  oi  pyrexia  may  be 
aroused  by  the  presence  of  some  micro-organisms  which  have  hitherto  escaped  detection, 
but  qud  the  pyrexia  in  itself  nothing  more  can  be  said.  Deep-seated  tubercle,  perhaps  in 
internal  lymphatic  glands,  may  be  suspected,  but  it  will  often  be  exceedingly  difficult  to 
settle  the  diagnosis. 
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Convulsions. — ^These  must  be  remembered  as  a  possible  cause  of  a  temperature  of  even 
103^  F.  if  the  thermometer  be  used  at  once. 

Specific  Zymotic  Diseases. — On  discovering  a  child  with  fever,  suspicion  will  naturally 
be  aroused  that  one  of  these  troubles  is  at  hand.  The  only  thing  to  be  said  here  is  :  Do 
not  attempt  to  give  a  diagnosis  on  the  thermometer  alone  ;  the  temperature  is  raised  long 
before  a  diagnosis  is  possible.  It  is  well  to  note  that  a  temperature  of  102^  F.  only,  or 
less,  is  a  point  in  favour  of  diphtheria  against  a  tonsillitis  of  other  causation,  which  frequently 
has  a  pyrexia  of  104^  F.  or  105^  F.  Slight  pyrexia,  with  headache  and  vomiting,  make^ 
us  suspect  tuberculous  meningitis,  whereas  a  temperature  of  103^  F.  or  104'  F.  with  similar 
associations  renders  pneumonia  probable. 

IN    CHILDREN   AND   ADULTS. 

Here  we  may  draw  attention  to  some  of  those  cases  in  which  the  fever  of  known 
average  departs  from  its  usual  course. 

Empyema. — Suggested  by  the  crisis  of  a  pneumonia  followed  in  a  few  days  by  inter- 
mittent or  remittent  fever  (Fig.  71,  p.  160). 

Endocarditis. — Suggested  in  rheumatism  by  a  temj>erature  of  100^  F.  to  100*5^  F.  or 
101^  F.  following  the  initial  fall  from  the  administration  of  salicylates  ;  though  the  absence 
of  such  pyrexia  does  not  exclude  the  existence  either  of  endocarditis  or  of  pericarditis. 

Hyperpyrexia. — Met  with  in  rheumatism,  typhoid,  and  other  septic  conditions  ;  its 
onset  is  easy  to  detect  in  the  latter  ^conditions  ;  in  the  former,  restlessness  with  less  com- 
plaint of  pain  may  cause  suspicion.  The  diagnosis  must  be  confirmed  by  a  frequency  of 
registration  prof)ortionate  to  the  severity  of  the  initial  observation  ;  two-hourly,  hourly, 
or  even  quarter-hourly  observations  may  be  necessar>',  that  treatment  may  be  controlled. 

In  addition  to  such  obvious  causes,  it  must  be  remembered  that  in  cerebral  diseases 
and  injuries  of  almost  any  kind,  the  temperature  may  rise  to  most  imusual  heights  ;  one 
over  108°  F.  almost  certainly  heralds  a  fatal  event ;  the  same  is  sometimes  found  in  uncmia. 

Attention  may  be  drawn  to  the  fact  that  malaria  is  not  quite  extinct  in  England,  and 
a  regular  succession  of  pyrexial  attacks  at  the  same  time  of  day  suggests  this  cause. 

Sudden  Drops  in  Temperature. — ^These  are  met  with  in  many  diseases  at  times, 
^•g-»  typhoid,  and  the  patient  must  be  examined  carefully  for  other  suggestive  factors — 
blanching,  severe  abdominal  pain,  etc.,  indicative  of  haemorrhage,  perforation,  or  other 
complication.  Do  not  forget  that  the  crisis  in  pneumonia  is  a  great  deal  more  of  a  crisis 
for  the  patient  than  it  is  for  his  microbes,  and  be  ready  with  the  appropriate  stimulants. 

Pyrexia  and  Malignant  Disease. — When  the  nature  of  a  swelling  in  the  liver  or 
elsewhere  is  being  considered,  the  discovery  of  a  temperature  hovering  about  101"  F.,  or 
even  higher,  does  not  militate  against  a  malignant  growth,  for  these  frequently  give  rise 
to  pyrexia  {Fig.  145,  p.  326),  and  so,  too,  but  more  rarely,  may  cirrhosis  of  the  liver 
{Fig.  167,  p.  371). 

In  the  differential  diagnosis  of  cerebral  abscess  from  tumour  it  must  not  be  overlooked 
that  a  subnormal  temperature,  contrary  to  the  usual  rule  of  suppuration,  suggests  an  abscess 
rather  than  tumour. 

It  is  well  to  bear  in  mind  that  after  an  operation,  a  few  degrees  of  pyrexia,  even  for 
forty-eight  hours,  are  not  a  conclusive  proof  of  infection  of  the  wound. 

When  the  source  of  a  continued  pyrexia  is  being  sought  for,  the  heart  must  be 
examined  carefully  every  day,  or  even  more  frequently,  for  infected  endocarditis  is  by  no 
means  an  infrequent  result  of  gonococcal  and  other  microbic  invasions  which  may  be  most 
difficult  to  detect.  Fred.  J.  Smith. 

PYROSIS.— (See  Heartbuiin,  p.  296.) 

PYURIA. — Pus  appears  in  the  urine  in  all  suppurative  conditions  affecting  the 
urinary  tract,  and  occasionally  from  the  rupture  of  an  extra-urinary  abscess  into  the 
urinary  apparatus.  It  may  be  present  in  large  or  in  microscopic  quantities  ;  when  in 
bulk  it  forms  a  thick,  greyish,  tenacious  sediment,  which  must  be  distinguished  from 
phosphates  and  from  urates ;  urates  are  of  a  pinkish  colour,  and  will  be  cleared  by  heatinj? 
the  specimen  ;  phosphates  will  be  dissolved  by  the  addition  of  acid,  whereas  pus  will 
remain  unaltered  by  either  test. 
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In  alkaline  urine,  the  pus  cells  tend  to  run  together  into  a  dense  viscid  dejwsit,  leaving 
the  upper  layers  of  the  urine  slightly  turbid.  Microscopically  each  pus  cell  is  multinuclear, 
rounded,  and  about  twice  the  size  of  a  red  blood-disc.  The  contents  are  granular,  but  the 
addition  of  acid  clears  the  cell  and  makes  the  nucleus  stand  out  more  distinctly.  Urine 
containing  pus  will  always  contain  at  least  some  albumin  and  frequently  epithelial  cells 
from  some  part  of  the  urinary  tract.  If  the  specimen  containing  pus  be  shaken  gently 
with  ozonic  ether,  a  slight  effervescence  will  be  produced,  or  if  mixed  with  liquor  potassae, 
a  ropy  precipitation  occurs. 

The  following  is  a  classified  list  of  the  causes  of  pyuria  : — 


(A).  From  Diseases  of  the  Urinary  Organs. 


1.  Renal: 

Pyelitis 

Pyelonephritis 

Renal  abscess 

Pyonephrosis 

Tuberculosis 

Calculus. 

2.  Ureteric  : 

Calculus. 


3.   Vesical : 


Cystitis  [chronic 

Tuberculosis,     acute     or 

Calculus 

Ulcer — Simple,  Epithelio- 
matous 

Tumour — Sloughing  pa- 
pilloma, Villus-covered 
carcinoma 

Bilharzia  hxmatobia. 


4.  Prostatic : 

Prostatitis,   acute  or 
chronic. 

5.  Urethral: 

Urethritis  —  Gonor- 
rhoea!, Septic,  Gouty 
Stricture. 


(B).  From  Diseases  outside  the  Urinary  Organs. 


Leucorrhoea. 
Balanitis  with  phimosis. 
From  the  extension  of  inflammatory 
processes    to    the    bladder,    or    the 
rupture  into  the  bladder  or  urethra 
of  an  abscess  such  as  : — 
Prostatic  abscess 
Appendicular  abscess 


Iliac  or  pelvic  abscess 

Psoas  abscess 

Pyosalpinx 

Carcinoma  of  the  uterus,  rectum, 

caecum,  sigmoid,  or  pelvic  colon 
Ulceration  of  the  small  intestine — 

tuberculous  or  dysenteric. 


It  is  impossible  to  determine  the  lesion  producing  pus  in  the  urine  simply  by  the 
examination  of  the  latter.  Due  consideration  must  be  given  to  the  history  and  the  other 
symptoms  of  any  case,  and  particular  care  be  taken  not  to  lay  too  much  emphasis  upon 
any  symptom  which  may  point  to  a  vesical  lesion  when  in  reality  the  trouble  is  in  the 
kidney.  This  is  perhaps  most  Hkely  to  occur  in  a  haematogenous  infection  of  the  kidney 
by  micro-organisms,  in  which  increased  frequency  of  micturition  is  a  marked  sympccm, 
whilst  the  bladder  remains  quite  free  from  disease.  Occasionally,  after  pus  has  been 
present  continuously  in  the  urine  for  some  time,  it  may  disappear  entirely,  the  change  being 
accompanied  by  increase  of  pain  in  the  side,  by  an  elevation  of  temperature,  or  enlarge- 
ment of  the  kidney  in  a  case  of  pyonephrosis,  when  the  obstruction  to  the  flow  of  urine 
from  that  side  has  become  temjwrarily  complete.  Very  little  help  is  derived  from  the 
character  of  epithelial  cells  accompanying  pus  in  the  urine.  The  shapes  of  the  cells  of  the 
renal  pelvis,  ureter,  and  deeper  layers  of  the  bladder  are  so  much  alike,  that  it  is  usually 
impossible  to  differentiate  them. 

Some  assistance  in  the  determination  of  the  origin  of  the  pus  in  the  urine  may  be 
gained  by  instrumental  examination  : 

By  Catheter, — If  a  catheter  be  passed  and  the  bladder  washed  out  with  clear  solution 
of  boric  acid,  it  will  be  found  that  the  medium  is  soon  rendered  clear  if  the  pyuria  is  of 
renal  origin,  but  that  it  is  much  more  difficult  to  obtain  a  perfectly  clear  medium  if  the 
bladder  is  the  seat  of  the  suppuration.  If  the  medium  is  cleared  quickly,  but  yet,  after 
some  tea  minutes'  retention  in  the  bladder  is  again  foimd  to  be  turbid,  the  pus  is  almost 
certainly  descending  from  the  kidney. 

The  Cystoscopy — Much  more  certain  evidence  is  gained,  however,  by  a  careful  cysto- 
scopic  examination.  By  this  means  it  can  be  determined  in  the  great  majority  of  cases 
if  the  bladder  is  infected  or  if  any  ulceration  is  present.  In  a  few  cases  the  bladder  may 
be  so  affected  that  only  a  small  dilatation  is  allowed,  or  bleeding  is  produced  so  easily  that 
cystoscopy  is  rendered  futile  ;  in  these  cases  there  will  be  little  need  for  an  inspection  of 
the  bladder.  If  the  bladder  be  found  to  be  normal,  evidence  of  a  suppurative  lesion  in  the 
kidney  may  be  obtained  from  the  appearance  of  the  ureteric  orifices  or  by  the  variations 
in  the  character  of  the  urinarv  efflux  from  them.     Instead  of  the  normal  forcible  flow  of 
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clear  urine  from  each  orifice,  mixing  with  the  medium  in  the  bladder  in  a  characteristic 
swirl,  urine  containing  pus  may  be  seen  emitted,  appearing  in  the  field  as  a  small  smoky 
puff  from  the  orifice  (Plate  XV,  Fig.  B,  p.  282) ;  pieces  of  muco-pus  may  be  seen  to  pass 
from  the  orifice,  or  the  turbid  urine  may  be  seen  to  leave  the  orifice  in  a  gentle  trickle 
instead  of  a  jet  if  the  renal  secreting  function  is  impaired  or  if  renal  dilatation  is  present. 
Apart  from  the  alterations  in  the  urinary  efflux  from  an  orifice,  the  actual  appearance 
of  the  orifice  may  show  changes  which  indicate  renal  disease.  Thus,  in  pyelitis,  the  margins 
of  the  orifice  are  slightly  (Edematous  and  congested,  and  appear  to  pout  into  the  bladder 
(Plate  XV,  Fig,  C.  p.  282) ;  the  mucous  membrane  of  the  bladder,  immediately  below  and 
internal  to  the  orifice,  is  frequently  congested  or  granular  from  the  effect  of  the  altered 
urinary  flow  ujwn  it.  If  the  renal  pelvis  and  ureter  are  dilated,  the  orifice  is  usually 
elongated  and  patulous,  whilst  in  tubercle  or  in  diseases  in  which  the  ureter  is  thickened, 
the  whole  ureteric  orifice  is  drawn  upwards  and  outwards  from  its  normal  situation  (Plate 
XV,  Fig,  D,  p.  282),  and  is  seen  at  the  apex  of  a  conical  retracted  area  in  ttie  bladder  base. 

PYURIA  CAUSED  BY  DISEASES  OF  THE  URINARY  ORGANS. 

Renal  Disease.     Diseases  of  inflammatory  origin. 

Pyelitis  ^nd  pyelonephritis  may  arise  as  an  ascending  infection  from  the  lower  urinary 
tract,  especially  when  there  is  some  obstruction  to  the  normal  passage  of  urine.  Thus  it 
is  common  in  cases  of  prostatic  enlargement  and  stricture.  When  cystitis  is  present,  it  is 
usually  bilateral,  although  one  kidney  may  show  much  more  advanced  disease  than  the 
other.  Any  growth  or  lesion  in  the  bladder  which  is  accompanied  by  suppurative  infection, 
and  which  involves  the  ureteric  orifice,  such  as  vesical  epithelioma,  or  the  direct  involve- 
ment of  one  or  both  ureters  in  the  spread  of  uterine  cancer,  may  set  up  pyelitis  in  the  kidney, 
the  infection  ascending  either  by  the  ureter  or  by  the  peri-ureteric  lymphatics. 

In  this  group  of  cases  the  primary  cause  of  the  disease  has  usually  advanced  to  a 
sufficiently  late  stage  to  be  obvious,  and  the  symptoms  of  suppurative  ascending  infection 
of  the  renal  pelvis  or  renal  tissues  are  usually  overshadowed  by  the  symptoms  of  the  disease 
causing  the  obstruction.  Aching  in  the  loin,  rigors  or  raised  temperature,  tenderness  on 
deep  palpation  in  the  renal  area,  or  actual  renal  enlargement,  are  usually  indicative  of  renal 
infection.  The  urine  is  often  increased  in  quantity,  of  low  specific  gravity,  and  the  daily 
excretion  of  solids  is  lessened  ;   the  skin  is  dry  and  harsh  and  the  tongue  glazed. 

Pyelitis  and  pyelonephritis  may  also  arise  as  an  infection  of  the  kidney  apart  from 
any  other  disease  in  the  genito-urinary  organs.  Infection  is  conveyed  to  the  kidney  by 
the  blood-stream  (haematogenous  form),  and  is  not  uncommon  in  acute  fevers,  or  with 
mild  forms  of  suppuration  in  other  parts  of  the  body,  or  in  association  with  pregnancy. 
In  the  less  acute  forms  a  pyelitis  may  result,  as  in  typhoid  fever,  but  in  most  cases  the 
hsematogenous  infection  produces  first  a  suppurative  process  in  the  renal  parenchyma, 
from  which  infection  spreads  to  the  calices  and  pelvis.  This  form  of  disease  has  been 
shown  by  recent  work  to  be  due  most  frequently  to  the  colon  bacillus  in  association  with 
affections  of  the  intestinal  canal,  less  frequently  to  the  staphylococcus,  streptococcus, 
pneumococcus,  typhoid  bacillus,  or  bacillus  proleus.  The  renal  pyelitis  which  ensues  when 
a  calculus  has  ulcerated  into  the  renal  pelvis  is  truly  a  haematogenous  infection. 

Acute  haematogenous  infection  of  the  renal  pelvis  without  involvement  of  the  renal 
parencyhma  usually  begins  with  slight  rigors,  tenderness  in  the  loin,  and  increased  frequency 
of  micturition.  The  urine  is  faintly  turbid  and  opalescent,  does  not  settle  to  a  pronounced 
sediment,  but  remains  of  a  sheeny  appearance.  It  contains  numerous  bacteria,  a  little 
pus,  and  a  little  albumin.  When  the  infection  first  attacks  the  renal  parenchyma  as  well 
as  the  pelvis,  the  symptoms  are  much  more  severe,  and  the  patient  may  become  uraemic 
rapidly.  In  the  less  acute  cases,  small  foci  of  suppuration  occur,  which  coalesce  to  form 
an  abscess,  with  the  general  symptoms  of  suppuration.  Renal  abscess  may  also  result 
from  injury  when  an  effusion  of  blood  in  the  renal  tissues  becomes  infected  by  pyogenic 
micro-organisms,  or  by  the  breaking  down  of  a  renal  infarct. 

Pyonephrosis — or  dilatation  of  the  pelvis  and  calices  of  the  kidney  with  pus  and 
urine — is  caused  when  suppuration  has  occurred  in  a  kidney  which  is  at  the  same  time 
subjected  to  some  form  of  obstruction  to  the  normal  passage  of  urine.  Pyonephrosis  is 
caused  most  commonly  by  renal  calculus  or  tuberculosis,  but  is  by  no  means  uncommon 
with  a  chronic  cystitis,  complicating  urinary  obstruction  from  an  enlarged  prostate  or 
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stricture.  Carcinomatous  ulceration  affecting  a  ureteric  orifice,  either  primary  in  the 
bladder  or  by  direct  extension  of  uterine  cancer,  is  also  a  comparatively  common  cause  of 
pyonephrosis.  In  contradistinction  to  suppurative  pyelonephritis,  the  symptoms  of  pyo- 
nephrosis are  less  severe  ;  at  first  they  are  those  of  the  obstructive  lesion  causing  the  disease, 
to  which  are  added  the  general  symptoms  of  suppuration.  Pyonephrosis  causes  a  renal 
tumour  of  variable  size,  whilst  in  the  same  patient  distinct  intermittence  in  size  may  be 
observed,  a  decrease  being  associated  with  the  discharge  of  a  larger  amount  of  pus  in  the 
urine.  In  pyonephrosis  due  to  calculous  disease  the  urine  may  contain  a  large  amount  of  pus, 
but  there  may  be  no  lumbar  pain  suggesting  a  renal  stone.  In  these  cases  a  large  calculus  will 
usually  be  found  in  the  renal  pelvis,  and  will  be  shown  on  a?-ray  examination  (F^.  133,  p.  279). 

The  urine  in  suppurative  disease  of  the  kidney  and  its  pelvis  requires  careful  examina- 
tion. It  may  be  normal  with  a  localized  cortical  renal  abscess  or  with  closed  pyonephrosis  ; 
in  all  other  lesions  it  contains  pus  and  micro-organisms.  If  the  pus-cells  are  found  in  the 
form  of  casts  of  the  renal  tubules,  infection  of  the  renal  parenchyma  is  present,  whilst  in 
this  latter  the  albumin  in  the  urine  is  in  excess  of  that  due  to  the  pus  present.  Polyiu-ia, 
with  a  diminution  of  the  total  solids  of  the  urine  in  a  daily  examination,  is  commonly 
present  in  inflammatory  lesions  of  the  renal  tissue. 

Renal  Tuberculosis, — ^The  miliary  form  of  tuberculosis  occurs  in  children  as  part  of 
a  general  dissemination  of  tubercle,  and  causes  no  urinary  symptoms.  The  kidney  is, 
however,  attacked  not  infrequently  by  primary  tuberculous  infection,  beginning  as  a 
unilateral  deposit  of  small  tuberculous  nodules.  These  enlarge  and  coalesce  to  form  a 
caseating  area,  which  eventually  opens  into  the  renal  pelvis  by  direct  ulceration  of  a  calyx 
to  discharge  its  contents  by  the  urine,  when  the  lining  membrane  of  the  renal  pelvis  and 
ureter  become  infected  with  tubercle  and  thickened  by  submucous  infiltration.  At  first, 
before  ulceration  into  the  renal  pelvis  has  occurred,  the  symptoms  of  the  disease  are  very 
slight ;  there  may  be  aching  pain  in  the  loin  and  slight  albuminuria,  but  as  soon  as  the 
renal  pelvis  is  involved,  more  marked  symptoms  occur — including  persistent  pyuria, 
lumbar  aching,  increased  frequency  of  micturition,  and  polyuria.  The  urine  is  pale,  of 
low  specific  gravity,  and  of  opalescent  turbidity  ;  by  careful  examination  after  centri- 
fuging,  the  tubercle  bacillus  is  usually  found.  A  small  amount  of  blood  is  generally 
present.  The  increased  frequency  of  micturition  occurs  before  any  descending  vesical 
infection  has  occurred,  and  this  symptom,  accompanied  by  pyuria,  has  frequently  given 
rise  to  a  diagnosis  of  vesical  disease.  The  occurrence  in  a  young  adult  patient  of  persistent 
pyuria  which  is  not  due  to  gonorrhoea,  injury,  or  stone,  should  always  be  looked  upon  with 
grave  suspicion,  and  a  careful  search  made  for  the  tubercle  bacillus  ;  should  this  not  be 
found  by  the  microscope,  inoculation  experiments  into  guinea-pigs  should  be  conducted. 
A  careful  examination  of  the  bladder  should  also  be  made  by  the  cystoscope,  when  early 
vesical  tuberculosis  may  be  seen  (Plate  XV,  Fig.  E,  p.  282),  or  the  characteristic  changes 
in  the  ureteric  orifice  may  show  the  presence  of  renal  infection  (Plate  XV,  Fig,  D),  By 
digital  examination  per  rectum,  the  lower  end  of  the  ureter  may  be  felt  to  be  thickened 
and  rigid  in  renal  tuberculosis. 

Renal  tuberculosis  is  often  confounded  with  renal  stone,  and  the  colic  which  is  usually 
associated  with  stone  may  be  present  in  tuberculosis  if  a  piece  of  caseous  debris  be  passed 
down  the  ureter.  A  skiagraphic  shadow  of  a  calculus  shows  well-defined  margins  (Fig,  133, 
p.  279),  whereas  a  tuberculous  focus  in  the  kidney  may  give  rise  to  a  faint,  blurred,  indistinct 
shadow  in  the  renal  area  (Fig,  134,  p.  280).  The  presence  of  tubercle  bacilli  will,  however, 
determine  the  existence  of  tuberculosis,  whilst  tuberculous  lesions  elsewhere  in  the  body, 
most  frequently  in  the  testes,  prostate,  or  vesiculae  seminales,  may  also  serve  to  confirm 
the  diagnosis. 

The  symptoms  of  renal  calculus  vary  with  the  position  of  the  stone  and  the  changes 
that  have  taken  place  in  the  kidney  in  consequence  of  its  presence.  It  may  be  situated 
in  the  renal  parenchyma,  and  cause  no  symptoms  beyond  lumbar  aching  ;  or  in  the  renal 
pelvis,  when,  if  movable,  it  may  cause  acute  renal  colic,  due  either  to  the  attempted  passage 
of  the  stone  by  the  pelvic  outlet  or  to  the  increased  intrarenal  pressure  from  blockage  of 
the  ureter.  So  long  as  the  kidney  remains  aseptic  the  urine  contains  only  a  microscopic 
trace  of  blood  ;  but  if  it  becomes  infected  with  micro-organisms,  pyelitis,  pyelonephritis, 
or  pyonephrosis  may  result,  with  their  attendant  symptoms.  Pus  only  occurs  in  the  urine 
in  a  case  of  renal  stone  when  infection  of  the  kidney  has  occurred. 
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Ureteric  Calculus. — ^A  small  renal  calculus  may  become  impacted  during  its  passage 
along  the  ureter,  and  may  cause  some  difficulty  in  diagnosis.  The  usual  situations  of  the 
obstructed  calculus  are  in  the  upper  few  inches  of  the  ureter,  at  the  pelvic  brim,  or  at  the 
vesical  end  of  the  tube  ;  in  most  cases  the  previous  history  of  renal  colic  and  symptoms 
of  renal  stone  will  be  sufficient  to  indicate  its  partial  ureteric  descent.  A  calculus  may, 
however,  be  present  in  the  upper  end  of  the  ureter  or  at  the  pelvic  brim,  and  give  very  few 
symptoms  beyond  a  fixed  pain  in  the  course  of  the  ureter ;  in  the  latter  situation  it  has 
fi-equently  been  mistaken  for  ovarian  pain  or  for  chronic  appendicitis.  If  the  stone  blocks 
the  ureter  completely,  the  kidney  of  the  same  side — in  the  absence  of  septic  infection — 
becomes  functionless  and  atrophies  ;  but  if  the  calculus  only  partially  occludes  the  lumen 
of  the  tube,  renal  distention  will  occur,  with  resulting  uro-  or  pyo-nephrosis.  If,  however, 
the  calculus  becomes  impacted  in  the  vesical  segment  of  the  ureter,  a  train  of  symptoms 
occurs  simulating  vesical  stone  or  vesical  tuberculosis  ;  namely,  increased  frequency  of 
micturition,  penile  pain  following  micturition,  and  often  a  small  amount  of  blood  and  pus 
in  the  urine,  in  addition  to  the  aching  pain  in  the  loin.  A  ureteric  calculus  impacted  in 
this  situation  may  often  be  felt  in  the  ureter  upon  a  rectal  or  vaginal  examination  ;  it  may 
be  demonstrated  by  the  aj-rays  {Fig.  192,  p.  455)  ;  whilst  the  changes  seen  around  the 
ureteric  orifice,  and  the  absence  of  a  vesical  lesion  on  cystoscopic  examination,  will  confirm 
the  diagnosis. 

Vesical  Diseases. — Pyuria  may  occur  in  any  lesion  of  the  bladder  which  is  associated 
with  inflammatory  changes.  The  fact  that  urine  is  retained  in  the  bladder  renders  the 
latter  much  more  liable  to  septic  infection,  so  that  cystitis  is  common  with  urethral  stricture 
or  prostatic  obstruction.  Any  ulceration  of  the  bladder,  tuberculous  or  malignant,  is 
also  accompanied  by  inflammatory  changes,  when  pus  will  be  present  in  the  urine. 

Cystitis  may  be  acute  or  chronic,  and  the  essential  factor  of  either  form  is  the  infection 
of  the  bladder  by  some  micro-organism  ;  any  agent  which  produces  either  congestion  of 
the  bladder  or  retention  of  urine,  acts  as  a  predisposing  cause. 

With  acute  cystitis  the  mucous  membrane  of  the  bladder  becomes  oedematous  and 
highly  congested,  and  epithelial  desquamation  and  formation  of  pus  rapidly  follow. 
Haemorrhage  may  occur  from  the  congested  mucosa,  or  small  abscesses  develop  in  it  and 
rupture  into  the  bladder,  to  leave  small  areas  of  ulceration.  In  severe  cases,  patches  of 
the  mucous  membrane  may  become  gangrenous.  The  symptoms  of  acute  cystitis  are 
usually  distinctive  :  frequent  and  painful  micturition,  elevation  of  temperature,  pain  in 
the  perineum  and  suprapubic  area,  with  the  presence  of  pus  and  blood  in  the  urine,  which 
is  commonly  of  an  acid  reaction.  Usually,  some  distinct  cause  for  tlie  onset  of  acute 
cystitis  is  apparent,  such  as  some  form  of  acute  urethritis  or  of  previous  instrumentation, 
and  there  is  little  difficulty  in  the  diagnosis.  The  same  symptoms  are,  however,  produced 
by  an  acute  inflammation  of  the  prostate  which,  in  nearly  all  cases,  is  preceded  by  acute 
urethritis  ;  the  presence  of  swelling  of  the  gland,  and  acute  pain  on  rectal  palpation,  will 
determine  the  presence  of  prostatic  inflammation. 

Chronic  cystitis  may  succeed  acute.  The  symptoms  are  less  marked,  but  increased 
frequency  of  micturition  is  always  present.  The  urine  is  alkaline,  contains  pus  and  mucus, 
and  the  disease  is  commonly  associated  with  some  form  of  urinary  obstruction,  or  with 
retention  or  incontinence  due  to  some  nervous  disease,  such  as  tabes  dorsalis  or  transverse 
myelitis.  The  possibility  of  retroversion  of  a  gravid  uterus  should  not  be  overlooked. 
The  association  of  pyuria  and  increased  frequency  of  micturition,  which  is  present  in  chronic 
cystitis,  must  be  distinguished  carefully  from  that  due  to  pyelitis  or  pyelonephritis,  for 
increased  frequency  of  micturition  may  be  present  without  any  vesical  infection.  In  renal 
pyelitis,  the  urine  is  usually  acid  in  reaction,  pale  in  colour,  and  shows  a  general  turbidity, 
with  little  inclination  towards  a  deposit  at  the  bottom  of  a  specimen.  The  urine  of  chronic 
cystitis  is  alkaline,  and  rapidly  deposits  a  greyish  sediment  of  pus.  In  pyelitis  and 
pyelonephritis,  the  urine  contains  more  albumin  than  the  pus  would  account  for,  and  on 
microscopic  examination  renal  or  pus  casts  are  frequently  found,  whereas  in  cystitis  the 
albumin  is  less,  and  vesical  cellular  elements  are  present,  without  casts  unless  the  kidneys 
are  affected  also.  Further  evidence  may  be  obtained  by  the  use  of  the  cystoscopy  In 
cystitis  the  bladder  wall  is  trabeculated  and  the  mucous  membrane  thickened  ;  it  has  lost 
the  normal  iridescent  appearance,  and  the  vessels  of  the  mucous  membrane  are  obscured. 
With  pyelitis,  the  bladder  wall  is  normal,  but  the  ureteric  orifice  of  the  affected  side  shows 
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the  thickened  or  pouting  lips  and  slightly  raised  area  of  thickened  mucous  membrane 
whilst  the  urine  flowing  from  the  orifice  may  be  seen  to  be  turbid  or  to  contain  small 
particles  of  muco-pus. 

Chronic  cystitis  may  be  simulated  by  an  inflammation  of  the  posterior  urethra.  In 
such  a  case  there  is  almost  always  a  history  of  urethral  infection,  and  the  diagnosis  can  be 
made  by  urethral  irrigation.  The  patient  is  directed  to  retain  his  urine  for  some  three 
hours,  and  after  irrigating  the  anterior  urethra  as  far  as  the  compressor  muscle  with  sterile 
water  or  boric  acid  lotion,  the  urine  is  passed  into  two  glasses.  With  posterior  urethritis, 
the  urine  contained  in  the  first  specimen  will  contain  shreds  of  muco-pus,  whilst  that  of  the 
second  specimen  is  clear  ;  whereas,  with  cystitis,  the  second  specimen  will  be  as  turbid  as, 
or  even  more  turbid  than,  the  first. 

Tuberculous  cystitis  occurs  usually  in  young  adults.  The  characteristic  symptoms 
are  increased  frequency  of  micturition  during  both  day  and  night,  pyuria,  with  pricking 
pain  in  the  glans  ])enis  at  the  end  of  micturition,  and  the  appearance  of  a  few  drops  of  blood 
in  the  last  drops  of  urine.  The  same  symptoms  are  often  present  with  vesical  calculus 
and  with  vesical  epithelioma,  when  ulceration  has  taken  place.  Vesical  calculus  is  usually 
present  in  older  patients,  and  during  the  early  part  of  the  illness,  before  cystitis  has  set 
in,  the  calculus  only  gives  rise  to  penile  pain  and  desire  to  micturate  during  movement. 
When  cystitis  supervenes,  the  frequency  of  micturition  will  be  marked  during  both  day 
and  night.  Vesical  epithelioma  also  occurs  in  older  patients,  and  when  ulcerated  may 
cause  hsematuria  ;  frequently  the  diagnosis  may  be  made  by  palpation  per  rectum  of  an 
indurated  area  in  the  bladder  base,  or  of  some  enlarged  glands  in  the  pelvic  lymphatic 
space.  Tuberculous  cystitis  in  the  early  stages,  when  the  disease  is  characterized  by  the 
deposition  of  greyish  tubercles  in  the  submucous  coat  of  the  bladder,  may  give  rise  to 
increased  frequency  of  micturition  without  other  symptoms,  but  in  the  progressive  advance 
of  the  disease  the  tubercles  enlarge,  coalesce,  and  ulcerate  on  the  surface,  by  which  time 
pus  and  blood  will  be  present  in  the  urine,  and  tubercle  bacifli  should  be  found.  It  may  be 
taken  as  a  general  rule  that  in  any  patient  of  young  adult  life  with  increased  frequency  of 
micturition  and  pyuria,  a  careful  search  should  be  made  for  tubercle  bacilli  in  the  urine, 
and  for  other  tuberculous  lesions,  especially  in  the  testes,  prostate,  or  vesiculae  seminales. 

Tuberculous  cystitis  is  much  less  often  a  primary  disease  than  secondary  to  other 
lesions  in  the  geni to-urinary  apparatus — most  commonly  to  tuberculous  disease  of  one 
kidney,  when,  after  the  primary  focus  has  ruptured  into  the  renal  pelvis,  the  lining  mem- 
branes of  the  latter,  of  the  ureter  and  of  the  bladder  become  affected  successively.  The 
diagnosis  between  primary  renal  and  primary  vesical  tuberculosis  is  very  often  difficult, 
for  when  the  renal  focus  has  ulcerated  into  the  pelvis,  and  descending  infection  has  com- 
menced, the  symptoms  of  the  two  affections  are  very  similar.  Thus,  with  renal  disease, 
persistent  pyuria,  increased  frequency  of  micturition,  and  penile  pain  at  the  termination 
of  urination,  may  be  present  before  the  bladder  shows  any  sign  of  disease  ;  blood  is  usually 
present  in  small  quantity  in  the  urine,  but  its  amoimt  is  not  so  definitely  greater  in  the 
urine  passed  at  the  end  of  micturition  as  is  the  case  in  vesical  disease.  In  renal  tuberculosis 
there  may  be  tenderness  in  the  loin,  the  kidney  is  usually  enlarged,  and  the  lower  end  of 
the  ureter  can  be  felt  distinctly  thickened  upon  rectal  or  vaginal  examination.  The  two 
conditions  can  usually  be  diagnosed  by  a  careful  cystoscopic  examination.  In  vesical 
tuberculosis  the  dejKJsition  of  submucous  tubercles,  together  with  the  shallow  ulceration 
in  the  bladder  mucous  membrane,  may  be  seen  {Plate  XV,  Fig,  E,  p.  282),  whilst  in  renal 
tuberculosis,  changes  may  be  seen  in  the  ureteric  orifice  of  the  affected  side  (Plate  XV,  Fig, 
D),  At  first  the  orifice  becomes  thickened,  (Edematous,  and  slightly  patulous ;  but  later  it  is 
rigid  and  patent,  or  drawn  up  by  the  shortening  of  the  ureter  to  occupy  a  position  above 
and  outside  the  normal  situation  in  the  trigonal  area  of  the  bladder,  or  drawn  up  to  the  apex 
of  a  conical  retraction  of  the  bladder  base.  When  tuberculous  cystitis  is  secondary  to  lesions 
in  the  testes,  prostate,  or  vesicles,  the  disease  conunonly  begins  in  the  epididymis  of  one  side, 
and  spreads  to  the  vesicle  or  prostate,  whence  a  focus  may  directly  ulcerate  into  the  bladder. 
The  patient  will  first  notice  increased  frequency  of  micturition  and  vesical  pain,  followed 
by  an  attack  of  hsematuria  when  actual  ulceration  into  the  bladder  base  occurs  ;  the 
formation  of  a  tuberculous  ulcer  in  the  bladder  leads  to  pyuria  and  the  other  symptoms 
mentioned  above.  This  sequence  is  by  no  means  uncommon  ;  the  history  of  testicular 
disease  and  the  evidence  obtained  by  rectal  examination  will  serve  to  indicate  the  nature 
of  the  condition. 
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Vesical  calcultts  may  give  rise  to  pyuria  when  it  is  accompanied  by  cystitis,  but  may- 
be present  a  long  time  before  any  inflammatory  infection  occurs.  When  cystitis  is  present, 
the  urine  shows  no  features  which  will  distinguish  it  from  that  of  patients  suffering  fronn 
some  other  form  of  cystitis,  except  that  there  may  be  a  constant  presence  of  crystals,  or  an 
increased  amount  of  blood  after  exercise.  The  constant  symptoms  of  vesical  calculus  are 
vesical  irritability  during  the  day  time,  penile  pain  after  micturition,  and  haematuria, 
especially  after  any  exercise.  If  a  calculus  in  the  bladder  is  suspected,  examination  by 
the  x-TS,ys  {Fig.  135,  p.  282),  a  sound,  or  the  cystoscope,  will  reveal  it ;  the  cystoscope  may 
detect  a  stone  that  is  in  a  diverticulum,  partially  encysted  or  lying  in  the  pouch  behind  an 
enlarged  prostate,  where  it  may  easily  be  overlooked  in  searching  the  interior  of  the  bladder 
with  a  sound. 

Ulceration  of  the  bladder^  apart  from  tuberculosis  and  epithelioma,  may  occur  as  a 
simple  ulcer,  consecutive  to  chronic  cystitis,  or  as  the  result  of  injury.  A  single  non-tuber- 
culous ulcer,  similar  to  gastric  ulcer,  has  been  described  as  occurring  in  young  adults  in 
the  neighbourhood  of  the  ureteric  orifices,  causing  hsematuria  and  painful  frequent 
micturition.  Later,  the  surface  of  the  ulcer  becomes  encrusted  with  phosphatic  material, 
when  the  urine  contains  muco-pus,  and  often  small  flakes  of  phosphatic  debris  from  the 
surface  of  the  ulcer.  This  single  ulcer  is  rare,  and  can  only  be  diagnosed  by  the  use  of  the 
cystoscope.  Ulceration  may  also  occur  in  the  bladder  as  a  result  of  severe  cystitis,  when 
necrosis  has  occurred  in  the  mucous  membrane.  This  condition  is  present  occasionally  in 
a  case  of  obstinate  cystitis,  giving  rise  to  painful  and  frequent  micturition,  and  may  be 
diagnosed  by  means  of  the  cystoscope.  Both  the  simple  and  the  consecutive  ulcer  must 
be  differentiated  from  tuberculous  ulceration  of  the  bladder  ;  in  the  latter,  haemorrhage  is 
usually  slight,  and  occurs  at  the  termination  of  micturition  ;  tubercle  bacilli  may  be  found 
in  the  urine,  or  other  deposits  of  tubercle  found  in  the  epididymis,  prostate,  or  seminal 
vesicles.  The  cystoscopic  appearance  of  tuberculous  disease,  and  its  more  generalized 
distribution  in  the  vesical  wall,  will  afford  the  strongest  evidence  in  the  diagnosis. 

Malignant  ulceration  of  the  bladder  occurs  in  two  distinct  forms  :  (a)  The  infiltrating 
epithelioma  ;    (6)  The  villus-covered  carcinoma. 

(a).  The  infiltrating  variety  occurs  as  an  ulcer,  with  raised  edges  and  uneven  necrotic 
surface,  usually  at  the  base  of  the  bladder.  It  is  usually  met  with  in  men  over  fifty  years 
of  age,  causing  increased  frequency  in  micturition,  pain  at  the  glans  penis  following 
micturition,  with  blood  and  pus  in  the  urine.  The  bladder-wall  in  the  vicinity  of  the 
ulcer  is  densely  infiltrated,  and  frequently  can  be  felt  on  digital  examination  per  rectum, 
whilst  at  the  same  time  the  lymphatic  glands  in  the  pelvic  space  may  be  felt  to  be 
enlarged. 

(6).  The  villus-covered  carcinoma  of  the  bladder  is  not  uncommon,  and  gives  rise  to 
irregular  profuse  haemorrhages.  The  tumour  is  attached  to  the  bladder  by  a  broad  jjedicle, 
or  may  be  entirely  sessile  and  covered  by  blunt  villi,  presenting  a  coarsely  mammillated 
surface.  It  occurs  in  elderly  patients,  and  the  tumours  are  frequently  multiple.  The 
surface  is  often  necrotic,  giving  rise  to  pyuria.  The  diagnosis  is  not  difficult,  the  frequently 
recurring  haemorrhages  in  the  urine,  associated  with  increased  frequency  of  micturition, 
pain,  and  pyuria  in  an  elderly  patient,  being  fairly  distinctive.  Not  uncommonly  there  is 
unilateral  renal  aching  from  the  interference,  by  the  position  of  the  growth,  with  the  flow 
of  urine  from  one  ureteric  orifice,  so  that  renal  disease  may  be  suspected  ;  but  in  all  cases 
a  careful  cystoscopic  examination  will  show  the  nature  of  the  disease.  Difficulty  may  be 
experienced  in  obtaining  a  satisfactorily  clear  medium  for  a  cystoscopic  view,  but  in  most 
cases  this  can  be  accomplished  by  gentle  manipulations,  or  by  the  use  of  a  styptic  such  as 
adrenalin  1-1000,  or  silver  nitrate  1-1000.  Difficulty  may  be  found  in  distinguishing 
cystoscopically  between  a  benign  papilloma  and  villus-covered  pedunculated  carcinoma  ; 
but  the  broad  attachment  of  the  latter  to  the  bladder,  the  stunted  villi  covering  it,  and 
the  multiplicity  of  the  tumours,  will  be  signs  of  malignant  disease  {Plate  XVI,  Fig,  F,  p.  284). 
In  rare  instances  a  benign  papilloma  may  begin  to  slough  on  the  surface,  or  may  be  accom- 
panied by  cystitis,  when  pyuria  will  be  present.  A  cystoscopic  examination  will  reveal 
the  diagnosis.  Microscopical  examination  of  the  urinary  deposit  may  show  distinctive 
fragments  of  new  growth. 

Bilharzia  hcematobia  may  cause  pus  in  the  urine  in  advanced  cases.  When  the  small 
nodules  in  the  submucous  tissues  (Plate  XVI,  Fig,  K,  p.  284)  of  the  bladder  ulcerate,  small 
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f ungating  masses  are  found  in  the  bladder.  The  typical  ova  in  the  urine  (Fig,  26,  p.  79), 
in  addition  to  pus  and  blood,  wUl  be  found  on  microscopical  examination  of  the  urinary 
sediment. 

Urethral  Causes. — Any  condition  which  sets  up  a  purulent  urethritis  will  cause 
pyuria.  If  the  urethritis  is  recent  or  profuse,  the  local  condition  will  be  enough  to  indicate 
the  diagnosis,  but  it  must  be  remembered  that  cystitis  may  complicate  a  case  of  urethritis 
by  direct  backward  infection.  If,  in  addition  to  urethral  discharge,  there  is  increased 
desire  to  urinate,  suprapubic  pain,  or  hsematuria,  acute  cystitis  is  probably  present.  The 
anterior  urethra  should  be  irrigated  well  with  sterile  water  or  boric  acid  lotion,  and  the 
patient  then  directed  to  pass  urine  into  two  glasses.  If  the  first  portion  passed  contains 
pus  and  the  second  is  clear,  infection  is  present  in  the  posterior  urethra  and  not  in  the 
bladder,  but  if  both  specimens  are  turbid  with  pus,  cystitis  is  present. 

The  onset  of  acute  prostatitis  compticating  urethritis  gives  rise  to  increased  desire 
to  micturate,  and  perineal  and  suprapubic  pain,  in  addition  to  pyuria,  or  may  cause 
retention  of  urine.  Digital  examination  of  the  prostate,  jjer  rectum,  will  show  the  prostate 
to  be  enlarged,  and  very  painful. 

A  small  amount  of  pus  tnay  be  present  in  the  urine  in  cases  of  chronic  urethritis  which 
is  not  sufficient  to  cause  any  visible  discharge  from  the  meatus.  The  anterior  urethra 
should  be  irrigated  well,  and  the  urine  again  passed  into  two  separate  glasses,  when,  if  the 
first  washings  from  the  urethra  contain  pus,  there  is  infection  in  the  anterior  urethra  ;  if 
the  first  specimen  of  urine  contains  pus  but  the  second  is  clear,  there  is  infection  in  the 
posterior  urethra  ;  whilst  if  both  contain  pus,  cystitis  is  present.  In  any  case  of  urethral 
discharge,  a  bacteriological  examination  should  be  made  for  the  organism  causing  the 
infection,  for  it  is  far  from  uncommon  to  find  that  an  apparent  gonorrhoeal  urethritis  is  in 
reality  due  to  staphylococcal  infection. 

Pyuria  is  commonly  present  in  cases  of  stricture  of  the  urethra,  from  the  co-existing 
urethritis  or  cystitis. 

PYURIA   CAUSED   BY   DISEASE   OUTSIDE   THE   URINARY   ORGANS. 

Pus  may  be  present  in  the  urine,  apart  from  any  disease  in  the  urinary  apparatus, 
either  by  accidental  contamination  of  the  urine,  or  by  the  direct  spread  of  inflammatory 
or  carcinomatous  processes  from  neighbouring  organs  to  the  urethra,  the  bladder,  or  more 
rarely  the  ureter.  In  the  male,  the  accumulation  of  pus  behind  a  phimosis  may  account 
for  pyuria,  or  in  the  female  a  leucorrhceal  discharge  may  contaminate  the  urine.  In  the 
latter  case  the  vulva  should  be  cleansed  well  with  an  antiseptic,  and  a  catheter  passed 
to  obtain  a  specimen  for  examination. 

The  spread  of  inflammatory  processes,  or  the  actual  rupture  of  an  abscess  into  any 
part  of  the  urinary  tract,  will  cause  pyuria,  and  may  create  considerable  difficulty  in 
diagnosis.  If  symptoms  pointing  to  urinary  trouble,  such  as  markedly  increased  frequency 
of  micturition  or  slight  haematuria,  be  followed  by  the  sudden  appearance  of  a  quantity  of 
pus  in  the  urine,  there  is  strong  probability  of  the  rupture  of  an  extra-urinary  abscess  into 
the  bladder  or  urethra,  provided  that  the  sudden  emptying  of  a  renal  abscess  or  a 
pyonephrosis  can  be  eliminated.  Frequently  the  history  of  any  case  will  give  some  indication 
of  the  primary  trouble,  of  which  the  most  frequent  are  prostatic  abscess,  appendical  abscess, 
pyosalpinx,  psoas,  iliac,  or  pelvic  abscess. 

Prostatic  abscess  is  most  frequently  a  sequela  of  an  acute  urethritis  which  has  infected 
the  posterior  urethra  and  caused  an  acute  prostatitis.  It  may  be  due  to  a  gonorrhoeal  or 
to  a  septic  venereal  infection,  or  may  result  from  septic  instrumentation  in  the  urethra. 
An  acute  prostatitis  is  very  prone  to  result  in  the  formation  of  an  abscess  which  may  rupture 
into  the  urethra,  bladder,  or  rectum,  unless  appropriate  surgical  measures  be  undertaken, 
The  onset  of  acute  prostatitis  is  marked  by  increasing  desire  to  micturate,  pain  in  the 
perineum  and  hypogastric  areas,  and  raised  temperature,  whilst,  per  rectum,  the  prostate 
is  felt  to  be  uniformly  enlarged  and  very  tender.  If  an  abscess  result,  there  may  be  rigors 
and  increased  difficulty  in  micturition,  even  retention  of  urine,  whilst  a  soft  area  may  be 
felt  in  the  prostate  from  the  rectal  aspect.  A  prostatic  abscess  may  occur  more  rarely  in 
connection  with  a  prostatic  calculus  ;  or  may  be  present  in  advanced  genito-urinary  tuber- 
culosis, when  a  prostatic  focus  may  caseate  and  ulcerate  into  the  trigonal  area  of  the  bladder, 
a  condition  which  is  usually  accompanied  by  a  sharp  attack  of  haematuria.     A  tuberculous 
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focus  in  the  prostate  is  commonly  a  comparatively  late  feature  in  the  disease,  and  the 
presence  of  nodules  in  the  epididymis  or  seminal  vesicles,  or  the  previous  knowledge  of 
vesical  tuberculosis,  will  assist  very  largely  in  the  diagnosis. 

Pyuria  in  Inflammation  of  the  Vermiform  Appendix, — In  the  usual  position  of  the 
appendix  the  bladder  is  commonly  not  affected  ;  but  if  the  appendix  passes  downwards 
across  the  pelvic  brim,  it  is  not  uncommon  to  find  that  should  it  become  inflamed,  the 
patient  complains  of  frequent  and  painful  micturition.  The  appendix  may  be  adherent 
to  the  bladder,  when  the  latter  will  show  on  cystoscopic  examination  a  localized  area  of 
acute  congestion  on  the  right  lateral  wall,  and  both  pus  and  blood  may  be  present  in  the 
urine  ;  further,  a  small  abscess  may  be  formed  in  the  adhesions  between  the  app>endix 
and  the  bladder,  ulcerating  into  the  latter  and  giving  rise  to  pyuria.  Two  such  cases  have 
come  under  the  care  of  the  writer,  when  the  association  of  frequently  recurring  attacks  of 
pain  low  down  in  the  right  side  of  the  pelvis,  with  increased  frequency  of  micturition  and 
pyuria,  had  given  rise  to  the  suspicion  of  ureteral  calculus.  In  each  case  a  cystoscopic 
examination  showed  a  normal  ureter,  and  a  small  ulcer  in  the  right  lateral  wall  of  the 
bladder,  surrounded  by  an  area  of  acute  cystitis.  The  diagnosis  of  these  cases  is  by  no 
means  easy  ;  in  the  first  place  the  situation  of  the  pain  is  lower  in  the  pelvis  than  is  usual 
with  appendicitis,  whilst  the  association  with  urinary  symptoms  rather  points  to  vesical 
disease  ;  but  the  character  of  the  onset  of  the  trouble,  with  elevation  of  temperature  and 
pulse-rate,  and  right-sided  abdominal  rigidity,  will  point  to  an  acute  intra-abdominal 
lesion.  In  other  cases,  again,  an  abscess  resulting  from  appendicular  suppuration  may 
track  down  into  the  pelvis  and,  if  unopened,  may  rupture  into  the  bladder.  In  these  cases, 
there  will  be  the  usual  history  of  acute  appendicitis,  followed  by  a  tumour  in  the  right 
iliac  fossa  or  pelvic  space,  with  a  continuance  of  pyrexia,  or  even  rigors,  which  subside  on 
the  appearance  of  a  large  quantity  of  pus  in  the  urine. 

A  pyosalpinx  may  rupture  into  the  bladder  or  cause  cystitis  from  direct  spread  of 
the  inflammatory  process  to  the  bladder.  There  will  usually  be  a  history  of  leucorrhoea, 
with  constant  aching  or  dragging  pains  in  the  lumbo-sacral  region,  with  more  severe  attacks 
of  pain  and  malaise  at  intervals.  The  periods  may  be  profuse  and  associated  with  more 
pain  than  usual,  and  on  vaginal  examination  a  distinct  fullness  or  tumour  may  be  felt  in 
one  or  both  fornices. 

Psoas  or  iliac  abscess  may  rupture  into  the  bladder,  and  a  psoas  abscess  has  been  known 
to  open  into  a  ureter  ;  but  the  swelling  in  the  iliac  fossa  or  inguinal  region,  together  with 
signs  of  spinal  caries,  will  point  to  the  condition. 

Carcinoma  of  the  neighbouring  organs  in  the  pelvis  frequently  attacks  the  bladder  by 
direct  spread  of  the  growth.  This  is  most  common  in  carcinoma  of  the  uterine  cervix  and 
of  the  rectum,  but  may  result  from  cancer  of  the  pelvic  colon,  sigmoid,  or  caecum.  In  any 
case,  the  spread  of  the  disease  to  the  bladder  occurs  late  in  the  disease,  so  that  symptoms 
of  the  initial  trouble  are  sufficiently  manifest  to  point  to  the  diagnosis.  The  implication 
of  the  bladder  is  shown  first  by  an  increased  desire  to  pass  urine,  and  by  pain  during  the 
act ;  later,  when  the  growth  has  actually  infiltrated  the  vesical  mucous  membrane,  ulcera- 
tion into  the  bladder  occurs,  with  the  passage  of  pus  and  blood  in  the  urine.  If  the  growth 
has  extended  from  the  uterus  or  vagina,  there  may  be  a  leakage  of  urine  into  the  latter  ; 
or  if  from  the  rectum  or  colon,  some  faeces  or  flatus  may  be  pmssed  per  urethram. 

Tuberculous  or  dysenteric  ulcers  of  the  small  intestine  have  in  some  instances  become 
adherent  to  the  bladder  wall,  and  caused  cystitis  by  direct  spread,  or  have  even  perforated 
into  the  bladder.  R.  //.  Jocelyn  Sivan. 

RAINBOW  VISION.— (See  Vision,  Defects  of,  p.  762.) 

RASHES. — (See  Erythema,  p.  222;    Pustules,  p.  557;    Vesicles,  p.  753,  Etc.) 

REACTION  OF  DEGENERATION.— In  testing  muscles  and  nerves  electrically, 
two  different  kinds  of  current  are  employed,  namely  :  faradic,  in  which  there  is  a  very- 
rapid  alternate  making  and  breaking  of  the  current,  and  the  galvanic,  in  which  the  current 
flows  continuously  until  it  is  voluntarily  interrupted  by  the  operator.  The  faradic  current 
excites  the  nerve  and  muscle  continuously  all  the  time  it  flows  ;  the  galvanic  current  only 
excites  when  it  is  made  and  when  it  is  broken  ;    not  whilst  it  is  flowing.     In  the  case  of 
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the  faradic  current  there  is  no  difference  between  the  poles,  each  being  alternately  an  anode 
and  a  kathode  many  times  a  minute  ;  in  the  galvanic  current,  on  the  other  hand,  the  pole 
connected  to  the  zinc  of  the  battery  is  known  as  the  kathode,  and  it  is  by  this  that  the 
current  leaves  the  body,  whilst  the  other  pole  is  known  as  the  anode,  and  by  it  the  current 
enters  the  body.  When  testing  muscles  or  nerves,  it  is  usual  to  have  one  pole  in  contact 
with  an  indifferent  part,  such  as  the  spine,  and  the  other  over  the  motor  point  of  the  muscle 
or  nerve  to  be  tested.  Broadly  speaking,  the  best  spot  for  stimulating  a  nerve  is  the  place 
where  it  is  most  superficial,  and  for  a  muscle,  over  the  site  of  entry  of  its  motor  nerve.  It 
is  imjKjrtant  to  have  the  skin  well  wetted,  to  minimize  its  resistance  to  electrical  conduction  ; 
and  the  strengths  of  current  required  to  produce  contractions  should  be  measured  by  a 
galvanometer,  without  which  the  relative  excitabilities  of  the  nerves  and  muscles  of  the 
two  sides  of  the  body  cannot  be  compared. 

Under  normal  conditions,  both  faradic  and  galvanic  currents  produce  brisk  contrac- 
tions of  a  muscle  when  applied  either  to  it  or  to  its  nerve  ;  and  with  galvanism  it  is  found 
that  a  weaker  current  will  suffice  to  evoke  a  contraction  on  making  the  circuit  when  the 
kathode  is  on  the  muscle  or  nerve  than  when  the  anode  is  similarly  employed.  This  is 
usually  summarized  by  the  formula  K.C.C-  >  A.C.C.,  which  means  "  the  kathodal  closure 
contraction  is  more  easily  obtained  than  is  the  anodal  closure  contraction."  When  the 
nerve  is  degenerated,  however,  there  is  a  change  in  these  electrical  reactions,  and  when  there 
is  complete  reaction  of  degeneration — often  written  and  spoken  of  as  R.D. — stimulation 
of  the  nerve  itself  evokes  no  muscular  contractions  whether  the  faradic  or  the  galvanic 
current  is  employed,  stimulation  of  the  muscle  evokes  no  contraction  when  the  faradic 
current  is  used,  whilst  with  galvanism  the  muscle  can  still  be  made  to  contract,  though  it-s 
method  of  response  differs  from  the  normal  in  the  following  respects  : — 

1.  It  may  be  evoked  by  a  strength  of  current  less  than  the  healthy  minimum. 

2.  The  twitch  of  the  contraction  is  slow  and  sluggish,  instead  of  brisk  and  quick. 

3.  It  may  be  evoked  at  least  as  readily  when  the  pole  upon  the  muscle  is  the  anode 
as  when  it  is  the  kathode  ;  this  is  expressed  by  the  formulae  A.C.C.=K.C.C.,  or  A.C.C. 
>  K.C.C.,  the  latter  meaning  that  the  anodal  closure  contraction  is  obtained  from  a  smaller 
current  than  the  minimum  required  for  the  kathodal  closure  contraction. 

In  this  connection,  however,  two  considerations  require  to  be  understood  clearly. 
In  the  first  place,  if  a  given  nerve  were  cut  across  with  a  knife,  there  would  be  no  immediate 
R.D. ;  it  takes  a  week  or  more  for  the  process  of  nerve  degeneration  to  reach  the  stage 
that  produces  R.D.  ;  it  then  depends  upon  what  happens  to  the  nerve  how  long  the  R.D. 
persists  ;  if  regeneration  occurs,  it  takes  from  twelve  weeks  onwards  to  complete  itself, 
and  R.D.  will  be  found  all  that  time  ;  if  the  nerve  does  not  regenerate,  then  R.D.  may 
persist  for  two  or  three  years  or  more,  provided  that  the  muscle  fibres  are  kept,  by  massage 
and  electrical  treatment,  from  becoming  mere  strands  of  fibrous  tissue.  Should  the  latter 
change  ensue,  there  will  be  no  more  electrical  response  in  the  fibrous  tissue  that  used  to  be 
muscle  than  there  would  be  in  any  other  fibrous  tissue. 

In  the  second  place,  it  happens,  as  often  as  not,  that  when  some  fibres  in  a  nerve  trunk 
degenerate,  others  do  not,  and  the  same  applies  to  the  corresponding  muscle  fibres.  It 
follows  that  there  will  then  be  a  mixed  reaction,  the  normal  fibres  giving  a  normal  respjonse, 
the  degenerated  fibres  giving  R.D.  ;  the  greater  the  proportion  of  degenerated  fibres,  the 
nearer  will  the  reactions  obtained  approach  to  complete  R.D.,  and  vice  versa.  The  result 
is  spoken  of  as  partial  R.D. ;  some  excitability  both  of  the  nerves  and  of  the  muscles  to 
faradism  remains,  but  it  is  less  than  normal  ;  the  nerve  responds  to  galvanism,  but  not 
so  readily  as  does  the  muscle  when  the  latter  is  stimulated  directly  ;  the  response  of  the 
muscle  will  be  less  brisk  than  normal,  and  yet  K.C.C.  may  still  be  more  easily  obtained 
than  A.C.C.  It  is  by  no  means  easy  to  be  sure  of  the  interpretation  of  a  partial  R.D.,  but 
partial  is  commoner  than  complete  R.D. 

The  chief  use  of  R.D.  is  in  distinguishing  muscular  atrophy  due  to  organic  changes 
in  the  lower  neuron  from  other  cases  of  atrophy,  especially  when  the  latter  is  due  to  general 
wasting  from  cachexia,  or  to  arthritis,  or  disuse,  or  a  primary  muscular  dystrophy.  When 
R.D.  is  present  there  is  a  lesion  in  the  lower  neuron,  either  in  the  anterior  comual  cells, 
in  the  anterior  nerve  roots,  or  in  the  peripheral  motor  nerve  fibres.  The  differential 
diagnosis  of  the  various  affections  of  these  parts  is  discussed  under  Atrophy,  Muscular 
(p.  59). 
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It  remains  to  add  that  there  are  a  few  maladies  in  which  the  electrical  reactions  are 
peculiar,  though  they  do  not  present  R.D.  In  tetany,  for  instance,  Erb  has  showTi  that 
A.C.C.  is  often  greater  than  K.C.C.,  although  in  other  respects  the  reactions  are  normal  In 
Thomson's  disease  there  is  variability  in  the  polar  responses,  the  original  contraction  produced 
on  closure  lasting  a  long  while,  and  sometimes  developing  into  a  series  of  wave-like  move- 
ments during  the  continuance  of  the  passage  of  the  constant  current ;  but  excitability  to 
faradism  remains.  It  is  a  rare  malady,  but  one  so  characteristic  that  it  is  recognized  easily ; 
the  chief  feature  of  it  is  slowness  of  the  relaxation  of  the  muscles  when  they  are  first  used 
after  a  period  of  rest.  When  the  patient  starts  to  rise  from  a  chair,  for  example,  he  does  so 
very  slowly  and  as  though  he  were  stiff ;  the  muscles  are  unduly  rigid,  and  the  first  few  steps 
he  takes  are  consequently  awkward  and  very  slow  ;  after  a  few  seconds  the  peculiar  delay  in 
relaxation  passes  off  and  ordinary  walking  becomes  possible.  After  sitting  down  again  for 
a  while,  the  same  difficulty  of  rising  and  starting  to  walk  ensues ;  and  the  trouble  is  gener- 
ally persistent.  There  is  no  pain  as  a  rule,  which  distinguishes  the  condition  from  true 
stiffness,  ankylosis,  or  rheumatoid  arthritis,  which  might  otherwise  be  diagnosed  in  error. 
The  legs  are  nearly  always  affected  more  than  other  parts,  and  the  main  complaint  is  that  of 
difficulty  in  starting  to  walk  or  othen^ise  use  the  legs,  this  difficulty  passing  off  after  a  few 
seconds  or  minutes. 

In  some  cases  of  Raynaud's  disease,  and  in  angio-neurotic  cedema  and  allied  vaso- 
motor neuroses,  there  may  be  variations  from  the  normal  galvanic  reactions.  In  my- 
asthenia gravis  (Figs,  111,  112,  p.  235)  it  is  characteristic  that,  whereas  the  affected  muscles 
respond  readily  to  the  first  few  faradic  stimuli,  the  contractions  diminish  rapidly  in  size 
and  cease  after  a  few  minutes,  notwithstanding  the  continuance  of  stimulation.  After  a 
period  of  rest  this  myasthenic  reaction  is  obtainable  again,  and  so  on.  This  type  of  electrical 
response  corresponds  precisely  to  the  rapid  fatigue  of  the  voluntary'  muscle  movements, 
and  the  diagnosis  is  not  difficult,  though  the  disease  is  rare.  Herbert  French, 

RECTUM,   ABNORMAUTIES   FELT   PER. 

Method  of  Examination, — ^The  patient  should  be  placed  in  a  good  light  on  a  couch  of 
convenient  height.  With  male  subjects  the  best  position  is  the  knee-elbow,  with  females 
the  right  lateral  with  the  knees  flexed  and  the  right  arm  behind  the  back.  The  examina- 
tion should  be  made  with  the  left  hand,  leaving  the  right  free  for  manipulations.  Most 
diseases  of  the  rectum  are  situated  within  two  inches  of  the  anus.  It  is  advisable,  therefore, 
that  to  begin  with  the  finger  should  be  inserted  as  far  as  the  first  joint  only,  and  the  lower 
inch  of  the  bowel  examined  thoroughly.  The  examination  must  not  be  concluded  until 
the  finger  has  been  passed  up  as  high  as  possible  and  the  whole  of  the  rectum  within  reach 
explored,  as  well  as  the  coccyx,  sacrum,  ischio-rectal  fossae,  and  adjoining  viscera.  The 
rectal  speculum  and  the  sigmoidoscope  may  also  be  needed  to  complete  the  examination. 

If  any  abnormality  be  felt,  the  first  thing  to  ascertain  is  (1)  Whether  it  lies  free  in  the 
lumen  or  is  attached  to  the  xvall  of  the  rectum  ;  (2)  Whether  it  is  some  abnormality  of  an  adjoin- 
ing structure  or  viscus  that  can  be  felt  through  the  rectum, 

I.  ABNORMALITIES    LYING   FREE    IN    THE    LUMEN    OR    ATTACHED   TO   THE 
WALL    OF    THE    RECTUM. 

Foreign  Bodies. — Though  f«ces  can  hardly  be  considered  as  foreign  to  the  rectum, 
yet  a  hard,  scybalous  mass,  enterolith,  or  hair-ball  may  amount  to  an  abnormality.  True 
foreign  bodies  include  those  that  have  been  introduced  through  the  anus,  and  those  that 
have  been  swallowed.  Examples  of  the  first  class  are  seldom  met  with,  and  then  are 
generally  in  persons  of  weak  intellect.  Thieves  sometimes  employ  the  rectum  as  a  hiding- 
place  for  stolen  goods.  The  majority  of  foreign  bodies  felt  per  rectum  have  been  swallowed 
— for  instance,  fishbones,  pins,  needles,  or  splinters  of  wood.  Their  importance  lies  in  the 
fact  that  they  may  cause  a  rectal  or  ischio-rectal  abscess,  and  in  treating  such  a  case  their 
discovery  and  removal  is  essential  for  a  complete  cure. 

Swellings  of  the  Rectum  projecting  into  the  Lumen : 

Internal  Hcemorrhoids  are  rarely  palpable  to  the  finger  unless  chronically  inflamed, 
thrombosed,  or  gangrenous.  If  palpable,  they  will  be  felt  immediately  inside  the  anus, 
and  can  be  hooked  out  with  the  finger  and  made  to  protrude  through  the  anal  orifice  for 
inspection.  The  existence  of  piles  having  been  diagnosed,  an  effort  should  be  made  to 
see  if  there  is  any  causative  condition,  such  as  a  carcinoma  in  the  bowel  above. 
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Abscess  (submucous)  gives  rise  to  a  more  or  less  elongated,  smooth,  elastic  swelling 
in  the  rectal  wall.  It  is  intensely  tender,  the  slightest  pressure  causing  great  pain.  The 
mucous  membrane  may  feel  hot,  and  pit  on  pressure.  If  the  abscess  has  burst  or  bursts 
during  examination,  the  finger  on  withdrawal  will  be  covered  with  pus.  An  abscess  that 
has  already  emptied  itself  feels  like  a  small  pea  or  bean  in  the  submucous  tissue. 

Polypus  is  a  term  used  to  designate,  without  reference  to  its  histological  characteristics, 
any  benign  tumour  that  is  pedunculated.  Almost  all  innocent  tumours  in  this  position, 
even  if  sessile  at  the  beginning,  become  pedunculated  owing  to  the  downward  pressure 
of  the  faeces.  The  passage  of  blood  and  mucus,  combined  with  the  absence  of  piles  and 
carcinoma,  should  lead  one  to  suspect  the  presence  of  a  polypus.  It  may  not  be  easy  to 
feel,  because  its  consistency  is  much  the  same  as  that  of  the  mucous  membrane,  and  further, 
its  peduncle  may  allow  such  free  movement  that  it  may  easily  be  mistaken  for  a  small  mass 
of  faeces.  The  best  way  of  fixing  these  growths  is  to  sweep  the  finger  round  and  round  the 
whole  circumference  of  the  rectum  up  to  the  highest  point  attainable.  The  growth  is  then 
arrested  by  the  pedicle,  and  the  finger  can  be  hooked  round  it,  so  that  the  growth  is  drawn 
down  and,  if  possible,  made  to  protrude  through  the  anus.  If  the  polypus  is  large,  a  rectal 
speculum  may  be  of  service.     It  is  to  be  remembered  that  polypi  are  often  multiple. 

Ulcers,  imless  malignant  or  chronically  inflamed,  can  rarely  be  felt  with  the  finger  ; 
they  must  be  exposed  to  view  with  the  speculum.  They  may  be  tuberculous,  gummatous, 
traumatic,  or  due  to  ulcerative  colitis  or  dysentery. 

Carcinoma  occurs  usually  in  people  over  forty.  Its  commonest  site  is  within  the  four 
terminal  inches  of  the  bowel.  It  is  generally  hard,  fixed,  irregular,  and  nodular.  Its  extent 
varies  with  its  stage  :  it  may  involve  only  part  of  the  circumference  of  the  bowel,  or  may 
extend  right  round  so  as  to  occlude  the  lumen  and  cause  a  stricture.  The  surface  is  usually 
ulcerating,  so  that  it  is  friable  and  bleeds  easily.  There  is  nearly  always  a  belt  of  nonfial 
mucosa  between  the  internal  sphincter  and  the  neoplasm.  Not  only  the  lateral  but  the 
upper  limit  of  the  growth  may  sometimes  be  ascertained  by  inserting  the  finger  to  its 
extreme  limit,  care  being  taken  not  to  split  the  mass.  Another  point  to  be  gauged  by  a 
rectal  examination  is  the  degree  of  infiltration  as  measured  by  the  fixity  of  the  tumour 
to  the  neighbouring  structures,  e.g.,  sacrum  and  coccyx.  Following  the  rectal  examination, 
the  abdomen  is  to  be  palpated  for  evidence  of  infection  of  the  inguinal,  jjelvic,  or  lumbar 
glands,  and  the  existence  of  secondary  deposits  in  the  liver. 

The  clinical  symptoms  of  carcinoma  of  the  rectum  are  very  suggestive.  The  patient 
generally  complains  of  diarrhoea,  the  bowels  being  open  five  to  twenty  times  a  day,  and 
this  may  have  followed  on  a  period  of  constipation.  Notwithstanding  the  apparent 
diarrhoea  the  total  amount  of  faeces  passed  is  very  small,  and  no  sense  of  satisfaction  is 
obtained  by  the  patient  after  stool.  The  evacuation  may  be  so  rapid  as  to  merit  the  des- 
cription *  explosive  diarrhoea.'  Haemorrhage  from  the  bowel  is  common,  and  in  the  later 
stages  there  is  a  discharge  of  mucus.  Pain  is  complained  of — a  dull  aching  pain  in  the 
rectum  and  at  the  bottom  of  the  back,  which  is  not  made  much  worse  by  the  p>assage  of 
a  motion,  quite  unlike  the  sharp  temporary  excruciating  pain  associated  with  an  anal  fissure 
or  ulcer.  Emaciation  is  rapid,  and  a  history  of  wasting  and  diarrhoea  in  a  middle-aged 
patient  should  always  lead  to  a  careful  examination  of  the  rectum,  and  if  nothing  is  to  be 
felt  with  the  finger,  a  sigmoidoscope  should  be  used.  A  carcinoma  is  likely  to  be  over- 
looked from  carelessness  and  from  not  making  an  examination.  Mistakes  may,  however, 
arise  between  carcinoma  and  an  adenomatous  f)olypus  or  ulceration,  either  traumatic  or 
tuberculous,  around  which  much  long-standing  inflammation  has  caused  thickening.  The 
facts  that  a  carcinoma  is  hard,  the  surface  often  excavated,  and  the  edges  nodular  and 
everted,  are  generally  suflicient.  If  real  doubt  exists,  a  piece  of  the  ulcer  may  be  removed 
for  microscopic  report. 

Intussusception, — Occasionally  a  piece  of  intussuscepted  bowel  may  come  down  so 
far  as  to  be  felt  per  rectum.  This  condition  is  associated  with  the  passage  of  blood  and 
mucus,  and  therefore  might  be  mistaken  for  a  disease  of  the  rectum  proper.  The  fact 
that  intussusception  occurs  nearly  always  in  children,  especially  at  the  age  of  nine  months 
or  thereabouts,  and  causes  intestinal  obstruction,  should  make  such  a  mistake  easily 
avoidable. 

Stricture  due  to  a  carcinoma  is  dealt  with  above,  but.  a  few  remarks  remain  to  be  made 
about  fibrous  stricture.     This  may  be  present  at  the  anal  orifice,  at  the  level  of  the  upper 


Digitized  by 


Google 


586 


RECTUM,     ABNORMALITIES    FELT    PER 


border  of  the  internal  sphincter,  or  three  to  four  inches  up  the  rectum.  It  may  be  annular 
or  tubular.  The  finger  meets  with  a  firm  cord -like  constriction,  which  perhaps  will  not 
allow  the  entrance  of  more  than  its  tip  ;  there  will  be  no  bleeding  unless  the  finger  is  forced 
through  the  stenosis  and  the  mucous  membrane  torn. 

Fistulae,  either  recto-vaginal  or  recto- vesical,  whether  congenital  or  acquired,  may  be  felt 
with  the  finger.    The  passing  of  urine  or  faeces  by  abnormal  passages  indicates  the  complaint. 

Malformations  of  the  Rectum. — Some  children  are  bom  without  an  anus,  or  without 
the  lower  portion  of  the  rectum,  or  the  finger  introduced  may  be  stopped  by  a  membrane 
separating  the  upper  from  the  lower  portion  of  the 
bowel.  The  diagnosis  is  obvious.  The  usual  types 
of  abnormalities  are  shown  on  the  accompanying 
diagrams.  Figs.  249-252,  reproduced  from  the 
Medical  Annual,  1910  :  the  figures  are  a  summary 
by  Dr.  A.  Keith  of  a  series  of  54  cases  in  male, 
and  52  eases  in  female,  children. 


Fig.  '249. — Sagittal  section  of  the  pelvis  of  a  male 
child,  showing  tlie  rectum  opening  into  the  prostatic 
part  of  the  urethra.  A  Madder ;  B  rectum  ;  C  recto- 
vesical pouch  ;  D  uterus  ^la8culinus ;  E  intracloocal 
anus ;  F  prostate ;  G  proctodasum ;  H  external  and 
internal  sphincters  ;    |  Cowpcr's  gland. 


Fi!j.  250. — Diairram  illustrating  the  de- 
grees of  imperfection  in  the  male.  The 
rectum  is  shatied  ;  the  various  degrees 
make  up  a  scries  between  the  proctodtcum 
and  bafie  of  the  prostate. 


Fig.  251. — Sagittal  se:'tion  of  the  pelvis  of  a  female  Fig.  252. — Diagram  illustrating  the  com- 

infant,  showing  the  rectum  opening  into  the  navicular  mon    varieties     of    malformation     in     the 

fossa  of  the  vulva.     A    bladder ;    B  rectum  ;    C  recto-  female ;    the  various  degre«es    make   up    a 

uterine  fold;    D  symphysis    pubis;    E   vulva-anus;    F  series  between  the   proctodteum    and    the 

cervix ;    G   proctodieum  (rarely  present  if  the  rectum  recto-uterine  fold, 
opens    into   the    vulva);     H    urethra;     i    clitcris;     K 
hymen. 

II.  ABNORMALITIES    OF    NEIGHBOURING   STRUCTURES   FELT    PER   RECTUM. 

It  does  not  lie  within  the  scope  of  this  article  to  give  the  differential  diagnosis  of  all 
the  morbid  conditions  that  can  be  felt  through  the  rectum  ;  it  suffices  to  take  the  structures 
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within  reach  of  the  finger,  and  indicate  the  varying  conditions  in  which  a  diagnosis  may 
be  aided  by  a  rectal  examination. 

On  the  Anterior  Wall  the  structures  that  can  normally  be  felt  are  the  prostate  in 
the  male,  and  the  uterus  in  the  female. 

Prostate, — Any  enlargement  is  easily  felt.  An  adenoma  is  the  commonest  form.  This 
is  soft,  elastic,  and  has  a  groove  in  the  middle  line.  A  carcinoma  or  sarcoma  is  hard  and 
fixed,  and  the  outlines  are  blurred.  A  prostcUic  abscess  causes  a  marked  painful  protrusion 
into  the  rectum. 

The  Vesiculce  Seminales  are  not  palpable  normally.  The  fact  that  they  can  be  felt 
is  almost  sufficient  to  declare  them  diseased.  They  are  most  commonly  affected  in 
connection  with  tuberculosis  of  the  testes  or  from  present  or  past  gonococcal  vesiculitis. 

The  Bladder  is  not  felt  if  healthy.  If  greatly  distended  it  may  form  a  tense  resistance 
in  the  anterior  wall  of  the  rectum.  Rarely,  a  large  stone  or  a  malignant  growth  of  the 
floor  may  be  felt. 

The  Uterus  is  easily  palpable.  Enlargement  or  retroversion  can  be  recognized  ;  the 
pressure  of  a  foetal  head  may  occlude  the  rectum. 

The  Vagina  cannot  be  felt  unless  it  is  occupied  by  a  foreign  body  such  as  a  pessary, 
or  is  the  seat  of  a  growth. 

The  Ovaries,  if  enlarged  by  cystic  disease  or  by  new  growth,  may  come  within  reach 
of  the  finger  ;  pyosalpinx  is  often  a  bilateral  affection  in  which  the  inflammatory  masses 
can  be  felt  per  rectum  in  Douglas's  pouch  ;  they  can  be  detected  more  readily  by  vaginal 
examination,  however,  when  this  route  is  permissible. 

Througli  the  Posterior  Wall  the  only  structures  that  can  be  recognized  are  the  coccyx 
and  sacrum. 

The  Coccyx  may  be  found  bent  in  and  pressing  on  the  rectum.  In  coccydynia  any 
movement  of  the  coccyx  may  cause  great  pain. 

The  Sacrum  may  be  the  seat  of  either  a  growth  or  an  abscess,  which  will  cause  a  bulging 
into  the  posterior  wall. 

On  the  two  Lateral  Surfaces  no  structures  are  normally  recognized.  The  ischio- 
rectal fossse  are  conmion  sites  for  abscesses,  and  these  can  be  felt  as  tense  swellings  pushing 
in  the  wall.  Rarely  an  aneurysm  of  the  internal  iliac  artery  or  a  stone  in  the  lowest  portion 
of  the  ureter  may  be  felt. 

If  anything  is  felt  with  the  tip  of  the  finger  through  the  upper  portion  of  the  rectum, 
it  will  usually  be  something  distending  Douglas's  pouch.  This  may  be  blood  coming  from 
a  ruptured  or  leaking  ectopic  gestation,  or  a  localized  abscess,  either  parametric  or  arising 
from  a  septic  Fallopian  tube  or  the  vermiform  appendix.  Some  surgeons  state  that  they 
are  able  to  detect  the  appendix  if  it  is  hanging  over  the  brim  of  the  pelvis,  but  to  do  this 
the  finger  must  be  long  and  the  senses  very  acute. 

Sometimes,  when  there  is  doubt  as  to  whether  symptoms  arising  in  connection  with 
a  more  distant  organ,  e.g.,  the  stomach  or  the  gall-bladder,  are  due  to  malignant  disease 
or  not,  rectal  examination  affords  valuable  evidence  of  malignancy  even  when  there  are 
no  pelvic  symptoms  at  all.  When  secondary  deposits  have  arisen,  they  develop  not 
infrequently  in  the  pelvic  p)eritoneum,  presumably  as  the  result  of  gravitation  of  malignant 
particles  into  Douglas's  pouch.  These  latent  secondary  deposits  can  sometimes  be  felt 
very  definitely  as  a  firm  band  or  shelf— the  '  rectal  shelf — if  the  observer's  index  finger 
is  a  fairly  long  one.  Rectal  examination  is  sometimes  of  value  also  in  verifying  the 
existence  of  free  fluid  in  the  peritoneal  cavity.  George  E.  Gash, 

RECTUM,  BLOOD  PER.— (See  Blood  per  Anum,  p.  75  ;  and  Mkl^.na,  p.  385.) 

REDUPLICATION  OF  HEART  SOUND.— It  seldom  happens  that  the  diagnosis  in 
a  particular  case  is  influenced  to  any  marked  degree  by  the  presence  or  absence  of  redupli- 
cation of  either  heart  sound  ;  nevertheless,  the  reduplication  is  sometimes  so  definite  that 
it  attracts  special  attention  and  needs  interpretation.  It  has  to  be  distinguished  from 
other  triple  sounds,  particularly  from  the  canter-rhythm  that  occurs  most  commonly  with 
acute  pericarditis,  and  less  often  with  dilatation  of  the  heart  from  fatty  change,  especially 
in  pernicious  anaemia  and  other  conditions  of  oligochromaemia  ;  and  from  the  beginning 
of  a  mid-diastolic  bruit  at  the  impulse  in  a  case  of  acute  rheumatic  endocarditis  of  the  mitral 
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valves.  One  can  lay  down  no  rules  as  to  how  these-  various  sounds  are  to  be  distinguished  ; 
it  can  only  be  done  by  having  heard  them  in  other  cases  ;  sometimes,  indeed,  opinions 
differ  as  to  whether  the  sounds  heard  in  a  given  patient  are  due  to  a  bruit  or  to  a  redupli- 
cation. 

Reduplication  of  the  first  sound  is  rare,  and  to  all  intents  and  purposes  it  never  occurs 
except  at  or  near  the  impulse  ;  it  indicates  some  abnormality,  but  does  not  specify  exactly 
what  that  abnormality  may  be.  If  there  is  no  bruit,  the  commonest  cause  is  great 
hyj>ertrophy  of  the  left  ventricle  from  granular  kidney  or  arteriosclerosis,  indicated  by 
the  big  heart,  high  blood-pressure,  urinary  and  retinal  changes. 

Reduplication  of  the  second  sound  is  common,  especially  in  the  pulmonary  area  (second 
left  intercostal  space  close  to  the  sternum).  It  generally  indicates  great  relative  increase 
in  the  intrapuhnonary  blood-pressure,  so  that  the  pulmonary  valves  close  a  fraction  sooner 
than  the  aortic  ;  the  reduplication  may  alternate  with  simple  accentuation  (see  p.  1),  the 
commonest  cause  being  mitral  disease,  especially  mitral  stenosis.  Similar  reduplication 
of  the  second  sound  may  be  heard  at  the  impulse  also  in  these  cases,  though  more  often 
the  second  sound  here  is  weak  or  inaudible.  The  commonest  cause  for  reduplication  of 
the  second  sound  at  the  impulse  is  great  relative  increase  in  the  systemic  blood-pressure — 
especially  in  cases  of  arteriosclerosis  or  granular  kidney.  The  second  sound  in  the  aortic 
area  (second  right  intercostal  space  close  to  the  sternum)  is  generally  very  loud  and  ringing, 
or  even  reduplicated  at  the  same  time.  There  are  no  other  really  important  causes  of 
reduplication  of  either  of  the  heart  sounds.  Herbert  French, 

REFLEX,  PLANTAR.— (See  Babinski's  Sign,  p.  68.) 

REFLEX,  PUPILLARY.— (See  Pupil,  Abnormalities  of,  p.  551.) 

REGURGITATION  OF  FOOD  THROUGH  THE  NOSE  may  be  but  a  temporary 
accident,  the  result  of  an  unsuccessful  attempt  to  stave  off  a  sneeze,  a  cough,  or  a  burst 
of  laughter  when  the  mouth  is  full  of  food  or  fluid  ;  or  it  may  result  from  an  explosive 
return  of  gas  from  the  stomach  or  oesophagus,  particularly  after  drinking  gassy  fluid  such 
as  soda-water,  champagne,  ginger-beer,  cider,  or  beer.  In  such  cases  the  diagnosis  is 
generally  obvious.  Pathological  regurgitation  of  food  through  the  nose  results  from  two 
main  groups  of  causes,  namely  : — 

A  Structural  Imperfections  of  the  Palate  : — 

(a)  Congenital  :  cleft  palate  (b)  Acquired  perforation  :    (i)  traumatic, 

I  (ii)     syphilitic,     (iii)     malignant, 

(iv)  tuberculous. 

B.  Paresis  or  Paralysis  of  the  Soft  Palate  or  of  the  Pharynx : — 


(a)  Post-diphtheritic 

(b)  Post-operative 

(c)  Syphilitic 


(d)  The  result  of  bulbar  paralysis 

(e)  The  result  of  pseudo-bulbar  paralysis 
(J)   Cases  of  undetermined  cause. 


Simple  inspection  of  the  roof  of  the  mouth  is  generally  sufficient  to  decide  whether 
the  cause  belongs  to  group  A  or  to  group  B.  The  median  and  symmetrical  imperfection 
of  a  congenital  cleft  palate  is  obvious,  and  there  is  the  history  of  the  trouble  dating  from 
birth.  There  may  be  a  harelip  or  other  congenital  abnormality  at  the  same  time.  When 
an  ulcerative  process  is  still  in  progress  there  may  for  a  time  be  some  doubt  as  to  whether 
it  is  syphilitic,  malignant,  or  tuberculous.  The  history  may  help,  or  the  healing  of  the 
ulcer  under  the  influence  of  mercury  or  iodide  of  potassium  or  salvarsan  may  indicate  its 
syphilitic  nature.  If  it  is  imjKjrtant  to  arrive  at  the  correct  diagnosis  as  early  as  possible, 
a  small  f)ortion  of  the  pathological  tissue  may  be  excised  and  examined  microscopically, 
or  Wassermann's  serum  test  applied,  or  scrapings  from  the  ulcer  examined  directly  for 
the  Spirochceta  pallida  or  for  tubercle  bacilli.  Tuberculous  ulceration  of  the  palate  is  very 
rare,  and  is  generally  associated  cither  with  lupus  or  with  definite  phthisis.  A  new  growth 
of  the  palate  may  be  either  epithelioma,  endothelioma,  or  sarcoma,  the  distinction  between 
these  depending  mainly  on  the  microscope. 

Diphtheria. — If  there  is  no  structural  defect  of  the  palate,  the  regurgitation  of  food 
through  the  nose  being  due  to  paralysis,  by  far  the  most  likely  cause  is  previous  diphtheria. 
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The  existence  of  the  latter  may  have  been  recognized  at  the  time,  but  quite  often  the 
diphtherial  attack  has  been  so  slight  as  either  to  have  caused  no  definite  illness,  or  else  to 
have  been  regarded  as  simple  sore  throat.  The  palate  alone  may  be  paralyzed,  giving 
rise  to  a  nasal  alteration  in  the  character  of  the  voice  as  well  as  to  the  regurgitation  ;  or 
there  may  be  paresis  of  the  ciliary  muscles  and  the  eyes  as  well,  causing  difficulty  in  reading  ; 
less  commonly,  there  is  further  evidence  of  peripheral  neuritis  affecting  the  limbs  and  heart. 
The  trouble  may  not  come  on  for  three  or  four  weeks  after  the  diphtherial  attack,  and  there- 
fore it  may  no  longer  be  possible  to  detect  Klebs-Loffler  bacilli  in  swabbings  from  the  tonsils 
or  fauces  ;  but  in  every  such  case  it  is  important  to  look  for  them,  both  directly  and  by 
means  of  cultures.  Probably  not  a  few  cases  ascribed  to  '  influenza,'  or  to  undetermined 
causes,  are  really  post-diphtheritic.  The  paresis  recovers  in  time,  sometimes  quickly, 
but  often  not  until  three  months  or  more  have  elapsed. 

Post-operative  Cases. — The  history  in  these  cases  will  point  to  the  diagnosis  ;  the 
accident  is  rare,  and  as  a  rule  the  effects  are  temporary  ;  it  may  happen  during  the  removal 
of  tonsils  and  adenoids. 

Syphilitic  Paralysis  of  the  Palate  is  not  common,  and  it  hardly  ever  occurs  by  itself. 
It  is  a  general  rule  that  luetic  affections  of  cranial  nerves  are  multiple  and  often  asym- 
metrical ;  thus  there  may  be  strabismus,  or  a  laryngeal  paresis,  in  addition  to  that  of  the 
palate  ;  or  there  may  be  a  history  or  other  evidence  of  syphilis. 

Bulbar  Paralysis. — When  this  affects  the  palate  and  causes  regurgitation  of  food 
through  the  nose,  there  have  generally  been  other  symptoms  for  some  time.  The 
malady  is  slowly  progressive,  and  starts  with  paresis  of  the  lips  and  tongue  ;  swallowing 
is  difficult,  not  so  much  because  of  the  regurgitation  as  because  the  tongue  is  unable  to 
thrust  the  bolus  back  between  the  fauces.  The  constant  dribbling  of  saliva  from  the 
angles  of  the  mouth  is  characteristic  of  some  cases.  The  title  labio-glosso-pharyngo- 
laryngeal  paralysis  indicates  the  usual  sequence  of  events.  Bulbar  paralysis  may  be 
associated  with  progressive  muscular  atrophy  (p.  61),  and  it  may  be  distinguished 
from  pseudo-bulbar  paralysis  by  the  atrophy  of  the  tongue,  which  occurs  in  the  former 
but  not  in  the  latter.  Bulbar  paralysis  is  due  to  a  lesion  in  the  medulla  oblongata,  whereas 
pseudo-bulbar  paralysis  has  very  similar  symptoms  due  to  bilateral  cortical  softening.  In 
either  case  the  patients  are  generally  elderly. 

Undetermined  Causes. — As  regards  such  cases,  it  may  be  repeated  that  the  majority 
are  doubtless  post-diphtheritic,  so  that  it  is  important  to  examine  swabbings  from  the 
throat  of  all  such  patients  for  the  Klebs-Loffler  bacillus.  The  symptom  is  very  rarely 
hysterical.  Herbert  French, 

RETENTION  OF  URINE.— (See  Micturition,  Abnormalitiks  of,  p.  393.) 

RETRACTION  OF  THE  ABDOMEN.— (See  Rigidity  of  the  Abdomen,  p.  592.) 

RETRACTION  OF  THE  GUMS  is  occasionally  a  symptom  which  troubles  patients 
very  much,  but  in  itself  it  seldom  indicates  more  than  a  local  affection.  In  a  mild  degree 
it  may  be  due  to  excessive  use  of  a  hard  tooth-brush  ;  in  most  cases  it  results  from 
a  local  infective  process,  especially  tartar,  caries  of  the  teeth,  or  pyorrhcca  alveolaris. 
These  conditions  are  discussed  under  the  heading  of  Bleeding  Gums  (p.  72),  though  very 
often  retraction  may  be  present,  even  in  an  extreme  degree,  without  actual  bleeding. 

Herbert  French. 

RETRACTION  OF  THE  HEAD   may    be    a   marked  symptom   in  the   following 
conditions  : — 


Acute  meningitis  : 

1.  Suppurative 

2.  Tuberculous  (basal) 

3.  Meningococcal      (pos- 

terior basal) 

4.  Meningococcal      (epi- 

demic cerebrospinal) 

Cerebellar  or  other  subten- 

torial  tumour  or  abscess 


Superior  longitudinal  sinus 
thrombosis 

Acute  encephalitis 

Bronchopneumonia  with 
partial  asphyxia 

Laryngeal  obstruction,  espe- 
cially diphtheria  in  chil- 
dren 


Strychnine  poisoning 
Tetanus 
Hydrophobia 
Catalepsy 

Spasmodic  torticollis 
Paramyoclonus  multiplex 
Hysteria      and     hystero- 
epilepsy. 


In  arriving  at  a  diagnosis  in  any  given  case,  the  probability  is  that  strychnine  poisoning 
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tetanus,  and  hydrophobia  will  either  suggest  themselves  at  once  on  account  of  other  circum- 
stances in  the  case,  or  else  will  not  need  to  be  discussed  at  all.  Hysteria  can  only  be  dia- 
gnosed when  all  other  possibilities  have  been  excluded,  and  probably  not  until  the  case  has 
been  watched  anxiously  for  a  time  ;  there  may  be  other  functional  symptoms  in  the  case 
(p.  465) ;  the  patient  is  generally  a  young  adult,  more  often  female  than  male.  Catalepsy 
and  hystero-epilepsy  will  be  suggested  by  the  mental  symptoms,  or  obvious  insanity. 

These  things  being  excluded,  the  first  thought  that  marked  and  maintained  retraction 
of  the  head  arouses  is  that  the  patient  has  some  serious  intracranial  lesion,  probably 
meningitis.  Before  coming  to  this  conclusion,  however,  it  is  important  not  to  forget  that 
extreme  dyspnoea  in  children  sometimes  produces  considerable  head  retraction,  so  that 
the  physical  signs  in  the  lungs  and  heart  should  be  noted  carefully,  bronchopneumonia  and 
capillary  bronchitis  being  kept  specially  in  mind,  and  any  signs  of  laryngeal  obstruction 
looked  for,  especially  stridor  and  spasmodic  up-and-down  movements  of  the  thyroid 
cartilage,  with  sucking  in  of  the  thorax  above  and  below  the  clavicles,  along  the  attach- 
ments of  the  diaphragm,  and  in  the  intercostal  spaces.  Diphtheria,  foreign  body  in  the 
larynx,  and  retropharyngeal  abscess  have  all  been  mistaken  for  meningitis. 

If  there  is  no  evidence  of  sufficient  throat  or  lung  trouble  to  account  for  the  symptom, 
an  intracranial  lesion  is  probable  ;  and  by  far  the  most  likely,  especially  in  a  child,  is  acute 
meningitis,  either  tuberculous  or  posterior  basal.  Symptoms  common  to  all  the  intra- 
cranial affections  are  headache,  vomiting,  and  giddiness  ;  pyrexia,  generalized  convulsions, 
coma,  incontinence  of  urine  and  faeces,  retraction  of  the  head,  and  optic  neuritis  ;  or  even 
local  symptoms,  especially  twitchings,  convulsions,  or  paralysis  of  individual  limbs  or 
parts  of  limbs,  according  as  one  part  of  the  brain  or  another  is  more  irritated  or  softened 
than  the  rest.  If  there  is  an  obvious  source  of  sepsis  in  connection  with  the  cranium,  such 
as  otitis  media,  mastoid  abscess,  facial  erysipelas,  a  septic  scalp  wound,  boils,  pediculi 
with  sores,  suppuration  in  the  orbit,  nose,  antrum  of  Highmore,  frontal,  ethmoidal,  or 
sphenoidal  air-cells,  or  nasopharynx,  the  probability  is  that  any  acute  meningitic  symptoms 
are  due  to  staphylococcal  or  streptococcal  suppurative  meningitis  ;  pneumococcal  meningitis 
may  occur  without  local  sepsis,  either  alone  or  as  part  of  a  general  pneumococcal 
septicaemia  ;  suppurative  meningitis  due  to  the  Bacillus  diphtherice,  the  typhoid  bacillus, 
influenza  bacillus,  or  the  Bacillus  coli  communis  may  occur,  but  it  is  decidedly  uncommon 
and  clinically  indistinguishable  from  other  forms  of  suppurative  meningitis,  in  all  of  which 
marked  pyrexia  and  a  fatal  ending  in  two  or  three  days  are  the  rule.  Tuberculous  menin- 
gitis is  much  commoner  in  childhood  than  it  is  at  any  other  age  ;  it  is  always  part  of  a 
general  tuberculosis,  and  it  is  very  rare  in  adult  life.  At  first  there  may  be  no  pyrexia, 
though  this  depends  on  the  caseous  glands  and  tuberculous  lesions  in  the  lungs  and  else- 
where more  than  upon  the  meningitis.  The  early  diagnosis  is  apt  to  be  uncertain,  but 
as  the  days  go  by  the  serious  nature  of  the  complaint  generally  becomes  obvious  ;  the 
effortless  vomiting,  the  irregular  pyrexia,  severe  headache,  optic  neuritis,  retracted  head, 
possibly  choroidal  tubercles  {Plate  XX,  Fig,  xv,  p.  418)  or  evidence  of  tuberculous  foci  else- 
where, serve  to  clinch  the  diagnosis.  The  chief  difficulty,  after  the  stage  of  retraction 
has  been  reached,  is  to  decide  between  tuberculous  meningitis  on  the  one  hand  and 
meningococcal  (posterior  basal)  meningitis  on  the  other.  The  duration  of  the  disease  is 
often  of  assistance  in  this  respect — suppurative  meningitis  kills  in  two  or  three  days,  tuber- 
culous meningitis  in  two  or  three  weeks,  whilst  posterior  basal  meningitis  ends  in  recovery 
in  a  variable  percentage  of  cases,  even  after  continuing  for  two  or  three  months.  The 
tendency  to  head  retraction  is  greatest  with  the  posterior  basal,  least  with  the  suppurative 
forms.  Optic  neuritis  barely  has  time  to  develop  in  suppurative  meningitis,  but  it  is  present 
more  often  than  not  in  both  basal  and  posterior  basal  meningitis.  The  way  in  which  the 
heels  touch  the  occiput  in  some  cases  of  the  latter  may  by  itself  decide  the  diagnosis. 
Another  point  in  favour  of  meningococcal  meningitis,  is  the  occurrence  of  periodic  spike- 
like rises  of  the  temperature  chart — pyrexial  '  crises  '  lasting  twenty-four  hours  or  less 
{Fig,  253),  and  superposed  upon  what  is  otherwise  a  chart  of  but  moderate  type. 
When  doubt  remains  as  to  the  fact  of  meningitis  or  as  to  its  nature,  microscopical  and 
bacteriological  examinations  of  the  cerebrospinal  fluid  obtained  by  lumbar  puncture  will 
often  serve  to  establish  the  diagnosis  (p.  304).  Bacteriologically,  tubercle  bacilli  are  the 
least  easy  to  find.  The  Gram-negative  meningococci  {Diplococci  intracellulares  meningitidis 
Weichselbaumii)  {Plate  XXVIII,  Fig,  S\  p.  614)  are  characterized  by  their  occurrence  within 
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the  leucocytes  in  pairs,  like  gonococci,  but  without  the  reniform  shape  of  the  latter.  The 
organisms  of  suppurative  meningitis  may  be  discovered  on  direct  staining,  but  more  often 
cultural  methods  are  required. 

Where  posterior  basal  meningitis  ends  and  epidemic  cerebrospinal  meningitis  begins, 
it  is  difficult  to  say  ;  they  are  both  meningococcal,  and  probably  they  are  only  different 
types  of  the  same  malady,  connected  together  by  sporadic  cases  in  which  posterior  basal 
meningitis  is  associated  with  more  or  less  severe  spinal  symptoms.  The  way  in  which 
the  least  touch  or  movement  causes  the  patient  to  cry  out  with  pain  sometimes  indicates 
how  inflamed  the  coverings  of  the  posterior  nerve-roots  are,  besides  which,  the  erythe- 
matous, vesicular,  or  purpuric  skin  eruptions  that  may  accompany  it  often  suggest  the 
diagnosis.  There  is  less  difficulty  during  an  epidemic ;  it  is  the  sporadic  case  that  may 
be  missed.  The  clinching  point  in  the  diagnosis  is  bacteriological  investigation  after  lumbar 
puncture,  assisted  perhaps  by  the  benelicial  effects  of  the  specific  antimeningococcal  serum. 


Fig.  253. — Foiir-hourlv-  temperature  chart  in  a  csise  of  meninfroco<ral  cerebroHpinal  meningitis.     The  pyrexial 
crise-s  are  even  more  marketl  in  some  cases.     Tlje  di'i«?nosis  was  veritied  at  autopsy. 

Superior  longitudinal  sinus  thrombosis  and  acute  polio-encephalitis  are  both  nearly 
always  diagnosed  as  acute  meningitis  in  the  first  instance.  It  is  when  a  case  that  has 
simulated  acute  and  severe  meningitis,  with  coma  and  apparently  impending  death,  gets 
rapidly  better  after  a  few  days  and  ends  in  speedy  recovery,  with  or  without  some  impair- 
ment of  local  or  general  brain  functions,  in  a  child  or  young  person,  that  one  changes  one's 
diagnosis  of  meningitis  to  polio-encephalitis,  though  even  then  it  remains  one  of  opinion 
chiefly.  Almost  the  same  applies  to  superior  longitudinal  sinus  thrombosis  ;  though,  if 
acute  cerebral  symptoms  in  a  previously  healthy  child  end  in  a  gradual  and  but  partial 
recovery,  accompanied  by  permanent  spastic  paralysis  of  the  legs,  without  much  affection 
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of  the  arms,  it  is  very  possible  that  the  lesion  has  been  thrombosis  of  the  superior  longi- 
tudinal sinus,  with  softening  of  the  leg  areas  of  cortex  on  either  side  of  it. 

Cerebellar  or  other  subtentorial  tumours  or  abscesses  generally  cause  a  much  more 
gradual  onset  of  symptoms  than  do  any  of  the  above.  Head  retraction  is  not  present 
until  the  later  stages.  The  diagnosis  of  tumour  will  rest  on  the  slow  increase  in  the  signs 
of  raised  intracranial  pressure,  with  nystagmus,  optic  neuritis  going  on  to  optic  atrophy, 
and  a  tendency  to  fall  always  in  one  definite  direction — forwards  or  backwards  if  the  tumour 
is  in  the  vermis,  to  the  right  or  to  the  left  according  as  it  is  in  the  right  or  left  hemisphere. 
There  is  often  marked  ataxy,  with  exaggeration  of  the  tendon  reflexes,  particularly  on 
the  same  side  as  the  tumour.  If  nystagmus  is  well  marked  this  serves  as  a  point  of  some 
value  in  distinguishing  a  cerebellar  from  a  cerebral  tumour.  Abscess  is  distinguished 
from  tumour  chiefly  by  the  existence  of  some  obvious  cause  for  intracranial  abscess, 
especially  otitis  media  on  the  one  hand,  bronchiectasis  upon  the  other.  Cerebellar  abscess 
may  give  rise  to  no  pyrexia  and  no  leucocytosis  ;  but  whether  the  temperature  is  raised 
or  not,  the  pulse-rate  is  often  absolutely  slowed.  Herbert  French. 

RIGIDITY  OF  THE  ABDOMEN  is  a  sign  not  to  be  regarded  lightly,  and  one  to 
find  the  true  significance  of  which  may  call  for  the  greatest  care  and  skill.  The  patient 
should  be  examined  lying  on  the  back  with  the  whole  of  the  abdomen  and  lower  thorax 
exposed.  The  observer,  seated  on  a  level  with  the  patient,  should  watch  the  abdomen 
for  a  minute  or  so  and  see  whether  it  moves  or  not  with  respiration,  and  whether  one  part 
moves  more  than  another. 

It  should  be  remembered  that  some  patients,  whether  from  modesty  or  timidity,  hold 
their  abdomens  intensely  rigid  in  a  wholly  unnecessary  way,  a  tendency  which  may  create 
a  false  impression.  This  can  be  avoided  by  engaging  them  in  conversation  for  a  minute 
or  two,  by  asking  them  to  take  a  few  deep  breaths,  or  by  making  them  draw  their  knees 
up  and  keep  their  mouths  open,  when  the  normal  abdominal  walls  will  generally  relax. 

There  are  varying  degrees  of  rigidity.  The  whole  abdomen  may  be  rigid,  the  upper 
or  lower  part  only,  or  one  side,  as  in  the  presence  of  a  localized  appendicular  abscess. 
Again,  one  part  or  one  rectus  muscle  may  be  put,  as  it  is  termed,  *  on  guard,'  whenever 
the  patient  thinks  a  tender  spot  is  about  to  be  touched.  The  rigidity  over  an  inflamed 
gall-bladder,  and  that  over  a  gastric  or  duodenal  ulcer,  are  instances  of  this. 

The  most  important  cause  of  universal  rigidity  is  septic  infection  of  the  peritoneum, 
which  may  follow  external  wounds,  abdominal  operations,  childbirth,  abortion,  endometritis, 
parametritis,  extension  of  inflammation  from  or  perforation  of  the  appendix,  ulcer  of  the 
stomach,  duodenum,  or  bowels,  perforation  of  the  gall-bladder,  suppurating  Fallopian 
tube,  or  abscess  of  the  liver,  spleen  or  kidney  ;  or  which  may  be  primary,  as  in  some 
pneumococcal  cases.  It  is  a  safe  rule  to  believe  there  is  peritonitis  until  the  contrary  is 
proved.  As  in  the  case  of  other  disease,  diagnosis  must  not  be  based  on  one  clinical  sign, 
and  the  patient  must  be  examined  for  the  other  signs  of  peritonitis. 

The  history  of  the  onset  is  important.  In  perforative  cases,  the  beginning  is  marked 
by  intense  abdominal  pain.  This  may  be  general  and  continuous,  or  by  being  referred  to 
the  stomach  or  appendix  region  give  an  indication  of  the  primary  seat  of  the  mischief.  The 
position  taken  up  is  on  the  back,  sometimes  with  the  knees  drawn  up  to  relieve  abdominal 
tension,  and  the  patient  generally  lies  still,  for  any  movement  causes  increase  of  pain.  In 
colic,  on  the  contrary,  whether  intestinal,  biliary,  or  renal,  the  patient  rolls  about  during 
the  spasms.  It  is  painful  to  use  the  diaphragm  :  therefore,  respiration  is  superficial  and 
costal  in  type.  The  abdomen  gradually  becomes  distended,  tense,  and  tympanitic  ;  the 
liver  dullness  which  was  previously  present  may  disappear,  and  in  some  forms  of  peritonitis 
fluid  may  accumulate  in  the  abdomen  and  be  detected  by  the  signs  of  shifting  dullness  in 
the  flanks.  The  pulse  is  small  and  rapid,  100  to  150,  and  has  the  tendency  to  quicken.  A 
friction  rub  may  be  heard  over  the  liver  or  the  spleen  when  the  patient  breathes. 
Borborygmi  will  generally  be  absent.  Vomiting  is  an  early,  prominent,  and  almost  con- 
stant feature.  The  content*",  of  the  stomach  are  ejected  first,  then  bile-stained  fluid,  and 
later  green  or  brownish  fluid  with  a  slight  faecal  odour.  The  vomiting  is  often  of  a  peculiar 
'  pumping '  character.  The  bowels  may  be  loose  at  first  and  then  constipation  follows, 
but  is  not  complete  as  in  intestinal  obstruction.  Micturition  may  be  frequent,  or  there 
may  be  retention  when  the  pelvic  peritoneum  is  acutely  inflamed.    When  the  disease  is  well 
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developed  the  appearance  of  the  patient  is  very  characteristic,  exhibiting  the  '  Hippocratic 
facies.'  The  pulse  is  often  of  great  assistance  in  arriving  at  a  diagnosis  of  the  need  to 
operate  urgently  in  these  cases  ;  it  should  be  counted  every  ten  minutes  ;  if  its  rate  falls 
or  does  not  rise  at  successive  counts,  peritonitis  is  less  probably  present  than  when  the 
pulse-rate  is  found  to  be  rising  each  time. 

In  suppurative  peritonitis  leucocytosis,  though  it  may  not  occur  at  all,  is  often  marked 
(15,000  to  30,000  per  c.mm.). 

It  does  not  necessarily  follow,  because  the  whole  abdomen  is  rigid,  that  the  peritonitis 
is  general.  For  instance,  in  cases  of  perforative  appendicitis  it  has  been  shown  by  opera- 
tion that  pus  was  only  to  be  found  around  the  caecum,  and  yet  there  was  general  rigidity. 
Without  operating,  it  is  often  impossible  to  tell.  The  best  way  of  finding  out  whether 
there  is  pus  in  the  abdomen,  and  the  method  to  be  employed  at  once  if  there  is  any  doubt, 
is  to  open  the  aDdomen  and  see. 

Other  Conditions  associated  with  Abdominal  Rigidity  which  may  be 
mistaken  for  peritonitis. 

Pneumonia  or  Diaphragmatic  Pleurisy, — In  the  early  stages  here,  before  the  onset  of 
dullness  in  the  lungs  and  other  physical  signs  in  the  chest,  the  most  prominent  features 
may  be  abdominal  pain  and  rigidity.  Laparotomy  has  often  been  performed  on  the 
mistaken  diagnosis  of  peritonitis.  If,  however,  the  examination  is  thorough,  signs  pointing 
to  implication  of  the  lungs  will  usually  be  found.  Rapidity  of  respiration,  working  of  the 
nares,  and  blueness  of  the  lips  should  receive  particular  attention.  Examination  of  the 
blood  may  reveal  a  high  leucocytosis  (30,000  to  40,000)  ;  in  suppurative  peritonitis  the 
numbers  are  rarely  so  high. 

Colic. — The  suddenness  of  the  onset  of  pain,  its  intense  character,  and  the  abdominal 
rigidity,  may  render  this  condition  extremely  difficult  to  differentiate  from  peritonitis  due 
to  perforation  of  some  viscus.  Collapse  may  be  marked,  and  the  effect  on  the  pulse  is 
considerable  ;  vomiting  is  common  also.  The  temperature  is  raised  slightly  but  rarely 
exceeds  lOO''  F.,  and  the  pulse,  though  it  may  be  rapid,  docs  not  tend  to  quicken 
progressively.  The  pain  is  spasmodic,  not  continuous  as  in  peritonitis,  and  is  generally 
relieved  in  a  few  hours.  Biliary  and  renal  colic  are  fairly  characteristic,  but  that  due  to 
lead,  the  crises  of  tabes  dorsalis,  or  gastro-intestinal  disturbances  may  easily  be  mistaken. 
The  gums  are  to  be  examined  for  a  blue  line,  the  knee-jerks  and  pupils  tested,  and  a  blood- 
count  made.  In  uncomplicated  colic  there  is  no  leucocytosis.  In  cases  of  extreme 
difficulty  the  abdomen  may  have  to  be  opened.  The  persistence  of  borborygmi  is  in  favour 
of  colic  rather  than  of  general  peritonitis. 

Intestinal  Obstruction, — The  vomiting  and  constipation  here  present  may  lead  one  to 
think  of  peritonitis,  and  indeed  the  two  conditions  may  be  present  at  the  same  time,  as  in 
the  case  of  an  ulcerating  carcinoma  of  the  bowel.  Usually  the  rigidity  is  not  well  marked, 
and  the  constipation,  which  is  not  absolute  in  peritonitis,  is  here  complete. 

Injuries  of  the  Abdomen, — 

1 .  Contusion  of  the  abdominal  wall,  with  laceration  of  muscle  :  Particularly  in 
patients  who  have  been  nm  over  across  the  abdomen,  rigidity  is  a  marked  feature,  and 
there  must  always  be  a  doubt  at  first  as  to  whether  any  of  the  viscera  have  been  torn  and 
are  bleeding,  or  whether  the  escape  of  their  contents  is  setting  up  peritonitis.  In  the  case 
of  mere  contusion,  if  the  patient  is  put  to  bed  and  kept  warm,  collapse  will  soon  disappear, 
the  abdomen  will  become  less  rigid,  and  the  pulse-rate  will  fall. 

2.  Contusion  of  the  abdominal  wall  with  injury  of  viscera  :  The  signs  here  will  be  more 
marked,  and  instead  of  tending  to  diminish  rapidly  will  become  worse.  If  there  is  internal 
bleeding  the  mucous  surfaces  will  be  pale,  the  skin  cold  and  clammy,  and  the  pulse  small 
and  frequent.  If  the  contents  of  a  viscus  have  escaped,  the  signs  of  peritonitis  will  develop 
rapidly.     In  all  cases  of  doubt  an  exploratory  laparotomy  should  not  be  delayed. 

Ruptured  Tubal  Gestation. — This  may  simulate  general  peritonitis.  The  abdominal 
rigidity  here  is  not  well  marked,  and  the  signs  of  bleeding  arc.  A  moderate  degree  of 
leucocytosis  is  present  (10,000  to  15,000),  but  the  number  of  red  cells  is  much  diminished. 
If  the  patient  is  a  woman  of  the  child-bearing  age,  known  to  be  a  week  or  more  overdue 
as  to  monthly  period,  and  has  begun  to  lose  blood  per  vaginam  synchronously  with 
the  onset  of  acute  abdominal  pain  and  pallor,  the  diagnosis  will  suggest  itself  at  once. 
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Acute  Hcemorrhagic  Pancreatitis  is  usually  diagnosed  as  intestinal  obstruction  or  acute 
pelforative  peritonitis.  The  attack  sets  in  with  intense  pain,  usually  in  the  upper  and 
left  part  of  the  abdomen.  Vomiting,  constipation,  and  tympanitic  distention  are  present. 
The  condition  is  so  rare,  and  the  signs  are  so  unreliable,  that  an  exploratory  laparotomy 
should  be  made,  and  the  nature  of  the  case  becomes  obvious  directly  the  characteristic 
opaque  yellow  patches  of  fat-necrosis  are  seen  in  the  omentum. 

Rupture  of  an  Abdominal  Aneurysm,  Dissecting  Aortic  Aneurysm,  Embolism  of  the 
Superior  Mesenteric  Artery,  may  simulate  peritonitis,  and  so  also  may  Acute  Thrombosis 
of  the  Inferior  Vena  Cava  ;  but  all  these  conditions  are  rare,  and  they  will  be  very  difficult 
of  diagnosis  unless  the  existence  of  some  cause  for  them,  such  as  aortic  aneurysm  or 
f ungating  endocarditis,  is  already  known. 

Acute  Suppurative  Nephritis  sometimes  gives  abdominal  rigidity,  and  is  associated 
with  fever  and  vomiting.  There  is  always  marked  tenderness  in  the  loin  on  the  affected 
side,  and  the  urine  will  contain  albumin,  pus,  blood,  casts,  and  bacteria.  The  milder  types 
of  the  infection  (see  Bacteriuria,  p.  69)  may  be  mistaken  for  acute  appendicitis,  or  for 
general  peritonitis,  unless  the  centrifugalized  deposit  from  the  urine  is  examined  micro- 
scopically for  pus.  George  E.  Gask, 

RIGORS,  or  CHILLS,  are  common  at  the  onset  of  the  most  various  acute  febrile 
disorders,  and  may  occur  at  regular  or  irregular  intervals  in  the  course  of  many  of  the  more 
severe  of  them.  The  chief  sign  of  a  rigor  is  shivering,  the  chief  symptom  a  feeling  of  cold 
and  general  wretchedness.  At  its  beginning,  the  patient  looks  chilly,  pinched,  and  blue, 
and  sits  or  lies  huddled  up,  complaining  of  the  cold  ;  his  arteries  are  contracted,  the  pulse 
is  rapid,  small,  and  of  raised  tension  ;  the  extremities  are  chilled  superficially,  but  the 
internal  temperature  is  above  the  normal.  Very  soon  the  sensation  of  cold  induces 
involuntary  shivering ;  the  patient  shakes  all  over,  sometimes  so  violently  that  the 
chair  or  bed  is  thrown  into  noisy  vibration  ;  the  teeth  chatter,  and  even  the  muscles 
of  the  face  twitch  involuntarily.  This  shivering  lasts  for  minutes,  or  even  for  an  hour, 
dying  away  gradually  as  the  patient  feels  himself  to  be  warmed  up.  Thus  the  initial  stage 
of  the  fever  passes  into  the  second  stage  or  fastigium,  in  which  the  complaint  is  of  sweating, 
thirst,  and  undue  heat,  and  the  body  temperature  irises  still  further.  In  children,  general 
convulsions,  with  partial  or  complete  coma,  may  occur  at  the  onset  of  an  acute  infection, 
in  conditions  that  would  give  rise  to  a  rigor  in  adults.  In  adults,  convulsions  are  not  known 
to  take  the  place  of  rigors.  Cases  may  arise,  however,  particularly  when  only  an  imperfect 
history  can  be  obtained,  in  which  it  may  be  hard  to  say  whether  a  patient  has  had  a  rigor, 
or  an  epileptiform,  hysterical,  or  epileptic  fit.  Should  the  patient  have  lost  consciousness 
during  the  shivering,  or  have  fallen  down,  bitten  his  tongue,  or  passed  his  water  during 
the  attack,  or  should  he  give  a  history  of  similar  attacks  on  previous  occasions,  the  diagnosis 
of  epilepsy  would  be  more  than  probable.  Epileptiform  fits  that  unskilled  observers  might 
confuse  with  rigors  may  occur  in  ursemic  or  eclamptic  patients  ;  the  history  of  the  case, 
and  the  discovery  of  albumin  in  the  patient's  water,  together  with  other  evidences  of  acute 
or  chronic  renal  disease,  should  make  the  diagnosis  clear.  Fits  indistinguishable  from 
rigors  to  the  untrained  eye  may  occur  in  hysteria  ;  in  these,  however,  the  shivering  patient 
would  be  red  in  the  face,  or  at  least  would  not  present  the  slightly  livid  and  shrunken  facial 
appearance  characteristic  of  a  rigor,  the  temperature  would  not  be  raised,  and  the  signs  or  a 
history  of  other  hysterical  phenomena  should  be  obtainable. 

For  their  further  consideration  it  is  convenient  to  classify  rigors  according  as  they  are 
single  or  multiple. 

1.  Single  Rigors. — The  occurrence  of  a  single  rigor  at  the  outset  of  an  acute  infectious 

,  disorder  is  extremely  common,  and  may  be  taken  as  evidence  of  the  severity  of  the 

infection  to  some  extent ;   in  lobar  pneumonia  this  initial  rigor  is  often  particularly  long 

and  severe.     No  exhaustive  list  of  the  disorders  that  may  be  thus  ushered  in  can  be  given  ; 

but  it  may  be  stated  generally  that  an  initial  rigor  is  common  in  : — 


Lobar  pneumonia 

Small-pox 

Influenza 

Severe  feverish  colds 

Septicaemia 

Pyaemia 


Pneumonic  tuberculosis  Malaria 

Typhus  Yellow  fever 

Relapsing  fever  WeiPs  disease 

Er\'sipelas  After  catheterization. 
Cerebrospinal  fever 
Acute  poliomyelitis 
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It  is  less  often  seen  in  :  — 

Scarlet  fever 
Measles 
Diphtheria 
Tonsillitis 
Rheumatic  fever 


And  is  comparatively  rare  in  :  - 

Enteric  fever  , 
German  measles 

Mumps  ' 

Gout  I 


Tetanus 

Miliary  tuberculosis 

Saprsemia 

Glanders 

Sick  headache 


Anthrax 
Hydrophobia 
Cholera 
Plague 


Acute  ^astro-intestinal 

disorders 
Nephritis 
Cholelithiasis 
Renal  calculus. 


Dysentery 
Malta  fever 
Beri-beri. 


The  diagnosis  of  all  these  different  morbid  conditions  must  naturally  be  made  from 
the  history  of  exposure  to  infection,  and  from  the  subsequent  signs  and  symptoms.  It  is 
clear  that  the  occurrence  or  non-occurrence  of  an  initial  rigor  will  rarely  be  of  much  practical 
assistance  in  determining  the  nature  of  the  disorder  from  which  any  given  patient  is 
suffering. 

A  rigor  after  catheterization  is  not  rare,  whether  the  kidneys  be  sound  or  no,  and  in 
some  cases  is  due  to  septic  infection  of  the  urethra  or  bladder.  In  others,  however,  it 
ensues  when  no  infection  has  taken  place,  and  is  not  followed  by  any  evidences  of  urinary 
sepsis  ;  in  these  instances  the  rigor  must  be  referred  vaguely  to  nervous  shock,  and  need 
not  give  rise  to  alarm. 

2.  A  Second  Rigor  coming  on  in  the  course  of  any  of  these  disorders,  or  a  rigor 
occurring  unexpectedly  for  the  first  time  when  the  disease  is  well  established  or  declining, 
is  often  evidence  of  the  spread  of  the  infection,  or  of  the  occurrence  of  some  complication. 
For  example,  a  second  rigor  occurring  in  the  course  of  lobar  pneumonia  may  coincide  with 
the  appearance  of  signs  indicating  the  spread  of  the  disease  to  the  second  and  previously 
sound  lung  ;  a  second  rigor  happening  after  the  crisis  may  indicate  an  empyema.  In 
enteric  fever  a  rigor  is  rare,  though  it  may  be  due  to  such  complications  as  perforation  of  the 
intestine,  acute  peritonitis,  pleurisy,  pneumonia,  middle-ear  disease,  periostitis,  and  so 
forth  ;  but  there  is  an  abnormal  type  of  enteric  fever  in  which  rigors  occur  for  no  apparent 
reason,  followed  by  heavy  sweats  ;  and  rigors  may  be  observed  in  cases  with  constipation, 
or  during  defervescence,  or  in  enteric  patients  who  have  been  treated  with  antipyretic 
drugs. 

8.  Recurring  Rigors. — The  occurrence  of  a  series  of  rigors  often  gives  information  of 
more  definite  value,  for  they  are  seen  in  but  a  limited  number  of  local  or  general  infections, 
most  of  which  have  some  characteristic  or  localizing  signs.  In  themselves  these  rigors 
are  no  more  than  evidence  of  the  severity  of  the  infection,  and  of  the  extent  to  which 
bacterial  toxins  have  been  absorbed  into  the  blood.  The  following  are  the  chief  disorders 
characterized  by  a  series  of  rigors  : 


Malaria — tertian,  quartan, 
aestivo-autumnal  or  malig- 
nant 

Relapsing  fever 

Acute  leukirmia 


Acute  inflammations,  e.g.  :— 
Pyelitis 
Pyelonephritis 
Cystitis 
Cholecystitis 
Empyema 
Infective  sinus  thrombosis 


Acute  blood-infections,  in- 
cluding 

Portal  pyaemia 
Pyjpmia 
Septico-pyaemia 
Septicaemia 

Abscess  formation  : — 
Hepatic  (tropical) 
Appendicular 
Subplirenic 
Perinephric 
Prostatic 
Cerebral 


Special  forms  of  th?se 
may  be  .known  as  puerperal 
fever,  malignant  endo- 
carditis, acute  infective 
osteomyelitis,  suppurative 
pylephlebitis,  etc. 

Pulmonary  tuberculosis 

Bronchiectasis 

Enteric  fever 

Er>'sipelas 

Rat-l>ite  fever 

Influenza. 


A  very  thorough  physical  examination  of  any  patient  presenting  multiple  rigors  should 
be  made  ;  the  condition  is  always  serious,  and  may  be  due  to  septic  absorption  from  some 
deep-seated  abscess  that  produces  only  the  scantiest  of  physical  signs.  When  no  abnormal 
physical  signs  can  be  found  bacterial  cultures  should  be  made  from  the  circulating  blood, 
care  being  taken  to  draw  off  a  sufficient  quantity  of  blood — 5  to  10  c.c. — and  to  repeat 
the  cultivation  several  times  before  it  is  decided  that  the  blood-stream  is  sterile. 
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In  malaria  the  rigors  tend  to  recur  at  regular  inter\'als  of  forty-eight  (Fig,  6,  p.  28)  or 
seventy-two  hours  {Fig.  7.  p.  29)  in  the  benign  tertian  and  quartan  infections,  at  shorter 
intervals  if  the  infection  is  mixed.  In  the  sestivo-autumnal  form  the  rigors  and  also  the 
course  of  the  fever  are  much  less  regular  {Fig.  10,  p.  31).  The  parasite  {Plate  VI,  p.  32) 
may  be  found  in  the  circulating  blood,  and  the  patient,  if  not  in  extremis,  is  cured  by 
quinine :    there  is  no  leucocytosis,  but  a  relative  increase  in  large  lymphocytes  occurs. 

In  relapsing  fever  the  onset  is  acute,  with  a  rigor  or  a  series  of  rigors.  A  fortnight 
later,  when  the  patient  has  been  convalescing  for  a  week  or  ten  days,  relapse  and  a  second 
rigor  or  series  of  rigors  occurs  {Fig.  5,  p.  27).  A  second  relapse  may  be  noted  at  the 
end  of  the  third  week,  and  in  a  very  few  cases  a  third  relapse.  Relapsing  fever  has 
practically  died  out  of  the  United  Kingdom,  but  it  is  met  with  in  Egypt,  India,  and  other 
countries.  It  occurs  in  epidemics,  and  Obermeier's  spirochaete  {Plate  XXVIII,  Fig.  /, 
p.  614)  can  be  found  in  the  patient's  blood  while  he  is  feverish. 

Multiple  rigors  occur  exceptionally  in  the  course  of  acute  blood-diseases,  such  as  acqte 
leukaemia,  pernicious  ansemia,  or  Hodgkin's  disease.  Severe  and  progressive  anaemia, 
wasting,  fever,  heavy  sweats,  and  haemorrhage  from  the  mucous  membranes,  are  likely  to 
occur  in  these  cases,  with  characteristic  changes  in  the  microscopical  appearances  presented 
by  the  blood  (p.  24). 

Multiple  rigors  are  commonest  in  the  various  forms  of  acute  blood-infections  ;  special 
forms  of  these  have  received  particular  names.  Thus  puerperal  fever  occurs  after  delivery, 
and  is  due  to  bacterial  infection  of  the  uterus  and  its  spread  thence  to  the  blood  ;  the  patient 
will  probably  have  a  sanious  or  offensive  vaginal  discharge  as  well  as  the  evidences  of 
septicaemia  or  pyaemia.  In  malignant  endocarditis,  attention  is  directed  mainly  to  the 
condition  of  the  heart,  the  presence  of  valvular  murmurs  and  the  signs  given  on  p.  34. 
In  acute  infective  osteomyelitis  the  first  complaint  arises  from  the  acute  inflammation  occur- 
ring in  the  marrow  of  one  of  the  bones.  Portal  pycemia  or  suppurative  pylephlebitis 
is  seen  in  patients  with  various  acute  inflammatory  intra-abdominal  lesions,  and  is  due  to 
the  spread  of  bacterial  infection  to  the  portal  vein.  The  commonest  precursor  is  mild 
appendicitis.  The  blood  in  the  portal  vein  clots,  the  clot  is  infected  with  microbes,  softens, 
and  breaks  up,  to  be  dispersed  throughout  the  liver  in  the  form  of  infective  emboli.  Multiple 
hepatic  abscesses  result,  with  pain,  swelling,  and  tenderness  in  the  hepatic  region  ;  jaundice 
is  present  in  less  than  half  the  cases,  with  more  or  less  coloured  stools,  vomiting  and 
diarrhoea  are  frequent,  and  there  is  hectic  fever.  Pycemia  is  characterized  by  the  formation 
of  metastatic  abscesses  in  any  of  the  tissues  or  organs,  oftenest  in  the  lungs,  in  consequence 
of  the  lodgement  there  of  multiple  infected  emboli.  Before  the  days  of  antiseptic  or 
aseptic  surgery,  pyaemia  was  the  common  outcome  of  serious  surgical  operations  or  severe 
wounds.  Nowadays  it  is  comparatively  infrequent,  and  when  it  does  occur  is  secondary 
to  a  severe  infected  wound,  to  ulcerations  of  the  mucous  surfaces,  or  to  deeply-seated 
abscesses  that  are  not  amenable  to  surgical  treatment.  Occasionally  it  seems  to  be  idio- 
pathic, or  due  to  some  infective  lesion  that  escapes  discovery.  Pyaemia  oftenest  begins 
suddenly  ;  the  main  symptoms  are  hectic  fever,  rigors,  leucocytosis,  diarrhoea  and  vomit- 
ing, heavy  sweats,  prostration,  and  the  formation  of  secondary  abscesses  due  to  the  arrest 
of  septic  emboli.  When  the  lungs  become  the  seat  of  multiple  abscesses,  the  breathing 
becomes  rapid,  and  signs  of  bronchitis,  pleurisy,  or  pulmonary  consolidation  appear. 
Abscesses  in  the  more  superficial  tissues  or  joints  make  their  presence  known  by  the  local 
evidences  of  pain,  swelling,  redness,  and  heat ;  in  the  deeper  parts  or  organs,  by  pain  and 
disturbance  of  function.  The  development  of  secondary  subcutaneous  abscesses  is  common 
in  the  less  acute  cases  ;  abscess- formation  in  the  heart,  and  suppurative  pericarditis,  are 
prone  to  occur  when  the  primary  lesion  is  a  periostitis  or  an  acute  necrosis  of  bone. 
Pyaemia  may  be  distinguished  from  enteric  fever  only  with  great  difficulty  if  evidences  of 
abscess- formation  or  some  source  of  primary  infection  are  not  forthcoming,  especially  as 
the  typhoid  state  is  common  in  the  later  stages  of  both  diseases  ;  the  occurrence  of  multiple 
rigors  is  rare  in  enteric  fever,  common  in  pyaemia  ;  WidaFs  reaction  should  be  tested  for. 
From  malaria,  pyaemia  is  distinguished  by  not  reacting  to  quinine  ;  malarial  parasites  wift 
not  be  found  in  the  circulating  blood.  Pain  and  inflammation  in  the  joints  after  childbirth 
or  a  miscarriage  may  be  diagnosed  as  rheumatism  when  the  condition  is  really  one  of 
pyaemia  or  puerperal  fever. 

The  precise  diagnosis  between  pyaemia  and  septicaemia  is  often  impossible,  and  is. 
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indeed,  of  academic  rather  than  clinical  interest.  The  necessity  for  it  is  in  part  avoided 
by  the  use  of  the  term  septicopytemia^  the  evidences  of  which  are  much  the  same  as  those 
of  pyaemia  :  all  three  conditions  may  arise  from  identical  causes,  and  bacteria  (streptococci, 
staphylococci,  gonococci,  pneumococci,  B,  coli  communis,  B,  typhosus,  B,  influenzce, 
B,  pyocyaneus,  etc.),  niay  be  cultivated  from  the  circulating  blood  in  any  of  them.  Multiple 
rigors  are  far  commoner  in  pyaemia — where  several  may  occur  daily — than  they  are  in 
septicfFmia.  The  latter  condition  is  due  to  the  growth  of  microbes  in  the  blood  without 
the  formation  of  metastatic  abscesses  ;  it  originates  in  lesions  very  similar  to  those  that 
underlie  pyaemia,  or  results  from  infected  but  apparently  trifling  cuts  or  injuries,  or  even 
from  neglected  chronic  suppuration  about  the  teeth.  Its  main  symptoms  are  pyrexia, 
debility,  anaemia  ;  in  severe  cases  rigors  occur,  and  the  patient  may  fall  into  the  typhoid 
state.  The  bacteria  causing  it  can  be  cultivated  from  the  circulating  blood  ;  septic  rashes 
are  often  seen  in  both  pyaemia  and  septicaemia,  but  they  are  not  seen  in  enteric  fever.  It 
should  be  noted  that,  at  the  best,  a  deal  of  looseness  attaches  to  the  meaning  of  the  term 
septicaemia ;  for  in  lobar  pneumonia,  enteric  fever,  Malta  fever,  and  many  other  acute  febrile 
disorders,  the  specific  microbes  can  habitually  be  cultivated  from  the  circulating  blood. 
Technically  speaking,  therefore,  these  are  all  instances  of  septicaemia.  Two  new  terms 
have  recently  come  into  vogue  in  this  connection,  namely,  hcunlUemia  and  hactericemia. 

Multiple  rigors  may  result  from  acute  localized  inflammatory  infections  if  the  inflam- 
mation is  sufficiently  extensive  and  the  infecting  micro-organism  virulent.  It  is  often 
impossible  to  say  how  far  such  rigors  are  evidence  of  the  absorption  of  toxins,  and  how 
far  they  indicate  that  living  bacteria  have  gained  access  to  the  blood-stream.  Situated  in 
the  genito-urinary  tract,  these  inflammations  are  often  associated  with  a  history  of  gonor- 
rhoea, renal  calculus,  or  gout,  and  produce  characteristic  pathological  changes  (haematuria, 
pyuria,  albuminuria)  in  the  urine,  or  difficulties  in  micturition.  If  the  gall-bladder  or 
bile-ducts  are  the  seat  of  the  inflammation,  jaundice,  and  pain  in  the  hepatic  region  will 
probably  be  observed  with  the  fever  and  rigors,  and  a  history  of  gall-stone  colic  may  be 
given,  suppurative  cholecystitis  or  suppurative  cholangitis  having  supervened  ;  the  gall- 
bladder will  be  tender  and  probably  enlarged  from  the  former,  the  whole  liver  swollen 
and  possibly  tender  from  the  latter  ;  Charcot's  hepatic  intermittent  fever  is  due  to  chronic 
cholangitis,  with  intermittent  biliary  obstruction  due  to  a  ball-valve  stone  often  lying 
in  the  ampulla  of  Vater.  The  occurrence  of  rigors  in  a  child  convalescing  from  pneu- 
monia, measles,  scarlet  fever,  or  pleurisy,  may  lead  to  the  discovery  of  an  unsuspected 
empyema.  Infective  sinus  thrombosis  occurs  mainly  in  patients  with  otorrhoea,  and 
indicates  that  the  bacterial  infection  has  spread  from  the  ear  to  one  of  the  cranial  venous 
sinuses.  Its  symptoms  are  general — those  of  septicaemia  or  pyaemia,  often  with  an  initial 
rigor  and  vomiting  followed  by  high  fever,  more  rigors  (Fig.  244,  p.  567),  and  sweating  ; 
and  local — very  severe  pain  about  the  ear,  excruciating  headache,  and  venous  congestion 
of  the  optic  disc,  with  others  that  vary  with  the  site  of  the  thrombosis.  If  the 
sigmoid  sinus  is  thrombosed,  cedema  and  tenderness  over  the  mastoid  appear,  and 
should  the  clotting  spread  downwards  a  thrombus  may  be  felt  in  the  internal  jugular 
vein.  Thrombosis  of  the  cavernous  sinus  is  accompanied  by  squint,  exophthalmos,  and 
cedema  of  the  orbits  and  eyelids.  Thrombosis  of  the  superior  longitudinal  sinus  may  set 
up  oedema  of  the  scalp  near  the  sagittal  suture.  The  diagnosis  must  be  made  from  cerebral 
or  cerebellar  abscess,  in  which  repeated  vomiting  is  likely  to  occur,  and  the  localizing  signs 
and  symptoms  will  suggest  brain-disease  ;  and  from  meningitis,  in  which  rigors  are  rare. 
In  other  patients,  some  acute  inflammatory  disorder  may  result  in  definite  abscess  formation, 
when  rigors  may  develop  from  toxic  or  septic  absorption  ;  'here  again,  the  virulence  of  the 
particular  microbe  causing  the  inflammation  will  be  the  chief  factor  in  determining  whether 
rigors  occur  or  not.  In  many  cases  the  rigors  will  really  be  due  to  a  secondary  and 
probably  terminal  septicaemia  or  pyaemia. 

Tropical  abscess  of  the  liver,  usually  single,  occurs  in  patients  who  have  been  abroad 
and  have  had  dysentery,  whether  amoebic  or  bacterial.  The  early  symptoms  of  liver 
abscess  are  often  obscure,  malaise,  fever,  sweating,  rigors,  and  gastro-intestinal  disturbances 
occurring,  or  a  pleural  effusion  secondary  to  spread  of  infection  through  the  diaphragm, 
while  nothing  particularly  suggests  implication  of  the  liver.  As  a  rule,  complaint  of  dull 
pain  in  the  right  hypochondrium,  axilla,  or  shoulder  will  be  made.  The  diagnosis  of  this 
and  other  forms  of  suppuration  in  the  liver  is  discussed  on  p.  369. 
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Multiple  rigors  may  occur  from  septic  absorption  in  various  diseases  of  the  lungs,  the 
most  important  of  which  are  bronchiectasis^  and  advanced  pulmonary  tuberculosis  with 
secondary  pyogenic  infection  of  the  bronchi  or  tuberculous  cavities.  In  either  case  the 
sputum  will  be  abundant,  and  will  probably  contain  fragments  of  elastic  tissue  ;  it  is  sure 
to  be  offensive  in  bronchiectasis. 

High  or  irregular  fever  with  recurring  rigors  has  been  recorded  in  a  few  unusual  cases 
of  enteric  fever  (Fig.  241,  p.  565)  and  of  influenza  free  from  any  complication,  and  in 
erysipelas  (Fig,  245,  p.  568). 

Only  about  a  dozen  cases  of  rat-bite  fever  have  been  recorded  in  Great  Britain  so  far, 
but  it  is  probably  commoner  than  it  would  appear  to  be,  and  habitually  unrecognized. 
It  occurs  in  persons  who  have  been  bitten  by  rats,  or  by  ferrets,  cats,  or  weasels  that  have 
killed  rats  recently  :  the  rat-bite  heals  slowly,  and  after  an  incubation  period  of  from  two  to 
four  weeks  the  patient  begins  to  suffer  from  a  series  of  acute  febrile  attacks  at  fairly  regular 
intervals  of  a  few  days.  These  attacks  recur  for  from  two  to  ten  months  in  different 
instances  {Fig,  254).   The  onset  of  each  is  abrupt,  with  headache,  fever  up  to  102^-106=  F., 


Fig.  254. — ^Temiwraturc  chart  in  a  severe  cjjse  of  rat-bite  fever  ;  only  part  of  the  chart  is  shown  ;  the  recurrent 
attacks  extended  over  a  period  of  four  moutlis. 

malaise,  pains  all  over,  often  a  rigor,  severe  pain  and  swelling  in  some  of  the  muscles, 
recurrence  of  inflammatory  phenomena,  rarely  suppurative,  about  the  original  wound,  and 
urticarial,  measly,  patchy  erythematous  rashes  on  the  face,  limbs,  and  trunk.  Each  attack 
lasts  for  a  day  or  two,  the  patient  being  fairly  well  in  the  intervals  ;  during  the  attack 
a  varying  leucocytosis  is  common.  Rat-bite  fever  is  not  fatal ;  the  infecting  agent, 
though  <3ften  looked  for,  remains  unknown.  a,  J.  Jex-Blake. 

RINGWORM. — (See  Fungous  Affections  of  thk  Skin,  p.  246.) 

RISUS  SARDONICUS  is  the  fixed  unmirthful  grin  that  results  from  spasm  of  the 
muscles  of  both  sides  of  the  face.  The  angles  of  the  mouth  are  drawn  outwards  and  the 
eyelids  raised  by  tonic  contraction  of  the  same  muscles  as  produce  the  facial  expression 
of  smiling,  but  the  spasm  is  maintained  in  a  way  that  at  once  excludes  natural  smiling. 
The  chief  causes  of  the  condition  are  tetanus,  strj'chnine  poisoning,  malingering,  hysteria, 
catalepsy. 

Catalepsy. — The  differential  diagnosis  is  not,  as  a  rule,  difficult.  A  cataleptic  case 
is  chronic  ;  the  facies  is  by  no  means  always  that  of  smiling,  but  if  it  should  be,  then  the 
smile  is  a  fixed  one  ;  the  chief  characteristic  of  the  condition  is  the  maintenance  for  hours 
at  a  stretch  of  some  attitude  that  would  rapidly  fatigue  an  ordinary  person  ;  the  history 
and  the  associated  mental  symptoms  of  melancholia  or  dementia  point  to  the  diagnosis, 
and  tetanus  and  strychnine  poisoning  would  be  excluded  by  the  absence  of  tetanic  spasms. 

Hysteria  sometimes  takes  a  form  that  may  for  a  while  raise  doubts  as  to  strychnine 
having  been  taken,  but,  as  a  rule,  the  multiformity  of  the  contortions  points  to  the  correct 
diagnosis.  The  features  may  be  kept  fixed  for  a  time,  but  sooner  or  later  they  become 
twisted  into  all  sorts  of  shapes,  and  the  tonic  and  clonic  spasms  of  the  body  and  limbs  are 
not  in  any  way  regular,  as  they  are  apt  to  be  in  strychnine  poisoning  and  tetanus.  The 
patient  is  likely  to  be  a  woman,  and  there  may  be  a  history  of  previous  hysteria  (p.  465). 
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INTESTINAL       SAND 


1,  Miorosooiiical  apjiearanre  of  true  iiitr*<tinal  sand. 
Mi«T()scoi»ioul   appearance  of  fal<e  intestinal  siuid,  foUowint?  the  intn-stion  of  pears 

liij  pcnni.t.finn  from  '  The  Fa'ces  of  VhilJrrn  and  Adults.'     P.  J.  Cnmmidge. 
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During  a  quiescent  interval  it  may  be  found  possible  to  stroke  or  touch  the  patient  without 
bringing  on  a  convulsion,  whereas  in  strychnine  poisoning  and  in  tetanus  the  slightest 
touch  is  apt  to  evoke  a  violent  and  generalized  spasm,  even  opisthotonos. 

Malingering  may  take  the  form  of  imitated  convulsions,  during  which  the  features 
may  be  kept  fixed  in  one  position  or  another,  sometimes  in  that  of  smiling.  The  fixed 
voluntary  contractions  cannot  be  maintained  long,  however,  on  account  of  fatigue,  so  that 
althoiigh  there  may  be  some  doubt  at  first,  this  generally  disappears  soon.  The  patient 
is  usually  a  man  who  has  something  to  gain  by  malingering  :  a  night's  lodging  in  a 
hospital,  for  instance. 

Stryclinine  Poisoning  and  Tetanus  are  the  two  chief  causes  of  typical  risus  sardonicus. 
The  main  point  to  rely  on  in  distinguishing  the  two  is  the  history,  if  it  is  obtainable — the 
injection  of  an  overdose  of  strychnine  hypDdermically,  or  the  taking  of  a  rat-paste,  on  the 
one  hand,  or  the  occurrence  of  some  small  but  penetrating  wound  by  a  rusty  nail  or  earth- 
soiled  knife  or  stick  during  the  fortnight  preceding  the  symptoms,  on  the  other.  The 
absence  of  any  known  wound,  however,  does  not  exclude  tetanus.  If  lock-jaw  and  stiffness 
of  the  neck  are  prominent  features,  tetanus  is  more  probable  than  strychnine  poisoning, 
and  vice  versa.  In  strychnine  cases,  the  patient  will  either  die  quickly,  or  the  symptoms 
will  subside  rapidly,  whereas  in  tetanus  they  may  persist  unabated  for  several  days.  In  a 
few  instances  the  diagnosis  may  only  be  settled  by  the  discovery  of  strychnine  in  the  gastric 
contents,  or  of  tetanus  bacilli  (Plate  XXVIII,  Fig.  T,  p.  614)  in  anaerobic  cultivations 
from  the  infected  wound. 

It  only  remains  to  add  that  a  few  cases  of  facial  sckrodermia  may  simulate  risus 
sardonicus,  though  more  often  there  is  complete  smoothness  of  the  features  and  lack  of 
expression.  There  are  no  spasmodic  contractions,  the  condition  comes  on  gradually,  is 
permanent,  and  the  diagnosis  becomes  obvious  at  once  when  the  hard  smooth  skin  is 
palpated,  for  one  cannot  pick  it  up  between  one's  fingers.  Herbert  French. 

RUMINATION.— (See  Merycism,  p.  388.) 

RUPIA.— (See  Scabs,  below.) 

SALIVARY  GLANDS. — (See  Swelling  of  the  Salivary  Glands,  p.  694.) 

SALIVATION,  UNDUE.— (See  Ptyalism,  p.  542.) 

SAND,  INTESTINAL. — ^This  is  seen  in  the  motions,  especially  when  they  are  fluid 
and  the  patient  has  membranous  colitis.  It  is  like  the  finest  sea-sand  ;  its  colour  varies 
owing  to  varying  degrees  of  imbibition  of  fsecal  pigment.  Usually  it  is  red,  looking  some- 
thing like  fine  uric  acid,  and  it  varies  from  this  to  a  pale  dirty  yellow.  It  is  seen 
best  showing  up  against  the  white  of  the  bed-pan  in  which  it  lies.  Analysis  shows  that  it 
consists  of  from  30  to  70  per  cent  of  organic  matter,  doubtless  all  derived  from  the  faeces. 
The  inorganic  matter  is  invariably  nearly  all  calcium  phosphate,  with  traces  of  calcium 
oxalate,  magnesium,  iron,  and  perhaps  silica.  The  amount  of  sand  passed  in  a  day  may 
be  four  teaspoonfuls,  but  usually  it  is  much  less.  Many  patients  pass  it  for  years,  but  not 
always  constantly  even  then  ;  it  may  be  passed  daily  for  weeks,  and  then  for  weeks  none 
is  passed.  It  is  far  commoner  in  those  who  have  membranous  colitis  than  in  other  patients, 
but  it  has  been  seen  with  malignant  disease  of  the  large  intestine  ;  it  always  indicates  some 
organic  disease  of  the  colon.  It  must  be  distinguished  from  false  intestinal  sand,  which 
looks  very  like  it  and  may  be  found  in  the  motions  of  those  who  have  eaten  largely  of  pears. 
This  is  entirely  vegetable,  and  can  be  distinguished  easily  from  true  intestinal  sand  by 
microscopical  examination  {Plate  XXIII),  W.  Hale  White. 

SCABS. — The  scab,  or  crust,  one  of  the  secondary  cutaneous  lesions,  is  a  more  or  less 
irregular,  dried-up  mass  of  exudation  on  the  surface  of  the  skin.  It  may  be  produced  by 
the  desiccation  of  serum,  pus,  or  blood,  or  of  a  mixture  of  these  fluids,  and  commingling 
with  these  substances  there  may  be  epithelial  debris,  or  fat,  or  fungous  elements.  Scabs 
form  on  matured  vesicles,  bullae,  and  pustules,  on  ulcerations,  erosions,  and  on  every  kind 
of  excoriation,  pathological  or  traumatic.     If  the  exudation  is  thin,  as  sometimes  in  eczema. 
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they  are  soft  and  friable  ;  if  it  is  thick,  they  may  be  tougher  and  more  adherent,  and 
successive  layers  may  be  formed,  as  in  the  rupial  crusts  of  syphilis.  Scabs  composed  largely 
of  fungous  elements  are  more  or  less  friable,  and  these,  like  those  resulting  from  the  sebor- 
rhoeic  process,  may  partake  of  the  character  of  scales  as  well  as  of  scabs.  Such  formations, 
however,  as  for  example  the  '  crusts '  of  favus,  are  in  the  nature  of  scales  rather  than 
of  scabs,  and  are  noticed  elsewhere.  (See  Scaly  Eruptions,  p.  COl  ;  and  Fungovs 
Affections  of  the  Skin,  p.  246.) 

Scabs  vary  greatly,  not  only  in  consistence,  thickness,  and  adhesiveness,  but  also  in 
colour  and  in  form  ;  and  by  attention  to  these  differences  the  diagnosis  of  the  affections 
in  which  they  occur  may  be  assisted.  Some  guidance  may  also  be  obtained  from  the  con- 
dition of  the  surface  from  which  the  scab  has  been  removed  ;  it  may  be  dry  when  the  scab 
has  been  long  adherent,  as  in  some  cases  of  impetigo,  excoriated  as  in  eczema,  or  ulcerated 
as  in  rupia.  But  the  clinician  will  be  guided  much  more  by  the  primary  than  by  any 
secondary  lesion  ;  and  for  the  decisive  diagnostic  features  of  the  diseases  about  to  be 
mentioned,  the  reader  is  referred  to  the  articles  Macules  (p.  382) ;  Vesicles  (p.  753) ; 
BuLLiE  (p.  96)  ;  Papules  (p.  487) ;  Nodules  (p.  402) ;  and  Pustules  (p.  557.) 

In  irritative  herpes  the  vesicles  on  the  skin  shrivel  up  and  form  yellowish-brown  crusts, 
which  after  a  few  days  become  detached,  as  a  rule  leaving  no  scar,  but  only  a  brownish 
stain,  which  slowly  fades  away.  In  herpes  zoster  most  of  the  vesicles  which  do  not  abort 
reach  the  same  termination  ;  but  others,  instead  of  drying  up,  may  burst  and  discharge  a 
fluid,  which  then  forms  yellowish  or  brownish  crusts.  In  zoster  a  scar  is  produced  some- 
times. In  erythema  multiforme  there  is  often  considerable  scabbing,  as  is  mentioned  under 
Vesicles  (p.  758).  In  eczema  the  lesions  may  dry  up  either  into  scales  or  into  crusts. 
Crustation  is  usually  the  third  stage  in  the  evolution  of  the  disease,  the  discharge  from  the 
vesicles  drying  into  greyish-yellow  scabs  of  varying  thickness,  which  become  detached  and 
are  succeeded  by  others  until  the  •  weeping '  ceases.  When  the  lips  are  attacked,  they 
may  become  so  stiffened  under  layers  of  crusts  superimposed  one  upon  another  that  the 
patient  can  hardly  move  his  lips  without  fissuring  the  skin.  In  the  male,  the  '  bathing- 
drawers  '  area  may  be  so  covered  with  crusts  that  the  patient  cannot  walk  or  sit  doAvn 
without  breaking  them.  In  the  same  region  in  the  female  the  inflammation  and  crusta- 
tion may  be  even  more  severe,  and  the  scabs  may  be  marked  by  much  foulness.  One  of 
the  characteristic  features  of  what  is  called  papular  eczema  is  the  appearance  of  a  tiny  dome 
of  blood-crust  on  the  papules,  due  to  scratching.  In  sehorrhccic  eczema  there  may  either 
be  scaling,  or  the  squames  may  be  massed  into  fatty  crusts  (see  Scaly  Eruptions,  p.  601). 
The  scabs  in  eczema  ruhrum  are  extremely  thin,  like  goldbeater's  skin  ;  when  they  are  torn 
off,  a  red,  wet,  raw,  tender  surface  is  laid  bare.  The  crusts  of  scabies  may  be  distinguished 
from  those  of  eczema  by  their  being  isolated  and  distributed  irregularly,  instead  of  being 
grouped,  and  by  the  multiformity  of  the  lesions  with  which  they  are  mixed — vesicles, 
bullae,  pustules,  hsemorrhagic  scabs,  etc.  In  most  itching  diseases  there  will  be  found 
blood-scabs,  resulting  from  the  scratching  to  which  the  patient  is  provoked. 

In  cheiropompholyx  the  bullae  into  which  the  little  sago-grain  vesicles  run  dry  up  into 
crusts,  the  removal  of  which  reveals  a  surface  that  is  red  and  exquisitely  tender.  The 
appearance  and  sensitiveness  of  the  underlying  skin,  together  with  the  limitation  to  the 
hands  and  feet,  and  often  to  the  hands  alone,  will  help  the  diagnosis.  The  crusts  of  sycosis 
vulgaris  also  have  a  limited  distribution  ;  they  may  be  confined  to  the  upper  lip,  and  in 
any  case  they  do  not  extend  beyond  the  hair>'  parts  of  the  face.  They  are  brown  or  yellow 
in  colour,  thin,  and  distinctly  adherent. 

In  impetigo  contagiosa  the  scabs  which  are  formed  from  the  dried-up  fluid  discharged 
by  the  pustules  on  rupture  are  yellowish  ;  in  uncleanly  persons  they  are  brown,  or  even 
black.  A  characteristic  feature  is  that  they  have  around  them  no  hypera?mic  halo,  but 
look  as  if  they  might  have  been  stuck  on  artificially.  In  the  severe  form  of  the  disease 
styled  ecthyma,  however,  the  flat  irregular  scab  formed  from  the  ruptured  vesicles  is 
surrounded  by  a  more  or  less  pronounced  areola.  At  first  loosely  attached,  the  scabs  in 
impetigo  contagiosa  afterwards  become  so  firmly  adherent  that  their  removal  requires 
some  force  and  gives  rise  to  a  little  bleeding.  In  this  affection  there  is  what  may  be  called 
a  secondary  scab,  formed  by  the  drying-up  of  the  thick,  purulent  discharge — honey-like 
in  consistence  and  appearance — from  the  surface  left  raw  by  the  removal  of  the  earlier 
crusts.     The  reddish  stain  that  appears  when  the  lesion   heals  is  not  permanent.     In 
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pemphigus  vulgaris  the  crusts  into  which  the  buUse  shrink  are  brownish-yellow  ;  and  when 
they  fall  off  spontaneously  the  surface  beneath  is  not  raw,  as  in  impetigo,  but  is  found  to 
be  covered  with  newly-formed  epidermis,  at  first  purple,  afterwards  turning  brown,  and 
gradually  becoming  normal  in  colour.  When  the  area  covered  by  the  scabs  is  extensive 
there  is  an  unpleasant  sense  of  tension,  and  if  they  are  removed  prematurely,  excoriation 
may  be  caused.  In  the  more  serious  affection  known  as  pemphigus  foliaceus,  the  crusts 
are  yellowish,  and  as  the  disease  proceeds,  large  scales  are  formed.  In  pemphigus  vegetans 
the  foul-smelling  secretion  from  the  patches  of  affected  skin  forms  a  thin  crust,  which  can 
easily  be  stripped  off,  when  a  papillary  excrescence,  partly  covered  with  a  thin  stratum  of 
epidermis,  is  revealed.  The  process  usually  ends  in  gangrene  and  death.  The  excrescences 
are  distinguishable  from  the  condylomata  of  syphilis  by  always  being  surrounded  by  a 
zone  of  bullae,  while  condylomata  have  an  infiltrated  border. 

In  nerve  leprosy  the  bullse,  which  have  the  same  characters  as  those  of  pemphigus 
vulgaris,  form,  on  rupture,  a  large  crust,  the  removal  of  which  exposes  a  grey  surface  con- 
sisting of  altered  rete,  the  epidermis  being  cast  off  by  suppuration.  In  this  way  a  succession 
of  yellow  scabs  or  crusts  may  be  formed  and  fall  off,  leaving  at  last  a  granulating  surface, 
which  ultimately  is  converted  into  a  white  scar.  If  the  bullse  abort,  they  are  followed  by 
a  parchment-like  scale  instead  of  a  crust,  and  this  in  turn  gives  place  to  a  hyperaesthetic 
ulcer.  The  scabs  of  nerve  leprosy  have  some  resemblance  to  the  rupial  crusts  of  secondary 
syphilis,  but  there  is  little  danger  of  confusion  between  the  two.  The  rupial  crusts,  greenish 
or  blackish,  consist  of  several  successive  layers,  each  smaller  than  the  one  immediately 
below  it,  so  that  a  pyramidal  structure  is  formed,  somewhat  resembling  the  shell  of  a  limpet. 
This  very  characteristic  crust,  which  can  scarcely  be  mistaken  for  that  of  any  other  con- 
dition, and  distinguishable  from  the  psoriasis  rupioides  of  M*Call  Anderson  by  the  base 
being  ulcerated,  is  formed  from  pustules  usually,  but  may  follow  also  on  the  drying  up 
of  bullie.  The  scabs  in  secondary  yazvs  form  upon  the  yellow  heads  of  large  papules,  and 
beneath  them  are  found  reddish  raspberry-like  granulations  which  secrete  a  little  pus,  and 
after  a  time  become  pale  or  even  white.  Healing  usually  takes  place  beneath  the  scabs, 
which  fall  off  about  the  end  of  the  second  month  from  the  onset  of  the  secondary  rash. 
The  raspberry-like  granulations,  the  characteristic  lesion  of  yaws,  will  obviate  confusion 
between  these  crusts  and  those  of  any  other  affection.  The  crusts  of  lupus  vulgaris  are 
greenish-black,  like  rupial  crusts,  but  they  do  not  consist  of  layers  superimposed  upon 
each  other,  and  dotted  around  the  ragged  edge  will  be  seen  the  '  apple-jelly '  nodules 
which  are  the  '  note  '  of  lupus. 

In  small'pox  the  formation  of  scabs  on  the  pustules  begins  in  the  centre  and  causes  a 
secondary  '  umbilication '  ;  it  is  generally  attended  by  intense  itching.  In  from  three 
to  four  weeks  from  their  appearance  the  crusts  fall  off,  leaving  a  reddened  surface,  made 
uneven  by  scars  or  '  pits.'  The  true  nature  of  the  disease  will  have  been  discovered, 
even  in  doubtful  cases,  before  the  crust  stage  is  reached.  (For  the  differential  diagnosis, 
see  under  Pustules,  p.  557).  In  the  diagnosis  of  ulcers,  as  in  that  of  small-pox,  the  crust 
is  of  little  importance.  These  are  dealt  with  under  Ulceration  of  the  Face  (p.  735)  and 
Ulceration  of  the  Foot  (p.  735).  Malcolm  Morris. 

SCALY  ERUPTIONS.— -The  squame,  or  scale,  one  of  the  secondary  cutaneous 
lesions,  is  a  dry,  and  as  a  rule  laminated,  exfoliation  of  the  epidermis.  Disregarding  the 
slight,  imperceptible  desquamation  which  is  a  purely  physiological  process,  scales  may  be 
said  to  result  either  from  inflammation,  as  in  psoriasis  and  pityriasis  rubra  pilaris  ;  from  an 
abnormal  dryness  of  the  skin,  as  in  dry  seborrhoea  and  keratosis  pilaris  ;  or  from  an  earlier 
acute  hyperaemia,  as  in  scarlatina  and  other  erythematous  eruptions.  The  process  may 
consist  in  an  over-multiplication  of  the  epidermic  cells  or  in  interference  with  the  normal 
homy  transformation.  In  colour,  scales  are  ordinarily  while  or  grey,  either  dull  and 
lustreless,  as  in  seborrhoea,  or  silvery,  as  in  psoriasis  ;  but  they  are  sometimes  a  dirty 
yellow,  as  in  some  dry  syphilides,  or  even  reddish-brown,  as  in  oily  seborrhoea.  They  may 
be  large  and  thin,  as  in  pityriasis  rubra,  or  small  and  branny,  as  in  tinea  versicolor  ;  even 
in  the  same  affection  (e.g.,  pityriasis  rubra)  they  may  vary  greatly  in  size  in  different 
regions.  They  may  consist  of  a  single  layer,  as  in  squamous  eczema,  or  of  several  adherent 
strata,  as  in  psoriasis.  In  quantity  they  may  be  inconsiderable,  as  in  tinea  versicolor, 
or  most  profuse,  as  in  psoriasis  and  pityriasis  rubra.     Usually  they  are  dry  and  friable,  but 
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if  mixed  with  an  oily  secretion,  as  in  seborrhcea,  or  with  a  serous  or  seropurulent  discharge, 
as  in  eczema,  they  may  partake  of  the  nature  of  both  scales  and  crusts. 

A  brief  description  of  the  scales  met  with  in  various  affections  may  be  given  here  ; 
but  except  in  a  few  diseases  of  which  they  form  a  highly  characteristic  manifestation,  such 
as  seborrhoea,  psoriasis,  and  pityriasis  rubra,  they  have  little  diagnostic  value,  and,  as  I 
have  said  elsewhere  of  scabs,  diagnosis  must  usually  rest  upon  primary  rather  than  upon 
secondary  lesions. 

Sometimes  there  is  scale-formation  in  eruptions  due  to  the  internal  administration  of 
such  drugs  as  quinine  or  belladonna,  or  to  the  external  application  of  carbolic  acid,  iodine, 
etc.  ;  but  it  has  no  significance  in  diagnosis.  In  keratosis  pilaris  (xeroderma)  and  other 
forms  of  ichthyosis,  there  is  always  more  or  less  desquamation  of  the  dry  and  roughened 
and  sometimes  warty  skin  ;  but  here  also  it  is  without  diagnostic  import.  Of  the  scales  of 
scarlet  fever,  measles,  German  measles,  and  other  infectious  fevers,  again,  nothing  need  be 
said,  for  the  diagnosis  ought  to  have  been  settled  before  they  appear.  Nor  need  I  speak 
of  the  scaliness  of  tinea  tonsurans,  tinea  versicolor,  and  other  fungous  affections,  for  the 
differential  diagnosis  of  these  diseases  has  been  given  under  Fungous  Diseases  (p.  246). 
The  scales  of  papular  syphilides,  again,  have  been  described  under  Papules  (p.  487),  and 
the  diagnosis  of  the  lesions,  both  primary  and  secondary,  from  those  of  psoriasis  will  be 
found  in  that  article.  In  the  unusual  instances  of  urticaria  in  which  desquamation  is 
present,  it  is  so  slight  as  to  be  negligible.  In  most  forms  of  erythema,  scales  occur  ;  but 
here  again  they  have  little  significance  for  the  diagnostician,  and  it  will  be  sufficient  to 
say  that  in  erythema  simplex  the  desquamation  is  slight,  and  that  in  erythema 
scarlatiniforme  it  is  more  considerable.  In  lupus  erythematosus  the  central  scar-like 
depression  of  the  primary  eruptive  lesions  may  be  covered  either  with  thin,  papery,  greyish 
scales,  or  with  a  firmly  adherent  scab.  In  parts  furnished  with  sebaceous  glands,  the 
skin  will  usually  be  covered  with  small  adherent  scales  of  sebum,  which  at  the  margin  of 
the  patch  plug  the  dilated  orifices  of  the. glands,  so  that  numerous  comedones  are  formed. 
From  other  forms  of  erythema,  as  also  from  ringworm,  lupus  erythematosus  may  be  dis- 
tinguished by  the  slowness  and  persistence  of  the  process.  The  lesion  itself,  atrophic  in 
the  centre,  with  a  well-defined  red  border,  and  studded  with  plugs,  can  scarcely  be  mistaken 
when  it  appears  on  its  site  of  election,  the  face.  When,  however,  it  occurs  on  the  hands, 
it  may  mimic  chilblains  so  closely  that  only  the  lapse  of  time  can  make  the  diagnosis 
certain,  lupus  erythematosus  being  much  more  obdurate  to  treatment,  and  not  disappear- 
ing in  the  summer.  For  the  diagnosis  between  lupus  erythematosus  and  psoriasis,  see 
below  ;  for  that  between  lupus  erythematosus  and  lupus  vulgaris,  see  under  Nodules 
(p.  402). 

We  now  come  to  affections  in  which  scales  play  a  more  important  part.  In  seborrhoea 
sicca  there  is  an  excess  of  the  solid  fatty  constituents  of  the  sebum,  and  the  excreted 
material  takes  the  form  of  scaly  but  usually  somewhat  greasy  masses.  In  seborrhoea 
oleosa  there  is  an  abnormal  predominance  of  the  oily  part  of  the  sebaceous  secretion, 
which  dries  into  yellowish  or  reddish-brown  cakes  of  greasy  scales,  often  with  a  hyper- 
semic  base  and  a  fringe  of  papules  about  the  edge.  In  the  face,  oily  seborrhoea  is  more 
often  met  with  than  the  dry  form  ;  but  seborrhoea  generally,  though  it  may  occur  on 
the  trunk  and  limbs,  almost  invariably  begins  on  the  scalp.  When  not  limited  to  the 
scalp,  as  usually  it  is,  it  spreads  downwards  to  the  face,  round  the  neck,  the  chest,  the  centre 
of  the  back,  and  the  limbs.  In  the  light  of  this  preference  for  the  scalp,  and  the  downward 
extension  when  the  affection  is  not  confined  to  that  part,  a  typical  case  of  seborrhoea  is 
unmistakable.  In  cases  of  seborrhoea  which  resemble  psoriasis,  guidance  may  be  found 
in  the  scales,  which  in  the  latter  affection  are  silvery,  and  harder.  The  respective  starting- 
points  of  the  eruptions,  however,  furnish  a  safer  indication,  psoriasis  almost  always 
appearing  first  on  the  elbows  and  knees  and  spreading  upwards. 

In  typical  eczema,  scaling  forms  the  final  stage  of  the  pathological  process.  After 
the  initial  er\'thema  comes  the  exudation,  then  the  crustation  (see  Scabs,  p.  599),  next 
the  dry  stage,  and  lastly  the  desquamation,  the  epidermis  being  shed  in  scales  that  become 
progressively  thinner  and  smaller  until  only  a  brownish  stain  is  left  to  mark  the  site.  All 
the  stages  are  often  present  at  once  in  a  given  case.  Scaling  is  frequently  a  noticeable 
feature  when  there  is  a  predominance  of  erythematous  lesions,  as  it  is  also  in  eczema  follicu- 
lorum.     But  it  is  in  seborrhotic  eczema  that  this  phenomenon  is  most  prominent,  the  latent 
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catarrh  with  which  the  affection  begins  being  followed  by  the  agglutination  of  epidermic 
scales  which  are  thrown  off  in  the  form  of  large  lamellae.  In  some  cases  the  scales  may 
increase  in  quantity,  in  others,  as  is  mentioned  under  Scabs  (p.  599),  they  may  become 
massed  into  fatty  crusts  among  the  hairs.  The  differential  diagnosis  of  eczema  has  been 
set  out  in  the  articles  on  the  primary  lesions.  The  secondary  lesions  in  this  affection  may 
indeed  be  rather  a  hindrance  than  a  help  in  determining  its  true  nature,  and  in  doubtful 
cases  the  first  thing  to  do  is  to  remove  both  scales  and  crusts  in  order  that  the  under- 
lying lesion  may  be  examined  carefully.  As  between  eczema  and  psoriasis,  however,  just 
as  between  eczema  and  seborrhoea,  the  scales  afford  guidance  in  the  diagnosis  ;  while  in 
psoriasis  the  lower  layers  of  scales  are  whitish  or  silvery  and  hard,  in  eczema  they  are 
yellowish,  dull,  and  friable. 

In  psoriasis  the  scale  has  distinct  diagnostic  value.  It  enters,  indeed,  into  the  defin- 
ition of  the  disease  as  an  affection  of  the  skin,  characterized  by  flat,  dry  patches  of  varying 
extent,  covered  with  whitish,  silver-grey,  or  asbestos-like  scales.  The  scaliness  may  vary 
from  a  thin  film  to  a  dense,  heaped-up  mass.  If  the  scales  are  removed,  a  smooth,  dry, 
shining  hj'peraemic  surface  is  seen,  studded  with  spots  that  show  various  gradations  of  colour, 
from  a  deep  to  a  bright  red,  the  bright-red  points  being  the  tops  of  inflamed  papillae.  The 
eruption  appears  as  papules  of  pin-head  size,  at  first  red,  but  becoming  white  as  the  scales 
form.  Spreading  centrifugally,  the  papules  form  patches,  generally  roundish  or  oval  when 
small,  and  becoming  more  irregular  as  they  grow  larger.  They  may  remain  stationary  for 
a  long  time,  and  slowly  disappear,  or,  continuing  to  spread,  may  become  confluent.  While 
the  disease  is  active  the  individual  patch  is  encircled  by  a  narrow  zone  of  redness,  but 
when  it  is  not  spreading  this  fades  away.  Sooner  or  later  involution  takes  place,  and  the 
redness  which  the  lesions  leave  behind  them  soon  disappears,  though  in  protracted  cases  a 
brown  stain  may  persist,  and  in  rare  instances  there  may  be  superficial  atrophy.  The 
malady  may  come  and  go,  recrudescing  after  nearly  disappearing,  for  the  greater  part  of  a 
patient's  life.  It  is  often  most  abundant  when  the  patient  is  in  the  best  health,  and  may 
almost  or  quite  disappear  during  serious  illness.  In  distribution,  psoriasis  is  almost  invari- 
ably symmetrical.  Like  small-pox,  it  shows  a  marked  predilection  for  surfaces  that  are 
exposed  to  friction.  Almost  always  it  starts  on  the  tips  of  the  elbows  and  the  fronts  of  the 
knees.  After  the  extensor  aspects  of  the  limbs,  its  favourite  site  is  the  hairy  scalp,  and 
then  the  trunk,  especially  over  the  lumbar  region.  In  typical  cases  the  clinical  picture — 
the  patches  with  sharply  defined  border,  covered  with  hard,  shiny  scales  ;  the  hyperaemic 
surface  beneath,  dotted  with  red  points  ;  the  distribution  as  just  described  ;  the  unim- 
paired health,  the  natural  complexion,  the  proneness  to  attack  blue-eyed  fair-haired  persons, 
and  the  absence  of  exudation — scarcely  admits  of  misinterpretation.  In  all  these  particulars, 
except  the  unimpaired  health,  psoriasis  differs  from  eczema,  as  well  as  in  the  less  intense 
and  less  constant  itching  by  which  it  is  attended.  On  the  scalp,  while  psoriasis  usually 
occurs  in  patches  and  ends  abruptly  at  or  only  just  beyond  the  margin  of  the  hair, 
seborrhoeic  eczema  almost  invariably  extends  over  the  whole  surface,  and  often  involves 
the  face  and  the  neck.  Almost  always,  too,  psoriasis  spreads  upwards  from  its  sites  of 
election,  seborrhcric  eczema  downwards  from  the  head.  In  very  chronic  forms  of  eczema, 
in  which  there  may  be  no  history  of  '  weeping,'  the  diagnosis  from  psoriasis  may  be 
difficult.  In  all  doubtful  instances,  gentle  scratching  on  the  affected  surface  will  bring 
out  the  silvery  scales,  if  the  case  is  one  of  psoriasis. 

The  papular  stage  of  lichen  planus  may  be  mistaken  for  psoriasis.  In  lichen  planus, 
however,  the  eruption  shows  a  preference  for  the  flexor  aspects  of  the  wrists  and  knees  ; 
it  consists  of  shining-smooth  papules,  without  scales  ;  the  ground-tint  is  bluish-red  or 
violet  ;  and  the  patches  are  formed  by  the  aggregation  of  a  number  of  papules  instead 
of  by  centrifugal  extension.  In  doubtful  cases  the  whole  body  must  be  searched  for  the 
typical  lesions  of  either  disease. 

Lupus  erythematosus  differs  from  psoriasis  in  that,  in  the  former  condition,  the  scales 
are  not  abundant,  the  edge  of  the  patch  is  more  elevated,  the  cheeks  are  usually  attacked, 
as  they  are  not  in  psoriasis,  and  there  are  the  distinctive  plugs  in  the  orifices  of  the 
sebaceous  ducts,  as  described  earlier  in  this  article.  Scarring,  too,  may  be  found  in  the 
patch,  and  there  may  be  atrophy  of  the  ears. 

As  between  psoriasis  and  papular  syphilides,  the  diagnosis  is  given  under  Papui^s 
(p.  487).     The  heaped-up  crusts  of  the  condition  which  has  been  styled  psoriasis  rupioides 
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can  be  distinguished  from  the  rupial  lesions  of  syphilis  by  the  base  being  ulcerated  in  the 
latter  disease  ;  but  syphilis  mimics  everything,  and  cases  sometimes  occur  in  which  it  can 
be  distinguished  even  from  so  distinctive  an  affection  as  psoriasis  only  by  attention  to  the 
history,  and  by  the  discovery  of  other  lesions,  the  presence  of  cachexia,  the  influence  of 
salvarsan,  iodides,  and  mercury,  or  by  the  Wassermann  serum  test. 

In  pityriasis  rubra  the  whole  cutaneous  surface  is  always  inflamed  and  reddened, 
without  infiltration  or  thickening,  but  accompanied  by  profuse  desquamation  {Plate  XXIV), 
branny  on  the  head,  larger  flakes  from  the  trunk,  huge  scales  from  the  hands  and  feet. 
Pityriasis  rubra  may  occur  as  an  independent  disease — ^an  extremely  rare  event — or  may 
follow  in  the  wake  of  erythema  multiforme,  eczema,  psoriasis,  lichen  planus,  dermatitis 
herpetiformis,  and  certain  drug  eruptions.  Its  most  frequent  precursor  is  psoriasis.  The 
constant  and  profuse  desquamation,  the  papery  scales  and  sheets  in  which  the  epidermis 
is  shed,  are  important  diagnostic  signs  ;  others  are  the  vivid  redness  of  the  eruption,  the 
rapidity  with  which  it  is  diffused,  its  universality,  the  serious  impairment  of  health — some- 
times issuing  in  death — ^and  the  frequent  absence  of  itching.  From  eczema  it  is  distinguished 
by  the  absence  of  exudation  and  of  crusts  ;  from  psoriasis  by  its  rapid  spread  and  universal 
diffusion  ;  from  pemphigus  foliaceus  by  the  absence  of  loose  bullae  and  of  foul-smelling 
discharge,  the  less  severe  general  symptoms,  and  the  greater  amenability  to  treatment  ; 
from  lichen  ruber  planus  by  the  absence  of  papules,  as  well  as  by  its  rapid  extension  and 
involvement  of  the  whole  area  of  the  body. 

The  essential  lesions  of  pityriasis  rosea  are  patches  or  circles,  very  slightly  raised  and 
thinly  covered  with  small  scales.  The  eruption  usually  shows  itself  first  on  the  abdomen, 
though  it  may  begin  on  the  chest,  the  face,  or  the  arms.  It  spreads  less  rapidly  than 
pityriasis  rubra,  but  in  two  or  three  weeks  the  trunk,  the  face,  and  the  limbs  may  be 
covered,  and  though  occasionally  it  is  universal,  it  seldom  extends  below  the  elbow  or  the 
knee.  The  diagnosis  is  seldom  in  doubt,  the  characteristic  '  herald  patch  '  with  which 
the  rash  begins,  the  pale-red  tint,  the  slight  elevation  of  the  patches,  the  mingling  of 
maculate  and  circinate  lesions,  the  slight  degree  of  scaliness,  and  the  spontaneous  involu- 
tion, forming  a  distinctive  ensemble.  The  differences  it  presents  from  pityriasis  rubra  have 
been  indicated  above.  From  psoriasis  it  is  differentiated  by  its  less  inflammatory  character, 
the  more  rapid  onset,  the  slight  scaliness,  its  neglect  of  the  situations  most  vulnerable  to 
psoriasltic  attack,  and  the  absence  of  hyperaemic  spots  on  the  surface  beneath  the  scales. 
From  seborrhoea  corporis,  by  the  dryness  of  the  scales,  its  much  less  chronic  character,  the 
lesions  disappearing  spontaneously  in  a  few  weeks.  From  tinea  circinata,  by  the  large 
number  and  wide  distribution  of  the  lesions,  and  the  absence  of  the  fungus  which  is  the 
cause  of  cutaneous  ringworm.  From  the  maculo-papular  syphilide,  by  the  absence  of 
infiltration,  the  lighter  colour,  the  fact  that  the  palms  of  the  hands  are  usually  spared, 
and  the  lack  of  concomitant  syphilitic  signs. 

Pityriasis  rubra  pilaris  may  appear  in  the  form  of  scaly  patches,  resembling  psoriasis, 
on  the  palms  and  soles,  or  as  a  dry  eruption,  covered  with  eczematous- looking  crusts  ;  but 
the  papule  which  soon  appears  is  a  more  characteristic  lesion,  and  the  diagnosis  of  the 
condition  from  psoriasis  and  other  affections  will  be  found  under  Papules  (p.  488). 

Malcolm  Morris. 

SCLEROTICS,  BLUE.— (See  Fracture,  Spontaneous,  p.  2t2.) 
SCOLIOSIS.— (See  Curvature,  Spinal,  p.  153.) 
SCOTOMATA.— (See  Vision,  Defects  of,  p.  737.) 

SENSATION,  SOME  ABNORMALITIES  OF.— The  abnormalities  of  sensation 
met  with  in  disease  are  as  numerous  as  they  are  important  for  the  purpose  of  diagnosis. 
Under  Pain  in  the  Face  (p.  446) ;  Pain  in  the  Upper  Extremity  (p.  442) ;  and  Pain  in 
the  Lower  Extremity  (p.  438),  the  question  of  subjective  pain  in  relationship  to  diagnosis 
has  been  discussed,  and  reference  will  be  found  on  p.  4i4  to  another  subjective  abnormality 
of  sensation  to  which  the  term  '  acroparesthesia  '  is  applied. 

Wherever  sensory  loss  occurs,  it  should  assist  in  forming  a  conclusion  as  to  the  site  of 
disease,  even  if  it  does  not  indicate  clearly  anything  with  regard  to  its  nature.  In  order 
that  the  sensory  loss  may  give  the  necessary  information,  it  is  absolutely  necessary  that  the 
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PITYRIASIS        RUBRA 


Frt>m  '  J)i?fast's  of  tlw.  Skin,' 

by  kind  permisnion  of  Sir  Malalm  Morris,  K.C.V.O. 
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physician  should  ascertain  both  the  limit  and  the  nature  of  the  loss.  He  will  be  able  to 
judge  from  the  shape  and  locality  of  the  anaesthetic  area  whether  it  conforms  to  a  lesion  of 
a  peripheral  nerve,  a  spinal  root,  or  some  part  of  the  central  nervous  system.  Analysis 
to  show  whether  the  loss  is  uniform  to  all  forms  of  sensory  stimuli,  or  whether  it  is  limited 
to  one  or  two  forms  only,  will  provide  additional  information  for  diagnosing  the  situation 
of  the  lesion.     In  order  to  utilize  the  information  provided  by  the  shape  and  size  of  the 


tiral 


Fig.  -ir).^.— THE  Dlstkibutiox  of  sknsorv  Nerves  in  tiie  bKix. 

area  of  anaesthesia,  it  is  necessary  to  know  what  are  the  areas  on  the  surface  of  the  body 
which  correspond  to  the  distribution  of  peripheral  nerves  on  the  one  hand,  and  of  spinal 
segments  or  spinal  roots  on  the  other.  The  accompanying  diagrams  (Fig,  255  and  Plate 
XXV ,  p.  608)  supply  this  information  to  some  extent,  but  in  order  that  it  may  be  used 
to  the  best  advantage,  it  is  necessary  to  say  a  few  words  about  various  forms  of  sensory 
loss  due  to  lesions  in  different  parts  of  the  nervous  system.  Before  entering  upon  this 
part  of  the  subject,  we  may  explain  the  way  in  which  we  propose  to  use  the  terms 
anaesthesia,  analgesia,  and  thermo-ansesthesia. 

Ancesthesia  denotes  impairment  or  loss  of  the  cutaneous  sensibility  to  cotton-wool 
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'  Glove    and 


Cotton-wool   and    pinprick 


touch,  and  it  is  important  to  remember  that  parts  which  are  hairless  should  be  chosen  for 

accurate  examination. 

Analgesia  refers  to  impairment  or  loss  of  pain-sense,  the  adjective  '  superficial '  being 

applied  when  the  surface  pain  produced  by  the  prick  of  a  pin  is  interfered  with,  and  the 

adjective  '  deep  '  when  the  pain  usually  associated  with  pinching  or  squeezing  the  muscles 

and  deeper  tissues  is  no  longer  appreciated. 

Thermo-ancesthesia  indicates  loss  of  appreciation  of  heat  and  cold  ;    but  the  inability 

to  distinguish  between  things  which  are  warm  and 
cool  is  not  always  associated  with  equal  loss  of 
sensibility  in  distinguishing  between  objects  which 
are  ice-cold  and  really  hot. 

Disturbances  of  Sensation  in  Peripheral 
Nerve  Lesions. — The  afferent  mechanism  of  the 
peripheral  nervous  system  consists  of  the  following 
three  sub-systems  : — 

1.  Deep  Sensibility. — This  conveys  impulses 
excited  by  pressure  and  by  all  movements  of 
joints,  tendons,  and  muscles.  Painful  impulses 
derived  from  excessive  pressure  arc  also  carried 
by  this  sub-system.  By  its  means  a  healthy 
person  is  able  to  recognize  not  only  movements 
of  joints,  but  also  the  locality  of  the  stimulus  and 
the  direction  of  the  movement.  The  fibres  which 
conduct  these  sensory  impulses  run  mainly  with 
the  muscular  ner\^es,  and  are  not  destroyed  by 
division  of  the  sensory  nerves  to  the  skin. 

2.  Proiopathic  Sensibility, — This  sub-system 
responds  to  painful  cutaneous  stimuli  (pinpricks) 
and  to  the  more  extreme  degrees  of  heat  and  cold. 
The  appreciation  of  these  stimuli  is  vague  and 
inexact  as  to  the  locality  of  the  spot  stimulated. 

3.  Epicritic  Sensibility. — To  this  sub-system  is  due  the  power  of  perceiving  and 
locating  light  touches  (cotton-wool),  of  discriminating  between  two  points  applied 
simultaneously  to  the  surface,  and  of  recognizing  the  finer  grades  of  temperature  called 
cool  and  warm. 

It  has  been  shown  that  when  a  peripheral  cutaneous  nerve  is  divided  the  area  of 
epicritic  loss  is  greater  than  that  of  protopathic  loss  ;  in  other  words,  there  is  more  over- 
lapping of  protopathic  sensibility  than  of  epicritic 
sensibility  between  neighbouring  nerve  distributions. 
Thus,  if  the  ulnar  nerve  is  divided  near  the  wrist, 
there  is  complete  loss  to  touch,  superficial  pain, 
heat,  and  cold,  over  an  area  including  the  little 
finger  and  part  of  the  inner  edge  of  the  palm  of  the 
hand.  This  is  the  area  of  epicritic  and  protopathic 
loss.  But  epicritic  loss  extends  over  a  wider  area 
which  includes  half  the  ring  finger  and  more  of  the 
hand  {Fig.  257).     In  this  area  of  epicritic  loss  pain 

can    be    recognized   but   cannot    be   localized   exactly.    The  dark  area  represents  loss  of  epicritic  an.l  proto- 
u'l      !•    uj.   J.         u     •  J.  •    J.    J  J    ii_  !•         pathic  sensibility.     Tlie  line  indicates  tlie  limits  of 

while   light   touch    is     not    appreciated,   and    the     dlS-    epicritic  loss.     (After  Head  and  Sherren.) 

crimination  between  cool  and  warm  is  absent. 

Consideration  of  the  above  points  shows  how  important  it  is  to  define  accurately  the 
exact  nature  of  any  sensory  loss,  and  to  be  careful  that  the  appreciation  of  pressure  is  not 
mistaken  for  the  appreciation  of  light  touch.  If  tactile  sensibility  is  tested  by  the 
observer's  finger  or  with  the  head  of  a  pin,  the  results  will  be  vitiated,  because  pressure 
sensibility  is  at  once  brought  into  action. 

Another  important  diagnostic  point  depends  on  the  fact  that  protopathic  sensibility 
returns  some  months  before  epicritic  sensibility  in  the  process  of  regeneration  after  the 
division  of  a  peripheral  nerve.     During  the  stage  of  protopathic  repair  there  is  often  a 


Fig.    250.—  Peripheral    neuritis, 
stocking   anflosthesia.'       Cotton-w< 
sensibility  impaired  or  lost  over  the  dotted  areas. 
Tiiis  is  associated  with  iiyperalgesia  of  tlie  under- 
lying muscles. 


Fig. 


-Division  of  ulnar  nerve  at  the  wrist. 
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considerable  degree  of  hyperalgesia  in  the  affected  area  ;  that  is  to  say,  the  pain  produced 
by  a  pin-prick  or  a  scratch  is  out  of  all  proportion  to  the  nature  of  the  stimulus. 

So  far  we  have  dealt  with  the  disturbance  of  sensibility  produced  by  the  disease  or 
injury  of  a  single  nerve.  In  the  disease  known  as  peripheral  neuritis  the  sensory  disturb- 
ances are  very  characteristic,  and  consist  of  pain,  tingling,  tenderness,  and  cutaneous 
anaesthesia.  Spontaneous  pain  in  the  limbs  is  often  complained  of,  but  more  important  is 
the  intense  suffering  produced  by  movements,  and  especially  by  handling  the  limbs  or  by 
squeezing  the  muscles.  At  the  same  time  cotton-wool  touch  is  often  unperceived  on  the 
peripheral  parts  of  the  limbs,  particularly  in  what  are  known  as  the  glove  and  stocking 
areas  {Fig.  256).  This  combination  of  deep  hyperalgesia  and  cutaneous  anaesthesia  con- 
stitutes an  important  differential  sign  between  peripheral  neuritis  and  tabes  dorsalis,  in 
which  superficial  and  deep  analgesia  are  nearly  always  associated. 

Disturbances  of  Sensation  in  Lesions  of  the  Cord. — The  impulses  of  the  three 
peripheral  sub-systems — deep,  epicritic,  and  protopathic — combine  in  new  groups  soon 
after  they  enter  the  spinal  cord.  Some  impulses  cross  to 
the  opposite  side  immediately,  others  cross  after  running  a 
short  course  on  the  same  side,  and  others  ascend  to  the 
upper  extremity  of  the  cord  entirely  on  the  side  of  their 
entry.  This  rearrangement  may  be  summarized  briefly 
thus : — 

1.  Impulses  of  pain,  whether  excited  by  cutaneous 
stimuli  or  by  excessive  pressure,  run  together  in  the  spinal 
cord,  and  cross,  probably  soon,  to  the  opposite  side. 

2.  Impulses  of  temperature  of  all  degrees  cross  to  the 
opposite  side  and  are  closely  associated,  but  not  inter- 
mingled, with  those  of  pain  ;  the  impulses  of  heat  are 
also  separated  from  those  of  cold. 

3.  Impulses  excited  by  light  touch  and  by  pressure, 
and  those  which  subserve  their  localization,  accompany 
each  other,  cross  to  the  opposite  side,  probably  less  rapidly 
than  those  of  pain  and  temperature,  and  ascend  in  a  path 
which  is  distinct  from  that  of  the  latter. 

4.  Impulses  subserving  the  senses  of  passive  position 
and  movement  are  associated  with  those  of  tactile  dis- 
crimination     (compass 


points)  in  their  ascent 
of  the  cord  on  the  same 
side  as  their  entry. 
These  impulses  pass  up 
the  posterior  columns. 
The  accompanying 


Deep. 


I  Prnturt  and  if  ioeaiiaatUm." 
JPremure  I\iin.' 


1  Jfotvmenta  of  mu&elf.  Joint*  and  ^ 
I  fevdoiu,  Ouir  extent  and  direction, 

{Tactile  Diaeriminatton.- 


Epicritic.  \lAght  tomch  and  it§  localization. — " 

ITemperaiuree  (uVio'C)  .j 

J.  '^T    ■^.V'.''    ixw»*«,»^rt*^  {Temperaturea  {below  to*  and  above  U*C.)'"> 

diagram  represents  this  ^^^^^P^^f^^'Xcutaneouepain. -^ 


Ptr^kerdl, 
(JWtrve*) 


CeMral, 
{Spinal  Chord) 


Fig.  2o8,— Diagram  illustrating  tlie  <'ourse  of  the  sensory  impuls*e.^  p:is.sins?  from  tho 
peripheral  nerves  into  the  spinal  cord.  ^From  the  author's  arricle  in  Oshr'sj  Moi'.crn 
Mmicini',  vol.  vii.) 


rearrangement  of  im- 
pulses and  their  course 
in  the  spinal  cord. 

The  chief  points  of 
practical  importance  in 
clinical  work  to  be  deduced  from  the  above  considerations  are  as  follows  :  In  the  first 
place,  analgesia  resulting  from  a  cord  lesion  always  includes  deep  as  well  as  superficial 
pain,  and  so  differs  from  the  analgesia  produced  by  a  peripheral  nerve  lesion  in  which,  as 
we  have  seen,  superficial  analgesia  may  be  associated  with  deep  hyperalgesia.  Secondly, 
a  lesion  of  the  spinal  cord  may  abolish  the  appreciation  of  thermal  stimuli,  but,  if  it  does 
so,  the  discrimination  between  all  degrees  of  heat  and  cold  will  be  lost.  This  again  differs 
from  the  effect  of  some  peripheral  lesions.  In  the  third  place,  a  lesion  of  the  posterior 
columns  may  produce  loss  of  the  sense  of  passive  position  and  movement  without  any 
loss  of  tactile,  painful,  or  thermal  stimuli,  a  combination  which  does  not  obtain  as  the 
result  of  a  lesion  limited  to  the  peripheral  nervous  system. 

In  all  diseases  or  injuries  of  the  spinal  cord,  the  degree  of  sensory  loss  depends,  of  course 
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upon  the  severity  of  the  lesion.  On  the  other  hand,  the  distribution  of  the  sensory  loss  is 
of  the  greatest  importance  for  the  diagnosis  of  the  level  of  the  lesion.  The  distribution 
must  be  mapped  out  carefully,  and  then  compared  with  the  accompanying  diagram  (Plate 
XXV),  which  shows  the  sensory  areas  corresponding  to  the  different  spinal  segments. 

In  a  case  of  myelitis,  for  instance,  it  may  be  found  that 
sensation  is  perfect  above  the  level  of  the  umbilicus,  and 
impaired  on  the  trunk  and  legs  below  that  level  (Fig.  260).  We 
shall  be  justified  in  concluding  that  the  highest  point  of  the 
disease  corresponds  to  the  9th  dorsal  segment  of  the  cord. 
Take  another  example  :  fracture  dislocation  of  the  vertebrce  is 
common  in  the  cervical  region,  and  may  crush  the  spinal  cord 
at  the  level  of  the  7th  cervical  segment.  The  resulting  sensory 
loss  is  represented  in  the  accompanying  chart  (Fig.  261). 

In  testing  the  sensibility  of  the  skin  it  is  always  advisable 
to  work  from  the  anaesthetic  area  towards  the  normal,  and  to 
note  not  only  complete  anaesthesia,  but  all  modifications  of 
sensation.  For  instance,  bordering  on  the  region  of  complete 
anaesthesia  there  may  be  an  area  in  which  the  patient  is  able  to 
appreciate  a  touch  or  a  pin-prick,  but  in  which  he  describes  the 
sensation  produced  as  differing  from  the  natural  sensation 
elicited  by  these  stimuli.  Such  modifications  should  be  taken 
into  account  in  diagnosing  the  level  of  the  lesion. 

As  a  result  of  disease  or  injury  of  one  side  of  the  spinal 
cord,  a  symptom-complex  called  Brown-S^quard  paralysis  is  met 
with.  This  is  discussed  on  p.  496.  Fig,  204  (p.  497),  illustrates 
the  sensory  loss  in  a  case  of  this  kind. 

Syringomyelia  and  hcematomyelia  are  other  conditions  in 
which  dissociative  anaesthesia  is  common  (Fig.  262).  In  the 
former  disease  thermo-anaesthesia  and  analgesia  are  usually  found  first  in  the  arms  and 
thorax,  and  they  tend  to  spread  all  over  the  body.  In  rare  instances  they  begin  in  the 
legs  or  on  the  face.  Their  distribution  is  nearly  always  asymmetrical.  The  borders  of 
the  cutaneous  loss  are  not  sharp  but  shaded  off,  and  correspond  to  the  limits  of  spinal-root 


Fij.  t?59. — Comminuted  frac- 
ture of  the  Hacruni.  witli  injury 
to  the  3rd,  4th,  and  5th  »ac'ral 
roow.  Complete  lot*.-*  of  sensi- 
bilitj  to  touch,  super ticial  pain, 
heat  and  cold. 


Fig.  **M\ — Dorsal  mj'elitis  affectint?  the  cord 
as  high  ai?  the  9tli  dorsal  sejifment.  Tlie  shtuicd 
parts  are  insensitive  to  touch,  deep  and  super- 
ticial  pain,  and  all  de^'rees  of  temperature. 


Fig.  *2«;i.—Fra<"tu re-dislocation  of  the  cer- 
vical spine.  Tiie  shaded  ore^  represents  the 
loss  of  sensibility  to  touch,  pain,  heat  and  cold. 


areas.  On  the  other  hand,  charts  sometimes  show  regions  of  dissociative  anaesthesia  which 
correspond  laterally  to  one  or  more  root  areas,  but  do  not  cover  their  longitudinal  extent. 
For  instance,  the  sensory  loss  in  one  hand  may  be  limited  above  by  a  line  encircling  the 
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PLATE     XXV 

DIAGRAM       SHOWING       THE       RADICULAR       SENSORY      AREAS      OF 
THE       HUMAN       BODY 


4/ 

Copi/n'fjfif.  Itij  Dr.  K.  Farqtthar  Jiuzzar-.l. 

This  Jia^rram  has  boon  compilfMl  by  tlie  writer  from  a  study  of  similar  (.Iiai,'rams  published  b}'^  otherp, 
and  mollified  in  mvordauce  wttli  bin  own  experience. 

Altlioui,'li  tl)e  various  areas  depicted  in  the  diai^'ram  are  essentially  Itoot  Areas,  t!ie  information  they 
supply  can  be  used  clinically  for  the  purpose  of  loculi/in;.'  both  ratlicular  and  intramedullar}'  lesions.  It 
miLst  be  remembered,  however,  that  the  deductions  in  the  one  case  are  dilYerent  from  those  in  the  other. 
If,  for  instance,  the  chanicter  of  the  sen>orv  chantre  in  one  of  the*^e  areas  is  of  the  peripheral  type,  a 
radicular  U*sion  of  the  correspond in-^'  scLMnontal  level  may  tte  diagnosed  ;  if,  on  the  other  hand,  the  sensory 
loss  is  of  the  central  ty[»e  in  a  particular  -^kin  area,  the  spinal  le<ion  nuist  be  s(»ut:lit  at  a  level  several 
seLTinonts  hii.'lier  than  that  which  corresponds  to  the  sensory  area. 

For  practical  purpose^  it  is  important  to  remember  that  the  uppermost  level  of  sensory  chanire  (not  the 
upper  level  of  total  anak'oia^  should  lie  compared  with  the  neare<t  <'orre'^pondini.'  line  on  this  dia^Tam. 

If  employed  with  an  Intdli'.'cnt  aj>prr(iiitioii  of  thrsp  jioints,  the  dia'_rrain  is  of  nuicli  clinical  importance, 
but  it  ^liould  not  be  exploited  l>liinlly  a-  ;i  mechanical  i-alculator.  Individual  variations  alone  are  sullicient 
to  demand  a  considerable  inarLrin  of  error. 


'NUF'X  OF  m\V.S()<l<      To  farr  p.  »;()S 
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forearm,  so  as  to  give  it  the  appearance  of  a  glove  distribution.  Similarly,  on  the  face  a 
central  area,  including  the  nose,  mouth,  and  eyes,  may  preserve  its  sensibility  intact,  while 
the  surrounding  regions  are  completely  insensitive  to  painful  and  thermal  stimuli.  Thermo- 
ansesthesia  and  analgesia  are  sometimes,  but  not  always,  co-extensive.  Tactile  loss  also 
occurs,  but  usually  supervenes  in  the  later  stages  of  the  disease.  Subjective  sensations 
may  form  the  initial  evidence  of  the  disease,  and  may  be  thermal,  painful,  or  tactile. 
Lancinating  pains  and  cramps  are  described.  More  curious  are  the  subjective  sensations 
of  drenching  sweat  in  a  part  which  is  dry,  or  of  cold  in  a  part  which  is  quite  normal  in 
temperature. 

In  tabes  dorsalis  the  disturbances  of  sensation  are  numerous  and  characteristic.  Light- 
ning and  dull  boring  pains,  tingling,  numbness,  girdle  sensations,  and  various  painful 
crises  are  among  the  subjective  abnormalities.  Impairment  or  loss  of  deep  and  super- 
ficial pain  sensibility  in  various  parts  of  the  body  is  one  of  the  earliest  and  most  important 
physical  signs  for  the  purpose  of  diagnosis.  The  cutaneous  analgesia  is  generally  found 
on  the  legs,  and  often  also  in  the  root  areas  on  the  arms  and  thorax  corresponding  to  the 
C  8  to  D  5  segments  (Fig.  263).     Deep  analgesia  is  nearly  always  present  in  the  calf  muscles. 


Fig.  262.— Syringomyelia.    The    shaded     parts  '       Fig.    2tl3.— Eariy    tabes    dorsalis.    The    dotted 

show  the  areas  of  dissociative  anotsthesia,  i.e.,  of  areas  represent  a  characteristic  distribution  of  sen- 

thermo-aniBothesia  and  analgesia.    This  was  associ-  sory   disturbance.    The   loss  is  chiefly   to   painful 

ated  with  atrophic  palsy  of  the  upper  extremities.  stimuli,    and    the   superficial    analgesia   is   almost 

always  associated  with  deep  analgesia. 

Superficial  nerves  such  as  the  ulnar  may  often  be  found  insensitive  to  rolling  or  pinching. 
Delayed  sensibility  is  another  phenomenon  very  characteristic  of  some  cases  of  tabes 
dorsalis.  Hyperaesthesia  may  be  present,  especially  in  bands  around  the  abdomen,  when 
gastric  or  intestinal  crises  form  part  of  the  clinical  picture.  Intolerance  of  hot  or  cold 
water  on  any  part  of  the  skin  is  described  by  some  patients  suffering  from  severe  forms  of 
the  disease.  AUocheiria,  or  reference  of  a  sensory  stimulus  to  the  opposite  side  of  the  body, 
has  also  been  observed.  The  sense  of  position  and  movement  is  nearly  always  disturbed 
in  locomotor  ataxy,  and  this  results  in  varying  degrees  of  inco-ordination  and  in  the  pro- 
duction of  Romberg's  sign.  Astereognosis,  or  the  inability  to  gauge  approximately  the 
size  and  shape  of  objects  placed  in  the  patient's  hand,  is  another  common  sensory  defect. 

In  disseminated  sclerosis,  sensory  troubles  do  not  as  a  rule  constitute  so  prominent  a 
feature  as  do  the  motor  disabilities,  but  subjective  and  objective  changes  are  by  no  means 
uncommon.  Numbness  of  one  limb  lasting  a  few  weeks  or  months,  girdle  sensations,  and 
even  pains  of  a  neuralgic  type,  are  sometimes  complained  of.  I  have  known  transient 
hemiansesthesia  to  be  an  initial  symptom  in  one  case,  and  astereognosis  with  loss  of  sense 
of  position  on  one  side,  to  be  the  earliest  signs  of  disease  in  two  or  three  cases.  From  the 
diagnostic  standpoint  these  are  important  facts,  because  it  is  very  tempting  to  assume, 
erroneously,  that  such  sensory  phenomena,  occurring  alone  without  any  reflex  or  motor 
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signs  of  organic  disease,  are  hysterical  in  origin.     They  are  doubtless  due  to  patches  of 
disease  near  the  internal  capsule. 

This  brings  us  to  the  consideration  of  the  Abnormalities  of  Sensation  resulting  from 
Disease  of  the  Higher  Parts  of  the  Nervous  System.  Hemianaesthesia  is  a  common 
result  of  the  various  vascular  accidents  responsible  for  apoplexy  and  hemiplegia.  It  may 
be  present  with  or  without  motor  paralysis  and  with  or  without  hemianopia  ;  sometimes 
all  three  phenomena  are  associated  in  the  case  of  severe  lesions  of  the  internal  capsule 
and  optic  radiations.  In  most  cases  of  apoplexy  hemiansesthesia  is  slight  and  transient. 
Tactile  and  pain  sensibility  may  be  impaired,  usually  more  so  on  the  limbs  than  on  the 
trunk,  and  more  especially  in  the  distal  portions  of  the  arm  and  leg.  Even  when  touches 
are  perceived  they  are  localized  badly  by  the  patient.  In  lesions  of  the  optic  thalamus  the 
opposite  side  of  the  body  may  be  the  site  of  a  curious  sensory  disturbance  which  consists 
in  part  of  a  lowered  sensibility  to  painful  stimuli  and  in  part  of  a  great  exaggeration  of  the 
disagreeable  effects  produced  by  such  stimuli  when  they  are  perceived.  For  instance,  the 
patient  may  fail  to  recognize  a  light  pin-prick  so  well  on  the  affected  as  on  the  sound  side, 
but  a  scratch  may  produce  an  intensely  painful  sensation  referred  to  a  very  wide  area  and 

not  localized  to  the  spot  stimulated.  In  such 
cases  the  patient  often  complains  also  of  parox- 
ysms of  severe  pain  in  the  affected  limbs. 

The  hemiancBsthesia  of  hysteria  is  usually  far 
more  complete  to  all  forms  of  stimulation  than 
any  hemiansesthesia  due  to  organic  disease  of  the 
brain.  The  hysterical  patient  is  found  to  have 
lost  taste,  smell,  and  sometimes  even  hearing,  on 
the  anaesthetic  side.  The  visual  defect,  instead  of 
being  hemianopic  as  in  the  organic  cases,  is 
generally  a  marked  contraction  of  the  visual  fields, 
sometimes  amounting  to  blindness,  especially  in 
the  eye  corresponding  to  the  other  sensory  defects. 
Lesions  of  the  brain-stem  may  also  be  re- 
sponsible for  extensive  loss  of  sensation.  For 
instance,  thrombosis  of  the  posterior  inferior 
cerebellar  artery  gives  rise  to  a  localized  softening 
on  one  side  of  the  medulla,  which  produces 
thermo-anaesthesia  and  analgesia  on  the  same  side 
/'i^."-2Gj.— Thrombosis  of  left  posterior  inferior     of  the  facc,  and  on  the  trunk  and  limbs  of  the 

cerebellar    artery.    The    dotted    areas    show    the  ..         .,       /w:^-^    ^/uv        n^w^    „^^«^«,,    ^:c4-..»K 

regioDS    of    dissociative    anajsthesia,    i.e.,    loss    of       Opposite   Side    (Fig.   2(J4).      ThlS    senSOry    disturb- 

sensibiiity  to  pain  and  temperature  of  all  degrees.        ^ncc  is   somctimcs   Complicated    by    homolateral 

cerebellar  ataxy  and  cranial  nerve  palsies. 

So  far  we  have  dealt  chiefly  with  the  various  forms  of  lowered  sensibility,  and  have 
given  little  attention  to  perversions  of  sensation,  such  as  are  indicated  by  the  terms  hyper- 
cesthesia  and  parcBsthesia. 

Hypercesthesia  is  obser\'ed  in  cases  of  tabes  dorsalis  and  peripheral  nerve  lesions  as 
described  above,  but  it  is  also  met  with  in  other  conditions  of  organic  as  well  as  functional 
disease.  It  is  found,  for  instance,  in  root  areas  in  cases  of  vertebral  and  intra  vertebral 
disease.  In  spinal  caries  and  in  tumours  of  the  spinal  meninges ^  a  zone  of  hypersesthesia 
may  be  detected  just  above  the  area  of  anaesthesia  produced  by  the  compression  of  the 
cord,  or  it  may  precede  the  appearance  of  compression  signs.  The  increased  sensibility  is 
probably  caused  by  pressure  on,  or  irritation  of,  the  posterior  root  fibres.  A  similar 
phenomenon  is  a  frequent  accompaniment  and  sequel  of  an  attack  of  herpes  zoster. 
The  shape  and  situation  of  such  hyperaesthetic  zones  afford  a  clue  to  the  site  of  the  lesion. 
Hyperaesthesiae  as  well  as  paraesthesiae  are  among  the  earliest  signs  of  stibacute  combined 
degeneration  of  the  cord,  and  are  referred  by  the  patient  to  peripheral  parts  of  his  four  extrem- 
ities. They  may  precede  by  many  weeks  or  months  the  appearance  of  ataxic  or  spastic 
paraplegia  and  definite  areas  of  sensor^'  loss.  Similar  symptoms  are  also  complained  of  in 
not  a  few  cases  of  pernicious  anaemia  and  other  severe  blood  diseases,  probably  on  account 
of  scattered  degenerations  in  the  nervous  system  as  the  result  of  the  Anaemia  (p.  20). 

Neurasthenic  and  hysterical  states  are  responsible  for  hyperaesthetic  areas  which  have 


Digitized  by 


Google 


PLATE     XXVI 


SORE       TH  ROATS 


I.   Ordinary  hyptT.ciniic  M»rc  tlin>:it.       ||.    Mil-l  follirul.ir  t<»ii>illiti-.       |||.   Sr\cnT  follicular  (oiisilliii^, 
IV.   I.«  li-<i'l<(I   .jiiiiisy.       V.   Svphilitii-  sow  throat. 


INDIA    OF    IM*(;Nn,-lS  — 7V*   fact    /*.    t\U) 

Digitized  by 


Google 


Digitized  by 


Google 


SKODAIC    RESONANCE  611 

no  relation  to  central  or  peripheral  innervation.  In  neurasthenia,  especially  the  traumatic 
variety,  the  patches  are  usually  found  on  and  around  the  spine  and  over  the  scalp.  In 
hysterical  conditions  similar  patches  may  be  detected  in  the  mammary  and  ovarian  regions. 

Hyperaesthesia  in  connection  with  visceral  disease  has  been  referred  to  in  other  articles, 
such  as  those  on  Pain  in  the  Face  (p.  446) ;   Pain  in  the  Upper  Extremity  (p.  442) ;  etc. 

A  very  special  peculiarity  of  sensation,  known  as  Magnan's  sign,  is  met  with  in  sufferers 
from  the  cocaine  habit ;  it  consists  in  a  subjective  feeling  as  of  multiple  small  worms  creeping 
about  under  the  skin,  though  in  some  cases  the  patient  compares  his  sensation  to  that  of  fine 
sand  under  his  skin.  E.  Farquhar  Buzzard. 

SHIVERING  FITS.- (See  Rigors,  p.  594.) 

SHORTNESS  OF  BREATH. — (See  Breath,  Shortness  of,  p.  87.) 

SKIN  ERUPTIONS.— (See  Macules,  p.  382  ;   Papules,  p.  487;  Etc.) 

SKIN,   PIGMENTATION  OF.— (See  Pigmentation  of  the  Skin,  p.  527.) 

SKODAIC  RESONANCE. — When  there  is  a  basal  and  unilateral  pleuritic  effusion 
of  medium  degree,  the  pitch  of  the  percussion  note  over  the  upper  part  of  the  thorax  in 
front  is  often  higher  on  that  side  of  the  chest  on  which  the  effusion  is  than  on  the  other.  It 
is  not  a  question  either  of  impairment  of  resonance  or  of  hyper-resonance,  but  merely  of 
pitch.  This  higher  pitch  of  the  percussion  note  over  the  upper  lobe,  when  the  lower  lobe 
is  compressed  by  an  effusion,  is  named  '  Skodaic  resonance,'  after  the  observer  who  first 
drew  attention  to  it.  Its  importance  is  mainly  twofold  :  in  the  first  place  it  does  not  indi- 
cate disease  of  that  part  of  the  lung  which  affords  the  sign — for  instance,  the  fact  that,  in 
a  case  of  right-sided  effusion,  the  right  upper  lobe  gives  a  higher-pitched  percussion  note 
than  does  the  left  cannot  be  taken  as  evidence  that  there  is  a  lesion,  perhaps  tuberculous, 
at  the  right  apex  ;  in  the  second  place,  it  is  erroneous  to  suppose  that  skodaic  resonance  is 
obtained  only  in  cases  of  effusion  ;  its  occurrence  cannot  be  taken  as  proof  that  dullness  at 
the  base  is  due  to  fluid  there.  It  is  true  that  pleural  effusion  gives  it  not  only  in  most 
marked  degree,  but  also  most  commonly  ;  nevertheless  it  may  also  be  observed  in  some 
cases  of  basal  pneumonia  without  effusion,  or  as  the  result  of  compression  of  a  lower  lobe 
by  such  causes  as  subdiaphragmatic  or  hepatic  abscess,  hepatic  masses  such  as  carcinoma, 
gumma  or  hydatid  cyst,  great  enlargements  of  the  spleen  such  as  occur  in  leukaemia,  a  big 
heart,  a  pericardial  effusion,  or  a  mediastinal  or  pulmonary  new  growth. 

The  cause  of  skodaic  resonance  has  never  been  quite  decided,  and  many  theories  have 
been  propounded  about  it ;  clinically,  the  most  serviceable  view  is  that  anything  that 
lessens  the  degree  to  which  the  upper  lobe  is  stretched,  yet  without  actually  compressing 
it,  may  produce  a  rise  in  the  pitch  of  its  percussion  note.  Bilateral  compression  of  the 
bases  of  the  lungs  by  such  lesions  as  ascites,  presumably  causes  bilateral  skodaic 
resonance,  but  this  is  diflicult  to  determine,  because  the  latter  is  recognizable  only  when 
there  is  a  difference  of  pitch  between  the  two  sides. 

Skodaic  resonance  over  an  upper  lobe  when  there  is  some  lesion  affecting  the  lower 
lobe  on  the  same  side,  should  not  be  confused  with  the  tympanic  note  that  may  sometimes 
be  heard  over  the  other  parts  of  the  thorax.  Stomach  tympany  is  heard  normally  external 
to  and  below  the  precordial  region  over  an  area  known  as  Traube's  space,  which  is  bounded 
above  by  the  precordial  dullness,  behind  by  the  splenic  dullness,  and  below  by  the  rib 
margin.  When  the  stomach  is  dilated  there  may  be  an  abnormal  extent  of  this  gastric 
tympany  in  the  thorax.  When  the  transverse  colon  is  distended  with  gas,  or  when  it  is 
pushed  upwards  by  something  intra-abdominal,  it  may  produce  abnormal  areas  of  thoracic 
tympany,  particularly  in  the  lower  sternal  region  or  on  either  side  of  this.  Such  condi- 
tions can  scarcely  be  mistaken  for  skodaic  resonance,  for  the  latter  concerns  the  upper 
lobe,  and  is  not  a  definite  tympany,  but  rather  a  moderate  rise  in  the  pitch  of  the  ordinary 
percussion  note,  not  as  a  rule  obvious  till  the  two  sides  are  contrasted.  Herbert  French. 

SLEEPLESSNESS.— (See  Insomnia,  p.  320.) 

SMELL,  ABNORMALITIES  OF.— Abnormalities  of  the  sense  of  smell  fall  into 
three  main  categories,  namely  : — (1)  Too  great  sensitiveness  to  smells  which  actually  exist ; 
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(2)  Deficient  sensitiveness  to  smells  which  actually  exist ;  (3)  Subjective  sensations  of 
smells  which  do  not  exist. 

Too  great  sensitiveness  to  existing  smells  is  sometimes  a  nuisance  to  the  individual, 
but  is  seldom  a  sign  of  disease.  There  are  great  differences  in  the  powers  of  perception 
of  different  sensations  in  different  persons,  and  just  as  some  can  appreciate  very  slight 
differences  in  sounds  more  than  others,  so  can  some  detect  smells  that  are  indiscernible 
by  others.     This  is  natural  idiosyncrasy. 

Deficient  sensitiveness  to  actual  smells  is  often  but  the  obverse  of  the  above,  and 
no  sign  of  disease,  although  it  may  be  a  detriment  to  the  individual,  especially  in  certain 
commercial  pursuits  in  which  the  varying  qualities  of  products  are  judged  partly  by  smell. 
When  the  power  of  smell,  having  been  normal,  becomes  deficient  or  totally  absent,  the 
change  may  affect  one  nostril  only,  or  both.  The  condition  may  be  transient  or  persis- 
tent. The  commonest  cause  of  transient  anosmia  is  acute  nasal  catarrh,  whether  the  result 
of  an  ordinary  cold,  or  of  other  affections  such  as  hay  fever  (coryza  e  feno),  oncoming 
measles,  or  the  effects  of  drugs  such  as  iodide  of  potassium  or  arsenic. 

Persistent  anosmia  may  be  due  to  : — 

(a).  Inability  to  get  air  freely,  or  at  all,  through  the  nostril,  as  the  result  of : — 


Adenoids 

Polypi 

Dislocated  nasal  septum 

Nasal  septal  spur 


Hypertrophic  rhinitis 

Syphilis 

Necrosis  of  bones  in  the  nares 

Occluded  anteiior  or  posterior  nares. 


(b).  Alteration  in   the   olfactory  mucous   membrane,  so   that   it   no    longer    transmits 
impulses  to  the  endings  of  the  olfactory  nerve,  although  the  airway  is  free  : — 

Atrophic  rhinitis  I       Paralysis  of  the  fifth  nerve,  leading  to 

I  undue  dryness  of  the  mucosa. 

(c).  Abnormalities  of  the  olfactory  nerves  : — 

Congenital  absence  noxious  vapours,  ammonia,  or  snuff ; 

Hydrocephalus  or  part  of  a  general  peripheral  neuritis 

Olfactory  neuritis,  either  the  result  of  |      Post-influenzal  changes. 

(  overstimulation  locally     by     strong  I 

{d.  Cranial  lesions,  especially  haemorrhage,  thrombosis,  embolism,  softening,  injury, 
or  tumour  of  the  uncinate  gyrus,  which  is  the  centre  for  smell. 

(c).  General  nerve  diseases,  especially  : — 

General  paralysis  of  the  insane  |      Tabes  dorsalis 

(/■).  Hysteria. 

There  is  little  need  to  discuss  the  above  table  in  detail,  for  each  heading  speaks  for 
itself.  When  a  case  is  being  investigated,  the  history  is  very  important ;  it  is  ncjct  neces- 
sary to  examine  the  nose  carefully  through  a  speculum,  and  to  test  the  air-way  through 
each  nostril ;  if  there  is  any  local  lesion  it  will  generally  be  obvious,  and  only  after  local 
affections  have  been  excluded  should  conditions  in  groups  c,  d,  e,  and  f  be  discussed. 
Anosmia  will  seldom  if  ever  be  a  prominent  symptom,  except  in  connection  with  local 
affections  of  the  nose  ;  when  due  to  any  other  cause  there  will  nearly  always  be  some 
other  symptoms  which  will  attract  attention  more  than  the  anosmia  itself. 

Subjective  sensations  of  smeUs  wliicli  do  not  exist  externally  may  be  due  to  : — 
(a).  Offensive  or  purulent  inflammations  of  the  nose  or  of  the  air-cells  conununicating 
with  it,  especially  empyema  of  the  antrum  of  Highmore,  or  of  a  frontal  sinus. 
(b).  Local  thickening  of  the  meninges,  tumour  of  the  brain,  or  interference  with  the 

vascular  supply,  causing  irritation  of  the  hippocampal  region, 
(c).  An  aura  preceding  an  epileptic  seizure. 
(d).  Hysteria. 
(e).  Insanity. 
In  arriving  at  a  diagnosis,  it  is   chiefly  important  to    exclude  purulent   affections 
discharging  into  the  nose  ;   if  it  is  possible  to  state  with   certainty   that  the  abnormal 
sensations  have  no  such  organic  basis,  it  is  not  difficult  as  a  rule  to  decide  between  the 
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other  causes.  It  is  a  curious  fact  that  subjective  abnormalities  of  smell  are  apt  to  be 
associated  with  delusional  insanity  concerning  the  genital  organs,  in  which  the  prognosis 
is  not  free  from  acute  dangers.  Herbert  French. 

SNORING  may  be  a  very  troublesome  symptom  in  some  patients,  particularly  to 
those  who  have  to  sleep  in  the  same  room  with  them  ;  but  it  is  often  less  an  indication  of 
disease  than  merely  a  bad  habit.  Most  snorers  sleep  with  their  mouths  open,  and  breathe 
partly  through  the  nose  and  partly  through  the  mouth  ;  but  it  is  possible  for  snoring  to 
occur  with  the  mouth  completely  shut,  and  nothing  the  matter  with  the  nasal  passages. 
The  tendency  is  increased,  however,  by  any  obstruction  of  the  nasal  airway,  so  tliat 
particular  examination  should  be  made  for  such  lesions  as  undue  smallness  of  the  nares 
or  a  tendency  for  the  soft  parts  of  the  nostrils  to  collapse  on  inspiration,  deflected 
septum,  hypertrophic  rhinitis,  polypi,  adenoids,  acute  or  chronic  nasal  catarrh,  inflamma- 
tion of  the  accessory  sinuses  or  of  the  pharyngeal  tonsils,  or  even  a  fibrosarcoma  or  other 
neoplasm  of  the  nasopharynx.  Herbert  French. 

SORE  THROAT  may  be  due  to  one  or  other  of  many  different  causes  : — 


1.  Affections  of  the  TonsUs  : — 

Quinsy. 

Acute  Tonsillitis. 

(a).  With  reddening  and  swelling  only  : 
Acute  inflammation  due  to  various 
micro-organisms,  especially  to 
streptococci  ;  staphylococci  ; 
pneumococci ;  pneumobacilli ; 
diphtheria  bacilli ;  Hofmann's 
bacilli ;  Vincent's  spirilla  and 
fusiform  bacilli ;  spirochaeta 
(treponema)  pallida  ;  micrococci 
catarrhales  ;  bacilli  influenzae  ; 
tubercle  bacilli.  The  sore 
throats  of  scarlet  fever,  rheu- 
matic fever,  German  measles, 
and  measles  are  probably  not 
due  to  specific  micro-organisms, 
but  to  streptococci,  or  others 
of  the  bacteria  just  enumerated. 


(b).  With  redness,  swelling,  and  exuda- 
tion : 
Follicular  tonsillitis  due  to  strepto- 
cocci, etc.,  as  nliove 
Diphtheria 
Vincent's  angina 
Syphilis 

Kirkland's  disease,  or  epidemic  cer- 
vical adenitis, 
(c).  With  ulceration  : 

Phlegmonous    tonsillitis     due     to 

streptococci,  etc.,  as  above 
Syphilis 

Vincent's  angina. 
Chronic  Affections  of  the  Tonsils  : — 

Recurrent  inflammation   often   associ- 
ated with  adenoids,  or  tonsillar  hy- 
pertrophy, especially  in  children 
Primary  or  secondary  syphilis 
Vincent's  angina  (lioma) 

Squamous-celled     carcinoma     (epithe- 
Sarcoma  Gumma.        Tubercle. 


2.  Inflammatioii  of  the  Soft  Palate,  Uvula,  and  Fauces : — 


Gumma 

Squamous-celled  carcinoma 

Tubercle. 


Catarrh,  occurring  either  by  itself  or 
associated  with  any  of  the  varieties 
of  tonsillitis  enumerated  above 

3.  Affections  of  the  Pharynx : — 

Acute  catarrhal  pharyngitis  due  to  any 

of  the    micro-organisms    mentioned 

under  the  heading  of  acute  tonsillitis 
Chronic   granular  pharyngitis   due   to 

smoking  in  excess  ;    or  to  over-use, 

as  in  clergyman's,  costermonger's,  or 

stockbroker's  sore  throat 

4.  Laryngeal  Conditions,  espedaUy  : — 

Acute  catarrhal  laryngitis  due  to  any 
of  the  organisms    mentioned  above 
Tuberculous  laryngitis 
Syphilitic  laryngitis 

5.  Sore  Throats  the  result  of  the  Swallowing  or  Inhalation  of  Irritants  : 


Squamous-celled     carcinoma     of    the 

pharynx 
Post-pharyngeal  abscess 
Varicella 
Variola. 


Carcinoma  laryngitis 
Acute  perichondritis  of  the  arytenoid, 
thyroid,  or  cricoid  cartilages. 


Corrosives,  such  as  alkalies  or  strong 
acids 


Ammonia  vapour,  chlorine  fumes 
Hot  steam. 


6.  Mumps. 

7.  Acute  and  Subacute  Adenitis  of  the  lymphatic  glands  in  the  neck. 
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Notwithstanding  the  length  of  the  above  list  the  differential  diagnosis  of  a  sore  throat 
in  practice  is  not  difficult  as  a  rule.  Inquiry  into  the  history  and  inspection  of  the  parts 
locally  in  a  good  light  will  generally  serv^e  to  give  one  a  shrewd  notion  of  the  nature  of  the 
complaint.  The  chief  point  in  practice  is  to  determine  as  soon  as  possible  whether  the 
Klebs-Loffler  bacilli  of  diphtheria  are  present  or  not,  for  it  has  been  established  that  there 
is  no  kind  of  sore  throat  which  can  be  recognized  clinically  as  non-diphtheritic.  It  is  impor- 
tant that  swabbings  should  be  taken  from  the  inflamed  parts  and  examined  by  a  bacterio- 
logist both  directly  in  films  stained  by  Neisser's  method  or  one  of  its  modifications,  and  by 
means  of  cultures.  Similar  bacteriological  investigations  will  serve  to  determine  which  of 
the  organisms  mentioned  above  is  responsible  for  an  acute  or  follicular  or  ulcerative  sore 
throat  other  than  diphtheritic,  it  being  borne  in  mind,  however,  that  the  organism  should 
be  found  in  fairly  pure  cultures  if  it  is  to  be  regarded  as  causative  and  not  merely  as  a 
secondary  or  even  casual  infection. 

Affections  of  the  Tonsils. 

Quinsy  is  practically  always  asymmetrical,  one  tonsil  being  very  much  more  bulged 
than  the  other  ;  the  surface  is  reddened,  generally  without  follicular  suppuration,  and  the 
diagnosis  is  ultimately  confirmed  by  the  bursting  of  the  abscess. 

The  presence  of  Klebs-Loffler  bacilli  in  association  with  a  sore  throat  may  be  regarded 
as  conclusive  proof  that  the  lesion  is  diphtheria^  even  though  there  may  be  no  typical  diph- 
theritic exudate.  Diphtheria  having  been  excluded,  the  diagnosis  of  one  of  the  other 
varieties  of  acute  tonsillitis  is  rendered  possible.  The  frequency  with  which  acute  rheuma- 
tism is  associated  with  recurrent  tonsillitis,  especially  in  young  people  between  the  ages  of 
five  and  twenty,  should  always  be  borne  in  mind  ;  the  patient  may  or  may  not  have 
suffered  from  other  effects  of  acute  rheumatism,  such  as  joint  pains,  endocarditis  (evidenced 
by  the  bruits),  pericarditis,  pleurisy,  erythema  nodosum,  chorea  ;  or  a  history  of  such 
rheumatic  affections  may  be  obtained  in  other  members  of  the  same  family.  The  tonsiUitis 
is  benefited  by  sodium  salicylate,  but  by  no  means  to  the  same  extent  as  are  the  joint 
pains,  so  that  the  effect  of  treatment  is  not  by  itself  conclusive  evidence  of  the  nature  of 
the  complaint. 

When  acute  rheumatism  gives  rise  simultaneously  to  generalized  erythema  and  to 
tonsillitis,  there  will  be  very  considerable  difficulty  in  excluding  scarlet  fever,  especially  if 
there  has  been  considerable  nausea  or  actual  vomiting  ;  in  some  such  cases  the  diagnosis 
will  be  one  of  opinion  only  ;  that  which  was  regarded  at  first  as  acute  rheumatic  tonsillitis 
and  erythema  may  prove  to  have  been  scarlatina  after  all,  should  the  patient  presently 
develop  acute  nephritis,  or  if  other  members  of  the  family  develop  typical  scarlatina  ; 
the  occurrence  of  extensive  peeling  of  the  skin  is  not  conclusive  evidence  of  scarlatinal 
erythema  and  sore  throat.  If  the  patient  is  known  to  have  had  scarlet  fever  formerly, 
the  rheumatic  nature  of  the  case  is  more  likely. 

Follicular  tonsillitis  is  not  a  final  diagnosis,  for  it  may  be  due  to  various  different 
micro-organisms,  and  there  is  no  doubt  that  the  diphtheria  bacillus  may  produce  that 
which  to  inspection  presents  multiple  foci  of  pus  in  the  different  tonsillar  crypts  formerly 
regarded  as  characteristic  of  follicular  as  distinct  from  diphtheritic  tonsillitis.  The  only 
conclusive  proof  that  a  comparatively  simple  follicular  tonsillitis  is  not  diphtheritic  is 
bacteriological  examination.  If  clinical  points  alone  have  to  be  relied  on,  one  would  say 
that  the  higher  the  temperature,  the  greater  the  constitutional  disturbances,  and  the  more 
sudden  the  onset,  the  more  likely  is  it  not  to  be  diphtheria. 

VincenVs  angina  has  been  differentiated  bacteriologically,  cases  of  this  kind  having 
formerly  been  regarded  either  as  diphtheria  or  as  follicular  tonsillitis.  The  characteristic 
micro-organisms  present  are  elongated  fusiform  bacilli  symbiotic  with  spirilla  (Plate 
XXV 111,  Fig,  M),  The  disease  is,  as  a  rule,  more  resistant  to  treatment  than  are  other 
forms  of  acute  sore  throat,  so  that  what  has  originally  been  a  tonsillitis  with  exudation 
presently  becomes  an  ulceration  associated  with  remarkable  foetor  of  the  breath,  but 
without  that  tendency  to  fatal  termination  presented  by  most  other  varieties  of  acute 
ulcerative  or  phlegmonous  sore  throat.  The  disease  cannot  be  recognized  without  the 
aid  of  the  bacteriologist. 

Syphilis  may  cause  acute  soreness  of  the  throat  in  its  secondary  stages,  and  unless 
that  possibility  is  borne  in  mind,  one  may  diagnose  as  acute  simple  or  acute  follicular  ton- 
sillitis that  which  is  really  syphilitic.     There  is  more  or  less  pyrexia,  and  in  most  cases 
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As  seen  under  the  j'oth  inch  oil  immersion  lens. 
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A,  Miliaria,  early  rint,'  form;  B,  M:«laria,  onliiiary  riiiu'  form;  C,  Malaria,  mature  tertian;  D.  ^liiluria,  tertian, 
ready  to  sponilate  ;  E.  ilalaria,  cresceiitii* ;  F.  I'ilaria  embryo;  G.  Trypanosoma  (I  ambiense  ;  H,  J^ishman-Donovan 
bodit-*,  obtained  by  s[ilenic  pniu'tine;  I,  Spimcluvta  Obermeieri  of  relapiiiii,'  fever;  J.  .Spiroriireta  pallida  of  syjdiilis  ; 
K,  Tubercle  bacilli  and  j>us  cells  :  l,  Diplitlieria  bacilli  ;  M,  X'incent's  ani'ina,  S[)irilla  and  Fusiform  bacilli  ;  N,  Menin- 
i,'(K'occi  witliin  a  leucocyte:  O.  I'lU'iimocfH-ci  and  pus  cells;  p,  Stapliylo<'occi  and  pus  cells;  Q,  Streptocowi  and  pus 
cells;    R,  Cionococci,  in  and  out>i<le  of  pus  cells;    s,  Antinomyces;    T,  Tetanus  bacilli. 

(7'ltr  niii'jni/iotfiftn  o(  f  oitd  S  »''  much  less  (fian  (hal  of  the  rtmainJcr ;  the  rtUUive  inngnifJcaiions  arc  imlicalcd 
by  fhr  rtln/ivr  ,«/><.?  of  Ihr  white  cvrpuschs.') 
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there  will  be  tenderness  of  the  scalp  and  of  the  bones,  together  with  the  well-known 
roseolous  eruption  upon  the  skin  and  the  '  snail-track  *  ulcers  upon  the  pharynx.  The 
diagnosis  may  be  more  difficult  in  women  than  in  men,  for  in  the  latter  the  remains  of  the 
chancre  may  still  be  obvious.  Wassermann's  serum  test  may  assist  materially  in  the 
diagnosis  of  doubtful  cases. 

Chronic  affections  of  the  tonsils  in  children  are  nearly  always  the  result  of  recurrent 
acute  attacks  of  non-diphtheritic  tonsillitis,  generally  in  association  with  adenoids,  both 
affections  arising  from  the  habit  of  mouth  breathing.  Inspection  of  the  bulging  hyper- 
trophied  tonsils,  with  or  without  digital  examination  of  the  posterior  nasal  fossae,  will 
indicate  the  diagnosis.  In  an  older  person,  simple  hypertrophy  from  recurrent  tonsillitis 
becomes  progressively  less  common.  Chronic  tonsillitis  in  a  young  adult  may  be  diph- 
theritic, syphilitic,  or  due  to  Vincent's  angina,  the  diagnosis  between  these  being  arrived 
at  in  the  way  described  above.  It  may  be  mentioned  that  in  very  rare  instances  an  actual 
chancre  appears  upon  one  tonsil,  giving  rise,  unless  secondary  symptoms  are  present,  to 
much  difficulty  in  diagnosis  until  the  case  has  been  watched.  Malignant  disease  of  the 
tonsils,  whether  squamous-celled  carcinoma,  or  sarcoma,  is  fortunately  not  very  common ; 
when  it  does  develop,  its  comparatively  non-acute  course  and  its  unilateral  distribution 
with  progressive  ulceration  of  the  central  parts  and  overgrowth  of  the  edges  of  the  neo- 
plasm will  point  to  the  diagnosis.  A  gumma  of  the  tonsil  is  rare,  but  may  at  first  simulate 
squamous-celled  carcinoma  :  in  case  of  doubt  a  small  portion  of  the  suspicious  mass 
might  be  excised,  and  examined  microscopically  ;  or  if  operative  measures  were  not  to  be 
adopted  at  once,  potassium  iodide  or  salvarsan  might  be  administered,  and  the  lesion  would 
be  shown  to  be  gummatous  if  it  were  thereby  relieved  or  cured.  Tuberculous  ulceration  of 
the  tonsils  is  uncommon,  practically  never  primary,  but  nearly  always  preceded  by  both 
phthisis  and  tuberculosis  of  the  larynx.  The  diagnosis  will  be  indicated  by  the  discovery 
of  tubercle  bacilli  in  the  sputum,  though  it  should  not  be  forgotten  that  carcinoma  or 
gumma  might  affect  the  tonsil  in  a  person  who  has  phthisis. 

Inflammatioii  of  the  Soft  Palate,  Uvula,  and  Fauoes. 

This  may  be  seen  in  many  cases  of  common  cold  ;  in  association  with  acute  rheuma- 
tism ;  in  persons  who  have  recently  returned  to  town  from  a  holiday  ;  in  patients  who  have 
been  subjected  to  the  influence  of  motor-car  dust  stirred  up  from  the  roads  after  the  latter 
have  been  dry  for  about  three  days — a 
longer  period  of  dryness  seems  to  lead 
to  relative  disinfection  of  the  dust, 
whilst  rain  keeps  the  dust  from  rising, 
so  that  either  continuance  of  fine 
weather  or  a  return  to  wet  leads  to  a 
disappearance  of  the  sore  throats;  or 
in  those  who  are  subjected  to  the 
influence  of  relatively  concentrated 
microbes,  as  in  the  air  of  old-fashioned 
hospital  wards,  of  ill- ventilated  much- 
inhabited  rooms,  of  sewers,  and  the 
like.  Often  a  rim  of  acute  reddening  is 
to  be  seen  all  along  the  edge  of  the 
anterior  pillars  of  the  fauces,  and 
affecting  much  of  the  uvula  and  of  the 
soft  palate,  producing,  as  a  rule,  but 
little  pyrexia,  though  much  discomfort 
in  swallowing,  and  a  raspy  feeling  at 
the  back  of  the  mouth  on  first  waking  in  the  morning.  This  inflammation  of  the  palate 
and  fauces  may  or  may  not  be  associated  with  tonsillitis,  pharyngitis,  or  laryngitis  ;  it 
is  clearly  microbial  ;  and  doubtless  more  than  one  of  the  varieties  of  bacteria  mentioned 
above  may  produce  the  lesion.  The  diagnosis  of  the  fact  of  inflammation  is  obvious  on 
inspection  ;  that  of  the  nature  of  the  micro-organism  requires  skilled  bacteriological 
assistance. 

During  the  last  few  years  a  new  and  common  disease,  epidemic  in  character,  and  with 
acute   sore   throat,    fever,   and   enlargement   of  the   upper  cervical    glands    as    its  main 


Fi(j.  'N;"). — Temperature  chart  in  a  severe  case  of  Kirkland's 
disease  in  which  the  sore  throat  atkd  constitutio:ml  symptoms 
were  more  pronouncetl  than  the  cervical  a«ieaitis.  In  an  average 
case  the  temperature  lasts  le.vs  than  a  week. 
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symptoms,  has  been  described  by  Kirkland,  of  Cheltenham  ;  it  is  spoken  of  variously  as 
Kirkland's  disease,  the  Cheltenham  disease,  or  epidemic  cervical  adenitis.  In  some  respects 
it  resembles  diphtheria,  in  some  rheumatic  fever,  and  in  some  atypical  scarlatina  without 
rash,  but  it  differs  from  all  these  according  to  most  observers,  and  it  is  now  regarded  as  a 
specific  malady.  It  affects  young  and  old  alike,  is  very  infectious,  generally  occurs  in 
epidemic  form,  may  be  mild,  medium,  or  very  severe,  but  generally  ends  in  recovery. 
Starting  with  sore  throat  and  a  rise  of  temperature  to  102°  F.  or  higher,  the  patient  soon 
complains  mainly  of  extreme  tenderness  of  the  neck,  and  on  palpation  acute  tender  swelling 
of  the  parotid,  submaxillary,  and  jugulo-facial  glands  is  found  ;  the  swelling  may  be  very 
considerable,  but  it  generally  resolves  without  suppuration.  Fever  may  last  only  a  day 
or  two,  but  in  severe  cases  it  may  persist  for  a  fortnight,  especially  if  the  malady  relapses 
after  a  period  of  improvement  as  it  is  apt  to  do  {Fig.  265).  The  tonsils,  uvula,  fauces,  and 
pharynx  may  be  merely  red  and  injected ;  or  on  the  other  hand  there  may  be  an  exudation 
simulating  diphtheria.  On  cultivation  of  swabbings  from  the  throat  no  Klebs-Loffler  bacilli 
can  be  found,  but  as  a  rule  streptococci  in  abundance.  What  is  very  remarkable  is  that  in 
most  of  the  cases  the  heart  is  affected  during  the  illness,  but  without  producing  permanent 
valvular  changes  like  those  of  rheumatic  fever  ;  the  impulse  becomes  diffuse,  the  heart 
dilates,  there  is  often  a  local  systolic  mitral  or  aortic  bruit,  or  both,  and  the  pulse  may  be 
both  feeble  -and  intermittent.  There  is  seldom  albuminuria,  but  the  general  toxaemia  in 
severe  cases  may  be  enough  to  cause  delirium  and  temporary  coma.  There  are  no  definite 
joint  pains,  though  the  patient  aches  all  over.  Convalescence  is  generally  slow  at  first, 
two  or  three  weeks  elapsing  before  the  patient  begins  to  feel  anything  like  well ;  but 
complete  recovery  soon  takes  place  after  this. 

Gumma,  squamous-celled  carcinoma,  and  ttiberctUous  affections  of  the  fauces,  soft 
palate,  and  uvula  are  relatively  uncommon  ;  they  are  differentiated  in  the  same  way  as  has 
been  described  in  connection  with  tonsillitis. 

Affections  of  the  Pharynx. 

Acute  pharyngitis  may  occur  by  itself,  or  in  association  with  acute  tonsillitis  or  acute 
laryngitis,  and  in  either  case  it  may  be  due  to  any  of  the  micro-organisms  mentioned  above. 
The  differential  diagnosis  of  the  micro-organisms  is  carried  out  in  the  bacteriological 
laboratory.  The  fact  of  acute  pharyngitis  is  determined  by  careful  inspection  of  the 
structures  at  the  back  of  the  mouth. 

Chronic  pharyngitis  is  generally  the  result  of  excessive  smoking,  or  of  the  undue  use 
of  the  voice,  in  which  latter  case  it  may  be  associated  with  hoarseness  or  ready  tiring  of 
the  voice,  as  in  those  who  have  to  declaim  loud  and  long — clergymen,  stockbrokers,  coster- 
mongers,  public  orators,  and  others.  The  history  will  generally  point  to  the  nature  of  such 
a  case,  but  one  should  examine  the  sputum  and  the  lungs  for  evidence  of  tuberculosis,  and 
also  look  for  signs  of  syphilis  or  new  growth,  in  order  to  exclude  these  possible  alternatives. 

Post-pharyngeal  abscess  is  a  cause  of  acute  dyspncea  rather  than  of  soreness  of  the 
throat  ;  it  is  almost  confined  to  infancy  ;  after  three  or  four  years  of  age  the  disease 
becomes  almost  unknown.  It  might  be  simulated  by  spinal  caries,  in  which,  long  before 
there  is  soreness  of  the  throat,  there  is  severe  pain  in  the  cervical  region  of  the  spine, 
especially  on  movement. 

Chicken-pox  and  small-pox  may  each  produce  its  characteristic  eruption  in  the  mouth, 
pharynx,  and  oesophagus,  and  thus  give  rise  to  sore  throat ;  but  the  latter  symptom  will 
never  be  present  by  itself,  and  the  presence  of  the  cutaneous  papules,  vesicles,  or  pustules, 
will  indicate  the  diagnosis,  especially  if  there  have  been  other  similar  cases  in  the  neigh- 
bourhood. 

Laryngeal  Conditions. 

Acute  laryngitis  may  be  due  to  the  same  micro-organisms  as  acute  tonsillitis  ;  soreness 
of  the  throat  is  generally  less  complained  of  than  is  huskiness,  or  weakness,  or  loss  of  voice. 
The  nature  of  the  inflammation  is  determined  bacteriologically.  One  variety  of  acute 
non-diphtheritic  laryngitis  that  merits  special  mention  is  that  due  to  pyogenic  cocci — 
pneumococci,  streptococci,  staphylococci — ^which  in  a  few  cases,  in  addition  to  producing 
acute  superficial  inflammation,  also  lead  to  rapid  and  extreme  oedema  of  the  larj'nx,  with 
death  from  asphyxia  unless  tracheotomy  be  performed  speedily.  These  cases  have  been 
spoken  of  as  aaite  suffocative  oedema  of  the  larynx. 

Tuberculous,  syphilitic,  and  carcinomatous  lesions  of  the  lar\'nx  are  less  acute,  though 
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they  may  have  relatively  acute  exacerbations  or  become  secondarily  infected  with  pyogenic 
cocci  ;  their  diagnosis  depends  partly  upon  laryngoscopic  inspection — tuberculosis  and 
syphilis  being  bilateral,  whilst  new  growth  is  generally  unilateral ;  upon  examination  of 
the  sputum  for  tubercle  bacilli,  and  of  the  lungs  for  apical  physical  signs  of  phthisis  ;  upon 
the  beneficial  influence  of  potassium  iodide,  mercury,  or  salvarsan  ;  upon  Wassermann's 
syphilitic  serum  test ;  upon  microscopic  examination  of  small  excised  portions  ;  or  upon 
the  course  of  the  disease. 

Sore  Throats  the  Result  of  the  Swallowing  or  Inhalation  of  Irritants  and 
Corrosives  are  diagnosed  as  a  rule  by  the  history  ;  inquiry  will  generally  suffice  to 
indicate  that  some  irritant  has  been  taken,  or  there  may  be  direct  evidence  of  it  in  the  form 
of  eschars  on  the  lips  or  the  buccal  mucosa  ;  there  may  be  vomiting  and  haematemesis  ; 
analysis  of  the  gastric  contents  may  indicate  the  nature  of  the  poison  taken  ;  ammonia 
may  be  detected  by  the  smell. 

Mumps  and  Acute  Adenitis  of  the  Cervical  Lymphatic  Glands  may  each  produce 
marked  soreness  of  the  throat  in  addition  to  dysphagia,  stiffness,  discomfort,  and  pain. 
Mumps  is  not  difficult  to  diagnose  unless  its  possibility  is  forgotten,  in  which  case  it  might 
be  mistaken  for  acute  oedema  of  the  neck  or  other  similar  lesions.  The  way  in  which  the 
swelling  is  located  in  the  salivary  glands,  starting  on  one  side  and  spreading  to  both,  is 
often  pathognomonic.  Cervical  adenitis  might  simulate  mumps,  but  careful  palpation 
will  generally  enable  one  to  determine  that  the  swelling  is  not  in  the  salivary  but  in  the 
lymphatic  glands,  and  it  will  only  remain  to  decide  what  has  been  the  source  of  the  infec- 
tion. This  will  probably  have  been  from  some  inflammatory,  ulcerative,  or  malignant 
focus  in  connection  with  the  shoulders,  neck,  head,  face,  lips,  cheeks,  gums,  teeth,  tongue, 
fauces,  uvula,  palate,  tonsils,  pharynx,  or  nares  ;  the  differential  diagnosis  will  be  based 
upon  inspection  and  palpation  of  the  parts,  together  with  bacteriological  examination. 

It  only  remains  to  add  that  scarlet  fever  is  at  the  present  time  so  atypical  that  acute 
cervical  adenitis  may  really  be  of  scarlatinal  origin  without  any  scarlatiniform  rash  having 
been  observed  upon  the  skin.  One  would  naturally  look  for  evidence  of  desquamation, 
sore  throat,  bald  tongue,  albuminuria,  nephritis,  perhaps  otitis  media  ;  but  there  is  no 
doubt  that  some  cases  of  acute  cervical  adenitis  are  really  scarlatinal,  without  there  having 
been  any  other  sign  of  this  disease  except  pyrexia  and  sore  throat.  A  few  such  cases  prove 
rapidly  fatal,  and  they  have  recently  been  recorded  as  examples  of  acute  and  fatal  sore 
throat  corresponding  to  one  form  of  the  angina  maligna  of  the  eighteenth  century. 

Herbert  French, 

SORESy  PENILE. — Sores  on  the  penis  may  be  present  on  the  thin  mucous  covering 
of  the  glans  or  prepuce,  or  on  the  cutaneous  surface  of  the  body  of  the  penis  ;  they  are 
more  common  in  the  former  situation. 

Ulceration  in  the  neighbourhood  of  the  glans  penis  may  be  due  to  : — 

1.  Balanitis  4.  Chancre  i    7.  Tuberculous  ulceration. 

2.  Herpes  progenitalis  5.  Epithelioma  i 

3.  Soft  sore  ^  6.  Gummatous  ulceration      ' 

Balanitis. — If  inflammatory  processes  have  been  allowed  to  continue  beneath  the 
prepuce,  ulceration  and  excoriation  of  the  mucous  membrane  covering  the  glans  penis  or 
lining  the  prepuce  will  occur.  The  surface  of  the  glans  will  be  denuded  of  epithelium, 
and  the  process  will  be  accompanied  by  a  stinking,  purulent  discharge.  Multiple  shallow 
ulcers  are  formed,  rapidly  coalescing  and  causing  considerable  discomfort.  The  prepuce 
often  becomes  swollen  and  oedematous,  preventing  retraction,  so  that  a  condition  of 
phimosis  occurs  ;  care  must  then  be  exercised  in  diagnosing  a  simple  balanitis  from  one 
accompanying  acute  gonorrhoeal  urethritis  or  an  underlying  syphilitic  or  soft  chancre. 
With  an  acute  urethritis,  there  will  be  a  history  of  infection,  pain  along  the  course  of  the 
urethra  during  micturition,  and  perhaps  chordee  ;  further,  the  intracellular  gonococcus 
may  be  identified  in  a  stained  smear  of  the  discharge  {Plate  XXV Illy  Fig,  K,  p.  614). 

If  a  chancre  exist  under  the  swollen  phimosed  prepuce,  there  is  often  a  tender  spot 
about  the  corona  or  at  the  frjenum.  With  a  soft  sore,  consecutive  sores  may  appear  about 
the  orifice  of  the  prepuce,  whilst  the  inguinal  glands  are  much  more  likely  to  be  inflamed 
or  to  suppurate  than  with  simple  balanitis.  A  syphilitic  chancre  obscured  by  a  phimosis 
can  usually  be  felt  distinctly  under  the  skin,  and  causes  a  comparatively  small  amount 
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of  discharge,  whilst  the  inguinal  glands  become  enlarged  but  do  not  suppurate.  The  history 
of  the  date  of  infection,  Wassermann's  reaction,  or  the  subsequent  appearance  of  secondary 
symptoms,  will  help  materially  in  the  diagnosis.  Spirochaetes  may  be  found  in  the 
discharge. 

A  form  of  balanitis  which  is  frequently  very  obstinate  to  treatment  may  occur  in 
patients  the  subjects  of  gout  or  diabetes  mellitus. 

Herpes  Progenltalis. — Herpes  may  attack  the  genital  organs  as  part  of  a  herpes 
zoster  in  which  the  cutaneous  eruption  depends  upon  some  lesion  of  the  central  nervous 
system,  or  as  a  local  affection,  the  so-called  catarrhal  herpes.  The  disease  begins  as  a 
patch  of  erythema  on  the  inner  surface  of  the  prepuce  or  on  the  glans  penis,  followed  by 
the  appearance  of  vesicles  and  pustules  ;  the  latter  become  rubbed  by  the  clothes,  and 
form  small  ulcers.  Herpes  of  the  genital  organs  tends  to  recur,  so  that  a  previous  history 
of  a  similar  attack  is  often  forthcoming.  If  seen  during  the  vesicular  stage,  no  difficulty 
will  be  met  with  in  the  diagnosis ;  but  if  suppuration  has  followed,  it  must  be  diagnosed 
from  a  venereal  sore.  Soft  chancres  are  usually  deeper,  with  marked  edges  ;  their  base 
is  sloughing,  and  they  are  usually  accompanied  by  a  bubo,  which  is  exceptional  with  herpes. 
A  syphilitic  chancre  is  usuaUy  single,  indurated  and  raised,  and  is  accompanied  by  the 
typical,  multiple,  discrete,  amygdaloid  glands  in  the  inguinal  region.  It  should  be  remem- 
bered that  syphilis  may  become  inoculated  upon  a  herpetic  patch,  or  that  herpes  may 
appear  in  an  area  previously  inoculated  with  the  syphilitic  virus. 

Soft  Sores  or  Chancroids  of  the  penis  occur  almost  invariably  from  infection  during 
sexual  connection.  The  incubation  period  is  short,  a  vesicle  occurs  in  two  days,  and  this 
breaks  down  rapidly  to  form  a  rounded  or  oval  ulcer  with  sharply  defined  edges,  and  a 
yellowish  sloughing  base.  The  ulcers  appear  usually  on  the  mucous  surface  of  the  glans, 
fraenum,  or  corona,  and  are  most  often  multiple,  direct  inoculation  occurring  from  an  ulcer 
to  the  contiguous  part.  They  may  cause  rapid  destruction  of  tissue,  perforating  the 
fraenum  or  spreading  over  the  surface  of  the  glans.  The  soft  sore  must  be  differentiated 
from  others  occurring  on  the  glans,  and  above  all  from  a  syphilitic  chancre.  At  the  same 
time  it  must  be  remembered  that  besides  the  infection  with  chancroid,  a  simultaneous 
infection  with  syphilis  may  have  taken  place,  so  that  a  soft  sore  may  ultimately  become 
indurated  and  assume  the  character  of  a  primary  syphilitic  lesion.  The  chancroids  are 
multiple,  are  accompanied  by  a  good  deal  of  thin,  purulent  discharge,  and  by  a  painful 
swelling  of  the  inguinal  glands,  usually  of  one  side,  which  have  a  marked  tendency  to 
suppurate.  On  the  other  hand,  a  syphilitic  chancre  is  nearly  always  single,  is  raised  and 
indurated,  has  little  discharge,  and  is  accompanied  by  enlarged,  but  firm  and  indolent, 
glands  in  both  inguinal  regions  ;  the  incubation  period  of  a  syphilitic  chancre  is  from 
twenty -one  to  twenty-eight  days. 

The  multiple  ulcerations  caused  by  herpes  are  more  superficial,  and  rarely  cause  a 
bubo. 

Chancre — the  initial  lesion  of  syphilis — generally  appears  on  the  penis,  and  is  most 
common  in  the  neighbourhood  of  the  fraenum  or  coronary  sulcus.  A  chancre  appears 
about  twenty-five  days  after  infection,  as  a  reddened  patch,  which  becomes  raised  above 
the  surface  of  the  mucous  membrane,  with  distinctly  indurated  margins.  The  central 
part  breaks  down  into  an  ulcer,  discharging  a  thin,  purulent  fluid,  and  at  the  same  time 
the  inguinal  glands  of  both  sides  become  palpable,  slightly  enlarged,  but  discrete,  and  with 
no  tendency  to  suppurate.  The  chancre  increases  but  slowly  in  size,  or  may  occasionally 
become  smaller  without  any  treatment,  and  after  a  further  lapse  of  from  four  to  six  weeks 
the  typical  secondary  symptoms  make  their  appearance  ;  namely,  a  roseolar  rash  on  the 
chest,  abdomen,  face,  and  thighs,  general  adenitis,  and  mucous  patches  about  the  faucial 
pillars  and  tonsils.  The  diagnosis  of  the  primary  lesion  of  syphilis  frequently  presents 
no  difficulties,  the  indurated  character  of  the  sore,  the  date  of  its  appearance  after  infection, 
and  the  presence  of  firm,  indurated  glands  in  the  inguinal  region,  being  distinctive.  In 
other  cases  the  character  of  the  sore  is  by  no  means  distinctive,  and  it  is  necessary  to 
differentiate  it  from  other  lesions  of  the  penis.  If  the  sore  be  syphilitic,  the  secondary 
manifestations  of  the  disease  will  follow,  provided  that  the  doubtful  ulcer  is  not  treated 
as  a  chancre.  Thus,  in  any  case  in  which  syphilis  is  suspected,  but  not  wholly  certain, 
it  is  advisable  to  withhold  any  specific  treatment  for  syphilis  until  such  time  as  secondary 
symptoms   appear,   so  that   a  patient  may   not  be  condemned  to  the  lengthy  process  of 
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treatment  for  syphilis  until  the  diagnosis  is  absolutely  certain.  The  Spirochceta  pallida 
should  be  looked  for  in  scrapings  from  the  affected  parts,  but  too  much  reliance  should  not 
be  placed  upon  a  negative  Wassermann  blood-reaction  in  the  early  stages  of  the  disease. 

A  chancre  may  be  simulated  by  an  inflamed  soft  sore,  especially  if  the  latter  has  under- 
gone cauterization.  Soft  sores  are,  however,  frequently  multiple,  appear  within  a  few 
days  of  infection,  and  are  accompanied  by  painful  enlargement  of  the  inguinal  lymphatic 
glands,  which  are  particularly  prone  to  suppurate.  It  must  not  be  forgotten  that  a  double 
infection  may  have  occurred,  so  that  a  soft  sore  may  show  little  inclination  to  heal  or, 
becoming  indurated,  may  present  the  features  of  a  chancre  after  about  three  weeks,  and 
later,  the  symptoms  of  constitutional  S3rphilis. 

Epithelioma  of  the  penis  in  the  early  stage  may  be  confused  with  syphilitic  chancre. 
In  epithelioma  there  is  no  history  of  infection  ;  it  occurs  only  in  elderly  patients,  and  there 
is  frequently  a  greater  destruction  of  tissue  than  in  syphilis.  The  inguinal  glands  are  not 
enlarged  until  the  sore  has  been  present  for  some  weeks,  and  there  are  no  secondary  lesions 
such  as  the  faucial  ulceration  and  cutaneous  rash.  If  any  doubt  exists,  a  small  piece  may 
be  removed  from  the  edge  of  the  ulcer  for  microscopical  examination. 

Perhaps  the  greatest  difficulty  in  the  diagnosis  of  a  chancre  is  experienced  when  tho 
latter  is  hidden  beneath  an  inflamed  and  phimosed  prepuce.  There  is  a  purulent  and  foul 
discharge  from  beneath  the  (Edematous  and  swollen  prepuce  :  the  inguinal  glands  are 
enlarged  from  tht;  associated  sepsis.  If  a  chancre  is  present,  it  can  frequently  be  felt  as 
an  indurated  area  under  the  prepuce,  whilst  if  it  has  been  present  for  some  time,  the 
secondary  lesions  of  syphilis  may  be  present.  If  any  doubt  exists  in  an  elderly  patient 
as  to  whether  an  indurated  subpreputial  area  be  an  early  epithelioma  or  a  syphilitic  sore, 
the  prepuce  should  be  split  up  along  the  dorsal  aspect  under  anaesthesia,  the  ulceration 
inspected,  and  a  small  piece  submitted  to  microscopical  examination  if  necessary. 

Epithelioma  (squamous-celled  carcinoma)  is  the  most  common  form  of  malignant 
growth  of  the  penis.  It  arises  most  frequently  from  the  inner  aspect  of  the  prepuce,  or 
from  the  mucous  membrane  of  the  glans,  as  a  small,  raised  ulcer,  with  friable,  irregular 
edges.  It  is  rarely  present  before  the  age  of  forty,  and  frequently  occurs  on  the  site  of 
previous  ulceration  or  long-standing  irritation.  An  epitheliomatous  ulcer  increases 
gradually  in  size,  in  spite  of  various  forms  of  treatment,  and  with  it  is  frequently  associated 
glandular  enlargement  in  the  inguinal  area.  At  first  the  glands  may  be  enlarged  from 
septic  infection,  but  later  from  malignant  infiltration.  An  epitheliomatous  ulcer  may 
in  some  cases  be  confused  with  a  chancre  ;  but  the  friable,  irregular  edges  of  the  former, 
the  liability  to  bleed,  and  the  gradual  progressive  increase  in  size  in  spite  of  treatment  in 
an  elderly  patient,  should  give  rise  to  grave  suspicion  of  malignant  disease.  Microscopical 
examination  of  a  small  piece  removed  from  the  edge  of  the  ulcer  will  give  direct  evidence 
of  epithelioma. 

Gummatous  Uloeratioii  of  the  penis  occurs  occasionally,  resulting  from  the  disin- 
tegration of  a  small  gumma  of  the  glans  or  prepuce,  frequently  in  the  position  of  an  old 
scar.  A  gumma  commences  as  a  small,  elevated  nodule,  which,  if  left  untreated,  softens 
and  discharges  its  contents,  leaving  an  ulcer  bounded  by  thin  edges  and  with  a  yellowish, 
sloughy  base.  A  gummatous  ulcer  has  been  mistaken  for  a  primary  lesion  of  syphilis  ; 
but  the  absence  of  induration,  the  history  of  the  onset  and  of  a  previous  infection  with 
syphilis,  would  be  points  against  a  chancre.  A  second  infection  with  syphilis  is  by  no 
means  unknown,  especially  in  those  who  have  had  salvarsan  alone  in  the  treatment  of 
the  first  attack,  but  it  is  rare.  Occasionally  the  base  of  a  gummatous  ulcer  proliferates 
into  a  papillary  tumour  and  has  given  rise  to  a  suspicion  of  carcinoma  ;  the  diagnosis 
will  be  confirmed  by  the  behaviour  of  the  lesion  under  potassium  iodide,  when  a  tertiary 
syphihtic  affection  will  clear  up  rapidly. 

Tul>erculous  or  Lupoid  Uloeratioii  of  the  penis  is  rare,  and  is  generally  associated 
with  advanced  tuberculous  infiltration  elsewhere.  Tuberculous  ulcers  are  usually  shallow, 
with  thin  overhanging  edges,  painful  and  multiple.  The  infection  has  resulted  from  the 
rite  of  infantile  circumcision  by  the  Jewish  method.  R.  //.  Jocelyn  Swan. 

SORESy  PERINEAL. — ^Ulceration  may  be  present  in  the  perineum  as  the  result  of : — 

1.  Cutaneous  inflammations  or  injury  4.  Syphilis 

2.  Urethral  fistiilte  or  suppuration  5.  Epithelioma. 

3.  Prostatic  suppuration 
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Cutaneous  Inflammation  or  Injury. — An  ulcer  in  the  perineum  may  result  from 
direct  injury  to  the  area,  or  from  inflammatory  infection  of  the  sebaceous  or  hair  follicles 
of  the  cutaneous  covering.  An  ulcer  from  these  causes  may  be  placed  at  the  centre  or 
to  one  side  of  the  perineum,  is  movable  on  the  deeper  parts,  and  shows  no  track  into  which 
a  probe  can  be  passed.  In  women,  ulceration  of  the  perineal  area  may  be  associated  with 
gonorrhceal  or  septic  vaginal  discharge. 

Urethral  Suppurations  or  Fistulae. — ^During  the  progress  of  an  acute  urethritis,  a 
glandular  follicle  frequently  becomes  infected.  The  suppurative  process  leading  from 
this  in  the  bulbous  urethra  may  extend  towards  the  perineum  and  open  externally,  leaving 
a  small  flstula  which  may  or  may  nor  discharge  urine  during  the  act  of  micturition.  In 
a  similar  manner,  urinary  flstulae  may  result  from  inflammatory  processes  behind  a  urethral 
stricture,  and  in  an  old-standing  case  it  is  not  uncommon  to  And  a  urinary  calculus  in  the 
dilated  portion  of  the  urethra  behind  the  stricture.  When  the  urethral  suppuration  is 
acute  and  an  abscess  bursts  in  the  perineum,  the  diagnosis  will  be  quite  obvious,  and  the 
ordinary  treatment  for  an  abscess,  in  addition  to  that  of  the  acute  urethritis,  will  usually 
suffice  to  cure  the  condition. 

If,  however,  the  perineal  wound  discharges  urine,  it  will  be  found  that  this  occurs 
as  a  rule  only  during  the  act  of  micturition,  as  there  is  no  interference  with  the  vesical 
sphincter.  In  nearly  all  cases,  however,  a  stricture  of  the  urethra  will  be  found,  though 
not  necessarily  one  of  sufficient  degree  to  cause  severe  interference  with  micturition. 
Endoscopic  examination  will  show  the  presence  of  a  urethral  stricture,  whilst  behind  it 
can  be  seen  frequently  the  sloughy  granulations  denoting  the  position  of  the  urethral 
opening  of  the  fistula.  Occasionally  urine  drains  from  a  perineal  fistula  continuously, 
and  not  only  during  the  act  of  micturition.  In  these  cases  there  is  constant  soaking  of 
the  perineal  skin,  and  frequently  excoriation.  That  urine  should  leak  constantly  from 
the  fistula  denotes  interference  with  the  vesical  sphincter,  either  by  dilatation  behind  a 
tight  urethral  stricture,  by  the  presence  of  a  calculus  in  the  prostatic  or  membranous 
urethra,  or  by  actual  division  of  the  vesical  sphincter  following  some  operation,  such  as 
perineal  prostatectomy  or  perineal  lithotomy. 

Diseases  of  the  Prostate. — An  abscess  or  tuberculous  focus  in  the  prostate  may 
occasionally  discharge  in  the  perineum,  and  remain  as  a  sinus.  An  abscess  in  the  prostate 
arises  practically  always  from  some  infection  in  the  posterior  urethra,  from  venereal  causes, 
or  after  septic  instrumentation.  It  is  accompanied  by  urethral  discharge,  or  there  is  a 
history  of  a  recent  infection,  whilst  per  rectum  the  prostate  may  be  felt  to  be  inflamed, 
or  scarred  from  the  shrinkage  of  the  abscess  cavity. 

When  a  tuberculous  cavity  in  the  prostate  opens  in  the  perineum  there  is  advanced 
tuberculous  disease,  so  that  little  difficulty  will  be  found  in  arriving  at  a  diagnosis.  A 
tuberculous  prostate  is  ver>^  rarely  a  primary  condition,  but  in  most  cases  is  secondary 
to  disease  in  the  testis  or  bladder,  so  that  examination  of  these  organs  will  in  nearly  all 
cases  give  evidence  of  tuberculous  disease  and  indicate  the  nature  of  the  perineal  fistula. 
Palpation  of  the  prostate  per  rectum  may  reveal  the  rounded  nodular  deposit  of  tubercle 
in  the  gland. 

Syphilis  may  cause  ulceration  on  the  perineum  either  as  a  chancre  or  as  mucous 
tubercles.  A  chancre  on  the  perineum  is  rare.  It  forms  a  small  ulcer  with  slightly  indurated 
borders,  indolent  in  character,  and  accompanied  by  slight  enlargement  of  the  inguinal 
lymphatic  glands.  A  chancre  of  the  skin  does  not  possess  the  usual  features  of  a  genital 
chancre,  and  is  not  usually  diagnosed  with  certainty  until  the  secondary  lesions  of  syphilis 
become  apparent ;  but  an  ulcer  with  raised,  infiltrated  edges,  which  shows  no  tendency 
to  heal  under  aseptic  precautions,  should  always  give  rise  to  a  suspicion  of  syphilis.  The 
SpirochcEta  pallida  may  be  looked  for,  and  Wassermann's  serum  test  tried. 

Condylomata  may  be  present  about  the  perineum  in  association  with  active  syphilis. 
They  may  extend  from  the  anal  or  vulval  orifice,  and  form  oval  or  rounded,  flat-topped, 
sessile  masses,  covered  by  macerated,  greyish  epithelium,  or  they  may  be  ulcerated  on 
the  surface.     The  accompanying  signs  of  syphilis  will  indicate  the  diagnosis. 

EpitheUomatous  Ulceration  of  the  perineum  is  practically  only  seen  as  a  direct  spread 
of  a  growth  of  the  anus  or  vulval  area,  when  the  diagnosis  presents  no  difficulty.  An 
epithelioma  may  develop  in  the  scar  of  some  foraner  cutaneo^is  affection,  in  which  case 
an  ulceration  may  exist,  showing  the  usual  characteristics  of  a  cutaneous  epithelioma 


Digitized  by 


Google 


SORES,     SCROTAL  621 

namely,  gradual  progressive  increase  in  size,  raised,  friable  edges,  and  tendency  to  slight 
haemorrhages.  The  inguinal  glands  may  be  enlarged  early  from  inflammatory  absorption, 
or  later  by  infection  with  malignant  disease.  In  case  of  doubt  a  fragment  may  be  removed 
for  microscopical  examination.  /?.  //.  Jocelyn  Swan. 

SORESy    SCROTAL. — Ulceration  of  the  scrotum  occurs  in  association  with  : — 


1.  New  growth  : 

Epithelioma 
Papilloma. 

2.  Fistul8e. 


8.  Syphilis. 

4.  Testicular  disease  ; 
Inflammatory 
Tuberculous 


Syphilitic. 
Suppurating  cysts. 


Epithelioma  of  tlie  Scrotum,  commonly  known  as  ^  chimney-sweep's  cancer,'  is 
by  no  means  limited  to  this  avocation,  but  is  certainly  more  common  in  men  engaged  in 
work  in  which  they  are  exposed  to  much  irritation  from  solid  particles  or  from  noxious 
fumes.  Hence  the  disease  is  most  commonly  seen  amongst  chimney-sweeps,  employes  in 
gas-works,  paraffin  and  chemical  works,  and  coal-mines.  It  often  begins  as  a  small  sub- 
cutaneous nodule,  over  which  the  skin  is  thinned  and  adherent ;  the  nodule  enlarges  slowly, 
and  the  thinned  covering  gives  way,  to  form  an  ulcer  with  thickened,  irregular  edges  and 
a  tendency  to  bleed  on  slight  injury.  The  ulcerated  area  extends  both  radially  and  into 
the  tissues  of  the  scrotum,  later  involving  the  testes.  The  inguinal  lymphatic  glands 
become  enlarged  soon  after  active  ulceration  commences,  at  first  from  inflammatory  causes, 
later  from  malignant  infiltration.  In  other  cases  a  scrotal  epithelioma  begins  in  a  wart 
or  papilloma,  which  may  have  been  present  for  years  with  only  slight  increase  in  growth. 
These  soft  papillomata  are  not  imusually  the  starting-point  of  malignant  change,  when 
they  become  more  vascular,  whilst  the  surface  epithelium  becomes  thinned  and  easily 
excoriated.  A  small  amount  of  foul  discharge  is  present,  often  encrusted  into  a  scab, 
which  on  removal  leaves  an  ulcer  with  indurated,  everted  edges,  with  the  gradual  progress 
of  a  cutaneous  epithelioma.  Any  ulcer  on  the  scrotum,  especially  if  indurated  or  readily 
caused  to  bleed,  must  be  looked  upon  with  extreme  suspicion,  and  when  it  does  not 
improve  with  ordinary  antiseptic  medication,  should  be  widely  removed  without  waiting 
for  glandular  enlargement. 

Epithelioma  may  occur  in  the  scrotal  area  as  a  localized  recurrence  after  removal 
of  a  malignant  growth  of  the  penis  or  testicle.  Knowledge  of  the  previous  condition  for 
which  operation  has  been  performed  would  give  the  diagnosis. 

Fistulae  may  occur  in  the  scrotum  and  cause  ulceration.  They  are  most  common  in 
association  with  tuberculous  or  syphilitic  disease  of  the  testes  (see  below),  but  occasionally 
they  occur  from  urethral  extravasation,  or  burrowing  from  rectal  suppuration.  An  abscess 
may  form  and  open  through  the  scrotal  skin  from  a  peri-urethral  abscess  accompanying 
an  acute  urethritis  or  formed  by  septic  infection  behind  a  urethral  stricture.  In  either 
case  a  small  amount  of  urine  may  leak  through  the  opening  during  micturition,  whilst 
the  history  of  urethral  discharge,  or  of  difficulty  in  micturition  and  other  symptoms  of 
stricture,  will  point  to  the  diagnosis. 

Sypliilis  of  tlie  Scrotum  may  be  present  either  as  a  primary  chancre  or  as  a  mucous 
tubercle.  A  primary  chancre  in  this  situation  is  by  no  means  easy  to  recognize  unless  other 
signs  of  syphilis  are  present ;  but  the  presence  of  a  cutaneous  sore  which  does  not  show 
much  inclination  to  heal  under  non-mercurial  antiseptic  dressings  should  always  give  a 
suspicion  of  syphilis.  There  is  often  only  slight  induration  of  the  ulcer  compared  with 
that  of  a  penile  chancre,  but  the  edge  is  raised  and  of  a  rolled  appearance.  The  inguinal 
lymphatic  glands  are  enlarged  and  discrete,  and  some  five  to  six  weeks  after  the  commence- 
ment of  the  ulcer  the  usual  secondary  symptoms  of  syphilis  become  manifest. 

Mucous  tubercles  may  be  present  on  the  scrotum,  usually  on  the  femoral  aspect.  They 
may  extend  directly  from  the  anal  area.  No  difficulty  will  be  met  with  in  the  diagnosis, 
as  other  signs  of  syphilis  are  obvious. 

Testicular  Disease. — In  some  cases  extension  of  disease  in  the  testicle  may  involve 
the  coverings  of  the  scrotum,  and  may  even  perforate  them  to  form  a  scrotal  sore.  This 
sequence  occasionally  occurs  with  :  (1)  A  testicular  abscess  ;  (2)  Tuberculosis  of  the  testis  ; 
(3)  Gumma  of  the  testis. 

A  testicular  abscess  is  somewhat  uncommon,  but  may  arise  from  direct  extension  from 
the  urethra  via  the  vesiculae  seminales  and  vasa  deferentia  or  by  a  haematogenous  infection 
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during  the  course  of  a  specific  fever,  such  as  scarlet  fever,  mumps,  or  eiiterica.  It  may 
also  follow  chronic  torsio  testis.  With  urethral  disease,  the  primary  trouble  may  be  due 
to  gonorrhoea,  or  more  frequently  to  a  septic  urethritis  from  the  introduction  of  infected 
instruments,  and  is  thus  not  infrequent  in  cases  of  prostatic  enlargement  in  which  the 
patient  is  passing  his  own  catheter.  In  cases  in  which  the  infective  process  extends  from 
the  urethra,  the  epididymis  is  affected  first,  whilst  in  the  metastatic  cases  the  body  of  the 
testis  usually  shows  the  first  sign  of  enlargement.  These  acute  inflammations  of  the  testis 
occasionally  suppurate,  when  the  scrotal  tunics  become  inflamed  and  adherent,  whilst 
softening  occurs  later,  and  unless  surgically  relieved  the  abscess  opens  through  the  skin, 
leaving  an  ulcer,  and  a  sinus  discharging  pus. 

Tuberculosis  of  tfie  testicle  may  occur  as  a  primary  disease  or  as  a  secondary  deposit  in 
association  with  tuberculosis  elsewhere  in  the  genito-urinary  tract.  Testicular  tubercle 
almost  always  begins  as  a  nodule  in  the  epididymis,  but  in  the  later  progress  of  the  disease 
may  extend  into  the  testicle  proper.  If  the  tuberculous  nodule  progresses  rather  than 
undergoes  cure,  the  scrotal  skin  becomes  adherent,  thinned,  and  finally  perforated,  leaving 
a  shallow  ulcer  with  thin,  undermined  edges,  and  discharging  thin  pus.  Occasionally 
the  necrotic  tubules  of  the  epididymis  fungate  through  the  opening  in  the  scrotum,  appear- 
ing as  a  greyish,  sloughy  projection  from  the  cutaneous  opening — the  so-called  '  hernia 
testis.' 

A  gumma  of  the  testis  causes  a  swelling  in  the  body  of  the  testis  rather  than  in  the 
epididymis.  A  gumma  which  remains  unrecognized  or  untreated  may  soften  and  ulcerate 
through  the  scrotal  skin  in  a  manner  similar  to  tuberculous  disease,  leaving  a  clearly-defined 
ulcerated  area  with  sharply-cut  margins,  and  a  wash-leather-like  sloughy  base.  The 
gummatous  granulation  tissue  may  fungate  through  the  scrotal  aperture,  forming  a 
yellowish  necrotic  mass. 

The  diagnosis  of  these  three  conditions  may  produce  some  difficulty  in  the  earlier 
stages  (see  Swelling,  Scrotal,  p.  696),  but  in  the  advanced  stage  now  under  consideration, 
when  an  open  scrotal  sore  is  present,  the  diagnosis  is  easier.  The  opening  of  a  testicular 
abscess  on  the  scrotum  leaves  a  small  sinus  discharging  pus  and  accompanied  by  a  general 
enlargement  of  the  organ.  Preceding  the  rupture  of  the  abscess  there  is  acute  pain  in 
the  testicle,  with  rise  of  temperature,  rigors,  and  general  signs  of  suppuration,  which  are 
much  diminished  as  soon  as  the  abscess  is  allowed  to  burst.  There  is  often  a  urethral  dis- 
charge, which,  however,  is  often  much  lessened  with  the  onset  of  the  acute  epididymitis, 
with  distinct  thickening  of  the  cord  and  aching  pain  in  the  neighbourhood  of  the  external 
abdominal  ring,  or  in  metastatic  cases  the  abscess  occurs  during  the  progress  of  an  acute 
fever.  The  general  history  is  one  of  acute  pain  commencing  in  the  testicle,  with  rapid  and 
extremely  tender  swelling  of  the  organ,  followed  by  abscess-formation. 

In  tuberculosis  of  the  testis  the  progress  is  much  more  gradual.  A  nodule  may  have 
been  present  in  the  epididymis  for  some  time,  gradually  enlarging,  but  causing  very  little 
pain  ;  in  some  cases  a  nodule  may  have  been  present  for  months  without  any  apparent 
change,  and  then  it  may  enlarge  suddenly,  involve  the  scrotal  tunics,  and  discharge  its 
contents.  By  the  time  the  disease  has  reached  this  stage,  it  is  probable  that  evidence  of 
tuberculous  trouble  will  be  found  in  other  organs,  particularly  the  other  testis,  prostate, 
seminal  vesicles,  or  bladder.  The  affected  testicle  usually  presents  several  nodules  in 
the  epididymis,  tender  on  pressure,  whilst  small  nodules  may  also  be  felt  in  the  vas 
deferens. 

The  opening  remaining  from  the  discharge  of  a  gummatous  orchitis  is  usually  a  rounded 
ulcer  with  sharply-cut  edges  and  yellowish  base.  The  whole  testis  is  enlarged,  practically 
painless,  and  feels  heavy.  The  cord  is  not  thickened,  and  there  is  no  evidence  of  disease 
in  the  other  testicle,  prostate,  or  seminal  vesicles.  There  is  probably  a  history  of  syphilis, 
and  other  tertiary  syphilitic  lesions  may  be  present  elsewhere,  such  as  gummatous  peri- 
ostitis. Strong  evidence  of  the  syphilitic  nature  of  the  disease  is  often  obtained  by  the 
result  of  treatment  with  large  doses  of  potkssium  iodide,  alone  or  in  combination  with 
mercury  or  with  salvarsan,  when  a  gumma  diminishes  in  size  with  marked  rapidity.  It 
should  be  remarked,  however,  that,  as  in  two  cases  under  the  writer's  care,  testes  which 
are  subsequently  removed  and  found  to  contain  large  gummata,  may  show  no  improvement 
before  operation,  even  under  large  doses  of  iodides,  though  the  Wassermann  test  may 
be  positive. 


Digitized  by 


Google 


SPEECH,     ABNORMALITIES    OP  623 

A  hernial  protrusion  of  necrotic  testicular  tissue  may  be  present  either  with  tuber- 
culous disease  or  from  a  gumma.  In  tuberculosis  the  mass  is  greyish  and  necrotic,  dis- 
charging thin  pus,  and  there  will  be  sufficient  evidence  of  tuberculous  disease  in  the  under- 
lying testis  and  other  genital  organs.  Tubercle  bacilli  may  be  found  in  the  discharge.  A 
distinctive  feature  of  the  gummatous  hernia  testis  is  found  in  the  appearance  of  the  cutan- 
eous opening  ;  if  the  f ungating  mass  be  pushed  aside,  the  opening  in  the  scrotal  skin  will  be 
seen  to  be  cleanly  cut  and  to  encircle  the  protruding  tissue  tightly.  The  fungating  hernia 
testis  of  tubercle  or  syphilis  must  also  be  diagnosed  from  other  conditions  producing  a 
raised  tumour  on  the  scrotum.  An  epithelioma  of  the  scrotum  has  raised  borders,  but  the 
centre  is  excavated,  and  there  is  rarely  any  enlargement  of  the  testis.  A  sloughing  papil- 
loma of  the  scrotum  may  more  nearly  reproduce  the  appearance,  but  the  tumour  and  the 
skin  are  freely  movable  on  the  underlying  testis,  whilst  in  hernia  testis  the  mass  is  connected 
with  the  testicle,  and  the  tubular  structure  of  the  latter  is  often  apparent  on  picking  up  a 
small  fragment  of  the  fungating  tumour. 

Cysts  of  the  Scrotum. — ^As  an  exceptional  occurrence,  a  sebaceous  cyst  may  develop 
in  the  scrotal  skin,  suppurate,  and  leave  an  opien  sore.  The  areas  remaining  present  raised 
borders,  and  are  easily  mistaken  for  an  early  epithelioma.  An  accurate  history  of 
the  previous  swelling  in  the  skin  is  of  little  assistance  in  these  cases,  but  microscopical 
examination  of  a  piece  removed  from  the  margin  of  the  ulcer  will  exclude  malignancy. 
A  suppurating  cyst  in  the  scrotum  is  more  uncommon  than  epithelioma. 

R.  //.  Jocelyn  Swan. 

SPASTICITY.— (See  Gait,  Abnormalities  of,  p.  251.) 

SPEECH,  ABNORMALITIES  OF.— Abnormalities  of  speech  are  numerous,  varying 
from  complete  mutism  to  slight  defects  in  articulation,  and  dependent  on  disturbances, 
functional  or  organic,  in  some  part  of  the  complex  mechanism  which  is  responsible  for 
the  production  of  intelligible  language.  This  article  is  intended  to  expose  the  broad 
principles  by  which  various  abnormalities  of  speech  can  be  detected  and  used  for  the 
purposes  of  diagnosis  ;  it  does  not  embrace  a  discussion  of  the  controversial  views  which 
are  held  concerning  their  exact  production. 

The  amount  of  investigation  required  for  making  a  diagnosis  in  cases  of  speech 
abnormality  varies  within  wide  limits.  Great  care  is  called  for  in  examining  cases  of 
aphasia  which  result  from  disturbance  in  the  function  of  the  cerebral  speech  centres  or 
their  dependent  paths  of  communication  ;  the  defective  articulation  of  a  patient  suffering 
from  cleft  palate  needs  only  a  comparatively  superficial  examination  in  order  to  arrive 
at  a  correct  diagnosis. 

It  will  be  convenient  to  consider  the  various  abnormalities  of  speech  under  the 
following  heads  :  (1)  Mental  defects  ;  (2)  Aphasia  ;  (3)  Deaf  mutism  ;  (4)  Dysarthria  ; 
(5)  Functional  disorders — stammering,  lolling,  idioglossia. 

Mental  Defects. — ^The  acquirement  of  the  power  of  speech  may  be  delayed  in  children 
who  are  mentally  defective,  and  in  some  forms  of  idiocy  may  be  suspended  altogether. 
Before  making  a  diagnosis  of  mental  deficiency  in  a  child  who  appears  to  be  dilatory  in 
talking,  it  is  well  to  remember  that  the  age  at  which  speech  is  acquired  is  very  variable, 
and  that  the  delay  may  be  considerable  where  no  mental  impairment  is  present.  In  such 
cases  the  diagnosis  must  depend  on  a  consideration  of  other  points  in  the  child's  develop- 
ment. Inquiry  should  be  made  as  to  whether  he  is  clean  in  his  habits,  whether  he  is 
destructive,  whether  he  plays  with  toys  or  with  other  children  in  a  natural  manner,  and 
whether  he  displays  abnormally  bad  temper  or  irritability.  In  some  cases  the  delay  in 
speaking  may  be  due  to  a  defect  in  hearing  which  has  been  unsuspected  by  the  parents. 
This  point  is  especially  apt  to  arise  in  respect  to  children  who  have  begun  to  talk  at  the 
normal  age,  and  who  have  lost  what  little  they  had  learned  of  the  art  in  the  sequel  of  some 
acute  illness. 

In  adults,  loss  of  speech  may  be  due  to  many  forms  of  mental  deficiency  of  a  temporary 
or  permanent  nature.  A  familiar  example  of  temporary  loss  of  speech  is  that  degree  of 
alcoholic  intoxication  to  which  the  term  '  speechless  '  is  vulgarly  applied.  Similarly,  the 
intoxication  of  the  higher  mental  faculties  associated  with  organic  poisons,  such  as  those  of 
pneumonia  or  typhoid  fever,  may  be  responsible  for  temporary  loss  of  speech.  Complete 
mutism  due  to  disease  of  the  higher  intellectual  centres  is  common  in  various  forms  of 
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dementia,  and  is  proved  to  be  no  aphasic  defect  by  the  sudden  and  complete  restoration 
of  speech  which  may  take  place  after  months  or  even  years  of  silence.  The  speechlessness 
of  a  melancholic  patient  or  of  one  who  is  suffering  from  paralytic  dementia  is  further 
differentiated  from  true  aphasia  by  the  fact  that  the  latter  is  associated  with  attempts 
at  communication,  while  the  former  is  not.  On  the  other  hand,  general  paralysis  of  the 
insane  is  a  disease  in  which  temporary  aphasia  is  by  no  means  unconmion,  especially  in 
connection  with  the  transient  hemiplegia  following  '  congestive '  attacks. 

Aphasia. — ^A  definition  of  aphasia  is  difficult  to  supply  in  a  few  words.  The  term 
is  used  to  denote  that  loss  of  speech  which  does  not  depend  on  mental  deficiency,  nor  upon 
paralysis  of  the  motor  mechanism  of  articulation.  Such  a  negative  description  requires, 
however,  some  modification,  because  aphasia  is  frequently  associated  with  some  impair- 
ment of  intelligence  resulting  from  disturbance  of  internal  language,  which  plays  an 
important  part  in  all  intellectual  processes,  and  any  lesion  of  the  cerebral  centres  connected 
with  it  must  necessarily  interfere  with  the  higher  mental  activities.  This  is  particularly 
the  case  in  what  is  called  sensory  aphasia,  that  variety  which  depends  upon  a  lesion  of  the 
auditory  and  visual  word  centres  situated  in  the  cortex  near  the  posterior  part  of  the  left 
Sylvian  fissure  of  the  brain. 

In  right-handed  persons  the  chief  speech  centres  are  placed  in  the  left  cerebral  hemi- 
sphere {Fig.  266),  and  it  is  customary  to  consider  them  as  being  three  in  number.     The 


Cheiro-kinoKthetic  centre 


Visual  word  centre 


Fig.  266. — Left  cerebral  hemisphere,  with  speech  centres. 

posterior  part  of  the  first  temporal  convolution  is  regarded  as  the  area  in  which  the  auditory 
memories  of  spoken  words  are  stored  and  recalled.  It  plays  an  important  part  in  the 
development  of  speech,  because  it  is  largely  through  the  sense  of  hearing  that  the  child 
first  learns  to  associate  objects  with  their  names  and  expressions  with  their  meaning.  The 
cortex  in  the  angular  gyrus  has  a  similar  special  function  in  regard  to  the  storage  of  visual 
word  memories,  a  function  which  bears  the  same  relationship  to  written  language  as  the 
auditory  word  centre  has  to  spoken  language.  These  two  portions  of  the  cortex  constitute 
the  sensory  speech  centres.  A  third  important  centre  is  called  the  motor,  or,  better,  the 
higher  kinesthetic  centre,  and  this  is  located  in  Broca's  area,  or  the  posterior  part  of  the 
third  frontal  convolution.  In  this  situation  are  stored  the  memories  of  afferent  impulses 
excited  by  the  motor  activities  employed  in  speech.  Unless  this  centre  is  intact,  the 
conversion  of  internal  into  external  language  is  imperfect  or  impossible.  In  the  opinion 
of  some  authorities,  there  is  a  similar  kinesthetic  centre  in  the  posterior  part  of  the  left 
second  frontal  convolution,  which  plays  a  part  in  connection  with  written  language 
comparable  to  the  part  played  by  Broca's  area  in  relation  to  spoken  language. 

With  these  physiological  and  anatomical  data  as  a  basis,  we  can  proceed  to  consider 
the  chief  varieties  of  aphasia  and  the  points  in  their  differential  diagnosis.  Before  doing 
so,  it  is  well  to  sound  a  note  of  warning  with  regard  to  the  complications  which  are  con- 
stantly being  met  with  by  the  clinician  in  attempting  to  analyse  cases  of  aphasia.  In  tlie 
first  place,  a  diagrammatic  anatomical  definition  of  the  cerebral  centres  is  liable  to  give 
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a  wrong  impression.  These  centres  are  more  diffuse  in  their  function  than  they  appear 
to  be  on  a  map  of  the  brain,  and  they  are  much  more  interdependent  than  their  topography 
would  suggest.  Communicating  nervous  tracts  bind  them  together  in  such  a  way  that 
a  destructive  lesion  of  one  must  necessarily  upset  the  fuhction  of  another,  and  so  modify 
profoundly  the  clinical  picture  of  any  particular  case.  In  the  second  place,  aphasia  is,  in 
most  instances,  the  result  of  a  vascular  lesion,  and  all  the  centres  referred  to  lie  in  the  area 
supplied  by  one  artery — the  middle  cerebral.  Consequently  even  when  the  main  brunt 
of  a  vascular  disturbance  falls  on  one  of  the  special  speech  centres,  the  others  may  also 
suffer  more  or  less,  temporarily  or  permanently,  from  disturbances  of  nutrition.  In  any 
case  of  aphasia,  therefore,  we  may  have  to  be  satisfied  if  we  can  arrive  at  a  conclusion  as 
to  the  site  of  the  chief  defect,  without  being  able  to  define  the  exact  limits  of  the  loss  or 
impairment  of  cerebral  function.  In  the  third  place,  due  allowance  must  be  made  for 
the  fact  that  the  right  cerebral  hemisphere  may  gradually  acquire  some  degree  of  speech 
activity,  especially  in  cases  of  aphasia  occurring  during  the  earlier  years  of  life,  and  may 
tend  to  replace  the  loss  caused  by  the  defective  action  of  the  left. 

Word-deafness  is  the  result  either  of  a  lesion  of  the  auditory  word  centre  in  the 
temporal  cortex,  or  of  one  which  isolates  that  centre  from  the  periphery  :  that  is  to  say, 
of  a  sub-cortical  lesion  cutting  off  the  centre  from  auditory  impulses.  In  either  case  the 
patient  who  is  word-deaf  is  unable  to  recognize  the  meaning  of  spoken  language,  although 
he  may  hear  perfectly  the  sounds  by  which  it  is  conveyed.  He  fails  to  understand  anything 
which  is  said  to  him,  and  does  not  obey  simple  commands  so  long  as  they  are  not  accom- 
panied by  gestures  suggestive  of  their  meaning.  If  the  visual  word  centre  has  not  been 
affected  at  the  same  time,  he  will  still  be  able  to  read  and  to  understand  what  is  written. 
He  will  depend  upon  writing  and  reading  for  his  means  of  communication  with  others. 
The  amount  of  interference  with  spontaneous  speech  will  depend  upon  whether  the  lesion 
is  cortical  or  sub-cortical.  If  the  latter  the  integrity  of  the  auditory  word  centre  preserves 
internal  speech,  and  so  permits  the  patient  to  speak  spontaneously  with  fluency  and  probably 
with  accuracy,  and  his  power  of  writing  will  be  equally  unimpaired.  When  the  cortical 
centre  is  itself  destroyed,  internal  language  is  thoroughly  disorganized,  and  although  some 
spontaneous  speech  may  be  possible,  it  is  certain  to  be  more  or  less  unintelligible.  Accord- 
ing to  the  extent  of  the  lesion,  it  will  vary  between  a  speech  containing  inaccuracies  of 
minor  importance,  and  one  which  is  a  jargon  incapable  of  interpretation.  Characteristic 
of  this  defect  is  the  fact  that  the  patient  himself  does  not  appreciate  the  mistakes  he  makes. 
His  written  language  is  likely  to  be  more  accurate  and  more  intelligible  than  his  spoken 
language,  but  it  will  probably  not  reach  a  very  high  standard.  He  may  copy  with  accuracy, 
but  is  quite  unable  to  write  from  dictation.  Such  are  the  usual  chief  attributes  of 
word-deafness  in  its  pure  form.  Clinically,  word-deafness  is  usually  accompanied  by 
word-blindness,  to  a  greater  or  less  extent. 

Word-blindness,  or  Alexia,  is  produced  by  a  lesion  of  the  left  angular  gyrus,  and  may 
or  may  not  be  accompanied  by  defective  vision.  As  in  the  case  of  word -deafness,  it  may 
result  from  a  cortical  or  from  a  sub-cortical  lesion,  and  it  is  in  association  with  the  latter 
class  of  case  that  Hemianopsia  (p.  300)  is  most  common.  In  cortical  word-blindness  the 
patient  is  unable  to  read,  although  he  sees  the  letters  clearly  and  may  even  be  able  to  copy 
them  in  the  same  way  as  a  child  copies  letters  when  learning  the  alphabet.  Writing  conveys 
no  meaning  to  his  mind,  although  in  the  less  severe  cases  the  patient  may  still  recognize 
familiar  words,  such  as  his  name.  There  are,  in  fact,  varying  degrees  of  word-blindness, 
some  of  which  are  difficult  to  understand  and  to  analyze.  The  word-blind  patient  suffers 
in  his  spontaneous  speech  to  a  greater  or  less  extent  according  to  whether  he  uses  his  visual 
or  his  auditory  memories  chiefly  in  the  process  of  internal  language.  Should  he  be  a 
'  visual '  his  spontaneous  speech  will  suffer  much  more  than  if  he  is  an  '  auditive.'  The 
terms  '  visual '  and  '  auditive '  are  used  to  distinguish  two  classes  of  persons,  the  first 
depending  more  on  their  visual  memories  of  words,  and  the  second  more  on  their  auditory 
memories  of  words  in  the  course  of  reviving  them  for  the  purposes  of  internal  thought  and 
speech.  Spontaneous  writing  is  likely  to  be  lost  completely,  but  writing  from  dictation 
may  be  carried  out  with  more  or  less  accuracy.  In  word-blindness  due  to  a  sub-cortical 
lesion,  although  hemianopia  is  almost  certain  to  be  present,  spontaneous  speech  and  spon- 
taneous writing  are  preserved  perfectly,  although  the  power  of  reading  and  of  copying 
hand-written  sentences  into  printed  capitals  is  entirely  in  abeyance. 
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When  word-blindness  and  word-deafness  coexist,  the  condition  is  called  sensory  aphasia, 
and  is  one  to  which  some  authorities  believe  that  the  term  aphasia  should  be  limited.  It 
is,  however,  usual  to  describe  a  motor  aphasia  which  may  be  dependent  upon  a  cortical 
or  sub-cortical  lesion.  * 

Cortical  motor  aphasia  results  from  a  destructive  lesion  of  Broca's  area,  the  part  of 
the  cortex  which  stores  memories  of  the  afferent  impulses  excited  by  speech,  and  in  which 
such  memories  must  be  revived  if  spontaneous  speech  is  to  be  carried  out  perfectly.  This 
form  of  motor  aphasia  may  be  present  without  any  paralysis,  but  it  is  usually  accompanied 
by  some  disturbances  of  internal  speech,  and  perhaps  even  by  some  defective  understanding 
of  spoken  and  written  language,  which,  however,  never  amounts  to  true  sensory  aphasia. 

Much  more  common  is  the  sub-cortical  motor  aphasia,  which  is  due  to  a  lesion  cutting 
off  Broca's  cortical  area  from  the  motor  mechanism  connected  with  articulation.  In  this 
form  intellectual  processes  and  internal  language  may  be  perfectly  intact,  but  in  most 
cases  the  inability  to  speak  is  associated  with  right  hemiplegia  in  right-handed  persons, 
or  with  left  hemiplegia  in  left-handed  individuals.  The  imperfect  speech  of  the  patient 
who  is  partly  aphasic  from  a  sub-cortical  motor  lesion  may  resemble  to  some  extent  that 
of  the  patient  who  is  word-deaf  ;  but  the  former  is  conscious  of  his  mistakes  and  the  latter 
is  not.  Sub-cortical  motor  aphasia  may  perhaps  be  described  better  as  an  articulatory 
rather  than  a  speech  defect :  as  an  anarthria  rather  than  an  aphasia.  All  the  attributes 
for  speech  are  preserved,  but  its  emission  is  impossible. 

Agraphia  results  usually  from  a  lesion  of  the  visual  word-centre,  or  perhaps  in  some 
cases  from  a  lesion  of  the  posterior  part  of  the  left  second  frontal  convolution.  In  the 
former  case  the  power  of  writing  may  be  lost,  although  there  is  no  paralysis  of  the  arm 
or  hand.  In  the  latter  case  the  agraphia  is  usually  associated  with  right  hemiplegia,  and 
in  order  to  test  whether  the  power  of  communicating  thoughts  by  written  language  is 
preserved,  the  patient  must  be  asked  to  use  the  left  hand  for  the  purpose.  There  is  some 
doubt  as  to  whether  pure  motor  agraphia  occurs,  and  some  doubt  as  to  the  lesion  upon 
which  it  may  depend.  I  have  had  experience  of  the  clinical  occurrence  of  pure  motor 
agraphia  without  being  able  to  correlate  the  phenomenon  with  its  anatomical  basis. 

We  have  now  considered  the  various  forms  of  aphasia  and  have  indicated  their  points 
of  distinction.  This  will  serve  as  a  basis  for  diagnosing  the  site  of  the  lesion  responsible 
for  the  speech  defect,  but  the  nature  of  the  lesion  must  be  determined  from  other  considera- 
tions. Vascular  lesions,  for  instance,  are  usually  acute  in  their  onset,  sudden  in  the  case 
of  embolism,  less  precipitate  as  a  rule  in  cases  of  hcemorrhage  or  thrombosis.  In  cerebral 
tumour  or  abscess  the  onset  of  symptoms  is  more  gradual,  and  local  troubles  such  as  that 
of  aphasia  are  generally  accompanied  or  preceded  by  the  symptoms  of  increased  intra- 
cranial pressure  in  the  form  of  headache,  vomiting,  and  optic  neuritis.  But  aphasia  is 
not  always  the  result  of  a  gross  and  permanent  lesion.  Transitory  aphasia  may  be 
observed  in  the  sequel  of  epileptiform  convulsions,  or  may  be  in  itself  an  epileptic  equivalent 
— a  form  of  petit  mal  in  an  epileptic  subject.  Temporary  aphasia  occurs  also  in  connection 
with  migraine,  and  I  have  known  it  to  occur  at  intervals  during  a  period  of  thirty  years  in 
a  woman  who  was  perfectly  healthy  in  every  respect,  and  who  showed  no  other  sym- 
ptoms suggestive  of  either  epilepsy  or  migraine. 

Dysarthria,  or  in  its  extreme  form  '  anarthria,'  is  the  term  used  to  describe  defective 
articulation  as  opposed  to  defective  speech.  Articulation  is  carried  on  by  certain  muscles 
of  the  larjnx,  phar^•nx,  palate,  tongue,  and  lips  which  are  innervated  by  the  bulbar  nuclei, 
and  the  latter  are  set  into  action  by  voluntary  impulses  coming  from  the  motor  cortex  of 
both  cerebral  hemispheres  via  the  pyramidal  tracts.  The  articulatory  movements,  there- 
fore, are  represented  bilaterally  in  the  brain,  and,  like  other  bilaterally  represented  move- 
ments of  the  body,  are  not  disorganized  by  unilateral  lesions  of  the  pyramidal  system. 
Thus,  in  cases  of  hemiplegia  without  aphasia,  there  is  little  or  no  defect  in  articulation, 
and  the  examination  of  such  a  patient  shows  that  both  vocal  cords,  both  sides  of  the  palate, 
and  the  tongue,  retain  their  power  of  voluntary  movement  almost,  if  not  quite,  to  perfection. 
Suprabulbar  dysarthria  is  induced,  however,  in  cases  of  double  hemiplegia,  when  the 
fibres  from  both  hemispheres  to  the  bulbar  nuclei  are  interfered  with  by  destructive  lesions. 
When  a  right-sided  stroke  is  followed  by  a  left-sided  stroke,  or  when  double  hemiplegia 
results  from  a  lesion  in  the  pons,  dysarthria  results.  In  such  cases  the  power  of  speech 
may  be  perfect,  but  the  ability  to  articulate  naturally  and  clearly  is  disturbed.     The  patient 
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is  not  aphasic  but  dysarthric.  Articulation  is  usually  slow,  spastic,  and  indistinct,  if  it 
is  not  altogether  unintelligible.  These  cases  are  differentiated  from  cases  of  dysarthria 
due  to  lesions  of  the  bulbar  nuclei  or  of  the  cranial  nerves,  not  only  by  the  presence 
of  other  hemiplegic  signs  in  the  limbs  and  trunk,  but  by  the  fact  that  the  tongue  retains 
its  shape,  nutrition,  and  normal  electrical  reactions,  and  the  palate  its  natural  reflex.  This 
condition  of  pseudo-bulbar  palsy,  as  it  is  sometimes  called,  is  further  distinguished  by  facial 
starchiness  or  spasticity,  and  by  the  patient's  inability  to  control  the  expression  of  his 
emotions. 

Dysarthria  of  similar  origin,  but  generally  of  less  degree,  may  be  observed  in  cases 
of  general  paralysis  of  the  insaney  in  cerebral  diplegia,  and  in  disseminated  sclerosis.  In  the 
latter  disease  the  terms  '  staccato  '  or  '  scanning  '  are  applied  to  describe  the  articulatory 
defect.  Some  cases  of  Friedreich's  ataxy  exhibit  a  form  of  articulation  which  is  slow  and 
jerky,  not  unlike  that  of  disseminated  sclerosis.  Probably  some  degree  of  inco-ordination 
enters  into  the  production  of  this  peculiar  utterance.  In  all  these  diseases  the  diagnosis 
of  the  condition  depends  upon  the  presence  of  other  symptoms  and  physical  signs,  and  can 
rarely  be  deduced  from  the  articulation  alone. 

Dysarthria  also  arises  from  disease  of  the  bulbar  nuclei,  or  of  the  nerves  arising  from 
the  latter  which  supply  the  muscles  of  the  larynx,  pharynx,  tongue,  and  lips.  In  true 
bulbar  palsy,  which  is  a  disease  depending  on  a  slowly  progressive  degeneration  of  these 
motor  nuclei,  articulatory  defects  are  often  among  the  earliest  symptoms.  The  diagnosis 
of  these  cases  is  based  on  the  fact  that  the  symptoms  begin  insidiously  and  progress 
gradually,  that  the  paresis  affects  the  muscles  of  both  sides  more  or  less  symmetrically, 
and  that  it  is  an  atrophic  form  of  paralysis.  The  atrophy  is  seen  best  in  the  tongue  muscles, 
and  is  usually  associated  with  a  certain  amount  of  fibrillation,  and  with  diminution  of  their 
electrical  excitability.  The  palatal  reflex  is  also  impaired,  and  examination  of  the  vocal 
cords  shows  that  they  too  are  the  seat  of  a  progressive  palsy.  The  dysarthria  is  always 
accompanied,  sooner  or  later,  by  some  degree  of  dysphagia,  and  also  by  some  weakness 
and  atrophy  of  the  muscles  of  mastication.  Atrophic  palsy  may  also  be  observed  in  the 
small  muscles  of  the  hands,  and  there  is  a  tendency  to  exaggeration  of  all  the  tendon  reflexes 
in  the  limbs.  A  similar  clinical  picture  may  develop  in  cases  of  gross  disease  of  the  bulb, 
due  either  to  local  softening  or  haemorrhage,  or  in  rarer  cases  to  the  gradual  growth  of  a 
tumour  in  that  region.  Such  cases  can  be  differentiated  from  true  bulbar  palsy,  partly 
by  the  more  acute  onset  of  symptoms  in  the  case  of  the  vascular  lesions,  and  partly  by  the 
asymmetrical  distribution  of  the  muscular  atrophy  and  paresis  when  a  tumour  forms  the 
basis  of  the  disease.  Gummatous  meningitis  at  the  base  of  the  brain  may  involve  the  cranial 
nerves  close  to  their  exit  from  the  bulb,  and  so  produce  a  dysarthria  of  a  somewhat  similar 
character.  When  tumour  or  meningitis  is  the  cause  of  dysarthria,  symptoms  of  increased 
intracranial  pressure  are  likely  to  be  observed. 

Another  form  of  bulbar  palsy  is  seen  in  cases  of  myasthenia  gravis.  In  this  condition 
there  is  little  or  no  atrophy  of  the  articulatory  muscles,  although  some  thinning  of  the 
tongue  is  observed  sometimes.  The  distinguishing  characteristics  of  this  dysarthria  are 
first  of  all  its  marked  variability,  and  secondly  the  effect  produced  by  fatigue.  A  myasthenic 
patient  may  begin  a  conversation,  or  may  begin  to  read  aloud  from  a  book,  without  showing 
much  difficulty  in  his  utterance,  but,  as  he  progresses,  his  articulation  becomes  more  and 
more  defective  and  more  difficult  to  understand.  Usually  the  palate  fails  quickly,  and 
a  nasal  quality  is  given  to  the  voice.  If  he  is  asked  to  repeat  the  word  '  rub  '  many  times, 
the  terminal  *  b  '  becomes  an  *  m,'  and  he  ends  by  saying  *  rum '  instead  of  '  rub.' 
Most  cases  of  myasthenia  gravis  exhibit  similar  fatigue  phenomena  in  relation  to  other 
parts  of  the  musculature  (see  Fig,  111,  p.  235),  and  in  particular  show  varying  degrees  of 
ocular  palsy,  which,  like  the  dysarthria,  is  at  one  time  more  marked  than  at  another,  and 
is  much  influenced  by  rest  and  exercise. 

Some  articulatory  defect  is  produced  by  bilateral  peripheral  palsy  of  the  palate,  which 
most  often  results  from  the  effects  of  the  diphtheria  poison.  The  voice  is  nasal,  and  the 
pronunciation  of  certain  consonants  becomes  impossible.  '  B  '  becomes  '  m,'  '  d  '  becomes 
*  n,'  and  *  k  '  sounds  like  '  ng.' 

Bilateral  facial  palsy  interferes  with  that  part  of  articulation  which  depends  upon 
the  labial  muscles,  and  so  renders  speech  indistinct,  although  not  unintelligible.  Facial 
palsy  of  this  kind  (Fig.  201,  p.  493)  is  met  with  in  some  cases  of  peripheral  neuritis  and 
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also  in  some  cases  of  myopathy,  especially  that  form  to  which  the  name  Landouzy-Dejerine 
is  applied. 

Unilateral  bulbar  palsy  may  exist  without  much  interference  with  articulation  or 
phonation.  There  may  be  considerable  palsy  of  one  vocal  cord  due  to  a  lesion  of 
one  recurrent  laryngeal  nerve,  without  a  recognizable  alteration  in  the  character  of  the 
voice.  A  bilateral  laryngeal  palsy,  when  complete,  leads  to  aphonia.  Similarly,  unilateral 
palsy  of  the  palate  or  of  one-half  of  the  tongue  may  exist  without  articulatory  defect, 
especially  after  the  patient  has  become  accustomed  to  the  altered  conditions. 

Functionai  Disorders  of  Speech. — In  cases  of  hysteria,  a  functional  aphonia  is  by 
no  means  uncommon,  and  in  many  cases  can  be  distinguished  from  aphonia  due  to  organic 
disease  only  by  an  examination  of  the  larj^nx.  Hysterical  aphonia  may  be  complete  ; 
in  other  cases  the  voice  is  reduced  to  a  whisper,  and  yet  the  patient  is  able  to  adduct  the 
cords  properly  in  coughing.  This  is  sometimes  a  recurrent  malady,  and  the  suddenness 
of  its  onset,  as  well  as  the  suddenness  with  which  it  is  often  cured,  are  characteristic. 

Stammering  is  another  type  of  functional  dysarthria  and  presents  a  large  variety  of 
forms.  There  is  little  difficulty  in  their  recognition,  because  in  all  cases  when  once  the 
articulatory  flow  is  established  the  utterance  is  perfectly  normal.  The  difficulty  generally 
arises  either  in  commencing  a  word  or  a  sentence,  or  in  connection  with  certain  consonants. 
Some  of  the  cases  depend  on  an  initial  spasm  of  the  articulatory  muscles,  and  others  upon 
an  inco-ordination  between  the  action  of  the  respiratory  muscles  and  those  which  have 
to  do  with  phonation  and  articulation.  The  complete  absence  of  physical  signs  of  disease, 
and  the  history  of  the  case,  make  the  diagnosis  easy.  On  the  other  hand,  stammering  is 
occasionally  an  early  symptom  of  progressive  degenerative  conditions  of  the  central  nervous 
system,  especially  of  general  paralysis  of  the  insane. 

The  term  '  tailing '  is  applied  to  a  defective  form  of  articulation  met  with  chiefly  in 
persoiflr  who  are  more  or  less  mentally  feeble.  It  is  characterized  by  what  appears  to  be 
an  imperfect  pronunciation  of  certain  consonants.  In  more  severe  cases  one  consonant 
is  consistently  replaced  by  another,  such  as  '  r '  by  *  w.'  These  mistakes  in  pronun- 
ciation are  common  enough  in  normal  children  when  learning  to  speak,  but  the  endurance 
of  the  defect  after  the  learning  age  is  passed  generally  indicates  some  permanent  mental 
deficiency.  A  temporary  perversion  of  speech  is  seen  occasionally  in  children  before  they 
learn  the  proper  use  of  language.  They  may  talk  glibly  and  fluently  in  a  language  which, 
they  appear  to  understand  themselves  but  which  is  unintelligible  to  their  neighbours.  In 
this  condition,  to  which  the  term  '  idioglossia "  is  generally  given,  the  prognosis  may  be 
regarded  as  favourable.  E.  Farquhar  Buzzard, 

SPINAL  CURVATURE.— (See  Curvaturk,  Spinal,  p.  153.) 

SPLEEN,   ENLARGEMENT   OF   THE. 

The  Physical  Signs  of  Eniargement  of  the  Spieen. — If  the  organ  is  only  slightly 
or  moderately  enlarged,  there  is  no  alteration  in  the  size  or  shape  of  the  abdomen  ; 
if  it  is  considerably  or  enormously  enlarged,  the  abdomen  may  be  much  distended,  and 
at  a  first  glance  this  distention  may  appear  to  be  uniform,  as  though  due  to  ascites.  Closer 
inspection  may  show  that  it  is  by  no  means  uniform,  there  being  distinct  bulging  of  the 
left  side,  especially  in  the  left  hypochondrium,  the  left  lumbar,  and  the  left  half  of  the 
umbilical  regions.  The  inner  border  of  the  spleen  may  be  tilted  forward  in  some  cases, 
so  that  a  distinct  edge  or  ridge  may  be  seen  pushing  the  abdominal  wall  forward,  this  ridge 
running  downwards  and  inwards  from  the  left  costal  margin  near  the  anterior  axillary 
line  towards  the  umbilicus  ;  in  a  few  cases  a  distinct  notch  can  be  seen  in  this  edge  or  ridge. 
When  the  patient  takes  a  deep  breath,  the  prominence  may  be  seen  to  move  distinctly 
downwards,  though  occasionally  the  spleen  may  be  so  enormously  enlarged  that  its  lower 
end  becomes  impacted  in  the  pelvis,  when  no  downward  movement  is  possible. 

Palpation  is  the  best  means  of  detecting  splenic  enlargement.  If  the  organ  is  but 
little  enlarged,  it  may  not  be  felt  until  the  observer,  standing  upon  the  left-hand  side  of 
the  recumbent  patient,  and  supporting  the  lower  left  ribs  posteriorly  with  his  right  hand, 
steadily  but  firmly  presses  the  fingers  of  his  left  hand  under  the  left  costal  margin  just  in 
front  of  the  anterior  axillary  line  ;  when  the  patient  now  takes  a  deep  breath,  a  definite 
sense  of  increased  resistance  may  reveal  splenic  enlargement  when  the  organ  is  comparatively- 
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soft,  as  in  many  cases  of  typhoid  fever  for  example,  or  a  hard  mass  with  a  distinct  edge 
may  be  felt  in  more  obvious  cases.  When  the  enlargement  is  moderate  or  considerable, 
the  splenic  tumour  will  be  felt  coming  down  from  beneath  the  left  ribs  close  behind  the 
abdominal  wall  ;  and  unless  there  is  a  very  large  liver  at  the  same  time,  or  some  other 
cause  preventing  the  viscus  from  following  its  natural  direction  as  it  enlarges,  it  tends  to 
reach  and  ultimately  cross  the  middle  line  at  or  just  below  the  level  of  the  umbilicus.  It 
is  generally  smooth  and  firm,  and  the  characteristic  notch  or  notches  can  be  felt  in  its 
anterior  border.  Except  in  those  rare  cases  in  which  the  whole  spleen  is  dislocated,  it  will 
not  be  possible  to  insert  a  hand  between  it  and  the  left  costal  margin,  or  to  define  its  upper 
limit  by  palpation.  The  lower  pole  can  be  felt  to  move  decidedly  downwards  on  inspira- 
tion, unless  the  enlargement  is  very  great.  On  bimanual  palpation,  the  loin  is  not  filled 
out  as  it  would  be  by  a  renal  tumour,  and  the  mass  cannot  be  pushed  back  into  the  loin 
so  as  to  be  felt  by  the  f)osterior  hand  as  readily  as  it  is  by  the  hand  on  the  anterior 
abdominal  wall. 

Percussion  yields  a  dull  note  over  the  mass,  the  dullness  being  directly  continuous 
with  an  increased  area  of  dullness  in  the  thorax  extending  upwards  as  high  as  the  seventh 
rib  in  the  mid-axillary  line,  the  sixth  rib  in  the  nipple  line,  or  even  higher,  and  including  the 
ordinary  area  of  splenic  impairment  of  resonance  behind.  Percussion  of  the  left  loin  may 
elicit  resonance  here,  indicating  that  the  colon  is  not  displaced  as  it  would  have  been  by 
a  renal  tumour  ;  no  intestines  can  be  felt  or  percussed  over  the  front  of  the  spleen. 

Auscultation  seldom  affords  much  evidence  of  value  in  these  cases,  but  sometimes 
when  the  splenic  enlargement  is  associated  with  local  peritonitis,  as  in  cases  of  infarction 
for  example,  a  loud  rub  may  be  heard  over  the  mass  when  the  patient  takes  a  particularly 
deep  breath  ;  and  sometimes,  especially  if  the  enlargement  is  associated  with  venous 
engorgement,  a  well-marked  continuous  humming  bruit  may  be  heard. 

Distliiction  between  an  Enlarged  Spleen  and  other  Tumours  which  may  simulate 
it.  —  An  enlarged  spleen  has  to  be  distinguished  from  other  tumours  which  may  arise 
in  the  left  hypochondriac  region,  especially  from  : — (1)  Kidney  tumours  or  perinephric 
inflammation  or  abscess  ;  (2)  Suprarenal  tumours  ;  (3)  Carcinoma  of  the  splenic  flexure 
of  the  colon  ;  (4)  Pancreatic  tumours,  especially  cyst  or  carcinoma  ;  (5)  Malignant  growth 
of  the  stomach  ;  (6)  Ovarian  tumour  ;  (7)  Tuberculous  peritonitis  ;  (8)  Faecal  accumula- 
tion in  the  colon. 

Distinction  from  a  Renal  Tumour. — It  may  be  difficult  to  distinguish  an  enlarged 
spleen  from  a  kidney  in  some  cases.  Both  conditions  may  cause  local  prominence  or 
bulging  of  the  left  side  of  the  abdomen  ;  in  the  case  of  splenic  enlargement  the  bulging  is 
more  forward  and  inward,  whereas  in  a  kidney  enlargement  the  loin  is  more  likely  to  be 
bulged.  No  distinct  edge  or  notch  can  be  seen  or  felt  in  the  case  of  most  renal  enlargements, 
a  point  the  significance  of  which  cannot  be  over-estimated.  Either  tumour  may  move 
downwards  when  the  patient  takes  a  deep  breath  ;  but  the  spleen,  being  in  closer  contact 
with  the  under  surface  of  the  diaphragm,  moves  the  more  markedly  of  the  two.  A  renal 
tumour  being  more  deeply  situated  in  the  abdomen  seldom  approximates  closely  to  the 
anterior  abdominal  wall  unless  the  enlargement  is  very  great,  in  which  case  the  loin  will 
be  filled  out  and  feel  very  firm  and  resistant  on  bimanual  examination.  A  renal  tumour 
generally  slopes  away  as  it  approaches  the  ribs,  so  that  it  is  less  difficult  to  get  one's  hand 
between  its  upper  pole  and  the  costal  margin  than  is  the  case  with  the  undislocated  spleen. 
The  colon  may  be  seen  or  felt  over  the  anterior  surface  of  a  renal  tumour,  which  is  never 
the  case  with  splenic  enlargement  ;  and  percussion  may  yield  a  resonant  note  in  front,  or 
in  typical  cases  a  vertical  band  of  colonic  resonance  down  the  centre  of  an  otherwise  dull 
mass,  the  loin  posteriorly  being  dull ;  whereas  with  a  splenic  tumour  the  loin  may  be 
resonant,  and  the  anterior  aspect  of  the  mass  quite  dull.  The  presence  of  a  local  bruit 
or  rub  would  make  renal  tumour  unlikely.  The  occurrence  of  IliEMATuuiA  (p.  275), 
Pyuria  (p.  574),  or  Albuminuria  (p.  4),  would  suggest  renal  enlargement,  whilst  the 
conditions  of  the  blood  might  be  such  as  to  suggest  splenic. 

Notwithstanding  all  these  points,  to  distinguish  between  splenic  and  renal  masses  is 
sometimes  by  no  means  easy  ;  and  it  is  only  by  paying  careful  attention  to  the  history 
and  the  patient's  own  sensations,  as  well  as  to  the  physical  signi  and  the  changes  in  the 
blood  and  urine,  that  a  correct  diagnosis  can  be  made. 

Malignant   Disease  of  the  Left  Suprarenal  Gland  may  cause  a  large  mass  which  is^ 
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sometimes  particularly  difficult  to  distinguish,  either  from  a  splenic  or  from  a  renal  enlarge- 
ment. Owing  to  the  close  proximity  of  the  suprarenal  capsule  to  the  kidney,  and  the 
liability  for  the  capsule  of  the  latter  to  become  infiltrated  by  growth  of  the  former,  the 
physical  signs  of  a  suprarenal  are  practically  the  same  as  those  of  a  renal  tumour,  except 
that  it  may  be  more  difficult  to  pass  the  hand  between  the  mass  and  the  costal  margin. 
Hsematuria  and  other  urinary  changes  may  result  from  spread  of  the  disease  to  the  kidney  ; 
affection  of  one  suprarenal  gland  alone  does  not  produce  Addison's  disease,  and  it  may  be 
impossible  to  arrive  at  a  correct  diagnosis  without  laparotomy.  A  peculiar  affection  of 
children  deserves  special  mention  :  at  a  comparatively  early  age  there  may  be  an  abnormal 
development  of  the  pubic  and  axillary  hair  and  of  the  genital  organs  (see  Figs,  174.  175, 
p.  408),  with  premature  puberty,  associated  with  overgrowth  of  suprarenal  rests  in  the 
kidney,  the  resultant  tumour  being  spoken  of  as  a  hypernephroma. 

Carcinoma  of  the  Splenic  Flexure  of  the  colon  is  usually  annular,  giving  rise  to  no 
definite  tumour,  but  rather  to  symptoms  of  chronic,  followed  by  acute,  intestinal  obstruc- 
tion. Occasionally,  however,  the  growth  may  be  more  voluminous,  or  it  may  have  caused 
leakage  and  inflammatory  matting  from  local  perforation  through  or  above  the  growth, 
with  the  result  that  a  fairly  large  tumour  may  be  felt  in  and  below  the  left  hypochondriunn. 
This  mass  is  generally  resonant  to  percussion,  has  no  well-defined  edge  or  notch,  and  may 
vary  somewhat  in  position  from  day  to  day  :  it  will  usually  be  associated  with  intestinal 
symptoms,  especially  constipation  alternating  with  diarrhoea,  and  the  passage  of  mucus, 
and  occasionally  blood,  per  rectum.  Sometimes  there  are  obvious  secondary  deposits  in 
the  liver  or  in  the  left  supraclavicular  glands. 

Pancreatic  Tumours  are  usually  situated  more  in  the  median  line  of  the  abdomen  than 
is  a  spleen,  between  the  ensiform  cartilage  and  the  umbilicus  ;  sometimes,  however,  a  ver\^ 
large  cyst,  such  as  may  nearly  fill  the  abdominal  cavity,  may  cause  considerable  difficulty 
in  the  diagnosis.  One  very  important  point  is  that  no  definite  edge  and  no  notch  can  be 
felt.  The  stomach  generally  lies  in  front  of  a  pancreatic  cyst  ;  or,  if  the  latter  pushes  its 
way  forward  so  as  to  displace  the  stomach  upwards  and  the  transverse  colon  downwards, 
it  may  be  possible  to  define  its  relationship  to  the  stomach  by  inflating  the  latter  with  gas. 
A  splenic  tumour  rarely  extends  to  the  right  of  the  middle  line  unless  the  enlargement  is 
great,  and  then  it  crosses  at  or  below  the  umbilicus,  whereas  a  pancreatic  cyst  reaches 
across  to  the  right  of  the  middle  line  above  the  navel.  Pancreatic  new  growth  has  a  similar 
position  ;  but  the  outline  of  the  mass,  if  any  can  be  felt  at  all,  is  more  nodular  ;  there  will 
generally  be  jaundice  and  a  palpable  gall-bladder,  and  the  urine  may  yield  Cammidge's 
pancreatic  reaction  (p.  100). 

Malignant  Growth  of  the  Siomach  may  be  mistaken  for  enlargement  of  the  spleen, 
especially  gastric  sarcoma,  which,  though  very  much  rarer  than  carcinoma,  is  more  likely 
to  involve  the  whole  of  the  stomach  and  give  rise  to  a  very  large  tumour  occupying  chiefly 
the  upper  part  of  the  left  side  of  the  abdomen.  The  following  changes  will  serve  to 
distinguish  a  gastric  new  growth  from  enlargement  of  the  spleen  :  the  mass  is  apt  to  shift 
its  position  during  the  course  of  an  examination  or  from  day  to  day  ;  it  does  not  present  a 
well-defined  edge  with  definite  notch  or  notches  ;  it  may  extend  a  considerable  distance 
to  the  right  of  the  middle  line,  although  its  lower  limit  may  not  be  below  the  level  of  the 
umbilicus  ;  it  is  likely  to  be  resonant  in  front,  though  the  percussion  note  over  it  may  be 
impaired  ;  there  may  be  anaemia  and  leucocytosis,  but  the  blood-changes  would  not  be 
characteristic  of  any  positive  blood  disease  ;  the  taking  of  food  may  cause  an  increase  in 
the  gastric  pain  ;  vomiting  will  generally  be  a  prominent  symptom  ;  the  vomit  may 
contain  blood,  obvious  or  occult  ;  free  hydrochloric  acid  may  be  deficient  or  absent  ; 
sarcinae  ventriculi  may  be  found  (Fig,  121,  p.  241)  ;  and  there  may  be  secondary  deposits, 
especially  in  the  liver  or  in  the  left  supra-clavicular  glands.  Examination  of  the  stomach 
with  the  a:-rays  after  a  bismuth  or  barium  meal  may  also  assist  the  diagnosis  (Fig. 
131,  p.  270). 

Cvarian  Tumours  have  been  mistaken  for  enlargement  of  the  spleen,  and  vice  versa, 
the  differential  diagnosis  being  particularly  difficult  in  cases  in  which  the  spleen  has  become 
dislocated,  or  is  so  large  as  to  reach  down  as  far  as  the  uterus.  The  organ  has  sometimes 
been  found  so  dislocated  as  to  lie  wholly  within  the  pelvis.  The  differential  diagnosis 
depends  in  most  cases  on  the  following  points  :  an  ovarian  tumour  rarely  extends  upwards 
to  such  an  extent  that  its  upper  limit  comes  into  actual  contact  with  the  left  costal  margin 
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so  that  the  hand  cannot  be  placed  between  it  and  the  ribs  ;  it  does  not  move  much 
downwards  during  deep  inspiration  ;  it  extends  upwards  from  the  pelvis,  whence  it  may  be 
felt  definitely  to  arise,  the  lower  part  of  the  abdomen  being  more  prominent  than  the  upper ; 
it  is  usually  more  globular  than  a  splenic  tumour,  and  has  no  sharp,  well-defined  edge  with 
notches  in  it,  even  when  covered  with  projecting  bosses  of  simple  or  malignant  new  growth  ; 
it  usually  extends  more  to  the  right  of  the  middle  line  than  an  enlarged  spleen  ;  and  it  is 
more  apt  to  transmit  aortic  pulsations  ;  a  vaginal  examination  may  determine  that  the 
mass  is  attached  to  one  or  other  of  the  broad  ligaments,  and  that  the  cervix  and  the  body 
of  the  uterus  are  drawn  upwards  ;  there  will  probably  be  no  distinctive  blood-changes, 
but  very  likely  amenorrhoea. 

Tuberculous  Peritonitis  may  cause  various  abdominal  tumours  (see  p.  48),  and  some- 
times gives  rise  to  a  mass  occupying  the  left  hypochondriac  region,  the  result  of  matting 
together  of  the  intestines,  thickening  of  the  omentum,  or  thickening  and  infiltration  of  the 
peritoneum  attached  to  the  abdominal  wall  here.  The  tumour  does  not  generally  extend 
close  up  under  the  ribs,  so  that  the  hand  may  be  placed  between  it  and  the  costal  margin, 
and  although  it  may  feel  somewhat  rounded,  with  a  more  or  less  well-defined  edge,  there  is 
no  definite  notch  to  be  felt ;  sometimes,  however,  when  there  are  two,  three,  or  more 
separate  masses  united  together,  a  notch  may  be  simulated  to  some  extent.  The  mass 
itself  may  be  dull,  but  there  is  generally  resonance  between  it  and  the  normal  splenic  dull- 
ness. Ascites  is  often  present,  and  there  may  be  palpable  lumps  in  other  parts  of  the 
abdomen,  or  perhaps  redness  and  cedema  of  the  abdominal  wall,  or  a  purulent  or  faecal 
discharge  from  the  umbilicus.  Indeed,  tuberculous  peritonitis  is  the  commonest  cause  of 
acquired  umbilical  fistula,  the  next  commonest  cause  of  the  latter  being  pneumococcal 
peritonitis  which  has  recovered  slowly,  either  without  or  with  operation.  There  may  be 
signs  of  tuberculosis  elsewhere,  for  instance  in  joints,  or  lymphatic  glands.  Calmette's  or 
von  Pirquet's  tuberculin  reactions  may  be  positive.  The  patient  will  generally  be  young, 
and  have  consumed  unsterilized  cow's  milk.  Pyrexia  may  be  present  or  absent,  either  with 
tuberculous  peritonitis  or  with  splenic  affections,  so  that  its  occurrence  does  not  assist  the 
diagnosis  much,  except  perhaps  that  if  the  chart  exhibits  marked  evening  pyrexia  in  a  young 
subject,  with  a  sub-normal  temperature  in  the  morning,  it  is  an  additional  argument  in 
favour  of  tubercJe.  The  reverse  type  of  pyrexia — morning  rise  and  evening  fall — has  been 
spoken  of  as  characteristic  of  tubercle,  but  it  is  seldom  met  with. 

Fcecal  Accumulation  in  the  Splenic  Flexure  or  adjacent  parts  of  the  transverse  or 
descending  colon  may  be  mistaken  for  an  enlarged  spleen  upon  a  first  examination  ;  but 
this  source  of  error  is  usually  removed  when  the  patient  is  re-examined  after  an  action  of 
the  bowels  has  taken  place.  The  condition  is  found  most  frequently  in  women  if  the  age 
is  not  great,  or  in  elderly  people  of  either  sex.  There  is  generally  a  history  of  severe 
obstipation,  and  possibly  attacks  of  temporary  obstruction.  The  mass  is  generally  irregular, 
more  or  less  cylindrical,  and  in  thin  persons  it  may  be  possible  actually  to  alter  its  shape  by 
manipulation  with  the  hand.  The  best  test  of  the  condition,  however,  is  the  effect  of 
copious  enemata  upon  the  mass. 

Hcematoma  due  to  Leakage  from  an  Abdominal  Aneurysm  is  by  no  means  always  easily 
recognized,  and  it  may  be  mistaken  for  an  enlargement  either  of  the  spleen  or  of  the  kidney, 
unless  the  aneurysm  itself  can  be  felt  pulsating  ;  or  unless  there  is  a  history  or  an  acute 
exacerbation  of  intra-abdominal  pain,  accompanied  by  blanching  due  to  the  amount  of 
blood  lost. 

Causes    of    Splenic    Enlargement. 

Having  concluded  that  the  spleen  is  enlarged,  the  next  step  is  to  decide  the  cause  of 
the  enlargement.  There  are  various  ways  in  which  the  different  causes  may  be  classified, 
but  from  a  diagnostic  point  of  view  the  following  is  serviceable  : — 

I.  Ctironic  Enlargement  of  the  Spleen. 

(a).  Very  great  enlargement : 

Splenomedullary  leuksemia  j  Splenic  anaemia 

Lymphatic  leukaemia  ,  Pseudo-leukjemia  infantum 

Mixed  leukaemia  ,  (jaucher's  disease 

Chronic  malaria  Still's  disease 

Kala-izar  Familial  acholuric  jaundice. 

Splenomegalic  polycythaemia  i  Egyptian  splenomegaly 

Splenoniegalic  cirrhosis  I 
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(b).  Moderate  enlargement. — All  conditions  mentioned  in  group  (a)  will  at  some  stage 
exhibit  a  spleen  that  has  not  yet  become  enormous  ;  and  besides  these,  chronic  and  moderate 
enlargement  of  the  spleen  may  be  exhibited  in  cases  of : — 

Pernicious  anaemia  Thrombosis  of  the  portal  vein 
Rickets  ,  Pressure  on  the  portal  vein  by 
Congenital  syphilis  I  enlarged  lymphatic  glands  or  by 
Hodgkin's  disease  I  adjacent  tumour  of  the  gall- 
Cirrhosis  of  the  liver  bladder,  liver,  pancreas,  stomach, 
Lardaceous  disease  etc. 

II.  Acute  Enlargement  of  the  Spleen,  the  enlargement  as  a  role  being  slight. 

(a).  Acute  infective  fevers  ; 

Especially — 

Typhoid  fever  i  Malaria 

Paratyphoid  fever  '  Malta  fever 

Relapsing  fever  I  Erysipelas 

Typhus  fever  i  Septicaemia. 

Less  often  in — 

Pneumonia  i  Rheumatic  fever 

Diphtheria  j  Influenza 

Scarlet  fever  General  tuberculosis. 

Small-pox  ' 

(b).  Embolism,  especially  in  cases  of  f ungating  endocarditis. 

(c).  Injury, 

(d).  Strangulation  by  twisting  of  the  pedicle. 

It  will  be  noted  that  no  mention  is  made  of  abscess,  gumma,  carcinoma  (whether 
primary  or  secondary),  sarcoma  (primary  or  secondary),  or  hydatid  cyst  of  the  spleen,  for 
these  are  all  so  exceedingly  rare  they  are  very  unlikely  to  be  met  with.  It  will  also  be  noted 
that  no  mention  is  made  of  backward  pressure,  whether  due  to  chronic  valvular  disease 
of  the  heart  with  failing  compensation,  or  to  obstruction  to  the  inferior  vena  cava  above 
the  hepatic  veins,  such  as  may  result  from  thrombosis  or  from  pressure  upon  the  veins  by 
mediastinal  fibrosis  or  new  growth  ;  these  conditions  are  omitted  purposely,  for  it  is  quite 
exceptional  for  ordinarj^  backward  pressure  to  produce  enlargement  of  the  spleen.  So 
true  is  this  that  in  a  case  of  chronic  valvular  heart-disease  with  failing  compensation  the 
existence  of  a  definitely  palpable  spleen  is  evidence  of  there  being  more  than  mere 
mechanical  heart-failure — probably  superposed  fungating  endocarditis.  The  chief  excep- 
tions to  this  occur  in  childhood,  where  the  spleen  becomes  palpable  more  easily  than  in 
adults,  so  that  with  heart-failure  in  a  child  enlargement  of  the  spleen  is  less  good  evidence 
of  fungating  endocarditis  than  it  is  in  a  grown-up  person. 

I.  CHRONIC    ENLARGEMENT    OF    THE    SPLEEN. 

Chronic  and  very  great  Enlargement  of  the  Spleen. — When  the  spleen  is  so  large 
as  to  occupy  half  the  abdomen  or  more,  the  diagnosis  is  generally  easy.  The  largest  of  alt 
spleens  are  those  due  to  splenomedullary  leukcemia.  The  first  step  is  to  make  a  full  examina- 
tion of  the  blood,  including  particularly  total  and  differential  leucocyte  counts.  If  there 
is  an  extreme  degree  of  leucocytosis,  up  to  anything  between  50,000  and  1,500,000  per 
c.mm.  for  example,  the  diagnosis  is  almost  certainly  leukaemia,  and  if  in  the  differential 
leucocyte  count  there  are  from  20  per  cent  to  50  per  cent  of  myelocytes,  it  is  of  the  spleno- 
medullary type,  whilst  if  the  lymphocytes  amount  to  90  per  cent  or  more,  the  disease  is  of 
the  lymphatic  form,  in  which  the  lymphatic  glands  are  almost  certain  to  be  enlarged  as  w^ell 
as  the  spleen  ;  in  some  cases  of  lymphatic  leukaemia  the  latter  may  be  scarcely  enlarged 
at  all,  but  in  others  it  may  be  almost  if  not  quite  as  large  as  in  the  splenomedullary  type 
of  the  disease.  For  mixed  leukaemia,  see  ANif':MiA  (p.  25).  In  the  absence  of  any  marked 
leucocytosis,  or  of  characteristic  differential  leucocyte  counts  (see  also  Anemia),  the 
diagnosis  of  the  nature  of  a  very  large  spleen  will  depend  in  the  first  place  upon  whether 
there  has  or  has  not  been  residence  in  a  malarial  region — the  fen  districts  of  Great  Britain, 
the  tropics,  or  certain  parts  of  Europe,  particularly  Italy.  The  ague-cake  spleen  of  the 
fens  is  now  very  rare  ;  it  is  more  often  found  in  chronic  cases  of  tropical  malaria,  when 
the  history  may  indicate  its  nature,  and  if  the  patient  is  having  febrile  attacks,  the  parasites 
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{Plate  XXVIII,  Figs,  A,  B,  C,  D,  E,  p.  614)  may  be  found  in  the  blood.  Recent  investi- 
gations have  shown  that  some,  at  least,  of  the  enlarged  spleens  formerly  attributed  to 
malaria,  are  due  to  other  infections.  One  of  these  has  been  differentiated  clearly  from 
the  rest,  namely  Kala-azar,  which  occurs  in  India,  particularly  in  Assam,  in  Africa,  and 
in  Sicily,  and  is  diagnosed  chiefly  by  the  discovery  of  the  Leishman-Donovan  bodies  in  the 
fluid  obtained  by  splenic  puncture  (Plate  XXVIII,  Fig.  H,  p.  614). 

Splenomegalic  polycythoemia  is  a  rare  affection  of  adults,  characterized  by  more  or  less 
cyanosis  (Plate  XXIX,  p.  634)  and  symptoms  which  might  suggest  a  cardiac  lesion,  together 
with  more  or  less  enlargement  of  the  spleen,  and  polycythaemia  amounting  perhaps  to  six, 
seven,  ten,  or  even  twelve  million  red  corpuscles  per  c.mm.  The  malady  is  generally  chronic, 
extending  over  years  ;  with  an  insidious  onset  and  slow  progress.  The  first  symptoms  are 
vague,  with  progressive  loss  of  working  power,  and  some  shortness  of  breath  on  exertion. 
Haemorrhages  may  occur  early,  or  at  any  stage  of  the  malady  ;  especially  bleeding  from 
the  mouth,  epistaxis,  haemoptysis,  haematemesis,  haematuria,  or  melaena.  Purpura  is 
not  common.  The  patient's  heart  is  generally  hypertrophied  and  dilated  to  some  extent, 
with  or  without  a  systolic  apical  bruit  ;  and  the  blood-pressure  is  above  the  normal — it 
may  be  anything  between  150  and  250  mm.  Hg.  The  patient  does  not  usually  waste. 
He  may  develop  effusion  into  any  of  the  serous  cavities.  The  diagnosis  is  arrived  at  when 
polycythaemia  and  enlargement  of  the  spleen 
occur  in  the  absence  of  any  definite  cause. 

Splenomegalic  cirrhosis  is  an  affection 
of  children  and  young  adults,  in  whom 
there  are  likely  to  be  more  or  less  jaundice, 
anaemia,  lack  of  development,  and  ultimately 
ascites,  as  well  as  considerable  enlargement 
of  the  spleen.  There  is  a  tendency  for  this 
malady  to  affect  more  tlian  one  member  of 
a  family,  and  this  sometimes  gives  the  clue 
to  the  diagnosis.  When  death  ultimately 
ensues,  in  addition  to  the  great  enlargement 
of  the  spleen  these  cases  exhibit  more  or  less 
fibrosis  or  cirrhosis  of  the  liver,  and  some- 
times the  liver  is  indistinguishable  from 
that  of  ordinary  alcoholic  cirrhosis.  What 
relationship  this  malady  has  to  ordinary 
alcoholic  cirrhosis  of  the  liver  on  the  one 
hand,  and  to  splenic  anaemia  or  Banti's 
disease  upon  the  other,  is  not  clear  ;  but 
owing  to  the  enlargement  of  the  spleen,  it 
is  differentiated  as  splenomegalic  cirrhosis. 
Haemorrhages,     particularly     haematemesis,  ^^    2r-.7.-Spie,nc  an«.mia:    photograph  showing  the 

are   not  infrequent  in   this  as  in  other  forms  outline  of  the  spleen.     There  was  severe  chlorotic  ansomia 

-.,        .        1..11.  mi       11       ji  witljout  leucocvtosis ;  the  patient  died,  and  al  tlie  autopsy 

of  cirrhosis  of  the  liver.      The  blood-changes  there  was  no  cirrhosis  ot  the  liver. 

are    merely    those    of    a    simple    chlorotic 

anaemia.  The  diagnosis  is  afforded  chiefly  by  the  age  of  the  patient,  by  the  size  of  the 
spleen,  and  by  the  absence  of  any  positive  blood-changes,  particularly  if  more  than  one 
member  of  the  family  is  affected  in  the  same  way.  The  patient  often  lives  for  a  number 
of  years,  and  is  able  to  work  in  spite  of  the  complaint,  until  ascites  supervenes.  The 
fingers  may  be  clubbed. 

Splenic  ancemia  has  been  discussed  under  An.^mia  (p.  37).  The  spleen  is  not  as 
a  rule  very  greatly  enlarged,  though  sometimes  it  may  be  enormous  (Fig.  267).  The  blood 
changes  are  simply  those  of  progressive  and  severe  anaemia  of  a  chlorotic  type  ;  even 
though  there  may  really  be  a  disease  meriting  the  distinctive  term,  '  splenic  anaemia,' 
not  a  few  cases  diagnosed  as  such  on  account  of  the  co-existence  of  splenic  enlargement 
with  simple  anaemia,  ultimately  turn  out  to  be  cirrhosis  of  the  liver.  When  that  which  is 
really  cirrhosis  of  the  liver  is  diagnosed  in  its  early  stages  as  splenic  anaemia,  the  condition 
is  termed  Bantrs  disease.  One  particular  variety  of  familial  splenic  anaemia  of  young 
persons  has  been  distinguished  from  the  rest  as  Ganchefs  disease.     It  runs  a  course  ver> 
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similar  to  that  of  familial  acholuric  jaundice  (see  below),  but  is  distinguished  during  life  by 
the  occurrence  of  a  peculiar  fat-like  deposit  under  the  exposed  part  of  the  conjimctiva 
external  to  the  cornea  ;  and  after  death  by  the  presence  of  special  Gaucher  cells  in  the 
spleen  and  liver.     It  is  rare. 

Pseudo-leukcemia  infantum  (von  Jakscii's  Disease)  was  imtil  recently  regarded  as, 
apart  from  true  leukaemia,  almost  the  only  cause  of  very  great  enlargement  of  the  spleen  in 
young  children  (Fig.  13,  p.  37).  It  is  diagnoscfl  by  the  seventy  of  the  anaemia,  which  is  of 
the  indeterminate  chlorotic  type  without  great  leucocytosis,  but  with  all  the  changes  that 
are  to  be  expected  in  any  severe  anaemia  (pp.  21,  22)  developing  in  an  infant  of  a  year  old 
or  less,  running  a  chronic  course,  but  sometimes  resulting  in  complete  recovery.  It  is  prob- 
able that  von  Jaksch's  disease  (splenomegaly  and  anaemia  in  a  child)  is  not  a  disease  but  a 
syndrome,  and  that  it  includes  cases  in  which  these  symptoms  are  due  to  different  causes  ; 
in  some  this  is  congenital  syphilis,  as  proved  by  Wassermann's  test  ;  others  %vith  a  negative 
Wassermann  reaction  are  probably  related  to  the  splenic  anaemia  of  adults  ;  others  are 
familial  acholuric  jaundice  ;  others,  Gaucher's  disease  ;  while  some  arc  due  to  obscure 
causes  not  yet  elucidated. 

One  clinical  point  of  interest  which  may  assist  some  day  in  separating  these  cases 
into  more  definite  groups  is  that  some  show  undue  fragility  of  the  red  corpuscles  and  others 
do  not ;  this  fragility  is  tested  by  putting  a  drop  or  two  of  the  patient's  blood  into  succes- 
sively weaker  solutions  of  salt  until  the  point  at  which  laking  occurs  is  found  ;  the  nearer 
to  normal  saline  this  point  is,  the  greater  the  fragility  of  the  cells.  In  one  group,  with 
normal  fragility  undue  destruction  by  some  toxic  agent  in  the  patient  is  taking  place  ; 
in  another,  the  fragility  of  the  corpuscles  is  a  main  cause  of  the  anaemia. 

StilVs  Disease  is  really  subacute  generalized  rheumatoid  arthritis  of  children  {Fig. 
169,  p.  377)  associated  with  wasting,  moderate  enlargement  of  most  of  the  superficial 
lymphatic  glands,  and  in  some  cases  considerable  enlargement  of  the  spleen.  The  latter 
is  not  essential,  however,  and  in  any  case  it  is  the  affection  of  the  joints  that  attracts  chief 
attention.    The  patient  may  be  completely  crippled. 

Familial  Achcluric  Jaundice  is  in  many  respects  similar  to  splenomegalic  cirrhosis 
of  children,  described  above  ;  without  laparotomy,  or  post-mortem  examination,  it  may 
be  impossible  to  be  certain  whether  the  enlarged  spleen  is  accompanied  by  cirrhosis  or  not. 
The  disease  affects  several  children  in  the  same  family  as  a  rule,  runs  a  chronic  course, 
beginning  soon  after  birth  but  permitting  of  survival  for  many  years.  The  patient  might 
be  described  as  delicate  rather  than  ill,  with  more  or  less  anaemia  of  chlorotic  type,  a  facies 
reminiscent  of  that  of  pernicious  anaemia,  no  great  wasting,  a  distinctly  icteric  tinge 
of  the  skin  and  conjunctivae,  without  any  bile-staining  of  the  urine,  which  remains  of  a 
normal  colour ;  considerable  enlargement  of  the  spleen  and  often  of  the  liver  also  ;  some 
of  these  cases  give  a  positive  Wassermann  reaction,  others  do  not ;  the  congenital  syphilitic 
type  is  held  by  some  to  be  quite  distinct  from  true  familial  acholuric  jaundice.  Splenec- 
tomy has  cured  a  certain  number  of  these  cases  {Plate  XVIIl,  p.  332). 

Egyptian  Splenomegaly  is  a  disease  affecting  natives  in  Egypt,  clinically  very  similar  to 
splenic  anaemia,  but  thought  to  be  due  to  infection  by  a  protozoon  not  yet  discovered, 
though  perhaps  related  to  either  malaria  on  the  one  hand  or  to  trypanosomiasis  upon  the 
other.  It  runs  a  chronic  course  for  some  years,  but  ends  like  cirrhosis  of  the  liver  with 
ascites,  pyrexia,  and  cachexia.     The  spleen  may  be  enormous. 

Chronic  Enlargement  of  the  Spleen,  the  enlargement  being  of  moderate  size. 

It  is  clear  that  conditions  which  may  sometimes  produce  great  enlargement  of  the 
spleen  must  go  through  a  phase  in  which  the  spleen  is  not  yet  enormous,  and  at  this  stage  all 
those  diseases  that  have  just  been  discussed  will  come  into  the  present  group.  The  remarks 
already  made  need  not  be  repeated  here,  however,  for  the  diagnosis  at  the  stage  in  which 
the  spleen  is  yet  only  moderately  big  is  arrived  at  in  the  way  already  described.  A  blood- 
count  is  essential  in  order  to  exclude  or  diagnose  leukaemia  ;  parasites  may  be  discovered 
to  account  for  malaria  or  kala-azar  ;  and  so  on.  The  spleen  is  palpable  in  a  considerable 
proportion  of  cases  of  pernicious  ancemia,  but  it  is  seldom  greatly  enlarged,  and  the 
diagnosis  is  arrived  at  by  finding  the  blood-changes  described  under  Anaemia  (p.  24-). 
In  none  of  the  other  diseases  mentioned  in  the  list  above  are  the  blood-changes  them- 
selves pathognomonic. 

The  spleen  of  a  small  child  is  often  just  palpable  without  there  being  any  disease  at 
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all ;  if  it  is  more  decidedly  enlarged,  the  first  suspicion  will  be  that  it  is  due  to  rickets  or 
congenital  syphilis.  The  bony  changes,  quadrate  head,  beaded  ribs,  large  epiphyses, 
exaggerated  curves  of  the  long  bones,  particularly  of  the  legs,  delay  in  the  closure  of  the 
fontanelles,  and  the  pot-belly,  will  suggest  rickets  ;  it  should  be  added,  however,  that 
owing  to  the  eversion  of  the  lower  ribs  along  a  line  corresponding  with  the  attachment  of 
the  diaphragm,  and  known  as  Harrison's  sulcus,  the  spleen  often  becomes  unduly  palpable 
in  rickety  children  without  being  necessarily  enlarged.  Congenital  syphilis  may  be 
suggested  by  a  knowledge  of  the  family  history,  by  the  occurrence  of  snuffles,  of  specific 
skin  eruptions,  and  so  forth  ;  but  in  many  cases  the  diagnosis  will  be  one  of  surmise  only, 
unless  it  can  be  confirmed  by  the  specific  serum  reaction  of  Wassermann.  Pseudo-leukcemia 
infantum  has  been  discussed  above  ;  by  some  it  has  been  regarded  as  in  some  way  associ- 
ated either  or  with  rickets,  with  congenital  syphilis,  or  both  ;  but  the  most  recent  view  is 
that  it  is  due  to  some  cause  other  than  these,  of  a  nature  not  yet  known. 

Hodgkin's  Disease,  when  it  is  typical,  is  associated  with  considerable  and  progressive 
Lymphatic  Gland  Enlargement  (p.  37G),  especially  those  of  the  neck,  and  later  those  of 
the  axillae  and  groins,  thorax  and  abdomen,  together  with  moderate  but  seldom  ver>'  great 
enlargement  of  the  spleen  ;  without  any  ansemia  to  begin  with,  but  later  with  a  progressive 
and  ultimately  severe  anaemia  of  the  chlorotic  type,  with  all  the  changes  mentioned  on 
pp.  21,  22  ;  without  leucocytosis,  and  with  nothing  characteristic  about  the  differential 
leucocyte  count,  except  that  an  occasional  basophile  cell  or  myelocyte  may  be  seen. 
Kodgkin  himself  laid  particular  stress  upon  the  changes  in  the  spleen  in  this  disease,  but 
there  can  be  little  doubt  that  there  are  cases  of  a  precisely  similar  nature  in  which  there  is 
much  lymphatic  glandular  enlargement  without  enlargement  of  the  spleen.  An  attempt 
is  sometimes  made  to  distinguish  this  type  from  that  with  splenic  enlargement,  by  styling 
it  lymphadenoma  ;  but  where  lymphadenoma  ends  and  Hodgkin's  disease  begins,  and 
vice  versa,  is  by  no  means  settled.  It  would  seem  much  more  likely  that  there  is  every 
degree  of  acuteness  and  severity  between  extremes  that  are  wide  apart,  those  cases  which 
have  lymphatic  glandular  enlargement  and  a  rapidly  fatal  ending  without  leucocytosis  as 
their  most  prominent  feature  being  styled  lymphosarcoma  ;  similar  cases  with  the  addition 
of  enlargement  of  the  spleen,  but  a  fairly  rapid  fatal  ending,  being  termed  acute  Hodgkin's 
disease  ;  others  again,  with  enlargement  of  the  glands  without  enlargement  of  the  spleen 
and  with  rather  greater  duration,  being  termed  lymphadenoma  ;  whilst  precisely  similar 
cases  with  enlargement  of  both  spleen  and  glands,  and  a  duration  of  anything  between 
several  months  and  several  years,  are  termed  ordinary  Hodgkin's  disease.  One  very 
important  point  to  be  realized  about  this  disease  is  that  the  blood-changes  in  it  are  not 
pathognomonic  even  when  they  are  severe. 

Cirrhosis  of  the  Liver,  by  the  time  it  has  ended  fatally,  is  nearly  always  associated 
with  a  spleen  that  is  bigger  than  normal  as  judged  by  post-mortem  weights.  Clinically, 
however,  this  enlargement  can  be  made  out  only  in  a  small  proportion  of  the  cases,  and 
even  in  these  the  enlargement  is  seldom  great.  When,  however,  there  is  doubt  as  to  the 
diagnosis,  and  cirrhosis  of  the  liver  seems  to  be  a  possible  cause  for  other  symptoms,  such 
as  HiEMATEMESis  (p.  265),  Ascites  (p.  43),  Jaundice  (p.  324),  the  presence  of  chronic 
but  not  very  great  enlargement  of  the  spleen,  without  affection  of  the  lymphatic  glands 
and  without  pathognomonic  blood-changes,  is  an  additional  argument  in  favour  of  the 
diagnosis.  On  the  other  hand,  splenic  enlargement  is  a  very  prominent  and  relatively 
early  feature  in  a  few  cases,  as  in  the  splenomegalic  cirrhosis  of  children  (p.  372)  and  young 
adults  ;  whilst  in  some  older  patients,  long  before  the  hepatic  changes  themselves  attract 
attention,  the  case  may  come  under  observation  for  anaemia,  with  or  without  haemorrhage, 
such  as  purpura,  epistaxis,  haematemesis,  or  the  passage  of  blood  per  rectum  ;  and  a  con- 
siderable enlargement  of  the  spleen  may  be  found.  The  blood-changes  may  be  merely 
chlorotic,  and  in  the  absence  of  other  definite  signs  or  symptoms  the  diagnosis  of  splenic 
anaemia,  that  is  to  say  of  simple  anaemia  associated  with  an  enlarged  spleen,  may  be  made  ; 
many  such  cases  ultimately  turn  out  to  be  examples  of  cirrhosis  of  the  liver — Banti's  disease. 

Lardaceous  Disease, — A  lardaceous  spleen  is  not  always  large,  but  is  frequently  big 
enough  to  be  palpable,  and  the  liver  is  generally  enlarged  at  the  same.  time.  The  con- 
dition results  from  long-continued  suppuration,  discharging  sinuses  from  empyema  or 
spinal  caries,  purulent  cavities  in  phthisis  or  bronchiectasis,  or  from  tertiary  syphilis.  If 
considerable  enlargement  of  the  spleen  is  associated  with  any  of  these  it  is  probably  due 
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to  lardaceous  disease.  There  is  generally  diarrhoea  on  account  of  affection  of  the  intes- 
tines ;  and  polyuria  and  albuminuria  owing  to  renal  changes.  The  patient  is  weak,  frail- 
looking,  and  bloodless.  Blood-counts  exclude  leukaemia,  and  indicate  more  or  less  ansemia 
of  the  chlorotic  type.  The  disease  is  very  much  less  common  than  formerly,  because 
modern  surgical  methods  have  done  away  with  much  of  the  persistent  suppuration  that 
was  formerly  common  ;  for  the  most  part  it  is  diagnosed  by  reason  of  there  being  obvious 
cause  for  it,  especially  prolonged  sepsis  or  tertiary  syphilis. 

Thrombosis  of  the  Porlal  Vein  as  a  cause  for  splenic  enlargement  can  seldom  be  more 
than  guessed  at  (see  Ascites,  p.  51). 

Pressure  on  the  Portal  Vein  by  enlarged  lymphatic  glands  or  by  adjacent  tumours, 
will  almost  certainly  be  associated  with  obstruction  to  the  bile-duct  at  the  same  time,  so 
that  there  will  be  jaundice,  and  probably  also  ascites,  in  addition  to  any  splenic  enlarge- 
ment ;   the  latter  will  be  slight. 

II.  ACUTE   ENLARGEMENT    OF    THE    SPLEEN. 

Acute  Infectious  Fevers. 

Typhoid  Fever  is  the  best-known  febrile  disease  in  which  moderate  enlargement  of  the 
spleen  occurs.  The  organ  is  usually  soft,  so  that  in  many  cases  only  an  increased  sense  of 
resistance  is  noticed  on  palpating  close  under  the  left  ribs.  The  enlargement  may  be  so 
slight  that  the  organ  may  be  felt  only  when  the  patient  takes  a  deep  breath,  so  as  to  push 
it  down  from  under  the  ribs  ;  or  it  may  be  so  big  that  its  lower  border  reaches  to  the  level 
of  the  umbilicus.  If,  in  a  case  of  obscure  fever  in  which  a  continued  pyrexia  {Fig.  241, 
p.  565)  is  associated  with  a  relatively  slow  pulse-rate,  the  spleen  is  found  to  be  enlarged, 
the  diagnosis  of  typhoid  fever  is  very  likely  ;  especially  if  there  is  a  history  of  gradual  onset 
with  anorexia  and  lassitude,  accompanied  by  headache  and  sometimes  epistaxis,  a  gradual 
rise  of  temperature  which,  if  it  has  been  observed  from  the  first,  is  seen  to  go  up  about  two 
degrees  every  night,  with  a  fall  of  one  degree  the  following  morning,  until  step  by  step  it 
reaches  103^  F.  or  104''  F.,  or  even  higher  ;  and  perhaps  no  definite  abnormal  physical 
signs  whatever  except  as  regards  the  spleen,  or  a  few  rhonchi  in  the  chest.  The  character- 
istic rash  does  not  appear  until  the  sixth  day  or  later,  when  it  comes  out  on  the  abdomen, 
sometimes  also  upon  the  chest  and  back,  in  the  form  of  small,  rosy-red,  flattened  papules 
which  fade  on  pressure,  come  out  in  successive  crops,  and  are  seldom  present  to  the 
extent  of  more  than  half  a  dozen  or  a  dozen  at  a  time.  WidaPs  agglutinating  serum 
reaction  should  ultimately  be  positive  in  a  dilution  of  1  in  200  in  half  an  hour,  but  it  is 
generally  the  second  week  before  this  test  is  positive.  Earlier  confirmation  of  the  nature 
of  the  fever  may  be  obtained  by  the  blood-count,  there  being  no  leucocytosis — indeed, 
sometimes  Leucopenia  (p.  361) — whilst,  unlike  many  febrile  illnesses,  typhoid  fever  pro- 
duces a  relative  increase,  not  in  the  polymorphonuclear  cells,  but  in  the  small  lymphocytes. 
Such  blood-changes  are  in  themselves  almost  pathognomonic,  and  they  are  obtainable 
before  Widal's  reaction  is  to  be  expected,  though  the  latter  is  the  ultimate  test  of  the  fever. 
Typhoid  bacilli  may  be  recovered  from  the  blood  on  special  cultivation  quite  early  in  the 
attack,  but  this  method  of  diagnosis  is  not  resorted  to  often.  When  neither  blood-count 
nor  serum-test  is  |)ossible,  the  diagnosis  may  not  be  cleared  up  until  the  third  week  or  later, 
when  sloughs  from  Peyer's  patches  can  be  discovered  in  the  stools.  The  ratio  of  the  pulse- 
rate  and  temperature  is  of  considerable  value  in  the  diagnosis,  for  in  most  cases  the  pulse- 
ratio  is  very  low  ;  for  instance,  with  a  temperature  of  104^  F.,  the  pulse-rate  may  be  only 
90  or  100  per  minute,  when  the  physiological  ratio  for  this  temperature  is  120.  Pneu- 
monia in  its  earlier  stages  may  also  produce  a  low  pulse-ratio  ;  but  the  respiration-ratio 
is  here  increased,  which  is  not  the  case  in  typhoid  fever.  The  following  figures  illustrate 
these  points  : — 

T.  P.  R. 

Physiological  ratio           . .              . .              . .          104^  F.  . .  125  . .  32 

Typhoid  fever   . .              . .              . .              . .          104°  F.  . .  90  . .  30 

Pneumonia         ..              ..              ..               ..          104   F.  ..  100  ..  40 

General  tuberculosis  may  simulate  typhoid  fever  in  this  respect  also,  and  sometimes 
it  is  not  possible  to  decide  between  the  two  until  the  case  has  been  watched  for  some  time. 

Paratyphoid  Fever  is  closely  related  to  typhoid  fever,  and  the  clinical  symptoms  are 
very  similar  ;    the  importance  of  distinguishing  between  the  two  lies  chiefly  in  the  carrying 
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out  of  Widal's  agglutinating  serum  reaction.  It  sometimes  happens  that  in  a  case  which, 
from  a  clinical  point  of  view,  is  almost  certainly  typhoid  fever,  the  serum  will  not  cause 
clumping  of  Eberth's  typhoid  bacilli  ;  and  so  far  as  the  bacteriological  test  goes,  the 
diagnosis  might  remain  altogether  obscure  unless  the  serum  were  tested  also  against  the 
Bacillus  paratyphosus  A  and  the  B.  paratyphostis  B,  In  a  certain  proportion  of  cases 
clumping  will  be  obtained  with  one  or  other  of  these,  the  diagnosis  of  paratyphoid  fever 
being  based  upon  bacteriological  rather  than  upon  clinical  conditions.  The  spleen  is 
enlarged  in  paratyphoid  fever  to  about  the  same  extent  as  in  typhoid. 

Relapsing  Fever  is  associated  with  considerable  enlargement  of  the  spleen.  The 
disease  is  contagious,  but  nowadays  rare,  developing  only  under  conditions  of  filth  and 
famine.  It  is  characterized  by  an  acute  onset,  with  chills,  pains  in  the  back,  and  a  sudden 
rise  of  temperature.  The  latter  remains  high  for  six  or  seven  days,  and  then  falls  by  crisis. 
For  about  a  week  the  temperature  remains  normal,  and  then  it  rises  again  as  before,  several 
such  remissions  and  relapses  succeeding  each  other  and  being  pathognomonic  of  the  disease 
{Fig.  5,  p.  27).  The  pulse  is  rapid,  and  there  is  profuse  sweating.  Enlargement  of  the 
spleen  is  detected  early.  It  is  most  conclusively  distinguished  from  other  diseases  by 
examination  of  blood-films  in  which  the  Spirochceta  obermeieri  (Plate  XXV III,  Fig,  1, 
p.  614).  will  be  found. 

Malta  Fever  is  discussed  on  p.  505  ;  the  splenic  enlargement  is  similar  to  that  of  typhoid 
fever. 

Malaria. — Apart  from  the  chronic  enlargement  of  the  spleen  due  to  recurrent  attacks 
of  malaria,  the  spleen  becomes  enlarged  and  soft  as  the  result  of  active  hyperaemia  during 
acute  attacks.  Even  when  no  splenic  enlargement  can  be  detected  in  the  intervals,  during 
the  paroxysms  the  viscus  can  usually  be  felt  projecting  below  the  costal  margin,  presenting 
a  soft  and  indefinite  lower  border.  When  the  patient  has  more  or  less  chronic  enlargement 
of  the  spleen  as  the  result  of  preceding  attacks,  each  acute  febrile  paroxysm  is  associated  as 
a  rule  with  an  additional  swelling  which  passes  off  after  the  attack.  For  the  characters 
of  the  fever,  see  pp.  2d-32.  The  nature  of  the  malady  will  be  suggested  by  geographical 
considerations,  or  by  the  influence  of  quinine  ;  but  the  only  conclusive  proof  is  the 
discovery  in  stained  blood-films  of  the  malaria  parasites  (Plate  XXV 111,  Figs,  A,  B,  C,  D, 
p.  614).  There  is  often  marked  anaemia,  especially  in  cases  of  recurrent  malaria,  the  red 
corpuscles  and  haemoglobin  becoming  reduced  as  in  chlorosis  ;  the  leucocytes  are  also 
diminished,  and  the  differential  leucocyte  count  shows  a  relative  increase  in  the  large 
hyaline  lymphocytes  up  to  even  15  or  20  per  cent. 

Erysipelas  is  often  associated  with  moderate  enlargement  of  the  spleen  ;  but  the  fever, 
rigors  (Fig,  245,  p.  568),  and  slightly-raised  red  spreading  infection  of  the  skin  are  suffi- 
ciently characteristic  to  indicate  the  diagnosis. 

Septiccemia  may  be  less  easy  to  diagnose  unless  there  is  some  obvious  source  of  sepsis 
in  the  first  instance,  such  as  infection  of  the  uterus  after  childbirth,  sepsis  in  connection 
with  the  general  peritoneal  cavity,  joints,  wounds,  and  so  forth.  The  chief  difficulty  arises 
in  those  cases  in  which  the  source  of  the  sepsis  is  not  obvious,  being  due  to  absorption  from 
such  lesions  as  pyorrhoea  alveolaris,  whitlows,  acne,  or  other  comparatively  small  super- 
ficial affections  ;  or  to  deep-seated  suppuration,  such  as  a  hidden  empyema,  infective 
pylephlebitis,  infective  cholangitis,  pyosalpinx,  and  so  forth.  In  some  cases  of  chronic  or 
subacute  septicaemia,  enlargement  of  the  spleen  may  be  considerable,  and  the  diagnosis 
of  infective  endocarditis  will  very  likely  suggest  itself.  Whether  or  not  the  heart  valves 
are  affected  in  these  cases,  the  ultimate  diagnosis  will  depend  upon  discovery  of  infective 
organisms  in  cultures  obtained  by  venepuncture. 

Diphtheria,  Pneumonia,  Scarlet  Fever,  and  Small-pox  seldom  give  rise  to  very 
prominent  splenic  enlargement,  and  the  only  importance  of  it  is  that  in  the  early  stages 
of  the  malady  detection  of  a  spleen  that  is  just  palpable  may  temporarily  arouse  a  suspicion 
that  the  patient  may  be  suffering  from  typhoid  fever.  The  course  of  the  disease,  bacterio- 
logical examination  of  swabbings  from  the  throat,  the  physical  signs  in  the  lungs,  and 
characters  of  the  sputum  and  the  skin  rash,  will  serve  to  point  to  the  correct  diagnosis. 

Typhus  Fever  is  fortunately  very  rare  now,  although  there  are  small  outbreaks  of  it 
in  the  poorer  parts  of  large  cities  from  time  to  time  ;  the  spleen  becomes  soft  and  moderately 
enlarged,  but  less  constantly  so  than  in  typhoid  fever.  The  disease  sets  in  more  acutely 
than  enteric,  with  chills,  early  prostration,  and  a  high  temperature  which  ends  by  less 
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marked  lysis  {Fig.  268)  than  does  that  of  typhoid  fever  (Fig,  241,  p.  565)  ;  and  sometimes 
almost  by  crisis  at  the  end  of  the  second  week  (Fig,  269).  The  rash  differs  from  that  of 
typhoid  fever,  in  that  it  appears  on  the  fifth  day,  and  consists  of  petechiae  and  of  dark-red 
groups  of  subcutaneous  macules  in  addition  to  rosy-red  papules  on  the  surface.  Nervous 
symptoms  become  very  marked,  especially  at  the  end  of  the  first  week,  the  so-called  typhoid 


Fig.  'J(Ii*.-  -Temperature  chart  from  a  tyiiicul  cjusc  of  typhus  fever  eiuliiit?  by  Ivsis  nxther  than  by  (Tris's. 

{Chart  kindly  supplied  bj/  Jir.  Turner^  hed.  Supt.  oj  llu:  S:ntth  Eastern  Fever  llosp.,  iMtidon.) 

state  being  an  expression  used  to  denote,  not  the  condition  that  occurs  in  typhoid  fever,  but 
that  which  develops  in  typhus.  There  may  be  severe  vomiting,  and  retention  of  urine, 
important  symptoms  that  are  rare  in  typhoid  fever.  There  should  be  no  positive  WidaPs 
reaction,  and  no  sloughs  in  the  stools. 

Influenza  is  a  diagnosis  which  should  never  be  made  except  with  very  good  cause,  for 
many  febrile  illnesses  in  which  the  real  cause  escapes  recognition  receive  the  label  influenza. 
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It  is  easiest  to  diagnose  correctly  in  times  of  severe  epidemic,  and  then  slight  enlargement 
of  the  spleen  may  occur  in  a  few  cases.  This  in  itself  is  not  important  if  influenza  can  be 
diagnosed  with  certainty  on  other  grounds  ;  but  until  the  nature  of  the  fever  becomes 
obvious,  it  is  important  in  that  it  may  suggest  typhoid  when  none  exists.     The  sudden 


Fig.   269. — Case  of  typlius  fever,  sliowhif.'  termination  by  crij^Ls  at  the  end  of  the  second  week.     The  majority  of  the 
ca8=«  exhibit  a  less  abrupt  ending  to  the  i)yre.\ia  perhaps,  but  tiie  above  type  Ls  ch  inict«rLstic  in  some  epidemics. 
(Cfiarl  kiiuily  supplied  by  Dr.  Turner^  Med.  Supl.  of  the  South  Eastern  Fever  Hospital^  London.) 

onset,  extreme  prostration,  high  pulse-rate  as  well  as  temperature,  initial  chill,  profuse 
sweating  which  comes  on  when  the  patient  begins  to  improve,  and  the  fall  of  the  tempera- 
ture after  an  illness  lasting  from  twenty-four  hours  to  three  or  four  days  or  a  week,  would 
all  point  to  influenza.      It  may,   however,   be  impossible  to  distinguish  influenza  from 
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typhoid  fever  until  the  course  of  the  pyrexia  has  been  watched,  or  unless  typical  Bacilli 
influenzce  are  recovered  in  nearly  pure  culture  from  some  secretion,  such  as  the  sputum. 
It  is  worthy  of  note  that  in  influenza  as  well  as  typhoid  there  is  no  leucocytosis. 

General  Tuberculosis  may  also  simulate  typhoid  fever  in  certain  cases,  and  enlargement 
of  the  spleen  may  result  from  the  development  of  tubercles  in  it.  When  cerebral  symptoms 
predominate,  the  diagnosis  is  relatively  easy  ;  the  headache  may  be  equally  severe  in  both, 
but  with  tuberculous  meningitis  there  is  more  vomiting  and  more  retraction  of  the  head, 
whilst  it  is  probable  that  optic  neuritis,  and  perhaps  choroidal  tubercles,  can  be  detected. 
Widal's  test  will  remain  persistently  negative  ;  there  will  be  no  rosy  rash,  probably  no 
leucocytosis,  and  no  sloughs  will  be  found  in  the  stools.  In  some  cases,  however,  general 
tuberculosis  produces  a  clinical  picture  that  may  be  very  difficult  to  distinguish  from 
typhoid  fever.     Lumbar  puncture  may  decide  the  diagnosis. 

Embolism. — Fungating  endocarditis  is  nearly  always  associated  with  palpable  enlarge- 
ment of  the  spleen,  and  sometimes  the  organ  attains  a  considerable  size  {Fig,  270).     As  stated 

above,  ordinary  heart-disease  with  failure 
of  compensation   does   not  give    rise   to 
splenic  enlargement  that  can   be    recog- 
nized clinically,  except  perhaps  in  chil- 
dren, notwithstanding  the  fact  that  one 
might  have  expected  the  backward  pres- 
sure to  cause  the    spleen   to   be  big  by- 
being    dilated    with    blood.     Except    in 
children,  enlargement  of  the  spleen  in  a 
heart  case  should  always  arouse  serious 
suspicion  of  infective  endocarditis.     The 
enlargement    may  be  due   to    embolism 
and  infarction,  in  which  case  there  may 
have   been   a  history  of  acute  pain  low 
down  on  the  left  side  of  the  chest,  accom- 
panied   by  a  definite  rub   due   to    peri- 
splenitis   over  the  infarct.     The   splenic 
enlargement  in   some  cases,  however,  is 
due  less  to  actual  infarction  than  to  the 
general  toxaemia ;  even  when   there   has 
been  an  infarct  it  is  not  always  easy  to 
be  sure  of  it.       Fungating    endocarditis 
sometimes  develops  without  there  being 
any  bruit  at  all ;    the  diagnosis  is  then 
exceedingly  difficult  unless    the    patient 
^suffers   from  multiple    emboli — cerebral, 
renal,      intestinal,      splenic,     peripheral. 
Sometimes    such    an    embolus    may    be 
followed  by  the  development  of  an  acute 
aneurysm — femoral,     popliteal,    cerebral 
and    so  forth.     A  cerebral  embolism    of 
this    kind    has    sometimes    resulted    in 
sudden  transient  coma  and  hemiplegia  ; 
the  patient  has  seemed  to  be  recovering  ; 
then  in  a  day  or  two  has  relapsed  into  coma  again,  and  died,  the  cause  of  the  relapse  and 
fatal  ending  being  the  development  of  an  acute  cerebral  aneurysm  at  the  site  of  the  em- 
bolus, rupture  of  this  aneurj'sm,  and  death  from  the  resultant  haemorrhage.     Progressive 
anaemia  of  the  chlorotic  type,  without  much  leucocytosis,  is  another  feature  of  these  cases. 
The   diagnosis  must  always   be  difficult  when   there  is  no  cardiac  bruit ;   when  there  is  a 
bruit,  the  difficulty  is  to  determine  whether  the  patient  is  suffering  merely  from  mechani- 
cal heart-failure,  or  from  fungating  endocarditis  superposed  upon  the  chronic  heart  lesions 
(p.  34). 

Thrombotic  infarction  may  cause  acute  splenic  enlargement  in  almost  any  of  the  blood 
diseases,  particularly  in  lymphadenoma  and  leukaemia. 


Fiff.  270.  -Photogmpli  showing  great  enlargement  of  both  the 
spleen  and  liver  in  a  case  of  fungating  endocarditis  (the  same 
patient  a«  in  Fig.  "J.'UJ,  p.  555,  illiLstrating  purpura).  Note  also 
dubbing  of  the  thinnb  and  fhigers  just  discernible  in  the  left  hand. 
The  diJHfnosLs  was  verilletl  at  autopsy. 
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Neither  Injury  nor  Strangulation  of  the  spleen  by  its  becoming  twisted  upon  its  own  hilum 
is  a  very  common  event,  and  the  latter  is  nearly  always  the  result  of  injury.  A  blow  in  the 
splenic  region  may  cause  a  rupture  in  the  pulp  of  the  spleen  without  bursting  its  capsule, 
and  without  obviously  injuring  the  chest  wall  or  abdomen.  The  bleeding  that  occurs 
within  the  capsule  of  the  spleen  itself  causes  great  pain  in  the  part  and  enlargement  of  the 
organ  ;  the  diagnosis  can  seldom  be  more  than  guessed  at  unless  laparotomy  is  performed. 
Strangulation  of  the  spleen  seldom  occurs  if  the  organ  is  in  its  natural  position  ;  but  when 
there  has  been  previous  dislocation,  an  abdominal  injury,  or  sometimes  a  sudden  spon- 
taneous effort,  has  led  to  its  becoming  twisted  on  its  own  hilum,  the  symptoms  being  such 
as  to  suggest  an  acute  intra-abdominal  condition  requiring  immediate  laparotomy,  but 
seldom  pointing  to  the  actual  diagnosis  until  the  laparotomy  has  been  performed. 

Herbert  French. 

SPONGY  GUMS.— (See  Bleeding  Gums,  p.  72.) 

SPUTA  vary  enormously  as  to  their  amount,  consistence,  colour,  and  so  forth  ;  but 
by  far  the  most  important  point  about  them  in  diagnosis  is  the  determination  of  whether 
they  contain  tubercle  bacilli  or  not.  There  is  no  particular  variety  of  sputum  which  can 
be  said  to  be  characteristic  of  pulmonary  tuberculosis,  although  stress  is  generally  laid 
upon  the  fact  that  phthisis  with  cavitation  produces  a  nummular  sputum — that  is  to  say, 
sputum  of  which  the  individual  portions  expectorated  tend,  not  to  coalesce  but  to  flatten 
out  as  separate  round  portions,  if  they  are  spat  on  to  a  flat,  dry  surface  ;  if  expectorated 
into  antiseptic  fluid,  they  remain  as  more  or  less  globular,  separate  masses.  As  a  matter 
of  fact,  however,  ordinary  bronchitis  may  produce  sputum  possessing  a  typical  appear- 
ance of  nummularity,  and  it  is  most  unwise  to  rely  on  the  naked-eye  appearances  of  sputum 
for  any  diagnosis  except  that  of  lobar  pneumonia,  when  it  may  be  typically  viscid  and 
rusty.  It  is  in  almost  all  cases  essential  to  make  Alms  of  the  sputum,  and  to  stain  these 
for  tubercle  bacilli  by  the  Ziehl-Neelsen  method  with  carbol-fuchsin. 

The  carbol-fuchsin  solution  is  made  up  of  1  gm.  of  fuchsin,  10  c.c.  of  absolute  alcohol,  and  100  c.c. 
of  5  per  eent  solution  of  carbolic  acid  in  distilled  water.  The  slide  is  covered  by  the  stain  in  a 
suitable  receiver,  and  held  over  a  small  Bunsen  burner  or  spirit  flame  until  the  fluid  steams  briskly 
but  does  not  actually  boil.  After  immersion  in  this  for  five  minutes  at  least,  and  it  does  not  much 
matter  if  for  longer,  the  excess  of  stain  is  poured  off,  the  film  washed  in  water,  the  excess  of  the 
latter  drained  off,  and  the  slide  immersed  in  25  per  cent  sulphuric  acid  for  about  half  a  minute  ; 
it  is  then  transferred  to  water  again,  and  recovers  more  or  less  of  the  red  tint  of  the  fuchsin  ;  if 
too  little  of  this  has  been  discharged,  the  slide  is  returned  to  the  sulphuric  acid  for  another  period, 
and  so  on  ;  when  well  decolorized,  only  the  thickest  parts  of  the  film  retain  obvious  red  ;  it  is  then 
counterstained  by  five  minutes'  immersion  in  carbol-methylene  blue,  the  excess  of  this  stain  being 
washed  off  with  "water,  the  film  dried  in  the  air,  and  either  mounted  in  Canada  balsam  or  else 
examined  directly  through  cedar-wood  oil ;  the  tubercle  bacilli  (Plate  XXV 111.  Fig.  K,  p.  614) 
show  up  as  bright-red  rods  in  a  blue  field  under  the  oil-immersion  lens. 

The  presence  of  acid-fast  bacilli  in  an  ordinary  sputum  film  is  very  nearly  proof  posi- 
tive of  tuberculosis  of  the  lung,  the  only  source  of  fallacy  being  the  possibility  of  non- 
pathogenic acid-fast  bacilli  being  derived  from  the  mouth.  It  is  very  unlikely  that  this 
source  of  fallacy  will  persist  from  day  to  day,  especially  if  care  be  taken  to  make  the  films 
from  the  interior  of  the  sputum  pellets.  It  should  be  remembered,  of  course,  that  the 
absence  of  tubercle  bacilli,  or  rather  their  non-detection,  is  no  proof  of  the  absence  of 
pulmonary  phthisis,  and  if  there  is  doubt,  successive  sputa  should  be  tested  in  the  same 
way.  It  should  also  be  remembered  that  a  lesion  which  may  have  been  tuberculous 
originally,  may  in  time  lose  its  tuberculous  character,  the  tubercle  bacilli  may  die  out, 
though  the  cavities  produced  by  them  still  persist  and  become  occupied  by  pyogenic 
organisms  and  their  products.  Many  of  the  symptoms  of  phthisis  itself  are  not  due  to 
tubercle  bacilli  directly,  but  rather  to  secondary  infection  by  streptococci,  staphylococci, 
pneumococci,  micrococci  catarrhales,  and  so  forth  ;  and  the  degree  of  this  secondary 
infection  may  be  gauged  from  the  films  at  the  same  time  as  one  looks  for  tubercle  bacilli. 

It  is  also  important  to  realize  that  a  person  may  expectorate  sputum  containing 
tubercle  bacilli  in  abundance  every  day  for  months,  and  yet  may  have  precisely  as  much 
lung  tissue  left  by  the  end  of  that  time  as  at  the  beginning  ;  this  is  due  to  the  fact  that  when 
cavities  have  been  produced  they  are  lined  by  granulation  tissue,  and  it  is  possible  for  the 
discharge  from  the  surface  of  these  granulations  to  produce  a  continuous  supply  of  sputum 
without  the  erosion  of  the  lung  tissue  progressing.     One  sees  a  precisely  similar  state  of 
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affairs  in  eases  of  some  skin  ulcers,  which  may  discharge  abundantly  and  yet  remain  much 
the  same  size  for  months.  The  best  evidence  of  lung  destruction  is  afforded  by  the  dis- 
covery of  elastic  fibres  (Fig.  271)  in  the  sputum  ;  if  these  are  present  there  must  be  some- 
thing which  is  eroding  the  lung  tissue,  and  if  tubercle  bacilli  are  present  at  the  same  time, 
the  two  together  indicate  advancing  phthisis.     The  elastic  fibres  may  be  obvious  when 

ordinary  sputum  is  examined  fresh  after  it  has  been 
pressed  out  between  cover-slip  and  slide,  but  oftener  they 
are  more  easily  detected  when  a  quantity  of  sputum  has 
been  boiled  with  strong  caustic  soda  to  destroy  pus  cells, 
mucus,  and  so  forth,  leaving  the  very  resistant  elastic 
fibres  unaffected.  Tubercle  bacilli  are  also  very  resistant 
to  the  effect  of  strong  alkali,  and  when  they  are  suspected 
to  be  present  but  cannot  be  found  without  in  some  way- 
concentrating  them,  it  is  a  useful  plan  to  boil  the  sputum 
with  an  equal  amount  of  5  per  cent  caustic  {jotash,  or  wit  h 
antiformin,  to  dilute  the  result  with  water,  to  centrifugalize 
it  well,  and  make  films  from  the  deposit.  There  are  various 
Fig.  ti? I. —Elastic  fibres  from  snutum.  Other  methods  of  obtaining  concentrated  bacilli  from  the 
m  up^^,  S"  h'o^'l. i3a?SUt^  SP"*""'  but  this  is  one  of  the  simplest.  It  should  be  borne 
11®".^   ?K  f**®  ^^^^-   (^frora   French's     in  mind  that  tubercle  bacilli  may  be  found  even  when  the 

Medical  Laboratory  Methods.)  .  .  ,.       ,  „     .  .  i  .1 

sputum  IS  exceedmgly  small  m  amount  and  apparently 
insignificant  and  mucoid. 

For  sputa  containing  blood,  see  Haemoptysis  (p.  285). 

Viscid,  Rusty  Sputum  is  almost  pathognomonic  of  pneumonia.  As  a  rule  the 
diagnosis  of  lobar  pneumonia  is  fairly  clear  owing  to  the  sudden  onset  of  an  acute 
pulmonary  complaint  associated  with  fine  crepitations  confined  to  one  or  more  lobes, 
followed  by  dullness,  with  bronchial  breathing,  bronchophony,  and  pectoriloquy  without 
rales  ;  these  being  succeeded  by  redux  crepitations,  with  a  diminution  in  the  broncho- 
phony, pectoriloquy,  and  bronchial  breathing  until  normal  voice  and  breath  sounds  are 
restored.  Herpes  labialis  is  common.  The  patient's  temperature,  after  maintaining 
a  high  level  such  as  103°  F.  or  104°  F.  for  from  five  to  ten  or  more  days — usually  about 
seven — falls  by  crisis  {Fig.  272).  The  respiration  rate  is  very  rapid — for  example,  40  per 
minute — during  the  height  of  the  fever,  and  the  skin  is  flushed,  dry,  pungent  before  the 
crisis,  moist  from  profuse  perspiration  after  it.     The  diagnosis  is  much  more  difficult  in 


Fig,  272. — ^Temperature  chart  of  an  ordinary  case  of  lobar  pneumonia,  showirm  a  crisis  on  the  seventh  day 
of  the  ilhiess,  and  a  sliglit  post-critiral  rise  on  the  followinsf  day. 

some  cases,  however  ;  there  are  not  a  few  patients  in  whom  the  consolidation  is  deep- 
seated,  so  that  it  does  not  come  to  the  surface  at  all,  and  lobar  pneumonia  has  to  be 
diagnosed  when  there  are  no  abnormal  physical  signs  to  be  detected  in  either  side  of  the 
chest.  In  such  cases  the  general  symptoms  may  suggest  the  diagnosis,  and  the  sticky,  viscid 
sputum,  the  colour  of  which  is  generally  that  of  iron  rust — but  which  may  be  any  of  the 
colours  that  a  bruise  may  have,  from  bright-red  or  brown  to  greenish- brown,  greenish. 
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yellowish,  or  even  bluish-yellow — confirms  it  even  when  the  lung  signs  remain  normal. 
The  viscidity  of  the  sputum  in  these  cases  is  of  as  much  importance  as  the  colour.  Films  of 
it. usually  contain  numbers  of  pneumococci  (Plate  XXVI II,  Fig.  O.  p.  614) ;  in  exceptional 
instances  pneumo-bacilli.  When  lobar  pneumonia  is  due  to  the  influenza  bacillus,  the 
sputum  has  not  the  viscid,  rusty  character  as  a  rule,  but  is  more  like  that  of  ordinary  muco- 
purulent bronchitis.  The  presence  of  large  numbers  of  pneumococci,  however,  or  of  any 
other  micro-organism  than  the  tubercle  bacillus,  is  by  itself  no  proof  that  these  are  the  cause 
of  the  lung  lesion,  for  even  in  the  sputum  of  perfectly  normal  persons  pneumococci  and  other 
bacteria  are  frequently  abundant.  It  is  quite  possible  for  a  patient  who  is  dying  of  general 
miliary  tuberculosis  of  the  lung  to  have  no  tubercle  bacilli  in  the  sputum,  but  an  abundance 
of  capsulated  pneumococci  which  may  readily,  when  they  are  discovered,  lead  to  an 
erroneous  diagnosis. 

Influenza  bacilli  are  exceedingly  small ;  but  it  is  important  that  they  should  be  looked 
for,  both  directly  and  by  cultural  methods,  in  all  cases  thought  to  be  influenzal,  before  this 
diagnosis  is  regarded  as  established  :  even  when  influenza  bacilli  are  found  there  is  still 
the  possibility  that  they  may  be  an  intercurrent  infection  in  some  other  malady  ;  but  it  is 
so  tempting  to  think  of  influenza  when  no  other  obvious  cause  for  a  febrile  illness  can  be 
discovered,  that  it  should  not  be  diagnosed  until  influenza  bacilli  have  been  shown  to  be 
present. 

Abundance  of  Fool  Sputum*  especially  when  expectorated  much  at  a  time  at  com- 
paratively long  intervals,  is  sometimes  by  itself  a  striking  symptom,  and.  it  suggests  that 
the  patient  is  suffering  from  one  or  other  of  the  following  :— 


Bronchiectasis 

Phthisis  with  cavitation 

Foetid  bronchitis 


An  empyema  ruptured  into  the  lung 
Gangrene  of  the  limg. 


It  is  sometimes  very  easy  to  distinguish  between  these  ;  with  fibroid  lung  and  bronchi- 
ectasis the  patient  is  likely  to  have  had  symptoms  periodically  for  a  long  while  ;  there 
will  generally  be  Clubbed  Fingers  (p.  Ill)  ;  the  abnormal  physical  signs  are  confined 
to  one  lung  as  a  rule,  and  especially  to  the  lower  lobe,  with  displacement  of  the 
heart  towards  that  side  ;  there  will  be  deficiency  of  movement,  resonance,  and  vesicular 
murmur  in  the  affected  lower  lobe,  together  with  either  absence  of  voice  sounds  and  of 
rales,  or  scattered  foci  of  crackling  rales,  especially  when  the  patient  coughs,  with  broncho- 
phony, pectoriloquy,  and  bronchial  breathing.  If,  on  the  other  hand,  the  abundant  and 
foul  sputum  is  associated  with  abnormal  physical  signs  in  both  lungs,  and  if  the  upper 
lobes  are  obviously  more  affected  than  the  lower,  if  the  patient  has  a  strong  tuberculous 
family  history,  and  if  tubercle  bacilli  are  either  now  present  in  the  sputum,  or  are  known 
to  have  been  present  formerly, — the  diagnosis  of  chronic  phthisis  with  extensive  cavitation 
and  secondary  infection  of  the  cavities  with  pyogenic  organisms  is  obvious. 

Foetid  bronchitis  is  always  a  dangerous  diagnosis  to  make,  and  the  probability  is  that 
many  cases  so  diagnosed  have  been  examples  either  of  deep-seated  bronchiectasis,  of 
phthisis  with  cavitation  and  secondary  pyococcic  infection,  or  of  empyema  ruptured  into 
the  lung.  The  latter  is  generally  associated  with  hardly  any  abnormal  physical  signs, 
because  if  the  original  empyema  had  given  rise  to  the  ordinary  signs  it  would  have  been 
diagnosed  and  relieved  by  operation  ;  an  empyema  may  develop  either  between  the  lobes, 
or  between  the  pericardium  and  the  lung,  or  between  the  diaphragm  and  the  lung,  in  such 
a  way  as  to  leave  normal  lung  tissue  all  round  the  surface  next  the  chest  wall,  so  that  the 
usual  evidence  of  pus  in  the  chest  is  entirely  wanting.  Even  if  abnormal  physical  signs 
are  produced  when  the  pus  is  kept  in  an  abnormal  position  in  this  way,  the  needle  may  have 
to  pass  through  so  much  tissue  before  the  empyema  cavity  is  entered,  that  the  pus  cannot 
be  located  :  in  either  of  these  cases  the  empyema  will,  in  the  course  of  time,  tend  to 
ulcerate  its  way  through  the  pleura  and  lead  to  the  expectoration  of  large  quantities  of  foul 
sputum  at  intervals  as  the  empyema  cavity  re-fills.  The  diagnosis  depends  largely  upon 
the  exclusion  of  other  causes  of  abundant  foul  expectoration,  and  perhaps  upon  the 
history  of  a  preceding  illness  predisposing  to  empyema,  for  example  lobar  pneumonia. 

Gangrene  of  the  lung  may  be  simulated  to  some  extent  by  bronchiectasis  or  by 
empyema  rupturing  into  the  lung  ;  but  generally  speaking  nothing  but  gangrene  will 
produce  so  much  stench.     Foul  though  the  sputum  in  bad  bronchiectasis  may  become. 
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it  seldom  approaches  the  awful  foetor  of  pulmonary  gangrene.  The  history,  moreover,  is 
acute  ;  there  may  be  some  obvious  cause  for  gangrene,  particularly  lobar  pneumonia  in 
a  patient  debilitated  from  some  other  cause,  such  as  diabetes,  or  inhalation  of  foul  particles 
after  immersion  in  a  dirty  river,  or  as  the  result  of  disease  of  the  mouth,  throat,  or  oesoph- 
agus, or  septic  embolism  of  the  lung  from  lateral  sinus  thrombosis.  If  any  doubt  remains 
as  to  whether  lung  tissue  is  being  destroyed  or  not,  elastic  fibres  can  be  sought  for,  their 
presence  at  once  distinguishing  between  bronchiectasis  or  deep-seated  empyema  on  the  one 
hand  and  gangrene  on  the  other. 

When  a  large  quantity  of  pus  is  expectorated  through  the  lung  in  a  person  who,  having 
been  in  the  tropics  and  having  possibly  suffered  from  dysentery,  has  since  had  symptoms 
pointing  to  hepatic  trouble,  the  possibility  that  an  amoebic  abscess  of  the  liver  may  have 
opened  its  way  through  the  diaphragm  into  the  lung  will  immediately  occur  to  one, 
especially  if  the  expectorated  pus  is  tinged  the  colour  of  anchovy  sauce.  It  might  be 
thought  that  the  Amosba  coli  would  be  found  in  it ;  but  this  is  not  the  case,  for  this 
protozoon  is  not  present  in  the  pus  of  a  hepatic  abscess  as  a  rule,  but  only  in  the  granu- 
lations of  the  abscess  wall.     The  sputum  in  these  cases  is  not  generally  foul. 

The  other  abnormal  features  that  may  be  exhibited  by  sputum  are  relatively  un- 
common, and  are  of  diagnostic  significance  only  in  exceptional  cases.  The  serous,  mucoid, 
muco-purulent,  or  purulent  sputum  of  the  various  stages  of  acute  and  chronic  bronchitis 
may  arouse  a  doubt  as  to  whether  the  patient  has  not  a  tuberculous  focus  ;  repeated  exam- 
ination will  fail  to  reveal  either  tubercle  bacilli  or  elastic  fibres,  but  it  is  to  be  remembered 
that  a  considerable  minority  of  phthisical  subjects  seem  not  to  expectorate  the  bacilli. 
Black  sputum  is  common  in  those  who  live  in  smoky  atmospheres,  particularly  in  towns, 
colliery  districts,  and  manufacturing  centres.  Other  changes  in  colour  may  be  due  to 
haemoptysis,  pneumonia,  or  hepatic  abscess,  which  are  all  discussed  above  ;  sometimes 
infection  by  the  Bacillus  pyocyaneus  may  produce  greenish  or  bluish  sputa  which  may 
alarm  the  patient,  but  which  need  not  have  any  serious  import,  and  red  sputum  simu- 
lating the  haemoptysis  of  phthisis  may  be  due  to  infection  by  pigment-producing  bacilli 
such  as  the  Bacillus  prodigiosus  ;  phthisis  may  be  diagnosed  wrongly  in  such  a  case 
unless  the  most  careful  investigations  of  the  sputa  are  made  by  cultural  methods. 

Curschmann's  spirals  (p.  153)  and  Charcot- Ley  den  crystals  (p.  102)  have  been  discussed 
elsewhere. 

Casts  of  the  bronchial  tubes  are  met  with  in  very  exceptional  cases,  and  they  are  of  two 

main    types — namely,    diphtheritic,    and   non-diphtheritic.     The    distinction   depends    on 

bacteriological  examination  ;    histologically  they  consist  of  ill-defined  exudate  containing- 

cells  irregularly  embedded  in  it.      Non-diphtheritic  casts  are  due  to  plastic  or  fibrinous 

bronchitis,  a  very  rare  disease  of  which  the  sputum  is  the  diagnostic  point.     Two  other 

rare  causes  for  the  expectoration  of  casts  of  the  bronchi  are  lobar 

pneumonia,  and  the  inhalation  of  blood  from  some  other  part  of 

the  lung  in  a  case  of  haemoptysis,  and  its  subsequent  expectoration 

after  it  has  clotted. 

Now  and  again  a  cretaceous  pellet  {Fig.  273)  or  a  small 
caseous  mass  may  be  found  in  the  sputum  of  a  patient  who  either 
has  pulmonary'  phthisis,  as  evidenced  by  the  abnormal  apical 
physical  signs,  and  by  the  detection  of  elastic  fibres  as  well  as 
tubercle  bacilli  in  the  sputum,  or  in  children  as  the  result  of  the 
„.    .  ulceration  of  a  caseous  bronchial  gland  into  the  trachea  or  a  main 

/^ij/.  "27^.— Calcareous  coMcre-     ,,  ,.,  ..•«•• 

tions  from  phthisitai  sputum.  bronchus,  and  then  expectoration  of  its  caseous  or  cretaceous 
contents. 

Another  rarity  which  has  occasionally  been  found  in  the  sputum  is  a  recognizable 
particle  of  new  growth,  the  detection  of  which  may  be  of  material  assistance  in  diagnosis. 

Chemical  analyses  are  relied  on  by  some  observers  in  distinguishing  tuberculous  from 
non-tuberculous  sputum,  it  being  stated  that  expectoration  containing  coagulable  proteid 
is  more  likely  to  be  the  result  of  tuberculous  infection  than  is  sputum  which  does 
not  coagulate  with  heat.  This  distinction,  however,  is  not  universally  accepted,  and 
microscopical  examination  for  tubercle  bacilli  is  certainly  a  more  reliable  test  in  the  great 
majority  of  cases. 
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The  rarer  bacteria  and  moulds  that  may  be  detected  in  the  sputum  by  special  bacterio- 
logical methods  generally  require  very  special  investigation,  including  cultural  tests  by 
skilled  bacteriologists  ;  one  need  not,  therefore,  enter  into  details  here,  though  it  may  be 
well  to  enumerate  certain  micro-organisms  which  may  be  pathogenic  in  the  lung  in  com- 
paratively rare  instances — B.  mallei,  generally  amongst  workers  in  stables  or  otherwise  in 
connection  with  horses  ;  Aspergillus  flavus,  A.  niger,  A.  fiimigatus,  generally  amongst  those 
who  have  to  do  with  the  artificial  feeding  of  pigeons  and  other  birds  ;  Actinomyces  or  the 
ray  fungus,  in  those  who  have  had  to  do  with  barley  in  some  way  or  another,  or,  as  has 
recently  been  demonstrated,  in  those  who  are  in  the  habit  of  holding  cotton  in  their  mouths, 
such  as  tailors  and  seamstresses.  Besides  these  pathogenic  micro-organisms,  not  a  few 
others  which  are  not  actually  pathogenic  are  to  be  recognized  in  the  sputum  when  it  has 
become  secondarily  infected  in  chronic  cases.  Penicillium  glaucum,  for  mstance,  or  Oidium 
albicans  ;  yeast  and  other  moulds  ;  Micrococcus  tetragenus  ;  or  Oidium  tropicale,  a  micro- 
organism similar  to  but  culturally  different  from  Oidium  albicans,  which  has  recently 
been  reported  to  be  a  cause  of  lung  lesions  both  in  Europeans  and  natives  in  Ceylon,  the 
symptoms  suggesting  phthisis,  but  the  latter  being  excluded  by  the  persistent  absence  of 
tubercle  bacilli  from  the  sputum  and  by  the  absence  of  reaction  to  tuberculin. 

Whooping-cough  is  sometimes  difficult  to  distinguish  from  other  colds  and  from 
bronchitis,  and  if  the  recent  statements  to  the  effect  that  it  is  due  to  the  minute  Bordet- 
Gengou  bacillus  prove  true,  bacteriological  examination  of  the  sputum  may  be  of  use  in 
diagnosing  this  condition  in  doubtful  cases  ;  the  patient's  blood-serum  may  also  give  a 
positive  clumping  reaction  with  cultures  of  this  organism. 

The  lung  fluke,  Paragonimus  Westermaniy  which  causes  haemoptysis  in  Korea,  Japan, 
and  parts  of  China,  is  to  be  diagnosed  by  the  discovery  of  its  oval,  capsulated  eggs  in  the 
sputum.  Herbert  French. 

SQUINT.— (See  Strabismus,  p.  649  ;   and  Diplopia,  p.  174.) 

STAMMERING. — (See  Speech,  Abnormalities  of,  p.  623.) 

STERILITY.— The  differential  diagnosis  of  the  causes  of  sterility  is  often  difficult, 
and  although  there  are  many  well-defined  conditions  which  give  rise  to  it,  there  are  numbers 
of  cases  in  which  no  definite  cause  can  be  found.  Further,  we  must  not  overlook  the  fact 
that  the  husband  is  responsible  for  a  sterile  marriage  in  one-fourth  to  one-third  of  the  cases. 
This  is  a  fact  shown  by  many  observers,  and  too  often  forgotten  when  investigating  cases. 
Therefore,  we  must  not  consider  a  case  to  be  complete  unless  the  husband  and  his  semen 
have  been  investigated.  Many  a  woman  has  her  married  life  made  miserable,  and  is  taken 
from  doctor  to  doctor  on  account  of  sterility,  when  the  husband  really  is  to  blame. 

The  causes  of  sterility  are  shown  in  the  table  on  the  next  page.  From  a  study  of  it, 
it  is  clear  that  some  of  the  causes  of  sterility  are  primary,  whilst  others  are  secondary. 
Thus  absence  of  the  uterus  or  infantile  uterus  means  primary  sterility,  whilst  hyperinvolu- 
tion,  carcinoma  of  the  cervix,  etc.,  may  occur  in  women  who  have  had  children,  and  only 
secondarily  become  sterile  on  account  of  these  lesions.  Further,  some  of  these  causes  are 
common,  or  may  be  remedied  ;  others,  on  the  other  hand,  are  rare  or  absolutely  incurable. 
Diagnosis  is  therefore  of  great  importance,  for  it  is  far  better  to  discover  and  remedy  a 
defect  early  in  married  life,  than  to  wait  until  the  best  years  are  soured  and  embittered 
by  the  longing  for  a  child.  Unfortunately,  many  patients,  from  various  motives,  put  off 
the  investigation  too  long. 

Congenital  Lesions. — Some  of  the  congenital  lesions  are  diagnosed  easily,  such  as 
closure  of  the  hymen,  absence  of  the  vagina,  or  closure  of  the  cervix,  whilst  absence  of  the 
essential  organs  often  requires  an  anaesthetic  in  order  that  a  bimanual  examination  may 
be  made  satisfactorily.  The  infantile  uterus  and  small  adult  type  are  very  difficult  to  differ- 
entiate ;  but  in  the  former  the  body  forms  only  one- third  of  the  total  length  of  the  organ, 
whilst  in  the  latter  it  forms  two-thirds,  both  types  of  uterus  being  small  in  the  antero- 
posterior and  lateral  dimensions,  and  only  slightly  shortened  in  the  vertical.  Of  all  the 
congenital  lesions,  the  '  cochleate  '  uterus  of  Pozzi  is  the  commonest  cause  of  sterility,  and 
is  the  most  hopeful  as  regards  treatment.  The  uterus  is  felt  to  be  unusually  curved  ante- 
riorly, has  a  long  conical  cervix,  and  a  small  external  os.     In  such  an  externally  malformed 
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uterus  as  this  it  is  possible  that  the  internal  structure  is  abnormal ;  the  endometrium, 
perhaps,  is  unduly  thin  and  fibrous,  the  muscle  layers  badly  developed.  The  hypothetical 
change  in  the  endometrium  may  be  the  essential  cause  of  sterility  :  hence  curettage  for  its 
complete  removal  forms  an  essential  part  of  the  treatment.  The  peculiar  shape  and  curva- 
ture have  long  been  considered  a  possible  cause,  preventing  the  entrance  of  spermatozoa 
into  the  cavity.  Pseudo-hermaphroditism  usually  shows  itself  by  shortness  of  the  vagina, 
elongation  of  the  clitoris,  and  the  presence  of  glandular  masses  in  the  groins,  which  are 
almost  always  testes,  proving  that  the  subjects  of  it  are  really  undeveloped  males. 


Lesions  of  the  Generative  Organs. 


General  Conditions. 


Congenital  Lesions — 
Absence   of  uterus,   tubes, 

ovaries 
Closure   of  hymen,   vagina, 

cervix 
Pseudo-hermaphroditism 
Infantile  uterus 
Small  adult  t)T>e  of  uterus 
'  Cochleate  '  uterus 
Displacements 
Hypothetical    changes   in   the 

endometrium. 


Acquired  lesions — 
Dyspareunia 
Vaginismus 
Salpingo-oophoritis 
Uterine  fibroids 
Endometritis 
Cervical  catarrh 
Polypi 

Carcinoma  of  cervix 
Carcinoma  of  fundus 
Ovarian  tumours 
Acquired  atresia  of  vagina 

„  „      ccr\-ix 

Genital  fistulac 
Hyperinvolution 
Astringent  douches 
Deficient  ovarian  activity. 

In  the  male. 
Azoospermia 
Oligospermia 
Necrospermia. 


Old  age 

Obesity 

Anaemia 

Nutritional  disturbances 

Incompatibility 

Absence  of  sexual  feeling. 


Aoquired  Lestons,^ — The  differential  diagnosis  of  the  acquired  lesions  can  only  be  made 
by  complete  examination  of  the  patient  by  inspection,  bimanual  examination,  and  the  use 
of  the  microscope  to  elucidate  doubtful  growths.  Dyspareunia  as  a  cause  is  dealt  with  in 
the  article  under  this  head  (p.  193).  Hyperinvolution  is  diagnosed  easily  ;  it  occurs  always 
after  a  labour,  and  strictly  means  a  continuance  and  progressive  increase  of  the  normal 
lactation  atrophy  of  the  uterus  ;  the  latter  is  felt  to  be  very  small  bimanually,  and  the 
sound  may  pass  only  IJ  inches  in  a  marked  case  ;  it  is  always  associated  with  incurable 
amenorrhoea. 

Deficient  ovarian  activity,  whereby  the  Graafian  follicles  do  not  ripen  or  rupture,  is  not 
to  be  diagnosed  by  any  of  the  ordinary  methods  we  can  employ,  and  it  is  doubtful  whether 
a  microscopic  examination  of  the  ovaries  themselves  would  reveal  the  true  condition. 
It  is  supposed  to  be  associated  with  scanty  menstruation  or  amenorrhoea  for  which  no 
other  definite  cause  can  be  found.  Absence  of  ovarian  activity  must  be  the  true  cause  in 
the  general  conditions  which  are  outwardly  shown  by  obesity,  ancemia,  and  disturbances  of 
nutrition  ;  and  it  is  a  fact  that  some  women  have  not  conceived  as  long  as  they  remain  too 
fat,  whilst  loss  of  weight  has  in  some  cases  been  followed  by  conception.  Incompatibility 
between  husband  and  wife  sexually  is  an  ill-defined  condition,  which,  however,  is  fully 
believed  to  be  a  cause  of  sterility.  It  is  almost  incapable  of  proof,  for  in  the  case  of  a  sterile 
widow  who  remarries  and  conceives  for  the  first  time  we  have  no  proof  that  the  former 
husband  was  capable  of  procreation.  Absence  of  sexual  feeling  or  the  sexual  orgasm,  too, 
is  not  always  a  cause  of  sterility,  for  conception  has  occurred  in  women  who  are  absolutely 
devoid  of  these  feelings.  On  the  other  hand,  most  authors  quote  the  case  of  a  woman  who 
conceived  as  a  result  of  the  only  coitus  at  which  an  orgasm  was  experienced.  The  influence 
of  age  on  child-bearing  must  not  be  forgotten,  the  liability  to  conceive  falling  rapidly  every 
year  over  thirty. 

Sterility  of  the  Male. — Finally,  the  examination  of  the  husband  and  his  seminal 
fluid  should  never  be  omitted  unless  there  is  some  quite  well-defined  cause  to  be  found  in 
the  wife.     Assuming  that  the  penis  and  testes  are  present,  and  that  erections  render  the 
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sexual  act  possible,  the  seminal  fluid  must  be  examined  carefully.  The  fluid  should  be 
collected  in  a  condom  by  means  of  a  normal  coitus,  and  should  be  examined  within  twelve 
hours.  It  must  be  spread  on  a  slide  and  examined  with  a  high  power  of  the  microscope. 
There  may  be  no  spermatozoa  present  at  all,  the  condition  known  as  azoospermia,  in  which 
case  the  husband  is  incapable  of  procreation.  There  may  be  but  few  spermatozoa,  and 
those  exhibiting  only  feeble  powers  of  movement :  oligospermia.  There  may  be  plenty  of 
spermatozoa  present,  but  quite  devoid  of  motility  :  necrospermia.  It  is  unnecessary  in 
this  article  to  enter  into  the  causes  of  these  conditions.  They  are  usually  incurable,  and 
consequently  further  investigation  is  unnecessary.  Thos.  G.  Stevens. 

STERTOR  is  really  another  word  for  snoring  ;  but  it  is  commonly  restricted  to  the 
heavy,  snoring  sound  accompanying  inspiration,  produced  not  in  the  nose  but  by  vibrations 
of  the  soft  palate,  generally  when  the  patient  is  in  a  state  of  profound  unconsciousness. 
It  differs  from  stridor  in  that  the  latter  is  produced  in  the  larynx.  If,  as  is  generally  the 
case,  the  patient  is  comatose,  the  presence  or  absence  of  stertor  helps  little  in  the  diagnosis, 
which  is  discussed  under  the  heading  Coma  (p.  117).  Sometimes,  however,  without  being 
comatose,  the  patient  may  have  stertor  during  sleep,  when  he  is  suffering  from  the  effects 
of  drink  or  from  any  of  the  following  : — 

Adenoids  I  Paralysis  of  the  soft  palate 

Hypertrophied  tonsils  I  Post-pharyngeal  abscess. 

Quinsy  I 

The  stertor  in  these  cases  is  closely  akin  to  snoring.  The  differential  diagnosis 
generally  becomes  manifest  when  the  interior  of  the  mouth  and  the  pharynx  are  examined. 
Possibly  the  condition  most  likely  to  be  overlooked  is  post-pharyngeal  abscess,  but  this 
should  not  be  mistaken  for  anything  else  if  a  digital  examination  of  the  back  of  the  mouth 
is  made  ;  moreover,  except  when  due  to  tuberculous  caries  of  the  cervical  vertebrae,  it  is 
commonest  in  infants  and  quite  small  children,  becoming  rarer  with  each  year  of  life. 

Herbert  French. 

STIFF  NECK. — ^This  occurs  in  a  number  of  diseases  entirely  different  in  character, 
and  its  significance  may  be  either  grave  or  trivial.  It  is  rarely  that  stiffness  is  the  only 
symptom,  but  it  may  be  the  first  thing  complained  of,  or  it  may  be  a  complication  arising 
in  the  course  of  a  disease.  It  is  not  right  to  assume  that  the  trouble  is  trivial,  or  vaguely 
to  designate  it  as  '  rheumatic,'  without  a  thorough  investigation.  It  is  necessary  first 
to  inquire  into  the  history,  when  it  may  become  obvious  that  it  follows,  say,  an  injury, 
or  has  arisen  during  the  course  of  some  disease,  and  is  not  primary.  Next  examine  the 
patient  with  the  head  and  shoulders  bared,  and  see  whether  there  is  any  swelling  or 
abnormality  present,  also  the  extent  of  possible  movement,  and  whether  or  not  it  is 
the  movement  that  causes  pain  ;  if  possible,  locate  the  seat  of  the  pain.  Many  further 
investigations  may  be  necessary,  e.g.,  examination  of  the  throat  for  tonsillitis,  the  ear  for 
suppurative  otitis  media,  etc.,  according  to  the  circumstances  of  the  case. 

Exposure  to  Cold  or  Sleeping  in  a  Cramped  Position  may  give  rise  to  a  transient  stiff 
neck  associated  with  no  other  symptoms.  There  is  generally  a  distinct  history  of  the 
patient  waking  up  in  the  morning  with  a  stiff  neck,  and  the  diagnosis  is  made  by  exclusion. 

Inflammation  of  the  Lymphatic  Glands  and  the  cellular  tissues  of  the  neck  may  cause 
local  stiffness,  whether  the  infecting  focus  be  a  boil  or  carbuncle,  or  a  carious  tooth,  an 
inflamed  tonsil,  pediculosis  capitis,  or  other  similar  cause.  There  is  no  spasm  or  rigidity 
of  the  muscles  here,  the  neck  can  be  moved  quite  well  ;  but  it  hurts  to  do  so,  and  therefore 
it  is  held  stiffly.     The  diagnosis  is  easy  as  a  rule. 

Torticollis  or  Wry-neck  is  due  to  contraction  of  the  stemomastoid  muscle  on  one  side, 
usually  the  result  of  an  injury  to  the  muscle  caused  by  pulling  on  the  aftercoming  head  in 
breech  presentations.  The  muscle  stands  out  as  a  tight  band  in  the  neck,  and  its  contrac- 
tion leads  to  a  characteristic  deformity.  The  head  is  pulled  down  towards  the  affected 
side,  and  the  face  and  chin  are  tilted  towards  the  opposite  shoulder.  The  movements  of 
the  head  are  necessarily  restricted  owing  to  the  shortening  of  the  one  muscle,  and  in  long- 
standing cases  this  leads  to  a  marked  asymmetry  of  the  face.  The  consequences  are  not 
limited  to  the  head  and  neck,  for  the  spine  shares  in  the  general  obliquity,  and  shows  marked 
lateral  curvature  in  old  cases. 
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Spasmodic  Torticollis  is  an  unusual  form  due  to  spasms  of  the  stemomastoid  and  other 
muscles  of  the  neck.  The  spasms  are  intermittent,  coming  on  suddenly  with  great  pain, 
the  affected  muscles  relaxing  after  a  variable  time. 

Cervical  Caries. — The  greatest  care  must  be  taken  not  to  confound  muscular  rigidity 
with  tuberculous  disease  of  the  cervical  vertebrae.  In  the  latter,  pain  and  rigidity  are 
among  the  earliest  signs  ;  the  pain  is  increased  by  the  least  movement,  and  the  child — for 
it  is  generally  a  child  that  is  affected — takes  the  greatest  precaution  to  avoid  any  move- 
ment, even  holding  the  head  between  the  two  hands.  The  position  of  the  head  varies  ; 
it  is  most  often  held  very  stiff  and  straight,  the  natural  backward  curve  of  the  neck  being 
lost.  In  the  late  stages  there  may  be  an  angular  or  lateral  curve.  The  distaste  for  move- 
ment is  very  well  brought  out  when  the  patient  is  asked  to  look  round — the  eyes  only  are 
moved,  or  the  whole  body  is  rotated.     Bearing  the  possibility  of  this  condition  in  mind^ 

there  is  not  much  difficulty  in  diagnosis, 
but  in  doubtful  cases  a  skiagram  should 
be  taken. 

New  Growth  in  one  of  the  cervical 
vertebra;  may  cause  progressive  stiff 
neck,  and  generally  much  local  pain  on 
movement ;  the  diagnosis  may  suggest 
itself  when  the  patient  is  known  to  have 
had  a  new  growth  elsewhere,  especially 
a  carcinoma  of  the  breast  or  of  the 
thyroid  gland  :  cases  of  primary  new 
growth  of  the  vertebrae  are  fortunately 
rare,  but  myeloid  sarcoma  does  occur  ; 
it  can  generally  be  diagnosed  only  after 
the  patient  has  been  observed  for  a  long 
time.  The  symptoms  simulate  those  of 
caries. 

Infective  Arthritis  of  the  Cervical 
Vertebrce. — Following  infective  diseases 
such  as  scarlet  fever,  diphtheria,  and 
tonsillitis,  especially  in  children,  there 
may  ensue  a  very  chronic  form  of 
suppurative  arthritis  affecting  one  or 
several  of  the  cervical  vertebrae,  and 
going  on  sometimes  to  complete  bony 
ankylosis.  Similar  stiffness  of  the  back 
of  the  neck,  especially  its  lower  part, 
with  pain  on  movement,  is  apt  to  occur 
in  suflerers  from  rheumatoid  arthiitis 
(p.  341)  ;  it  is  due  to  infective  peri- 
arthritis of  the  vertebral  joints,  second- 
ary to  toxic  absorption  from  such 
sources  of  chronic  infection  as  pyorrhoea 
alveolaris. 

Spondylitis  Deformans  causes  fix- 
ation of  the  neck  {Fig.  274),  though  the  movements  of  nodding  'yes'  and  *no'  remain  ;  the 
nature  of  the  case  is  at  once  indicated,  however,  by  the  fixation  of  the  other  regions  of  the 
spinal  column  also. 

Injuries  to  the  Neck. — A  stiff  neck  may  arise  from  some  slight  injury,  such  as  a  blow 
or  a  sudden  twist.  This  will  be  clear  from  the  history.  Severe  injuries  involving  fracture 
or  dislocation  are  almost  Always  fatal :  if  not  immediately,  then  in  a  few  days.  A  rare  injury 
that  may  not  be  fatal  is  unilateral  dislocation  of  one  of  the  cervical  vertebrae.  Tliis  may 
result  from  a  fall  on  to  the  head.  From  the  start  there  are  great  pain  and  stiffness 
in  the  neck,  the  head  being  fixed  immovably  and  turned  to  the  opposite  side  to  that  of  the 
displacement. 

Bums. — A  self-evident  cause  of  stiffness  is  the  cicatricial  contraction  following  a  burn 
en  the  neck. 


Fig.  274. — Spondylitis  deformans,  llie  patient  was  unable  to 
raise  the  head,  though  he  could  just  nod  and  shake  it  sli^htl}-. 
Except  for  the  atlas  and  axis,  the  whole  vertebral  column  was 
fixed.  There  was  no  affection  of  other  joints  in  the  body,  and 
the  general  health  was  good. 
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Stiffness  and  retraction  of  the  head  are  important  indications  of  meningitis,  but  t  hey 
are  by  no  means  constant ;  when  present  they  are  generally  accompanied  by  other  well- 
marked  signs  of  meningitis. 

Stiffness  of  the  neck  is  one  of  the  earliest  signs  of  tetanus  ;  it  is  rarely  the  only  one, 
however.  The  trouble  soon  spreads  to  the  jaw,  causing  trismus  and  other  characteristic 
symptoms  (p.  730).  Oeo,  E.    Gask. 

STOMACH,   DILATATION    OF.— (See  Dilatation  of  the  Stomach,  p.  173.) 

STRABISMUS — Squints  may  be  classified,  according  to  their  direction,  into  convergent, 
divergent,  or  attitudinal ;  according  to  their  cause,  into  paralytic  and  non-paralytic  (con- 
comitant). The  diagnosis  between  paralytic  and  non-paralytic  strabismus  is,  as  a  rule, 
easy.  In  a  paralytic  strabismus  the  convergence  or  divergence  of  the  two  eyes  is  not  con- 
stant in  amount  in  all  directions,  as  the  farther  the  eyes  are  moved  over  in  the  direction  of 
the  action  of  the  paralyzed  muscle  the  greater  will  be  the  deviation  from  parallelism.  In  a 
concomitant  squint  the  eyes  always  bear  the  same  relative  position  to  each  other  in  what- 
ever direction  they  are  turned. 

The  diagnosis  of  the  cause  of  a  paralytic  strabismus,  which  is  associated  with  Diplopia, 
is  discussed  under  that  heading  (p.  174).  The  causes  of  concomitant  strabismus  are  usually 
— Error  of  refraction  ;  Failure  of  binocular  vision  ;  Defective  vision  in  one  eye  ;  or  the  associ- 
ation of  one  or  more  of  these  conditions.  The  cause  cannot  be  determined  accurately 
without  a  careful  examination  of  the  ocular  refraction  under  a  mydriatic.  In  general  terms 
it  may  be  stated  that  convergent  squints  are,  as  a  rule,  due  to  hypermetropia,  and  diver- 
gent squints  to  myopia.  Herbert  L,  Eason, 

STRANGURY  differs  somewhat  from  mere  pain  on  micturition,  in  that,  in  addition 
to  severe  pain  before,  during,  or  after  the  act,  the  patient  is  troubled  constantly  by  urgent 
and  repeated  necessity  to  discharge  his  urine,  sometimes  as  often  as  every  few  minutes, 
yet  without  any  satisfactory  relief  to  his  discomfort.  The  condition  is  also  spoken  of  as 
vesical  tenesmus.  Very  little  urine  is  passed  each  time  ;  sometimes  the  desire  and  the 
necessity  are  urgent  when  there  is  no  urine  in  the  bladder  at  all.  The  causes  resolve  them 
selves  into  five  groups,  as  follows  : — 

1 .  Nervous  Conditions,  especially : — 

Hysteria  |    Irritable  bladder  I    Tubes  dorsalis 

Neurasthenia  |  |        (vesical  crises), 

2.  Obstruction  to  tlie  Urine  Outflow,  leading  to  Retention  with  Overflow  : — 


Extreme  prolapse  of  the  uterus  and  bladder 

Calculus  impacted  in  the  urethra 

Inflamed  urethral  caruncle 

Gonorrhoea 

Urethritis  other  than  gonococcal 

Periprostatic  abscess 

Periproctal  abscess. 


Urethral  stricture 
Enlarged  prostate 
Carcinoma  of  the  prostate 
Retroverted  gravid  uterus 

Uterine  fibroid        )  r «*«^  ;« 

Ovarian  cyst  i^^Telvi  " 

Ovarian  carcinoma)    '^'^^  P^'^is 

3.  Local  Affections  of  tlie  Bladder  Wall  :— 

Injury  Tuberculous  cystitis  I    Infiltration  by — 

Acute  cystitis  Papilloma  vesicae  Carcinoma  of  the  utcnis 

Chronic  cystitis  ,   Carcinoma  vesica;  i        Carcinoma  of  the  rectum. 

4.  Reflex  Conditions: — 

Inflamed  haemorrhoids  Acute  myelitis  )    Without  infection  of  the 

Injury  to  the  back  I    Coli  bacilluria   j  bladder  wall. 

Tuberculous  kidney,  before  the  bladder 
is  involved  I 

5.  The   effects  of  certain  Drugs,  especially  : — 

Cantharides  '    Urotropine  Cystopurin 

Oxalic  acid  '    Helmitol  Hexamcthylenetetramine. 

Turpentine 

Most  of  the  conditions  mentioned  above,  and  the  methods  of  distinguishing  between 
them,  are  discussed  in  the  article  on  Micturition,  Abnormaijtiks  of  (p.  393).  Irritable 
bladder  is  discussed  under  the  heading  of  Oxaluria  (p.  423).     Two  points  of  importance 
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deserve  stress,  however,  and  chief  amongst  these  are  the  vesical  crises  of  tabes  dorsalis^ 
The  patient's  sole  complaint  may  be  that  he  can  never  he  far  from  a  lavatory  because  of 
acute  and  painful  calls  to  empty  his  bladder  at  frequent  intervals  ;  sometimes  he  has 
no  sooner  passed  what  is  in  his  bladder  than  he  has  to  run  back  and  again  do  it,  though 
there  is  no  urine  whatever  to  pass  ;  and  his  vesical  pains  may  be  extreme.  From  loss  ot 
sleep  his  general  health  suffers,  and  he  becomes  anaemic  and  wasted  to  such  an  extent  tiiat 
carcinoma  of  the  bladder  or  genito-urinary  tuberculosis  are  simulated  closely,  and  in  some 
cases  acute  cystitis  is  diagnosed  erroneously  upon  the  symptoms  alone.  The  true  diagnosis 
will  be  suggested  when  it  is  discovered  that  the  knee-jerks  are  absent  and  the  pupils  give 
the  Argyll  Robertson  reaction ;  in  some  cases,  however,  the  nature  of  the  malady  may  be 
difficult  to  decide  for  a  time,  because  crises  of  all  kinds,  like  the  lightning  pains,  are  apt  to 
develop  in  the  eariier  stages  of  tabes,  when  the  knee-jerks  are  not  yet  absent.  Both  jerks 
should  be  tested,  for  there  are  a  good  many  cases  in  which  one  knee-jerk  is  still  present 
when  the  other  has  disappeared.  A  thorough  examination  of  the  urine  and  bladder  should 
be  carried  out  even  if  the  patient  is  known  to  have  tabes  dorsalis,  for  he  may  have  a  gross 
lesion  of  the  bladder  in  addition  to  his  nerve  disease  ;  but  this  is  unusual.  The  actual 
cystitis  resulting  from  retention  of  urine  with  overflow  is  generally  a  late  symptom,  and 
not  a  relatively  early  one  like  the  vesical  crises,  which  are  quite  distinct  phenomena.  As 
time  goes  on  the  bladder  crises  may  cease  spontaneously  just  as  the  lightning  pains,  the 
rectal  crises,  and  the  other  painful  plienomena  of  tabes  are  apt  to  do. 

The  other  point  that  merits  attention  is  the  strangury  that  certain  drugs  produce. 
Cantharides  is  familiar  in  this  respect,  but  more  from  its  prominence  in  text-books  upon 
forensic  medicine  than  from  its  occurrence  in  actual  practice.  The  same  applies  to  oxalic 
acid  and  to  turpentine.  It  is  less  recognized  that  certain  dnigs  in  common  use  may  be 
responsible  for  very  similar  symptoms,  in  which  respect  urotropine,  helmitol,  cystopurin,  and 
hexamethiflenetetramine  are  important.  These  are  all  employed  in  the  treatment  of  pyuria, 
as  well  as  for  gall-stones  and  other  conditions.  If  given  for  pyuria,  when  there  may  have- 
been  frequent  and  painful  micturition  already,  before  any  treatment  is  begun,  the  increased 
frequency  and  pain  that  sometimes  ensue  when  any  of  the  above  drugs  are  administered 
are  very  apt  to  be  attributed  to  an  increase  in  the  cystitis  or  other  genito-urinar\'  lesion, 
and  the  dose  of  the  drug  is  increased  instead  of  diminished.  It  may  be  only  after  the 
patient  deliberately  ceases  to  take  the  medicine  that  the  fact  of  the  increase  in  the  symptom 
being  due  to  the  drug  becomes  obvious  ;  some  cases  develop  strangury  every  time  they 
take  urotropine,  and  lose  the  symptoms  a  day  or  two  after  they  have  stopped  the  medicine. 
In  some  instances  transient  haimaturia  accompanies  the  strangury,  and  the  danger  always 
is  lest  these  symptoms  be  attributed  to  the  disease  and  not  to  the  drug.  Speaking  gener- 
ally, it  is  in  cases  in  which  the  urine  is  concentrated,  or  at  least  in  small  amount,  that 
urotropine  and  its  allies  are  most  liable  to  cause  strangury  and  ha?maturia.  If  the  patient 
drinks  excess  of  water,  so  as  to  dilute  his  urine,  these  symptoms  often  disappear.  Some- 
times the  patient  can  take  helmitol  with  ease  when  he  cannot  bear  urotropine,  and  vice 
versa.  The  important  point  is  that  urotropine  and  other  drugs  of  like  nature  may  be 
responsible  for  such  strangury  as  may  simulate  local  disease  of  the  bladder,  and  unless 
this  is  borne  in  mind  an  erroneous  diagnosis  is  liable  to  be  made.  Herbert  Frendt, 

STRIDOR  is  a  term  used  to  denote  a  harsh,  vibrating  noise  produced  as  the  air  passes 
in  or  out  of  a  partially  obstructed  larynx  or  trachea.  It  may  be  due  to  many  different 
causes,  which  may  be  classified  as  follows  : — 

1.  Partial  Obstruction  Inside  the  Larynx  or  Trachea  : — 

Mucus  or  mueo-pus  I       Caseous  gland  bulging  or  rupturing  into 

Foreign  body  I  the  trachea. 

2.  Affections  of  the  Wall  of  the  Larynx  or  Trachea  :— 

Diphtheria  Secondary  infection  in  cases  of  tuberculous. 

Acute  oedema  due  to —  I  syphilitic,  malignant,  traumatic,  or  post- 

Bright's  disease  typhoidal  ulceration 

Potassium  iodide  Stenosis  after  tracheotomy  or  cut  throat 

Irritant  vapours  such  as  ammonia  or  Epithelioma  of  a  vocal  cord 

chlorine  '      Fibroma  of  the  vocal  cords 

Acute  laryngitis — ^streptococcal,  pneu-  i      Epithelioma  of  the  trachea 

mococcal,  staphylococcal  Syphilitic  stenosis. 
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8.  Swellings  Outside  Compressing  the  Larynx  or  Trachea  :- 


Enlargement  of  the  thyroid  gland 
Enlargement  of  the  thymus  gland 
Thoracic  aneurysm 
Mediastinal  new  growth 
Post-pharyngeal  abscess 


Epithelioma  of  the  (esophagus  invading 

the  trachea 
Malignant  glands  in  the  neck 
Cellulitis  of  the  neck 
Erysipelas  of  the  throat 
Angina  Ludovici. 


4.  Bilateral  Abductor  Paralysis  of  the  Vocal  Cords,  generally  due  to  syphilitic 
degeneration  of  the  vagal-nuclear  nerve  cells. 

5.  Unilateral  Vocal  Cord  Paralysis  in  a  few  cases  ;  generally  if  one  cord  remains  normal 
there  is  no  stridor.     The  diagnosis  of  the  causes  is  given  on  p.  494. 

Distinction  is  sometimes  drawn  between  inspiratory  and  expiratory  stridor,  and  stridor 
which  is  both  inspiratory  and  expiratory  ;  but  in  practice  such  a  distinction  is  not  helpful. 
The  main  value  of  stridor  as  a  symptom  is  that  it  indicates  stenosis  of  the  main  air-passages 
by  one  or  other  of  the  above  causes,  except  in  those  rare  cases  in  which  it  is  functional  ; 
hysterical  stridor  ceases  during  sleep,  is  nearly  always  confined  to  the  female  sex,  as  a  rule 
between  the  ages  of  fifteen  and  thirty,  and  is  often  associated  with  other  functional  nervous 
symptoms,  such  as  globus  hystericus  and  functional  aphonia  (p.  494).  Stridor  should 
never  be  diagnosed  as  functional,  however,  until  every  possible  organic  cause  has  been 
excluded.  The  differential  diagnosis  of  the  causes  of  obstruction  to  the  main  air-passages 
will  be  found  discussed  on  page  418.  Herbert  French. 


STUPOR.- (See  Coma,  p.  117.) 

STUTTERING.— (See  Speech,  Abnormalities  of,  p.  628.) 

SUCCUSSION  SOUNDS  may  be  heard  when  a  part  that  contains  any  considerable 
bulk  of  both  fluid  and  gas  is  shaken  whilst  the  ear  or  the  stethoscope  is  applied  over  the 
part.  Sometimes  the  sounds  are  so  loud  that  they  can  be  heard  at  a  considerable  distance 
from  the  patient.  A  very  good  example  of  succussion  sound  is  often  afforded  by 
the  normal  stomach  after  a  quantity  of  fluid  has  just  been  swallowed.  It  is  a  mistake  to 
suppose  that  gastric  succussion  sounds  arc  evidence  of  abnormality  ;  they  merely  prove 
that  the  viscus  contains  fluid  and  gas  at  the  same  time  ;  the  gas  may  be  due  to  fermen- 
tation, but  it  is  often  nothing  but  air  that  has  been  swallowed  during  drinking.  The  chief 
value  of  gastric  succussion  sounds  is  that,  according  to  the  position  in  the  abdomen  at 
which  they  can  be  heard,  they  afford  some  clue  as  to  the  position,  and  perhaps  as  to  the 
size,  of  the  stomach.  They  should  not  be  heard  lower  than  the  umbilicus  ;  if  they  are,  the 
stomach  is  either  displaced  downwards,  or  dilated,  or  both. 

Another  variety  of  succussion  sounds  may  sometimes  be  heard  in  the  chest,  especially 
in  cases  of  hydropneumothorax  ;  when  the  patient  deliberately  oscillates  his  trunk  to  and 
fro,  and  then  stops,  the  fluid  and  air  can  be  heard  making  noises  like  those  produced  when 
a  partly-filled  barrel  is  moved  about.  Sometimes  the  fluid  splashes  up  on  to  the  collapsed 
lung  and  then  drips  off  again  into  the  pool  at  the  bottom  of  the  pleural  cavity,  each  drop 
echoing  in  the  cavity  and  producing  a  metallic  clink  like  a  bruit  d'airain  or  coin  sound. 
Similar  succussion  sounds  may  be  produced  by  a  pyopneumothorax  or  a  haemopneumo- 
thorax,  the  difference  between  these  being  decided,  as  a  rule,  by  exploratory  needling. 

Succussion  sounds  other  than  those  due  to  the  stomach,  or  to  gas  and  fluid  in  the 
pleural  cavity,  arc  uncommon,  but  the  following  is  a  list  of  the  chief  possible  causes  :  — 

1.  Causes  of  Succussion  Sounds  in  the  Thorax  : — 


Hydropneumothorax 

Pyopneumothorax 

Hsemopneumothorax 

Diaphragmatic  hernia 

Subdiaphragmatic  abscess  communicat- 
ing with  stomach  or  duodenum,  and  so 
containing  air  and  pus  ;  or  else  infected 


with  the  Bacillus  coli  communis,  and 

containing  gas  and  pus 
Hydropneumopericardium 
Pyopneumopericardium 
A  huge  phthisical  cavity  beneath  a  thin 

ciiest  wall. 
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2.  Causes  of  Succussion  Sounds  in  the  Abdomen  : — 

The  normal  stomach                                       j  (vi)  Production  of  gas  by  the  Bacillus 

Dilatation  of  the  stomach                             I  coli  communis,  either  in  a  local  abscess 

Enormous  dilatation  of  the  caecum              |  (e.g.  appendicular  or  subdiaphragmatic) 

Enormous  dilatation  of  the  sigmoid  colon  or  in  the  general  peritoneum 

Enormous  dilatation  of  some  other  part  i  Subdiaphragmatic   abscess    communicat- 

of  the  colon  ing  with  the  interior  of  stomach 

Pneumoperitoneum,  due  to  :    (i)  Perfor-  ;  Air  and  urine  in  the  bladder  (see  Pneu- 

ated     gastric    ulcer ;     (ii)    Perforated  maturia,  p.  529) 

duodenal  ulcer;  (iii)  Perforated  typhoid  I  Infection  of  an  ovarian    cyst    or   other 

ulcer  of  the  intestine  ;   (iv)  Perforated  ,  collection  of  fluid  by   a  gas-producing 

tuberculous  ulcer  of  the  intestine  ;   (v)  micro-organism. 
Perforated  malignant  ulcer  of  the  colon;  | 

Succussion  Sounds  in  the  Chest. — The  diagnosis  is  not  as  a  rule  dilTicult.  It  is  very 
rare  indeed  for  a  phthisical  cavity  to  give  succussion  sounds  ;  but  should  it  do  so,  the 
phenomenon  would  be  apical  rather  than  basal,  and  thus  distinguishable  from  most  cases 
of  hydro-  or  pyo-pneumothorax.  It  is  possible  for  the  latter  to  be  apical,  however,  if  old 
adhesions  prevent  the  parietal  and  visceral  layers  of  pleura  from  separating  in  the  lower 
part  of  the  chest,  and  then,  if  tubercle  bacilli  were  found  in  the  sputum,  it  would  become  a 
matter  of  opinion  as  to  whether  the  sounds  were  produced  in  the  pleural  cavity  or  in  a  huge 
vomica.  Hydro-  and  pyo-pneumcpericardium  are  very  rare,  and  they  are  at  once  distin- 
guished by  the  extraordinary  churning  sounds  made  by  the  heart  beating  within  the  mixture 
of  air  and  fluid.  Survival  is  improbable.  The  cause  is  generally  either  an  epithelioma 
of  the  (Esophagus  opening  the  pericardium  from  behind,  a  foreign  body,  such  as  a 
tooth-plate,  ulcerating  through  from  the  oesophagus,  or  the  opening  of  an  air- 
containing  subdiaphragmatic  abscesst  hrough  the  diaphragm  into  the  pericardium,  or 
infection  of  the  pericardial  sac  by  a  gas-producing  organism  such  as  the  Bacillus  coli 
communis, 

A  subdiaphragmatic  abscess  containing  air  owing  to  communication  with  a  hole  in  a 
gastric  or  duodenal  ulcer,  sometimes  pushes  the  diaphragm  up  so  high  that  the  condition 
may  be  mistaken  for  hydro-  or  pyo-pneumothorax  ;  it  may  be  possible  to  distinguish  the 
two  by  knowing  that  the  trouble  began  with  gastric  ulceration  ;  on  the  other  hand,  it  may 
be  impossible  to  tell  which  it  is  until  the  position  of  the  diaphragm  is  ascertained,  either 
by  the  use  of  the  a;-rays,  or  by  operation.  When  the  trouble  is  subdiaphragmatic,  the 
tendency  is  to  displace  the  heart  upwards  rather  than  towards  the  opposite  side  of  the  chest, 
whereas  the  contrary  is  true  of  pneumothorax. 

Diaphragmatic  hernia  is  very  rare  ;  it  may  be  congenital,  or  it  may  be  the  result  of 
severe  injury  to  the  abdomen  and  chest.  In  neither  case  are  the  patient's  prospects  of 
survival  good.  The  exact  diagnosis  may  not  be  arrived  at  without  operation  or  post- 
mortem examination  ;  if  the  stomach  is  herniated  into  the  thorax,  however,  the  effects 
of  eating  and  drinking  upon  the  physical  signs  may  point  to  the  diagnosis,  or  the  ar-rays 
may  be  used  to  demonstrate  the  gastric  shadow  after  the  administration  of  bismuth  or 
barium  salts  by  the  mouth. 

In  most  cases  of  hydropneumothorax  there  is  little  difficulty  as  to  the  diagnosis  of  the 
condition  itself;  it  may  be  less  easy  to  decide  what  the  hydropneumothorax  is  due  to. 
If  the  onset  has  been  sudden,  with  acute  pain  in  the  affected  side  of  the  chest,  cyanosis, 
and  dyspnoea,  the  commonest  cause  is  phthisis.  The  sputum  should  be  examined 
for  tubercle  bacilli.  In  some  instances  an  injury  may  have  been  the  immediate  cause,  but 
injury  will  very  seldom  produce  hydropneumothorax  unless  there  was  already  a  tuberculous 
or  other  lesion  in  the  lung  at  the  time  of  the  accident.  Hydropneumothorax  may 
result  temporarily  after  paracentesis  thoracis.  If  there  has  been  bleeding  at  the  same  time, 
hoemopneumothorax  may  be  found,  and  it  is  common  after  bullet  wounds  of  the  chest. 
Either  a  hydro-  or  a  haemo-pneumothorax  may  become  infected  with  pyogenetic  organisms 
and  converted  into  a  pyopneumothorax.  The  diagnosis  will  be  confirmed  by  needling  the 
chest.  Pyopneumothorax  is  apt  to  escape  detection,  however,  because  it  arises  when  the 
patient  is  too  ill  to  be  shaken — in  cases  of  gangrene  of  the  limg  for  instance,  resulting 
perhaps  from  lobar  pneumonia,  obstruction  of  a  bronchus  by  a  foreign  body  or  a  new 
growth,  or  the  breaking  down  of  an  infective  bronchopneumonia  or  pulmonary  infarct. 
Generally  speaking  one  may  say  that  the  existence  of  well-marked  succussion  sounds  in 
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the  pleural  cavity  of  a  patient  who  has  sufficient  vigour  to  shake  his  own  body  to  and  fro 
indicates  hydropneumothorax  of  phthisical  origin. 

Succussion  Sounds  in  the  AMomen. — ^The  first  point  in  the  differential  diagnosis 
of  succussion  sounds  in  the  abdomen  is  to  decide  whether  the  sounds  are  gastric  or  not. 
Generally  this  is  obvious  ;  if  there  is  doubt,  the  effect  of  putting  more  gas  or  more  fluid  into 
the  stomach  by  taking  a  seidlitz  powder  in  two  halves,  or  by  drinking  a  quantity  of  water, 
will  usually  so  change  the  character  and  distribution  of  the  sounds  if  they  are  gastric,  that 
little  doubt  will  remain  ;  or  the  ar-rays  and  bismuth  method  of  demarcating  the  stomach 
may  be  employed.  As  has  been  mentioned,  the  existence  of  gastric  succussion  is  no  proof 
of  gastrectasis  ;  if,  however,  the  succussion  sounds  are  audible  over  a  larger  area  than  the 
normal  stomach  should  occupy,  they  afford  valuable  evidence  of  gastrectasis,  and  the  next 
step  will  be  to  determine  the  cause  of  the  latter.  Dilatation  of  the  stomach  has  three  main 
causes,  namely,  atony,  non-malignant  pyloric  obstruction,  especially  by  a  healed  simple 
ulcer,  and  malignant  pyloric  obstruction  by  primary  gastric  carcinoma. 

The  presence  of  visible  peristaltic  waves,  or  the  occurrence  of  vomiting,  will  exclude 
simple  atony,  which  can  never  be  diagnosed  with  certainty  until  it  is  known  that  there  is 
no  pyloric  obstruction.  The  latter  will  be  indicated  by  the  periodicity  of  the  vomiting  ; 
by  the  abundance  of  the  fluid  vomited  being  greater  than  the  amount  taken  at  the  last 
meal  ;  by  the  presence  in  it  of  particles  of  food  eaten  a  day  or  more  previously — ham,  for 
instance,  vomited  on  Tuesday  when  last  partaken  of  on  Sunday  ; — by  the  visible  peristaltic 
waves  corresponding  with  the  stomach  ;  and  by  the  presence  of  sarcinse  in  the  vomit  (see 
Fig.  121,  p.  241).  The  most  certain  method  of  detecting  pyloric  stenosis,  however,  is  by 
means  of  bismuth  or  barium  and  the  aj-rays,  especially  in  those  cases,  not  infrequent,  in 
which  vomiting  does  not  take  place  in  spite  of  great  gastrectasis. 

There  may  also  be  evidence  of  delay  in  the  absorption  of  substances  that  are 
not  dissolved  until  they  reach  the  pancreatic  juice  in  the  duodenum,  tested  for  instance 
by  giving  methylene  blue  in  keratin-coated  capsules,  and  observing  when  the  urine  first 
begins  to  be  blue.  Keratin  is  not  dissolved  by  gastric  juice,  but  is  by  pancreatic  ;  if  there 
is  no  evidence  of  pancreatic  disease,  delay  of  more  than  one  to  two  hours  in  the  first  sign  of 
blueness  of  the  urine,  after  giving  the  capsules,  indicates  marked  delay  in  their  transit 
from  stomach  to  duodenum. 

It  is  often  a  matter  of  extreme  difficulty  to  decide  whether  pyloric  stenosis  is  simple 
or  malignant,  though  upon  the  whole  the  shorter  the  history,  the  older  the  patient,  and  the 
more  definite  the  pyloric  thickening  or  lump  the  more  likely  is  the  lesion  to  be  carcinoma- 
tous. The  latter  may  occur  in  quite  young  subjects,  however,  even  between  20  and  30  ; 
and  a  long  history  does  not  exclude  carcinoma,  since  some  cases  of  simple  ulcer  ultimately 
become  malignant.  Even  when  laparatomy  is  performed  for  the  relief  of  the  condition, 
its  nature  may  not  be  obvious  ;  sometimes,  indeed,  post-mortem  examination  has  failed 
to  decide  whether  the  stenosed  pylorus  was  carcinomatous  or  not,  until  microscopical 
examinations  have  been  made.  It  has  been  stated  that  if  the  gastric  juice  after  a  test 
meal  contains  a  normal  amount  of  HCl,  the  diagnosis  is  unlikely  to  be  carcinoma,  and  vice 
versa  ;  but  even  this  general  rule  has  many  exceptions  (p.  270). 

The  diagnosis  of  pyloric  stenosis  due  to  other  causes  than  adhesions,  a  healed  ulcer,  or 
a  carcinoma  is  seldom  possible  without  a  laparotomy  ;  occasionally  such  out-of-the-way 
things  as  a  calcified  retroperitoneal  cyst  adherent  to  the  pylorus  and  thought  to  have  been 
a  carcinoma  pylori  may  be  found. 

If  there  are  well-marked  abdominal  succussion  sounds  that  can  be  shown  to  be 
definitely  not  gastric,  there  are  generally  other  well-marked  signs  and  symptoms  which 
materially  assist  the  diagnosis. 

Succussion  sounds  in  the  general  peritoneal  cavity  are  excessively  rare,  for  even  though 
this  cavity  should  contain  both  gas  and  fluid,  for  instance  after  perforation  of  a  typhoid 
ulcer,  the  coils  of  bowel  prevent  the  sounds  from  being  produced  readily.  The  list  of  causes 
given  above  indicates  the  conditions  that  may  be  present.  It  would  clearly  be  next  to 
impossible  to  diagnose  most  of  them  unless  the  previous  state  of  the  patient  was  known 
accurately,  or  unless  exploratory  laparotomy  were  resorted  to.  It  is  important  to 
remember  that  the  Bacillus  coli  communis  produces  gas,  so  that  intra-abdominal  abscesses, 
appendicular  and  otherwise,  are  not  infrequently  resonant.  The  occurrence,  however,  of 
marked  non-gastric  succussion  sounds  in  the  abdomen  of  a   patient  who  is  not  acutely 
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ill  will  generally  arouse  a  suspicion  that  there  is  distention  with  gas  and  fluid  of  some 
part  of  the  large  bowel,  especially  the  caecum  or  the  sigmoid  colon.  This  distention  will 
generally  be  the  result  either  of  chronic  constipation  (see  p.  121)  or  of  some  cause  of 
intestinal  stenosis. 

In  some  cases  that  were  formerly  described  as  idiopathic  dilatation  of  the  colon,  but 
which  are  now  regarded  as  chronic  volvulus  of  the  sigmoid  colon,  the  result  of  persistent 
constipation,  the  sigmoid  dilatation  may  be  so  extreme  that  this  part  of  the  intestine  bulges 
up  as  far  as  the  diaphragm  (Hirschsprung's  disease,  see  Fig,  55,  p.  127,  and  Fig,  171,  p. 
389)  ;  the  occurrence  of  succussion  sounds  in  such  a  dilated  colon  might  readily  lead  to  the 
erroneous  diagnosis  of  gastrectasis  ;  the  pear-shaped  outline  of  the  dilated  viscus,  and  the 
fact  that  it  is  known  to  have  come  upwards  from  the  pelvis,  may  indicate  the  true 
nature  of  the  case,  but  sometimes  the  fact  that  succussion  sounds  are  colonic  and  not  gastric 
can  only  be  determined  by  giving  large  doses  of  bismuth  by  the  mouth  and  then  outlining 
the  stomach  by  the  dark  shadow  cast  by  the  bismuth  under  the  .r-rays.  Herbert  French, 

SUGAR  IN  THE  URINE.— (Sec  Glycosuria,  p.  260.) 

SUPPRESSION  OF  URINE.— (Sec  Anuria,  p.  39.) 

SWEATING,  ABNORMALITIES  OF.— The  functional  disorders  of  the  sweat-glands, 
sudamen  (miliaria)  and  hidrocyshoma^  are  dealt  with  from  the  diagnostic  point  of  view  in 
the  article  on  Vesicles  (p.  753).  The  other  abnormalities  require  but  the  briefest  notice 
in  a  work  on  diagnosis,  for  it  is  hardly  possible  to  confuse  them  with  each  other  or  with 
any  other  conditions.  In  hyperidrosis  the  secretion  of  sweat  is  excessive,  either  over  the 
whole  skin  or  in  some  particular  region,  e.g.,  the  palms  and  soles,  and  especially  covered 
parts  furnished  with  large  sweat-glands,  such  as  the  axillse  and  genital  regions.  Occasion- 
ally hyperidrosis  is  limited  to  the  area  of  distribution  of  a  particular  nerve — the  fifth,  for 
example.  In  some  cases  a  peculiar  pink  tint  of  the  inner  side  of  the  palm  and  the  ball  of 
the  little  finger  and  thumb  has  been  noticed.  In  rare  instances  hyperidrosis  in  delicate 
children  is  associated  with  granulosis  rubra  nasi^  a  condition  in  which  the  skin  of  the  nose 
becomes  intensely  red,  and  is  dotted  over  with  minute  deep-red  specks  and  papules,  the 
papules  gradually  developing  into  pustules  which  soon  dry  up.  The  cells  around  the  sweat- 
ducts  are  infiltrated,  and  both  ducts  and  coils,  and  also  the  blood-vessels  and  the  lymphatic 
spaces  of  the  corium,  are  dilated.  This  complication  is  distinguishable  from  rosacea  by 
the  age  of  the  patient  and  the  absence  of  telangiectases  and  of  change  in  the  sebaceous 
glands  ;  from  eczema,  by  the  absence  of  vesiculation  and  weeping,  and  its  obduracy  to 
local  treatment  ;  from  lupus  erythematosus,  by  the  absence  of  scales  ;  and  from  lupus 
vulgaris,  by  the  absence  of  apple-jelly  nodules.  The  night  sweats  of  phthisis,  and  those 
associated  with  rickets  and  with  infantile  scurvy  (Barlow's  disease,  p.  556),  are  not,  as 
a  rule,  difficult  to  attribute  to  their  cause. 

In  anidrosis  the  secretion  may  be  merely  diminished  or  totally  suppressed,  and  either 
the  whole  skin,  or  only  some  particular  area,  may  be  affected.  The  abnormality  is  rarely 
idiopathic,  but  is  usually  associated  with  ichthyosis,  psoriasis,  eczema,  sclerodcrmia,  bella- 
donna poisoning,  with  malnutrition  or  with  disordered  innervation  ;  under  the  latter 
heading  one  may  mention  in  particular  the  unilateral  sweating  of  the  face  and  head  that 
accompanies  irritation  of  the  cervical  sympathetic  by  an  aneurysm,  thoracic  cyst,  or  new 
growth  ;  the  outbursts  of  local  perspirations,  such  as  a  band  of  sweating  round  the  body, 
that  constitute  a  rare  symptom  of  tabes  dorsalis — a  sweating  crisis ;  and  the  sweating  of 
half  the  body — hemidrosis — that  may  be  a  purely  functional  or  hysterical  phenomenon. 

Bromidrosis,  or  foul-smelling  sweat,  sometimes  associated  with  hyperidrosis,  may 
occur  in  connection  with  such  general  affections  as  acute  rheumatism,  uraemia,  and  scurvy, 
or  following  a  serious  illness  like  pneumonia,  or  may  be  idiopathic.  Occasionally 
generalized,  it  is  much  more  frequently  limited  to  particular  parts,  such  as  the  feet,  the 
axillse,  and  the  perineum.  The  foul  smell  is  due  to  the  growth  of  the  Bacillus  faetidus  u{x>n 
the  sweat  after  exudation. 

In  chromidrosis  both  sweat  and  sebum  may  be  coloured,  generally  some  shade  of  blue, 
but  occasionally  red,  green,  yellow,  violet,  and  even  black.  The  pigmentation  is  usually 
localized,  the  most  frequent  situations  being  the  eyelids,  cheeks,  forehead,  and  side  of  the 
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nose  ;  but  occasionally  the  whole  of  the  face  and  large  parts  of  the  trunk  and  limbs,  and 
especially  the  axillae  and  groins,  are  affected.  The  condition  is  often  a  neurosis,  but  it 
may  be  due  to  the  ingestion  of  copper  (green  sweat),  or  of  iron  (blue  sweat),  or  to  the  action 
of  cocci  or  the  Bacillus  pyocyaneus  upon  the  sweat  after  secretion.  The  chief  point  in 
diagnosis  is  the  exclusion  of  imposture. 

HcemaddrosiSj  or  bloody  sweat,  generally  limited  to  particular  parts,  the  face,  hands, 
feet,  navel,  etc.,  may  be  a  form  of  so-called  vicarious  menstruation,  or  an  expression  of 
emotional  stress  in  highly-strung  persons  ;  it  is  sometimes  simulated  by  the  presence  in 
the  sweat  of  bacteria  producing  a  red  pigment,  such  as  the  Bacillus  prodigiosus.  Uridrosis, 
in  which  urinary  constituents  are  present  in  the  sweat  in  abnormal  quantity,  is  not  an 
idiopathic  affection,  but  an  accompaniment  of  such  grave  conditions  as  cholera  and  uraemia. 
It  is  quite  unmistakable  ;  the  sweat  has  a  urinous  odour,  and  white  crystals  will  be  seen 
on  the  skin. 

It  is  worthy  of  note  that  the  sweat  may  have  peculiar  effects  when  the  patient  is  taking 
certain  drugs  ;  for  example,  persons  whose  occupation  it  is  to  make  jx)lished  steel  imple- 
ments, may  be  discharged  from  their  employment  if  they  are  taking  mercurj'  and  iodide  of 
potassium,  because  the  articles  they  have  polished  go  dull  and  spotty  almost  at  once,  in  a 
way  which  does  not  result  from  ordinary  perspiration.  Malcolm  Morris, 

SWELLING,  ABDOMINAL. — This  may  be  acute  or  chronic,  general  or  local,  and 
caused  by  abdominal  accumulations  that  are  mainly  either  gaseous,  fluid,  or  solid.  The 
posiiioriy  physical  consistency,  and  duration  of  abdominal  swellings  are  their  three 
outstanding  clinical  features  for  purposes  of  diagnosis. 

CLASSIFICATION. 
I.—Swellings  in  the  AMominal  Wall. 

II. — General  AMominal  Swellings  : — 

A.  Mainly  Gaseous — 

Surgical  emphysema  |       Metcorism  (p."  388) 

B.  Mainly  Fluid— 

Ascites  (p.  43)  I      Distention  of  hollow  viscera 

Large  cystic  tumours  |       Hydatid  disease 

C.  Mainly  Solid— 

Obesity  (p.  408)  |       Inflammatory  deposits 

Constipation  (p.  121)  I       New  growths 

III. — Local  Abdominal  Swellings  : — 

A.  Due  to  General  Causes — 

Encysted  ascites  |       Subphrenic  abscess 

Tuberculous  peritonitis  Phantom  tumours 

Hydatid  disease  {       Enteroptosis 

B.  Due  to  Enlargement  of  Particular  Organs, 

I.     SWELLINGS    IN    THE    ABDOMINAL    WALL. 

Swellings  situated  in  the  abdominal  wall  itself  can  be  recognized  by  their  superficial 
position  ;  by  their  adherence  to  the  skin,  muscles,  or  fascia  ;  or  by  their  not  following  the 
movements  of  the  viscera  immediately  underlying  the  wall  of  the  abdomen,  to  which  they 
must  therefore  be  superficial.  But  it  may  be  impossible  to  distinguish  between  a  fatty 
tumour  in  the  deeper  part  of  the  wall,  for  example,  and  a  fatty  omental  mass  that  has 
become  adherent  to  the  parietal  peritoneum  and  so  has  practically  incorporated  itself 
with  the  abdominal  wall. 

Inflammatory  swelling  of  the  wall  may  occur  by  infection  from  without  or,  less  often, 
from  within.  Thus  a  liver  abscess  may  cause  extensive  redness  and  swelling  in  the  right 
hypochondriac  region  ;  infiltration  of  the  abdominal  wall  is  often  met  with  in  operations 
for  appendicular  abscess  ;  in  acute  cases  of  Hodgkin^s  disease  and  lymphosarcoma,  tumours 
suggesting  a  subacute  inflammatory  process  may  occur  in  the  abdominal  wall,  but  they  are 
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really  localized  lymphadenomatous  or  sarcomatous  deposits,  not  due  to  infection,  and  arc 
associated  with  gland  enlargement  in  other  parts  of  the  body.  Inflammatory  swelling  about 
the  umbilicus  is  not  rare  in  newly-bom  infants,  due  to  the  entrance  of  infection  by  way  of 
the  cord  ;  in  stout  uncleanly  adults  the  umbilical  fossa  may  be  the  seat  of  intertrigo,  which 
becomes  painful,  swells,  and  suppurates  ;  but  a  far  more  serious  umbilical  inflammation 
may  occur  in  patients,  usually  children,  with  tuberculous  peritonitis  ;  a  tuberculous  mass 
in  connection  with  the  round  ligament  may  break  down,  perforate  at  the  umbilicus,  set  up 
a  chronic  discharge  there,  and  ultimately  establish  a  fsecal  umbilical  fistula  ;  in  rare  cases 
a  subdiaphragmatic  or  perigastric  abscess  may  cause  inflammatory  thickening  of  the  round 
ligament  and  umbilicus. 

(Edema  of  the  abdominal  wall  may  be  either  local  or  general  (see  CEdema,  p.  410). 

Tumours  of  the  abdominal  wall,  excluding  those  due  to  inflammation,  are  rare  except 
in  certain  situations.  Lipomata  and  fibro-lipomata  may  occur  in  any  part  of  it,  and  in  the 
inguinal  or  femoral  rings  closely  imitate  omental  hernias.  Ilemice  are  commoner,  particu- 
larly at  tiie  umbilicus  and  in  the  groins  ;  there  is  little  likelihood  that  a  definite  hernial 
protrusion  in  any  part  of  the  abdominal  wall  will  be  overlooked,  but  minute  hernias  into 
the  abdominal  wall,  such  as  may  occur  along  the  linea  alba,  especially  above  the  umbilicus, 
at  the  femoral  or  inguinal  rings,  or  along  the  linese  semilunares,  may  suffice  to  produce 
complete  intestinal  obstruction  and  yet  be  small  enough  to  demand  very  careful  palpation 
for  their  discovery. 

In  malignant  disease  of  the  stomach,  pylorus,  or  region  of  the  portal  fissure  generally, 
small  secondary  nodules  may  appear  quite  early  at  the  umbilicus  or  in  the  round  ligament 
just  above  it ;  and  this  may  occur  before  the  primary  tumour  has  given  rise  to  any  definite 
signs  or  symptoms. 

II.     GENERAL   ABDOMINAL   S^VELLING. 

A,  Mainly  Gaseous.  —  In  certain  cases  of  extensive  surgical  emphysema  the  fascia 
planes  of  the  abdominal  wall  are  invaded  and  dissected  out  by  gas,  which  imparts  to  them 
a  highly  characteristic  feathery,  crepitant,  and  crackling  feeling  on  palpation.  The  gas 
may  have  entered  from  wounds  in  the  neck,  thorax,  or  trachea,  or  it  may  have  been  gener- 
ated by  gas-producing  microbes  in  any  abscess  or  focus  of  inflammation  in  the  trunk  or 
viscera,  and  have  made  its  way  thence  into  the  abdominal  wall. 

Distention  of  the  intestines  with  gas  is  an  event  so  common  as  to  be  familiar  to  all ;  its 
diagnosis  is  discussed  under  Meteorism  (p.  388).  In  this  condition  the  whole  of  the 
abdomen,  or  in  special  cases  some  part  of  it  only,  is  distended,  and  on  percussion  gives  a 
highly  resonant  or  tympanitic  note.  It  often  happens  that  the  outlines  of  the  gas-distended 
viscera  can  be  seen  on  the  abdominal  wall,  particularly  when  it  is  looked  at  in  an  oblique 
illumination.  The  increased  size  of  the  inflated  intestine  is  apt  to  produce  displaeemeht 
of  the  other  viscera  ;  the  dome  of  the  diaphragm  is  pushed  up  into  the  chest,  carrying  the 
heart  with  it  and  shifting  the  apex-beat  upwards  ;  the  liver  is  similarly  pushed  up,  and  in 
addition  it  is  often  caused  to  rotate  round  a  transverse  axis,  its  lower  anterior  edge  ascend- 
ing and  its  lower  posterior  edge  descending,  with  the  result  that  the  area  of  liver-dullness 
in  front  is  much  reduced,  or  even  lost  altogether  ;  but  it  is  reduced  only  a  little  in  the  mid- 
axillary  line  so  long  as  the  gas  remains  in  the  intestine  ;  and  if  the  liver-dullness  in  the 
mid-axillary  line  disappears,  the  diagnosis  of  free  gas  in  the  peritoneal  cavity  is  to  be  made. 

B,  Mainly  Fluid. — ^The  diagnosis  of  the  various  causes  producing  accumulations  of 
fluid  in  the  peritoneal  cavity  is  given  under  the  heading  Ascites  (p.  43). 

C  Mainly  Solid. — In  Obesity  (p.  408)  the  abdomen  may  swell  either  in  consequence 
of  the  deposit  of  fat  in  the  abdominal  wall  itself,  or  as  the  result  of  fatty  deposits  behind 
the  peritoneum  generally,  in  the  mesentery,  in  the  omentum  and  appendices  epiploiese. 
In  very  fat  patients  it  is  rarely  possible  to  diagnose  the  exact  nature  of  an  intra-abdominal 
mass  by  the  usual  methods  of  palpation  and  percussion,  and  without  having  recourse  to 
exploratory  laparotomy,  because  the  abdominal  walls  are  so  thick.  The  frequency  with 
which  inconveniently  large  fatty  accumulations  occur  in  the  abdomens  of  such  persons 
must  not  be  forgotten  when  the  diagnosis  of  some  vaguely-felt  tumour  within  the  abdomen 
has  to  be  considered. 

In  severe  chronic  cases  of  Constipation  (p.  121),  abdominal  distention  may  result 
from  accumulation  of  faeces  in  the  large  intestine,  particularly  when  dilatation  of  the  colon, 
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idiopathic  or  secondary,  is  present.  The  scybala  can  usually  be  felt,  perhaps  soft  and 
plastic  in  the  region  of  the  ascending  colon,  usually  hard  and  nodular  in  the  descending 
sigmoid  and  colon.  Idiopathic  dilatation  of  the  colon  {Hirschsprung's  disease)  seems  to  be 
congenital,  and  is  associated  with  much  hypertrophy  of  the  colon  {Fig,  171,  p.  389).  A 
description  of  it  will  be  found  on  p.  126.  In  older  patients  a  very  similar  dilatation  and 
hypertrophy  of  the  colon  may  come  on  as  the  result  of  chronic  obstruction  about  the  lower 
end  of  the  large  intestine.  As  much  as  47  lb.  of  faeces  may  accumulate  in  the  intestines  of 
such  patients. 

In  rare  cases  of  chronic,  particularly  tuberculous,  peritonitis,  semi-solid  inflammatory 
masses  may  bring  about  a  general  swelling  of  the  abdomen  ;  the  diagnosis  is  discussed 
under  Ascites  (p.  47).  General  swelling  of  the  abdomen  may  occur  in  malignant  disease 
of  the  peritoneum,  due  in  part  to  the  growth  of  numerous  secondary  malignant  nodules 
in  part  to  a  concomitant  ascites.  The  symptoms  are  often  vague  at  first — loss  of  weight, 
strength,  appetite,  with  indefinite  abdominal  disorders.  The  abdomen  enlarges,  and  if 
there  is  not  much  ascites  the  secondary  deposits  can  be  felt  obscurely  through  the  abdo- 
minal wall.  Occasionally  they  can  be  palpated  in  the  abdominal  wall  itself  near  the 
umbilicus,  or  in  the  round  ligament  above  it,  or  the  urachus  below.  As  the  case  progresses, 
emaciation  becomes  marked,  the  skin  loses  its  elasticity  and  often  develops  a  diffuse 
brownish  pigmentation  ;  bedsores  are  not  rare.  The  primary  growth  may  be  in  any  of  the 
thoracic,  abdominal,  or  pelvic  organs,  or  in  the  mamma  or  testis.  If  any  primary  growth 
can  be  made  out,  the  diagnosis  will  not  be  difficult,  especially  if  glandular  enlargements 
are  found  in  the  groins  or  axillse,  if  the  ascitic  fluid  is  haemorrhagic,  and  if  it  is  found  to 
contain  multinuclear  endothelial  cells,  and  cells  with  atypical  mitotic  figures.  Tuber- 
culous peritonitis  can  be  excluded  by  means  of  the  tuberculin  test  and  by  the  result  of 
injecting  several  c.c.  of  the  ascitic  fluid  into  guinea-pigs. 

Hydatid  disease  of  the  peritoneum  is  discussed  on  p.  49. 

III.     LOCAL    ABDOMINAL   SWELLING. 

A.  Due  to  General  Causes. — It  often  happens  that  the  causes  which  produce  general 
swelling  of  the  abdomen  fail  to  do  so  in  particular  cases,  and  give  rise  only  to  a 
local  swelling.  Thus  in  encysted  ascites,  left  behind  after  an  acute  diffuse  peritonitis,  or 
accompanying  a  chronic  peritonitis,  an  accumulation  of  fluid  bounded  by  fibrinous  or 
fibrous  adhesions  between  the  adjacent  viscera  may  be  found  in  any  part  of  the  peritoneal 
cavity,  but  most  often  in  the  flanks  and  about  the  pelvis.  If  a  good  history  of  the  case 
can  be  obtained,  the  diagnosis  of  the  nature  of  such  a  cyst  will  at  least  be  suggested  ;  the 
physical  signs  will  be  those  of  a  fixed  cystic  or  semi-solid  tumour,  and  the  diagnosis  will 
often  be  obscure  until  laparotomy  has  been  performed. 

Abdominal  swellings  of  the  most  various  size  and  position  may  occur  in  tuberculous 
peritonitis  (p.  47,  under  Ascites).  Many  of  them  are  composed  of  the  infiltrated  and 
rolled-up  omentum,  others  of  enlarged  and  tuberculous  mesenteric  glands,  others  of  doughy 
masses  of  adherent  intestine  and  fibrin.  The  amount  of  ascitic  fluid  varies  widely  in 
different  cases.  When  there  is  much,  and  the  patient  is  an  adult,  the  diagnosis  of  cirrhosis 
of  the  liver  is  likely  to  be  made  ;  when  the  peritonitis  is  dry  (the  obliterative  form),  the 
abdominal  cavity  may  be  smaller  than  normal,  and  occupied  by  a  doughy,  rather  tender 
mass  that  presents  areas  of  alternating  resonance  and  dullness.  The  physical  signs  vary 
from  day  to  day  according  to  the  amount  and  position  of  flatus  in  the  intestine.  The 
symptoms  of  tuberculous  peritonitis  are  very  variable  ;  as  a  rule  the  patient  is  thin, 
anaemic,  seriously  ill,  with  a  drawn  aspect ;  abdominal  pain  and  tenderness  are  usual, 
nausea  and  constipation  with  chronic  intestinal  obstruction  are  frequent  ;  in  acute  cases 
there  is  high  fever,  in  chronic  the  temperature  is  not  high,  but  irregular,  or  may  even  be 
subnormal.  If  there  is  ulceration  of  the  large  intestine,  diarrhoea  may  occur,  and  blood 
may  be  passed  in  the  motions.  The  discovery  of  tuberculosis  in  some  other  part  of  the 
body,  or  of  a  family  history  of  tuberculosis,  is  strong  argument  for  regarding  a  case  with 
such  signs  as  tuberculous.  A  general  or  patchy  brown  pigmentation  of  the  skin  is  not 
uncommon. 

Single  or  multiple  hydatid  cysts  may  occur  in  any  part  of  the  abdominal  cavity. 
Usually  they  are  single,  the  large  majority  occurring  in  the  liver ;  more  rarely  they  affect 
the  spleen,  omentum,  mesentery,  or  peritoneimi.     The  cyst  grows  slowly,  and  is  spherical 
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except  in  so  far  as  it  is  moulded  by  the  pressure  of  adjacent  structures.  It  contains  a  clear 
saline  fluid,  in  which  maybe  found  booklets  (Fig,  18,  p.  49),  and  secondary  cysts  completely 
detached  from  the  walls  of  the  parent  cyst.  Until  it  has  become  large  enough  to  cause 
mechanical  obstruction  and  pressure-symptoms,  the  single  hydatid  cyst  gives  rise  to  little 
pam  or  complaint.  It  then  produces  a  bulging  of  the  overiying  abdominal  wall,  smooth, 
rounded,  more  or  less  tense,  dull  on  percussion  ;  if  it  is  of  a  certain  degree  of  tenseness 
it  may  yield  the  hydatid  thrill — ^just  as  any  other  cyst  may.  Hydatid  cysts  in  the 
mesentery,  omentum,  or  peritoneum  are  often  multiple,  and  may  be  felt  as  scattered, 
rounded  tumours  generally  accompanied  by  ascites  ;  the  disease  runs  a  slower  course  than 
malignant  peritonitis,  and  echinococcal  cysts  may  be  found  in  the  ascitic  fluid  if  it  is  tapped. 
As  a  rule,  these  are  secondary  after  rupture  (accidental  or  by  paracentesis)  of  a  primary 
cyst  in  the  liver.  They  cause  a  slowly  progressive  enlargement  of  the  abdomen,  which 
appears  to  be  filled  with  a  solid  or  semi-solid  mass  ;  if  the  individual  cysts  are  large,  they 
can  be  seen  outlined  on  the  abdominal  surface,  and  can  be  felt.  They  are  freely  movable, 
and  not  connected  with  any  particular  viscus  ;  they  do  not,  as  a  rule,  give  the  hydatid 
thrill  on  percussion.  Peritoneal  hydatid  disease  is  rare  except  in  countries  (Iceland, 
Australia,  or  South  America)  where  the  inhabitants  live  in  close  company  with  dogs  that 
are  the  hosts  of  Tcenia  echinococcus,  Eosinophilia  may  be  found,  and  when  the  cysts  are 
living  and  active  the  patient's  blood-serum  may  give  a  specific  hydatid  precipitin  reaction, 
though  the  absence  of  both  this  and  eosinophilia  does  not  exclude  hydatid  disease  ; 
exploratory  laparotomy  may  be  necessary  before  the  diagnosis  can  be  established. 

Any  part  of  the  abdomen  may  swell  from  the  formation  of  an  abscess  ;  several  forms 
of  which  are  more  or  less  localized,  and  are  considered  below  (see  B)  ;  others  present  more 
generalized  abdominal  signs  and  symptoms,  and  will  for  that  reason  be  considered  here. 
A  subphrenic  abscess  is  any  abscess  in  contact  with  the  under  surface  of  the  diaphragm 
except  those  situated  in  the  liver  or  in  the  spleen.  It  is  intraperitoneal  in  more  than  half 
the  instances  ;  it  contains  gas  in  about  half  the  cases.  The  simple  or  non-gaseous  abscesses 
are  generally  the  result  of  appendicitis  or  of  suppuration  in  the  liver,  and  so  are  usually  on 
the  right  side  of  the  body  ;  less  often  they  are  secondary  to  gastric  or  duodenal  ulcer,  or  to 
suppuration  spreading  from  the  pancreas,  kidney,  Fallopian  tubes,  spleen,  or  thorax.  They 
are  deep-seated,  and  tend  to  produce  abdominal  swelling  with  signs  and  symptoms  that 
are  indefinite.  The  onset  is  insidious,  often  consisting  in  nothing  more  than  failure  to 
recover  from  the  primary  disorder — appendicitis,  hepatic  abscess — after  it  has  been  treated 
surgically  ;  the  patient  remains  seriously  ill,  with  fever  and  quick  pulse,  leucocytosis, 
and  often  a  septic  aspect.  If  the  abscess  is  at  the  back  the  signs  may  point  to  pleurisy  or 
pleural  effusion,  with  the  appropriate  pain  and  friction  sounds.  If  it  pushes  forwards, 
the  hypochondrium  and  epigastrium  may  bulge  in  front  and  become  tender.  The  dia- 
gnosis of  subphrenic  abscess  may  be  very  difficult  when  there  is  no  obvious  antecedent  to 
suggest  its  occurrence,  especially  if  the  abscess  is  behind  and  below  the  liver,  and  is 
complicated  by  pleurisy  or  empyema.  If  it  is  above  the  liver,  it  may  be  very  difficult  to 
say  whether  the  pus  is  inside  the  liver  or  outside  it,  or  both  ;  enlargement  of  the 
liver  downwards  is  in  favour  of  intrahepatic  abscess.  Examination  with  the  a;-rays  is 
often  of  great  assistance  ;  but  often  it  is  necessary  to  give  the  patient  a  general  anaesthetic 
and  insert  a  long  exploring  needle  successively  into  the  intercostal  spaces  (tenth  to  sixth) 
in  the  scapular  and  mid-axillary  lines.  It  must  be  thrust  in  deeply.  As  viewed  by  the 
a;-rays  the  diaphragm  is  depressed  by  empyema  or  pleural  effusion,  elevated  by  subphrenic 
abscess,  and  immobilized  by  either. 

The  gas-containing  abscess  or  subphrenic  pyopneumotiiorax  is  commoner  in  females 
than  in  males,  and  is  usually  due  to  the  perforation  of  a  gastric,  or  less  often  a  duodenal, 
ulcer,  or  to  appendicitis  ;  in  rare  instances  it  is  secondary  to  an  ulcer  of  the  colon  or 
even  to  a  suppurating  hydatid  cyst.  It  is  usually  on  the  left  side.  When  a  gastric  ulcer 
perforates,  the  onset  is  generally  sudden,  with  acute  abdominal  pain  and  collapse  ;  but 
both  the  ulcer  and  its  perforation  may  be  latent,  and  nothing  more  than  a  history  of  chronic 
dyspepsia  may  be  obtainable.  The  abdomen  soon  becomes  distended  ;  hectic  fever,  with 
rigors,  rapid  pulse,  leucocytosis,  and  shortness  of  breath,  are  the  symptoms  likely  to 
appear.  The  physical  signs,  on  the  whole,  resemble  those  of  Pneumothorax  (p.  530)  ;  the 
diaphragm  is  pushed  up  into  the  thorax,  and  the  gas  in  the  abscess-cavity  below  it  causes 
the  signs  of  pneumothorax  to  develop  in  the  upper  part  of  the  abdominal  cavity  and  the 
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lower  part  of  the  thorax.  The  picture  is  complicated  by  the  fact  that  the  inflammatory 
process  habitually  spreads  through  the  diaphragm,  so  that  the  signs  due  to  pleurisy,  with 
or  without  effusion,  are  added.  The  diagnosis  has  to  be  made  between  this  condition  and 
true  pneumothorax.  The  points  that  serve  to  distinguish  the  two  are,  that  in  pneumo- 
thorax the  gas  seems  to  occupy  the  whole  of  one  side  of  the  thorax,  the  heart  is  pushed  or 
pulled  over  to  the  sound  side,  and  the  physical  signs  are  limited  to  the  thorax  ;  whereas  in 
subphrenic  pyopneumothorax  the  signs  occur  at  the  base  of  one  or  both  lungs  but  not  at 
the  apex,  the  heart  is  displaced  upwards  but  not  to  either  side,  and  the  upper  part  of  the 
abdominal  cavity  is  involved  as  well  as  the  thorax.  Examination  with  the  a;-rays  is  of  the 
greatest  service,  for  it  shows  that  the  gas-containing  cavity  is  below  the  diaphragm  and 
not  above  it ;  the  readiness  with  which  the  level  of  the  fluid  in  the  abscess  changes  as  the 
patient  alters  his  position  can  also  be  noted,  and  proves  that  the  abscess-cavity  contains 
gas  as  well  as  fluid. 

The  abdomen  is  not  infrequently  the  seat  of  phantom  tumours.  These  are  felt  as  fixed 
and  more  or  less  rounded  smooth  swellings,  either  in  or  immediately  underneath  the 
abdominal  wall  ;  they  are  dull  on  percussion,  and  may  be  tender  on  palpation.  They  are 
caused  by  involuntary  contractions  of  the  muscles  in  the  area  in  which  they  occur  ;  they 
persist  when  the  patient's  attention  is  distracted,  and  also  during  sleep,  but  disappear 
under  a  general  anaesthetic.  Phantom  tumours  are  commoner  in  women  than  in  men, 
and  in  the  neurotic  than  in  the  stolid.  They  often  persist  for  long  periods,  but  may  vanish 
when  the  patient  believes  that  they  have  been  cured.  A  phantom  tumour  in  the  region  of 
the  liver  may  simulate  cholecystitis,  hepatic  abscess,  or  gumma  ;  in  the  left  hypochon- 
drium,  gastric  carcinoma  ;  in  the  appendix  region,  an  appendicular  abscess  ;  above  the 
pubes,  pregnancy  (pseudocyesis). 

In  enteroptosis  (Glenard's  disease),  or  downward  displacement  of  abdominal  viscera, 
any  or  all  of  the  organs  may  slip  away  from  their  normal  position  and  attachments 
(Fig,  56,  p.  127).  The  diagnosis  must  be  made  by  the  discovery  that  one  or  more  of  the 
viscera  is  out  of  place,  and  is  also  abnormally  mobile. 

B,  The  Regional  Diagnosis  of  Local  Abdominal  Swellings. — For  clinical  purposes 
the  abdomen  may  be  subdivided  into  nine  regions,  by  two  vertical  lines  drawn  through 
the  middle  of  Poupart's  ligaments,  and  by  two  horizontal 
lines,  one  passing  through  the  lowest  points  of  the  tenth 
ribs  (the  subcostal  line),  the  other  drawn  at  the  level  of 
the  highest  points  of  the  iliac  crests  (Fig.  275).  The 
viscera,  or  portions  of  viscera,  commonly  contained  in 
the  areas  thus  demarcated,  are  given  in  the  table  on 
page  660. 

The  abdominal  swellings  that  may  be  felt  in  and 
about  these  nine  regions  will  now  be  considered  seriatim, 
excluding  the  tumours  situated  in  the  abdominal  wall 
itself  that  have  been  described  under  heading  I. 
(p.  655). 

1.  Right  Hypochondriac  Region, 

Most  tumours  in  this  area  are  connected  witli  the 
liver  or  gall-bladder,  and  their  diagnosis  is  discussed 
under  Liver,  Enlargement  of  the  (p.  866),  and  Gall- 
bladder Enlargement  (p.  252). 

To  regard  the  firm  and  roimded  swelling  produced  by 
the  upper  segment  of  the  right  rectus  abdominis  muscle 
as  evidence  of  tumour,  enlargement,  or  induration  of  the 
liver  or  gall-bladder,  is  a  mistake  easily  and  frequently 
made. 

Tumours  in  connection  with  the  hepatic  flexure  of 
the  colon,  excluding  scybala,  are  rare.  Scybala  may  be  recognized  by  their  general  shape, 
by  the  ease  with  which  they  can  be  moulded  or  indented  by  the  pressure  of  the  fingers, 
and  by  their  being  dispersed  by  a  purgative.  Carcinoma  or  tuberculosis  of  the  colon  may 
produce  a  palpable  tumour  here;  and  so  may  an  intussusception.  The  diagnosis  must 
rest  upon  the  previous  history  and  the  course  of  the  disease. 


Fig.  'J7'». — ^The  regions  of  the  abdomen  : 
for  the  signiflcatice  of  the  numorsils,  see  the 
table  on  page  6tl(». 
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The  Normal  Contents  of  the  Abdominal  Regions. 


1.  Right  Hypochondriac 

Liver 

Call-bladder 

Hepatic  flexure  of  colon 

Right  kidney 


2.  Epigastric 


3.  Left  Hypochondriac 


4.  Right  Lumbar 

Riedel's  lobe  of  tlie  liver 
Ascending  colon 
Small  intestine 
Right  kidney 


Liver 

Stomach  and  pylorus 

Transverse  colon 

Omentum 

Pancreas 

Duodenum 

Kidneys 

Suprarenal  capsules 

Aorta 

Lymphatic  glands 

5.   UmbtUcal 


Liver 

Stomach 

Splenic  flexure  of  colon 

Spleen 

Tail  of  pancreas 

Left  kidnev 


6.  Left  Lumbar 


Stomach 

Duodenum 

Transverse  colon 

Omentum 

Urachus 

Small  intestine 

Kidneys 

Aorta 

Lymphatic  glands 


Descending  colon 
Small  intestine 
Left  kidney 


7.  Right  Inguinal 

Ctecum 

Vermiform  appendix 

Lymphatic  glands 


8.  Hypogastric 


Small  intestine 

Sigmoid  flexure 

Distended  bladder 

Urachus 

Enlarged  uterus  and  adnexa 


0.  Uft  Inguinal 


Sigmoid  flexure  of  colon 
Lymphatic   glands 


Tumours  of  the  kidney  or  suprarenal  gland  rarely  present  themselves  in  this  re^on 
of  the  abdomen. 

2.  Epigastric  Region. 

Abnormal  lobes  in  the  liver,  tumours  in  either  of  its  lobes  or  in  its  falciform  or  round 
ligament,  may  be  felt  here. 

In  thin  people  and  children  the  curvatures  of  the  normal  stomach  when  it  is  full  may 
often  be  seen  dimly  outlined  in  the  epigastrium,  the  lower  curvature  habitually,  the  upper 
less  often,  and  the  gastric  succussion-splash  can  oft^n  be  elicited  here  in  healthy  persons 
as  well  as  in  those  with  dilatation  of  the  stomach.  An  epigastric  splash  is  usually  gastric, 
but  may  be  colonic.  In  dilatation  of  the  stomach  due  to  obstruction  at  the  pylorus  (caused 
in  infants  by  spasm  or  hypertrophy  of  the  pylorus,  in  adults  by  malignant  or  cicatricial 
stenosis),  waves  of  peristalsis  travelling  from  left  to  right  may  be  seen  in  the  epigastrium. 
Similar  waves,  but  travelling  from  right  to  left,  occur  in  the  colon  of  patients  with 
obstruction  in  the  rectum  or  sigmoid  (see  below).  Tumours  of  the  stomach,  usually 
carcinomatous,  rarely  sarcomatous,  or  due  to  inflammatory  deposits  round  a  gastric  ulcer, 
may  sometimes  be  felt  here,  particularly  when  the  patient  takes  a  deep  breath  and 
drives  the  abdominal  viscera  down  and  out  of  the  cover  of  the  diaphragmatic  dome  ;  it 
must  not  be  forgotten  that  the  normal  pylorus  can  sometimes  be  felt  in  an  infant, 
child,  or  thin  adult,  as  a  rounded  finger-like  mass  deep  in  the  right  side  of  the  epigas- 
trium. The  connection  of  a  gastric  tumour  with  the  stomach  can  often  be  made  out  more 
clearly  if  that  organ  is  inflated  with  gas  ;  or  by  the  method,  little  used  in  this  country, 
of  gastrodiaphany.  Examination  with  the  a7-rays  after  the  administratioji  of  a  bismuth 
or  a  barium  sulphate  meal  is  often  of  great  assistance  in  obscure  gastric  cases,  and  should 
always  be  employed. 

The  transverse  colon  goes  across  the  lower  part  of  the  epigastrium  in  some  cases,  more 
usually  across  the  upper  part  of  the  umbilical  area.  Its  sacculations  and  peristalsis  are 
often  outlined  on  the  abdominal  walls  of  pot-bellied  rickety  children  or  of  thin  adults 
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particularly  when  they  are  flatulent  or  constipated.  In  acute  or  chronic  obstruction  the 
peristalsis  becomes  much  more  marked.  Tumours  of  the  transverse  colon  are  very  rare, 
except  the  common  occurrence  of  scybala  in  it ;  a  few  cases  of  chronic  hyperplastic 
tuberculosis  of  this  part  of  the  colon  have  been  recorded,  with  great  diffuse  thickening 
of  its  wall  and  stenosis  of  its  lumen. 

Swellings  in  connection  with  the  omentum  lie  below  the  colon  and  in  immediate  relation 
with  the  anterior  abdominal  wall,  in  front  of  the  mass  of  small  intestine.  In  tuberculous 
peritonitis  it  often  forms  an  irregular  rope  or  mass  composed  of  inflammatory  tissue,  cheesy 
tubercle,  or  encysted  exudate,  that  may  lie  in  the  epigastrium,  or  extend  into  any  of  the 
regions  of  the  abdomen — when  the  diagnosis  of  malignant  disease  of  the  intestine  or  some 
other  viscus  may  possibly  be  made.  Similar  nodular  enlargement  and  deformity  of  the 
omentum  is  common  in  chronic  peritonitis  of  any  sort ;  and  it  may  become  the  seat  of  an 
abscess  in  cases  of  perforated  gastric  ulcer.  Cysts  of  the  omentum,  single  or  multiple,  are 
not  very  rare,  and  are  often  inflammatory  in  origin.  Tuberculous  or  inflammatory 
masses  of  omentum  often  adhere  freely  to  the  anterior  abdominal  wall  as  well  as  to  the 
neighbouring  viscera. 

Swellings  derived  from  the  pancreas  push  forwards  from  the  depths  of  the  abdominaj 
cavity  towards  the  epigastric  and  the  upper  part  of  the  umbilical  areas,  and  present 
themselves  as  deeply-seated  vaguely-felt  masses  on  palpation.  They  have  the  stomach, 
or  the  stomach  and  colon,  in  front  of  them,  and  are  fixed  to  the  posterior  abdominal 
wall ;  they  are  usually  made  out  best  by  examination  under  an  anaesthetic  ;  they  move 
little  on  respiration,  and  often  transmit  from  the  adjacent  aorta  a  non-expansile  pulsation. 
They  are  separated  from  the  liver  and  from  the  spleen  by  areas  of  resonance.  These 
swellings  may  be  carcinomatous,  in  which  case  wasting,  anaemia,  and  jaundice  are  likely 
to  be  observed,  with  death  in  a  few  months'  time  ;  or  due  to  chronic  pancreatitis,  when  the 
course  of  the  disease  >vill  be  slower  and  there  will  be  more  epigastric  tenderness  and  pain, 
with  clayey  stools  and  perhaps  intermittent  jaundice,  a  positive  Cammidge's  reaction 
(p.  100),  or  glycosuria.  In  acute  pancreatitis  the  swollen  pancreas  has  only  exceptionally 
been  palpated  before  laparotomy  ;  the  main  symptoms  are  acute  epigastric  pain,  vomiting, 
constipation,  fever,  and  proneness  to  collapse,  simulating  in  part  acute  intestinal  obstruc- 
tion and  in  part  acute  peritonitis,  so  that  immediate  laparotomy  is  usually  resorted  to 
and  the  diagnosis  established  by  the  discovery  of  opaque  yellow  patches  of  acute  fat  necrosis 
in  the  omentum  and  elsewhere  within  the  abdomen. 

Pancreatic  cysts,  so-called,  are  often  cysts  not  in  the  pancreas  but  in  its  neighbour- 
hood, and  therefore  better  called  peripancreatic  cysts.  Pancreatic  cysts  proper  are  single 
or  multiple  retention-cysts,  usually  the  result  of  chronic  pancreatitis  ;  they  form  deeply- 
seated,  smooth,  rounded  tumours,  possibly  giving  a  feeling  of  fluctuation.  At  first  they 
occupy  the  lower  epigastric  or  hypochondriac  regions  ;  but  if  they  enlarge  much  they 
may  fill  the  whole  upper  part  of  the  abdomen,  or  extend  down  to  the  pubic  symphysis 
or  flanks.  The  symptoms  of  chronic  pancreatic  disease  should  be  present — chronic 
indigestion,  the  passage  of  pale  and  bulky  stools,  glycosuria,  perhaps  jaundice  from  time 
to  time  if  pancreatic  calculus  is  present.  Peripancreatic  or  retroperitoneal  cysts,  due  to 
accumulations  in  the  lesser  sac  of  the  peritoneum,  or  to  growths  originating  in  residues 
of  the  Wolffian  body  behind  the  peritoneum,  may  produce  apparently  identical  cysts  ; 
the  evidences  of  chronic  pancreatic  disease  should  be  absent  in  these  cases,  but  the 
diagnosis  may  be  impossible  until  laparotomy  has  been  performed.  Cammidge's  urinary 
reaction  (p.  100)  is  said  to  be  of  assistance  in  diagnosing  these  cases. 

Swellings  in  connection  with  the  duodenum  are  felt  in  the  right  side  of  the  epigastric 
and  umbilical  areas,  and  are  usually  due  to  primary  malignant  disease.  In  many  cases 
they  escape  palpation  because  they  are  so  deeply  placed,  and  they  usually  have  to  be 
diagnosed  from  such  conditions  as  cancer  of  the  stomach,  pylorus,  pancreas,  bile-ducts, 
and  portal  fissure  generally,  not  by  their  physical  signs  but  by  the  general  symptoms  and 
progress  of  the  disease.  A  growth  in  the  first  part  of  the  duodenum  produces  symptoms 
like  those  of  cancer  of  the  pylorus — wasting,  anopmia,  progressive  dilatation  of  the  stomach 
with  visible  peristalsis,  attacks  of  copious  vomiting,  and  occasional  haematemesis  perhaps  ; 
the  motions  contain  bile,  but  the  vomit  does  not ;  jaundice  is  absent  unless  there  are 
secondary  growths  in  the  portal  fissure.  Malignant  disease  of  the  second  part  of  the 
duodenum,  in  or  involving  the  biliary  papilla,  soon  produces  obstructive  jaundice  and 
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distention  of  the  gall-bladder,  and  often  leads  to  suppurative  cholangitis,  whereas  cancer 
in  the  head  of  the  pancreas  or  bile-ducts  produces  steady  jaundice  and  is  not  followed  by 
suppuration  in  the  bile-passages.  Cancer  in  the  third  part  of  the  duodenum  or  below  the 
bile  papilla  produces  duodenal  stenosis,  with  dilatation  of  the  duodenum  and  stomach 
and  frequent  vomiting  ;  but  in  this  case  the  vomit  is  habitually  bilious  and  contains  the 
pancreatic  ferments.  If  there  is  no  stenosis,  the  bilious  vomiting  will  be  less,  and  the  case 
may  be  indistinguishable  from  one  of  cancer  of  the  stomach.  In  most  of  these  cases  the 
exact  diagnosis  is  more  often  made  post  mortem  than  ante  mortem. 

Swellings  in  connection  with  the  kidneys  and  suprarenal  capsules  occur  in  the 
epigastrium  only  after  they  have  reached  a  considerable  size.  They  rise  up  out  of  the 
loin  and  flanks,  and  their  diagnosis  is  considered  below. 

Enlargement  of  the  spleen  may  bring  its  blunt  anterior  end  or  its  notched  upper  edge 
into  the  epigastric  area.  The  splenic  swelling  always  lies  in  contact  with  the  anterior  wall 
of  the  abdomen,  with  the  stomach  above  and  behind  it  (see  Spleen,  Enlargement 
OF  THE,  p.  628). 

In  every  region  of  the  abdomen  lymphatic  glands  abound,  and  any  of  these  may  become 
palpable  in  cases  of  Hodgkin's  disease,  tuberculous  peritonitis,  or  malignant  disease.  The 
enlarged  glands  are  felt  as  nodulated  chains  or  masses,  usually  hard  and  rounded,  but 
softer  and  even  cystic  if  their  contents  caseate  or  break  down  into  pus  ;  they  may  also 
calcify,  when  they  become  hard  and  stony.  The  enlarged  glands  that  will  be  felt  in  the 
epigastric  area  are  those  connected  with  the  stomach,  liver,  and  mesentery  ;  the  diagnosis 
must  be  made  on  general  and  anatomical  lines  (see  Lymphatic  Gland  Enlargement, 
p.  376). 

8.  Left  Hypochondriac  Region, 

An  abnormally  lobulated  liver  may  make  a  superficial  tumour  in  this  area  continuous 
with  the  main  mass  of  the  liver  in  the  epigastric  region.  In  the  same  way,  a  tumour  in 
the  left  lobe  of  the  liver  may  project  superficially  into  the  left  hypochondrium. 

Part  of  the  stomach  lies  in  this  region  normally  ;  the  diagnosis  of  gastric  swelling 
has  been  considered  above.  A  gastric  tumour  may  often  be  differentiated  from  a 
tumour  of  the  adjoining  spleen  by  the  fact  that  while  the  spleen  is  anchored  at  its  hilum, 
and  so  is  capable  of  but  little  movement,  the  stomach  is  highly  mobile,  changing  its  position 
with  the  position  of  the  patient,  and  also  in  accordance  with  its  fullness  and  distention. 

The  diagnosis  of  a  tumour  of  the  splenic  flexure  of  the  colon — scybalous,  tuberculous, 
or  malignant — is  considered  above  (see  1  and  2). 

The  diagnosis  of  the  various  causes  of  enlargement  of  the  spleen  is  discussed  under 
Spleen,  Enlargement  of  the  (p.  631).  The  tumour  is  usually  to  be  recognized  by  the 
fact  that  it  comes  down  from  under  the  left  costal  margin  in  direct  contact  with  the  anterior 
abdominal  wall,  descends  on  inspiration,  has  a  smooth  surface,  and  a  notched  upper  and 
inner  margin.  In  exceptional  cases,  however,  the  enlarged  spleen  seems  to  adopt  a  more 
compact  and  cubical  form  in  place  of  its  usual  elongated  prismatic  shape,  and  also  to  lie 
back  in  the  loin  and  left  lumbar  region  instead  of  occupying  the  anterior  and  upper  part 
of  the  abdominal  cavity  ;  it  then  simulates  a  tumour  of  the  left  kidney  or  suprarenal  body, 
and  unless  the  blood  and  leucocyte  count  give  a  definite  lead  the  diagnosis  may  be  settled 
only  by  a  laparotomy.  Conversely,  a  spleen-shaped  hypernephroma  or  suprarenal  tumour, 
or  a  calculous  and  cystic  kidney,  may  easily  be  mistaken  in  an  anaemic  patient  for  an 
enlarged  spleen,  unless  the  possibility  of  the  error  be  kept  in  mind. 

Tumours  of  the  pancreas  and  retroperitoneal  cysts  may  project  into  the  left  hypochon- 
drium (see  2  above). 

Tumours  of  the  left  kidney  and  suprarenal  body  rarely  appear  in  the  left  hypochon- 
drium unless  they  are  very  large  (see  6  below).  Unless  very  large,  they  have  the  stomach 
or  the  stomach  and  colon  in  front  of  them,  and  so  are  variably  resonant  on  percussion — 
according  to  the  amount  of  gas  in  those  viscera — and  are  also  less  distinctly  palpable  than 
tumours  arising  from  the  spleen,  stomach,  colon,  or  omentum,  that  may  be  felt  in  the  same 
situation. 

4.  Right  Lumbar  Region. 

When  the  liver  is  abnormally  lobulated,  either  congenitally  or  as  the  result  of  tight 
lacing,  a  thin  flange  of  liver-tissue,  known  as  RiedeVs  lobe,  may  be  met  with  as  a  superficial 
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tumour,  continuous  with  the  liver  above  it,  in  this  region.     Sometimes  it  is  freely  movable, 
and  then  may  be  mistaken  for  a  movable  kidney  or  for  a  dilated  gall-bladder. 

The  ascending  colon  can  usually  be  palpated  and  rolled  under  the  fingers  as  a  tube- 
like structure  at  the  confines  of  this  and  the  umbilical  region  ;  when  empty  and  contracted 
it  may  feel  almost  rod-like.  Its  contents  are  usually  fluid,  but  it  may  contain  semi*solid 
or  solid  ffecal  masses  that  can  be  moulded  by  pressure,  in  constipated  patients.  In  patients 
with  obstruction  lower  down,  it  may  be  greatly  distended,  and  show  sacculation  and  visible 
peristalsis.  It  may  become  much  thickened  with  inflammatory  tissue,  or  even  come  to 
lie  in  an  abscess  of  its  own  production,  in  pericolitis,  perityphlitis,  typhlitis,  appendicitis, 
and  hyperplastic  tuberculosis  of  the  colon,  forming  a  thickened  and  tender  mass  immedi- 
ately under  the  abdominal  wall  ;  the  patient  will  be  more  or  less  acutely  ill,  with  local  pain 
and  tenderness,  constipation,  often  vomiting.  In  the  more  chronic  of  these  cases,  the 
diagnosis  of  malignant  disease  of  the  colon  will  often  be  suggested. 

General  thickening  of  the  ascending  colon,  with  tenderness  and  characteristic  mucous 
or  blood-streaked  stools,  is  common  in  muco-membranous  colitis,  in  dysentery,  and  in 
ulcerative  colitis.  The  first  of  these  is  met  with  in  nervous  constipated  women  ;  dysentery, 
amoebic  or  bacterial,  is  caught  abroad,  and  is  commoner  in  men  than  women  ;  while  ulcera- 
tive colitis,  whether  it  be  dysenteric  or  no,  is  a  severe  and  progressive  painful  diarrhoea, 
often  associated  with  vomiting  and  irregular  fever,  that  commonly  leads  to  emaciation 
and  death  from  exhaustion  or  intestinal  haemorrhage  in  a  few  weeks  or  months. 

The  ascending  colon  can  be  felt  as  a  sausage-shaped  tumour  in  acute,  subacute,  and 
chronic  ileocaecal  and  ileocolic  intussusception  :  at  first  in  the  right  flank,  then  extending 
across  the  abdomen  above  the  umbilicus,  and  finally  down  the  left  flank  and  into  the  pelvis. 
The  chief  symptoms  are  spasmodic  abdominal  pain,  vomiting,  the  passage  of  blood  and 
mucus  by  the  rectum,  and  tenesmus  ;  the  palpability  and  consistency  of  the  elongated 
tumour  vary  according  to  the  degree  of  muscular  spasm  in  it. 

The  small  intestine  is  but  rarely  the  cause  of  abdominal  swelling  in  this  region, 
excepting  when  it  becomes  the  seat  of  enteric  intussusception. 

Tumours  in  connection  with  the  right  kidney  and  suprarenal  body  usually  make  their 
first  appearance  deep  down  in  this  region,  having  the  ascending  colon  and  small  intestine 
in  front  of  them.  They  can  be  lifted  forwards  en  masse  from  behind  by  a  hand  placed  at 
the  back  of  the  loin.  For  their  diagnosis  see  Kidney,  Enlargement  of  (p.  352.)  The 
lower  pole  of  the  right  kidney  can  be  felt  in  normal  persons  on  deep  abdominal  palpation  ; 
but  when  the  kidney  is  abnormally  mobile,  the  whole  of  it  may  be  felt,  and  in  rare  cases  it 
may  be  found  in  any  of  the  adjoining  abdominal  areas.  The  shape  and  consistence  of  the 
movable  kidney  are  characteristic,  and  the  patient  complains  of  a  peculiar  sickening  sensa- 
tion when  it  is  grasped  bimanually  ;  in  the  lesser  degrees  of  mobility  it  disappears  readily 
into  its  normal  position  under  cover  of  the  diaphragm,  and  ceases  to  be  palpable  until  the 
patient  drives  it  down  again  by  a  deep  inspiration.  As  regards  its  diagnosis,  the  movable 
right  kidney  will  hardly  be  mistaken  for  anything  else  in  this  region  ;  on  the  other  hand, 
RiedeFs  lobe  of  the  liver,  the  enlarged  gall-bladder,  faecal  accumulations  or  a  cancer  of  the 
ascending  colon,  and  omental  masses,  have  all  been  mistaken  for  it,  although  they  are 
all  superficial  to  the  kidney,  and  lie  in  contact  with  the  anterior  abdominal  wall.  Other 
wandering  tumours,  e.g.,  of  the  ovary.  Fallopian  tube,  mesentery,  hydatid  disease,  may 
give  rise  to  the  same  error  if  reniform. 

5.  The  Umbilical  Region, 

Examination  with  the  aj-rays  after  a  bismuth-meal  has  shown  that  the  normal  stomach 
is  a  far  more  mobile  organ  than  was  formerly  supposed,  and  that  in  health  its  lower  margin 
often  descends  even  below  the  level  of  the  umbilicus  ;  but  if  much  of  it  habitually  occupies 
the  umbilical  region,  it  is  probably  dilated  to  a  pathological  degree,  either  from  atony  or 
from  pyloric  obstruction  (Fig.  276). 

Tumours  in  connection  with  the  transverse  colon  have  been  considered  under  the  head- 
ings 1  and  4  above. 

Tumours  in  connection  with  the  omentum  are  common  in  this  region  :  those  arising 
from  the  small  intestine  are  rare.  Both  are  superficial,  and  their  diagnosis  has  been  given 
above  (see  2). 

Abdominal  swellings  in  connection  with  the  urachus,  which  runs  from  the  umbilicus 
to  the  bladder,  are  considered  below  (see  8). 
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Swellings  arising  from  the  duodenum,  kidneys,  suprarenals,  pancreas,  and  mesentery, 
may  all  present  themselves  in  the  deeper  parts  of  the  umbilical  region,  usually  as  more  or 
less  fixed  masses  arising  from  or  connected  with  some  definite  part  of  the  posterior  wall  of 
the  abdomen.  Their  diagnosis  will  depend  mainly  upon  the  success  with  which  the  origin 
and  connections  of  the  tumour  can  be  made  out ;  if  the  patient  is  fat,  or  if  relaxation  of 
the  abdomen  cannot  be  obtained,  palpation  under  a  general  anaesthetic  may  be  desirable. 
Consideration  must  also  be  given  to  any  general  symptoms  such  as  may  point  to  renal 
calculus,  hydronephrosis,  pancreatitis,  for  example. 

The  aorta  bifurcates  half  an  inch  below  and  just  to  the  left  of  the  umbilicus.  In  thin, 
nervous,  and  excited  patients,  particularly  young  women,  great  pulsation  of  the  aorta 
can  often  be  felt  in  the  umbilical  and  lower  epigastric  areas,  and  may  lead  to  the  wrong 
diagnosis  of  abdominal  aneurysm.     Careful  examination  will  almost  always  show  that 

this  pulsation  is  no  more  than  a  throbbing,  an 
up-and-down  movement  as  the  patient  lies, 
without  lateral  expansile  pulsation.  Aneurysm 
of  the  abdominal  aorta  is  very  rare ;  it  is 
seen  in  patients  who  have  had  syphilis,  and  is 
commoner  in  men  than  in  women.  The  aneu- 
rysmal sac  is  distinctly  larger  than  the  normal 
aorta,  and  presents  diagnostic  expansile  lateral 
pulsation  met  with  in  no  other  condition.  These 
abdominal  aneurysms  often  leak  into  the  retro- 
peritoneal tissues  ;  large  irregular  clots  of  blood, 
weighing  several  pounds  and  of  the  most  varied 
extent  and  distribution,  may  form  gradually  in 
the  flanks,  pelvis,  and  back  of  the  abdomen 
generally,  causing  the  patient  great  pain  by  their 
situation  and  rendering  him  anaemic  and  breath- 
less. The  abdominal  aneurysm  also  causes  pain 
and  stiffness  in  the  back  by  eroding  the  bodies 
of  the  vertebrae  upon  which  it  presses. 

6.  Left  Lumbar  Region. 

The   enlarged   spleen   (see    3)    may    intrude 

into    this    area  ;     it    forms    a    firm    mass,    dull 

_i-  on  percussion,  and  is  in  contact    with    the    ab- 

5^:  dominal  wall,  driving  the  splenic  flexure  of  the 

^  '  colon    inwards    or    downwards    before    it.      The 

rr/fe-  ''2'«--W'«P»V''''  ^"^^"!'?"  f  ?''^  stomaci.        spleen,   when    enlarged,    comes    down   into    the 

The\'organ  post  mortem  almost  lilled  the  abdominal  *  t, 

cav\{y~-f7Uroduc(i<mfo  Surgery  (Wutherfonl  Morbion).  abdomcn    in    front  of  all    tllC    Othcr    StrUCturCS   in 

the  left  side,  and  its  abdominal  dullness  is  con- 
tinuous with  its  thoracic  dullness,  which  extends  back  and  up  into  the  axilla  along  the 
line  of  the  ninth  or  tenth  ribs.  Tumours  of  the  stomach,  omentimi,  suprarenal,  kidney, 
or  descending  colon,  may  all  be  in  contact  with  the  anterior  abdominal  wall,  and  though 
usually  nodular  and  irregular,  may  present  a  smooth  and  spleen-like  surface  on  palpation. 
They  may  be  distinguished  from  the  enlarged  spleen  by  the  fact  that  they  produce  no  such 
typical  area  of  thoracic  dullness  in  continuity  with  the  dullness  of  abdominal  tumour  ; 
while  the  renal  and  suprarenal  tumours  may  in  addition  be  shown  to  occupy  the  back  of 
the  loin,  so  that  they  can  be  tilted  forwards  by  the  fingers  placed  behind  just  outside  the 
edge  of  the  erector  spinae  muscles,  and  so  pushed  against  the  other  hand,  which  is  placed 
on  the  anterior  surface  of  the  loin.  A  suprarenal  tumour  may  be  associated  with  sexual 
precocity  (see  Figs,  174,  175,  p.  40S), 

The  diagnosis  of  tumours  of  the  small  intestine,  kidney,  and  suprarenal  gland  in  this 
region  has  been  given  already. 

7.  Right  Ifiguinal  Region  and  Right  Iliac  Fossa. 

Abdominal  swellings  in  the  right  inguinal  region  are  rarely  confined  to  it,  and  usually 
extend  into  the  outer  part  of  the  hypogastric  region,  occupying  what  may  be  described 
somewhat  indefinitely  as  the  right  iliac  fossa. 
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New  growths,  inflammatory  thickenings,  and  abscesses  in  connection  with  the  ccecutn 
and  appendix  may  all  extend  into  this  region  of  the  abdomen,  giving  rise  to  more  or  less 
acute  and  severe  abdominal  symptoms — pain,  fever,  vomiting,  constipation,  with  a  tumour 
in  the  right  iliac  fossa.     The  physical  signs  are  very  variable,  depending  on  the  extent 
and  acuteness  of  the  process,  the  degree  to  which  the  abdominal  wall  can  be  relaxed,  the 
exact  position  of  the  tumour — ^an  abscess  to  the  inner  side  of  and  behind  the  caecum  and 
appendix  may  lie  too  deeply  to  be  felt  per  abdomen.     The  rare  condition  of  sarcoma  or 
lymphosarcoma  of  the  caecum  may  be  associated  with  fever  ;    the  tumour  is  soft,  and  the 
diagnosis  of  some  chronic  inflammatory  condition  will  probably  be  made.     A  caecal  car- 
cinoma is  usually  a  harder  mass  and  of  slower  growth.;  it  tends  to  constrict  the  bowel,  with 
the  result  that  faecal  accumulation  occurs  behind  it,  and  so  the  new  growth  may  be  over- 
looked when  the  hard  mass  of  impacted  faeces  is  discovered.     The  diagnosis  of  appendicular 
abscess  has  been  made  in  patients  with  movable  right  kidney  during  a  DietFs  crisis  ;   fever 
is  usually  absent  in  the  latter  ;    careful  examination  will  generally  show  that  the  tumour 
in  the  right  iliac  fossa  is  an  enlarged  and  movable  kidney,  and  a  history  pointing  to  inter- 
mittent  hydronephrosis,  with   polyuria  after   the   acute   attacks,   should   be   obtainable. 
Inflammation  of  the  right  ovary  or  tube,  or  ovarian  neuralgia  occurring  with  the  catamenia, 
may  all  give  rise  to  symptoms  in  nervous  patients  that  closely  simulate  those  of  appen- 
dicitis ;  and   if  scybala  are  present  in  the  caecum,  vaguely  felt 
as  a  tumour  through   the   rigid  abdominal  wall,  the  mistaken 
diagnosis  of  appendicitis  may  easily  be  made  ;    but  as  a  rule 
pelvic  symptoms  and  signs  will  be  found,  and  pain  be  felt  in  the 
pelvic  region  and  the  lower  part  of  the  back  ;    the  diagnosis  will 
be    cleared    up    by  a   vaginal    or   rectal  examination — whicli, 
indeed,  should  never  be  omitted  when  there  is  any  doubt  as  to 
the  exact  causation  of  an   inflammatory  swelling  in  the   iliac 
fossa — and  by  the  previous  history  of  the  case. 

Inflammatory  swellings  and  abscesses  in  the  right  iliac  fossa 
may  arise  in  connection  with  psoas  abscessy  abscess  originating 
in  the  sacro-iliac  joiniy  hip-joint,  or  ilium,  and  from  the  swelling 
or  breaking  down  of  lymphatic  glands  (the  external  iliac)  infected 
from  some  perhaps  trivial  wound  in  the  leg  or  perineum.  The 
symptoms  of  bony  disease  about  the  hip  or  the  pelvic  girdle  will 
be  present ;  the  leg  will  be  held  more  or  less  stiffly  in  some 
abnormal  attitude  of  flexion  and  inversion  to  relieve  the  pain, 
and  movement  of  the  leg  will  be  painful.  Unless  local  peri- 
tonitis is  present,  there  will  be  none  of  the  special  symptoms 
that  point  to  appendicular  or  caecal  disease.. 

8.  Hypogastric  Region. 

In  rare  instances,  tumours  arising  in  the  small  intestine,  and 
more  often  the  sausage-like  swelling  of  an  enteric  intussus- 
ception, may  be  felt  in  the  hypogastric  area  (see  4).  Tumours 
extending  into  it  from  the  iliac  fossae  are  described  under 
headings  7  above  and  9  below. 

In  infants,  the  bladder  reaches  half  way  to  the  umbilicus 
when  moderately  full,  and  does  not  fall  below  the  pubic  sym-  f/-;.  277.— idiopathic  lUi.itai ion 

phvsis  when  eniptv.     In  the  adult,  the  distended  bladder  is  a       ^^  *''^   bladder,     j  he   piiyHimi 

•      »^  .  ...  •II.*.  sieiiH    were    those    of    a    rv^tio 

common    hypogastnc    swellmg,    particularly    m   females   with       tumour  occupvint,'  tiie  lower  pan 
retroverted  gravid   uteras,   or    in    males   of   about    sixty    with       ?4;i:;;;auXrf7,(i"Z^ 
enlargement   of  the  prostate  ;    it  may    reach    up   as    an   ovoid 

elastic  mass  arising  from  the  front  of  the  pelvis  almost  to  the  umbilicus  under  conditions 
that  are  in  no  way  pathological,  as  well  as  when  the  retention  is  due  to  some  pathological 
cause.  Such  a  distended  bladder  {Fig.  277)  has  been  tapped  as  ascites,  operated  upon 
as  ovarian  or  urachal  cyst,  and  diagno.sed  as  the  pregnant  uterus  :  mistakes  that  are  not 
likely  to  occur  if  these  possibilities  be  remembered,  and  are  put  out  of  court  by  micturition 
or  the  use  of  a  catheter  before  the  diagnosis  is  made. 

The  urachus  is  a  flbrous  cord  running  in  front  of  the  peritoneum  from  the  top  of  the 
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bladder  to  the  umbilicus,  in  the  middle  line  ;  it  sometimes  becomes  the  seat  of  cyst-forma- 
tion, more  often  in  women  than  in  men.  The  urachal  cyst  is  a  rounded  tumour  lying 
between  the  umbilicus  and  pubes,  soft  or  firm  according  to  the  tension  of  its  contents  ; 
it  may  produce  hypogastric  pain.  It  must  be  distinguished  from  encysted  tuberculous 
peritonitis,  from  ovarian  cystadenoma,  and  from  the  distended  bladder. 

Abdominal  swellings  arising  from  the  uterus^  ovaries,  tubes,  and  uterine  ligaments  may 
all  rise  up  out  of  the  pelvis  and  present  themselves  as  swellings  in  this  region,  and,  as  they 
grow  larger,  may  spread  into  the  whole  or  any  part  of  the  abdomen.  While  they  are 
comparatively  small  and  manifestly  connected  with  some  intrapelvic  organ,  their  origin  is 
not  difficult  to  determine ;  their  diagnosis  is  considered  under  Swelling,  Pelvic  (p.  688). 
But  when  they  have  grown  up  into  the  abdomen,  or  have  acquired  a  long  pedicle,  or  have 
become  fixed  by  adhesions  to  some  distant  part  of  the  abdominal  wall  or  to  some  other 
viscus,  perhaps  causing  it  to  become  inflamed  and  impairing  its  functional  activity,  these 
pelvic  tumours  may  give  rise  to  signs  and  symptoms  suggesting  any  disease  rather  than 
one  that  is  pelvic,  and  the  true  diagnosis  may  be  very  difficult  to  make.  The  possibility 
of  pregnancy  in  the  female  should  always  be  remembered. 

9.  Lejt  Inguinal  Region  and  Left  Iliac  Fossa  (see  7  above). 

The  sigmoid  flexure  of  the  colon  can  be  felt  normally  as  a  tube-like  cord  passing  from 
the  left  lumbar  region  down  into  the  pelvis,  and  rolled  under  the  fingers.  It  very  frequently 
contains  hard  ovoid  scybalous  masses.  In  rare  instances  it  may  be  uniformly  thickened 
and  tender  in  consequence  of  chronic  inflammation,  tuberculous  or  otherwise.  It  is 
occasionally  the  seat  of  cancerous  new  growth,  when  the  patient  will  complain  of  chronic 
intestinal  obstruction,  with  cachexia,  tenesmus,  and  the  passage  of  blood-stained  stools, 
phenomena  that  may  also  be  met  with  in  hyperplastic  or  stenotic  tuberculosis  of  the  sigmoid. 

The  left  iliac  fossa  may  be  the  seat  of  abscess  or  inflammations  similar  to  those 
described  under  7  above.  In  addition,  suppuration  around  an  exaggerated  colonic  diverti- 
culum, with  symptoms  not  unlike  those  of  appendicitis  on  the  wrong  side,  has  been  known 
to  occur  ;   such  a  condition  has  been  spoken  of  as  acute  diieriiculitis  of  the  colon 

A,J,Jex  Blake 

SWELLING^  AXILLARY. — Swelling  in  the  axilla  is  due  in  the  great  majority  of 
cases  to  enlargement,  from  one  cause  or  other,  of  the  lymphatic  glands  ;  a  subsequent 
abscess,  either  acute  or  chronic,  is  frequent.  Any  other  form  of  tumour  is  distinctly  rare. 
In  examining  a  case,  therefore,  these  two  causes  should  be  uppermost  in  the  mind,  and 
indeed,  on  inspection  only,  the  diagnosis  may  be  obvious,  e.g.  : — 

Acute  Abscess  may  be  recognized  at  once  by  the  well-marked  signs  of  local  inflam- 
mation and  the  general  febrile  disturbance.  There  is  one  form  of  acute  abscess  that  may 
not  be  obvious,  namely,  one  situated  in  the  upper  part  of  the  axilla  and  covered  by  the 
pectoral  muscles.  On  account  of  its  distance  from  the  surface  the  local  signs  of  inflam- 
mation may  not  be  great,  though  the  general  signs  are  marked.  There  will  be  great 
disinclination  to  move  the  arm  on  account  of  pain,  and  there  is  usually  some  cause,  such 
as  a  whitlow  on  the  finger,  to  account  for  the  trouble.  It  must  be  remembered,  however, 
that  the  abscess  may  be  'residual';  that  is  to  say,  the  original  source  of  infection,  such 
as  the  whitlow,  may  have  healed  completely  two,  three,  or  even  more  weeks  before  the 
axillary  abscess  declares  itself.  Occasionally  an  empyema  points  in  the  axilla  ;  there 
are  generally,  but  not  always,  abnormal  lung  signs  to  suggest  the  diagnosis. 

Ctironic  or  Tuberciiloas  Abscess  forms  a  single  fluctuating  swelling  which,  if  large, 
may  extend  upwards  under  the  pectoralis  major.  Owing  to  the  fact  that  few,  if  any,  of 
the  local  signs  of  inflammation  may  be  present,  difficulty  arises  in  distinguishing  this  form 
of  abscess  from  a  soft  lipoma.  The  duration  and  the  rapidity  of  growth  of  the  swelling 
are  a  good  guide,  for  though  the  duration  of  a  chronic  abscess  may  run  into  months,  it 
does  not  exist  for  years,  as  does  a  lipoma. 

Enlargement  of  the  Lymphatic  Glands. — Next,  supposing  that  examination  proves 
that  the  swelling  is  not  an  abscess,  attention  should  be  directed  to  ascertain  whether  it 
is  glandular,  and  it  is  therefore  necessary  to  recall  the  anatomical  position  of  the  glands. 
The  axillary  lymphatic  glands  are  ten  to  twelve  in  number,  and  are  arranged  in  three  sets. 
One  chain  surrounds  the  axillary  vessels  and  receives  the  lymphatics  from  the  arm  ;  a 
small  chain  runs  along  the  lower  border  of  the  pectoralis  major  as  far  as  the  manunary 


Digitized  by 


Google 


SWELLING    ON    A    BONE  667 

gland,  receiving  the  lymphatics  from  the  front  of  the  chest  and  the  breast ;  the  third  chain 
is  placed  along  the  lower  margin  of  the  posterior  wall,  to  receive  lymphatics  from  the 
integuments  of  the  back.  If  the  glands  are  affected  in  any  way,  all  need  not  necessarily 
be  enlarged,  but  it  would  be  extremely  unusual  if  only  one  were  picked  out,  and  commonly 
two  or  three,  or  one  entire  group,  are  affected.  Therefore  axillary  swellings  due  to  glandular 
enlargement  are  almost  always  multiple,  and  are  situated  in  the  part  of  the  axilla  where 
glands  are  normally  present.  This  may  not  be  quite  accurate  when  much  inflammation 
has  occurred  around  the  glands  and  they  are  matted  together,  as  happens  with  tuberculous 
infection  ;  but  even  then  the  mass  may  be  felt  to  be  made  up  of  many  glands.  For  the 
differential  diagnosis  of  glandular  swellings,  see  Lymphatic  Gland  Enlargement  (p.  376). 

Primary  Tumours  of  the  Axilla  are  distinctly  rare. 

Lipoma  is  the  most  common.  It  may  attain  a  large  size  and  extend  up  under  the 
pectoral  muscles.  It  should  be  diagnosed  by  its  long  history,  slow  growth,  definite  outline, 
and  free  mobility.  When  very  soft,  the  tumour  may  give  the  feeling  of  fluctuation,  and 
so  be  mistaken  for  a  chronic  tuberculous  abscess.  The  skin  wrinkles  when  one  attempts 
to  raise  it  away  from  the  tumour. 

Cystic  Hygroma  of  the  axilla  is  very  rare.  It  is  usually  congenital.  It  forms  a  soft, 
fluctuating,  painless  swelling,  which  sometimes  grows  rapidly.  It  may  easily  be  mistaken 
for  a  lipoma. 

Primary  Malignant  Tumours  may  arise,  but  are  of  extreme  rarity. 

Aneurysm  of  the  Axillary  Artery  does  occur,  but  is  uncommon.  It  is  easily  recognized, 
because  it  is  comparatively  superficial  and  it  gives  an  expansile  pulsation,  synchronous 
with  the  heart's  beat ;  the  veins  of  the  forearm  may  be  distended  on  account  of  pressure 
on  the  axillary  vein,  and  the  radial  pulse  on  the  affected  side  is  diminished  in  size  and 
delayed.  There  may  be  a  definite  history  of  local  injury,  or  in  cases  of  apparently 
spontaneous  aneurysm  there  may  be  signs  or  symptoms  of  fungating  endocarditis  (p.  34). 

George  E.  Gask. 

SWELUNG  ON  A  BONE. — It  is  presumed  that  the  swelling  has  been  ascertained 
to  be  of  the  bone,  immovable  apart  from  it,  and  that  it  is  not  merely  some  tumour  lying 
close  to  it. 

The  following  method  of  examination  should  be  adopted  :  (1)  Inquiry  into  the 
clinical  history,  mode  of  onset,  duration  ;  (2)  Search  for  the  signs  of  inflammation  ; 
(3)  Evidence  as  to  whether  the  swelling  is  a  localized  projection  or  involves  the  whole 
circumference  of  the  bone  ;  (4)  Investigation  for  involvement  of  other  bones  or  further 
signs  of  disease,  e.g.,  tuberculosis,  syphilis,  rickets,  etc.  ;  (5)  A  skiagram  should  always  be 
taken  if  possible  ;  (6)  If  a  discharge  is  present,  a  bacteriological  examination  should  be  made. 

The  various  swellings  may  be  classified  under  the  following  headings  : — 

(I.)  Injury ;  (II.)  Infective  Diseases ;  (III.)  General  Diseases^  not  limited  to  one 
bone  ;    (IV.)  Tumours  ;    (V.)  Cysts. 

I.     INJURY. 

A  blow  or  kick  may  give  rise  to  a  swelling  due  to  extravasation  of  blood  or  serous  fluid 
under  the  periosteum.  This  disappears  rapidly,  but  may  leave  a  small  permanent  thick- 
ening or  node.  Such  a  node  is  found  not  infrequently  on  the  shins  of  football  players. 
A  fracture  of  bone  is  followed  by  the  formation  of  callus,  which  forms  a  large  swelling  if 
the  broken  ends  do  not  lie  in  accurate  apposition,  or  if  there  is  too  much  movement 
between  them.  After  four  to  six  weeks  the  callus  begins  to  be  absorbed,  and  it  may 
disappear  entirely  ;  in  most  cases  a  small  permanent  swelling  indicates  the  site  of  fracture. 
A  green-stick  fracture  may  not  show  any  swelling  at  first,  and  may  be  overlooked  on  this 
account,  being  discovered  only  when  the  formation  of  callus  draws  attention  to  it. 

II.     INFECTIVE    DISEASES. 

These  give  rise  to  inflammatory  changes  in  bone,  the  signs  of  which  are  more  or  less 
obvious,  according  to  the  nature  and  virulence  of  the  infection.  These  changes  have 
usually  been  named  according  to  the  chief  starting-point  (periostitis,  osteomyelitis,  etc.), 
though  they  seldom  remain  confined  to  one  particular  part  of  the  bone.  In  this  article 
the  classification  will  be  made  according  to  the  nature  of  the  infecting  organism,  viz., 
pyogenic  (staphylococci  and  streptococci),  tubercle,  syphilis,  etc. 
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A.  With  Pyogenic  Organisms. 

Acute  infection  may  occur  through  wounds  or  injuries,  or  via  the  blood-stream.  The 
resulting  swelling  is  due  to  the  formation  of  pus  between  the  periosteum  and  the  bone  ; 
this  may  be  a  localized  abscess,  or  the  whole  of  the  periosteum  may  be  stripped  off  and 
the  bone  lie  bare  in  a  bag  of  pus.  The  disease  usually  occurs  in  young  people,  and  the 
intimate  attachment  of  the  periosteum  at  the  epiphyseal  lines  limits  the  spread  of  suppura- 
tion ;  in  long-standing  cases  the  pus  may  burrow  farther  and  even  burst  into  the  joint. 
Suppuration  is  rarely  limited  to  the  surface  of  the  bone,  but  spreads  into  the  marrow, 
causing  osteomyelitis  ;  lymphatic  absorption  and  septic  embolism  are  liable  to  give  rise 
to  a  general  blood-infection  and  pyaemia. 

The  signs  of  inflammation  are  abundant :  the  swelling  is  acutely  painful  and  tender, 
the  skin  over  it  red  and  (edematous,  and  the  constitutional  signs  of  fever  are  marked.  If 
the  blood  is  examined,  a  high  leucocytosis  will  be  found. 

It  is  important  not  to  mistake  erythema  nodosum  for  this  affection  ;    in  erythema 

nodosum  the  red  swellings  are  generally  multiple, 
bilateral,  and  confined  to  the  shins  ;  it  is  rare  for 
acute  osteomyelitis  to  be  bilateral  and  symmetrical, 
and  confined  to  the  parts  between  the  knees  and 
the  ankles. 

Chronic  infection, — Such  a  condition  as  detailed 
above  may  often  become  chronic  and  cause  a  swell- 
ing which  may  last  for  months,  years,  or  through 
life.  If  the  pus  formed  under  the  periosteum 
escapes,  either  by  bursting  or  through  an  incision, 
sinuses  form,  and  the  periosteum,  in  the  process  of 
repair,  becomes  thickened.  If  during  the  height  of 
the  inflammation,  a  portion  of  the  bone  has  died — 
necrosis — this  acts  as  a  foreign  body,  keeps  up 
inflammation  and  suppuration,  and  great  thicken- 
ing of  all  the  constituent  parts  of  the  bone  results 
(Fig,  278).  Usually  the  diagnosis  can  be  arrived  at 
without  difficulty.  Occasionally,  if  the  inflan>ina- 
tory  changes  have  not  been  great,  and  the  amount 
of  necrosis  is  small  and  deeply-seated  (central 
necrosis),  a  condition  resembling  a  slow-growing 
sarcoma  may  result.  If  a  skiagram  is  taken  it 
will  be  observed  that  the  chronic  inflammatory 
periosteal  thickening  is  added  on  to  or  '  applied  ' 
to  the  original  compact  layer  of  bone,  whereas  in 
the  case  of  sarcoma,  though  there  may  be  thicken- 
ing and  formation  of  bony  or  calcareous  spicules  in 
the  growth,  the  compact  layer  is  eaten  away  (Figs. 
283,  286,  287,  pp.  671,  673).  However,  this  may  be 
somewhat  slender  evidence  on  which  to  base  the  dia- 
.    ,  gnosis  between  so  important  a  condition  as  sarcoma 

Fi(j.    278.  — Skiacrram    from    a    cane    of   chronic  ,    •    a  a.-  j    •!»  j       i  m.         •  ... 

periostitis  of  the  ulna,  due  to  i»yot:enic  iiifwtioii.      and  mtlammation,  and  II  doubt  arises  an   incision 
(.skia^fram  h,j  Dr.  Hw,h  Wahham.)         ^\^o\i\d  be  made  iuto  the  tumour,  so  that  a  portion 

may  be  removed  for  pathological  investigation. 

B,  Tuberculous  Disease  usually  starts  in  the  cancellous  tissue  of  the  small  bones 
of  the  carpus,  tarsus,  and  phalanges,  and  at  the  ends  of  long  bones.  The  inflammatory 
changes,  which  are  slight,  give  rise  to  caries  of  the  affected  bone  ;  the  external  signs  of 
inflammation  are  little  marked,  and  it  is  comparatively  rare  for  any  swelling  of  the  bone 
to  result,  though  the  soft  parts  around  the  bone  may  be  swollen  considerably. 

Tuberculous  dactylitis  (Fig,  279)  furnishes  an  instance  in  which  the  disease  forms  a 
periosteal  swelling.  It  is  found  most  often  in  quite  young  children,  and  the  bones 
commonly  affected  are  the  metacarpal  bones  and  phalanges  of  the  hand.  The  affected 
digit  exhibits  a  fusiform  enlargement,  slightly  tender,  which  on  rest  tends  to  diminish. 
Tuberculous  periostitis  may  develop  in  any  long  bone,  on  the  ribs  and  the  humerus  most 
commonly,  and  it  then  has  to  be  differentiated  from  syphilis. 
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Chrome  tuberculous  abscess  of  bone  occurs  most  frequently  in  the  young  adult,  and 
nearly  always  in  the  articular  extremity  of  a  long  bone,  by  preference  in  the  upper  end 
of  the  tibia.     Enlargement  of  the  bone  is  found  only  when  the  abscess  approaches  the 
surface  and  involves  the  periosteum.     The  skin  then  becomes  a  little  red  and  crdematous, 
and  there  is  generally  a  small  spot  that  is  exquisitely 
tender  on  firm  pressure.     It  is  to  be  noted  that 
when  secondary  infection  with  pyogenic  organisms 
occurs — a  not   infrequent  event — all  the  swellings 
described  under  "  acute  infection  "  may  result.     A 
skiagram  will  generally  reveal  the  true  condition  ; 
if  not,  a  diagnostic  injection  of  Koch's  old  tuber- 
culin may  be  made,  or  von  Pirquet's  skin  reaction 
tested. 

C.  Syphilis  in  the  acquired  form  may  lead  to 
periosteal  thickenings  in  the  secondary  stage  and 


Fig.  270. — Skiatrmni  from  a  cnse  of  tuhercuIoJH 
dfu-tylitU  of  the  lirst  phalanx  of  the  index  tinker 
of  a  c'lild. 

(^Skiagram  bff  Dr.  JIugh  Tra/.<//am.) 


to  gummata  in  the  tertiary.  The  former  give 
rise  to  excessively  tender  swellings  on  the 
surface  of  the  tibiae,  clavicles,  sternum,  ribs,  or 
skull.  They  are  generally  multiple,  two  or 
three  often  being  found  on  the  same  bone.  The 
patient  complains  of  pain,  particularly  in  bed, 
when  the  extra  warmth  causes  further  dilata- 
tion of  already  inflamed  vessels.  Relief  is 
given  almost  at  once  by  potassium  iodide. 
Sometimes  one  of  these  swellings  is  followed 
by  the  formation  of  compact  periosteal  bone, 
giving  rise  to  a  node  which  fades  gradually  into 
the  surrounding  parts,  like  a  hill  rising  gently 
from  a  plain. 

Gummata  may  form  localized  swellings,  or 
may  invade  the  whole  substance  of  the  bone, 
causing  osteomyelitis    and  general    thickening 
(Fig,   280).     The  condition    has  to    be  distin- 
guished   from    tuberculosis,    chronic    pyogenic 
infection,    and    sarcoma ;    such    recognition    is 
arrived  at  by  means  of  the  Wassermann  test, 
and  the  fact  that  antisyphilitic  remedies  cause 
a  marked  and  rapid  improvement.     Diagnosis 
by  incision  has  rarely  to  be  resorted  to. 
In    congenital   syphilis    two    forms   of   bony    swelling   are    common  :    (a)    Periosteal 
thickenings  of  the  bones  of  the  vault  of  the  skull,  called  Parrot's  nodes — the  hot-cross 
bun    or   natiform    skull  ;     (b)    In   new-born    infants,    epiphysitis   and    separation    of  the 


Fig.  t'SO. — Ski;i£rrani  sliow'in<;  ty|»ical  syphilitio  disease  of 
tlie  raiiius  :  tlie  appearanceji  are  di:u,'uostU'  of  this?  condi- 
tion.    The  iihia  is  normal. 

(Skingrnm  by  Dr.  C.  Thurslan  HoUaml.) 
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epiphyses.     So  painful  is  a  limb  thus  affected  that  it  is  kept  motionless,  and  may   be 
thought  to  be  paralyzed. 

D.  Typhoid  Fever. — In  the  course  of  this  disease  a  periosteal  node  or  abscess  may 
form.  From  the  fluid  a  pure  culture  of  typhoid  bacilli  may  be  obtained  perhaps  for  a 
long  time  after  the  fever.     The  nodes  by  no  means  always  break  down  into  pus. 

III.     GENERAL    DISEASES    NOT    LIMITED    TO    ONE    BONE. 

Rickets. — The  ordinary  form  is  well  known,  and  can  hardly  be  confused  with  any 
other  disease. 

Scurvy-rickets  is  quite  distinct  from  rickets.  It  arises  generally  in  infants  under 
twelve  months  old,  who  have  been  fed  too  exclusively  on  artificial  foods  or  preserved  milk. 
The  disease  therefore  is  more  common  among  the  children  of  the  rich  than  the  poor.  The 
child  is  often  brought  to  the  doctor  on  account  of  the  sudden  appearance  of  an  exceedingly 
painful  swelling  of  a  long  bone,  such  as  the  femur.     The  swelling  may  fluctuate,  and  yield 

on  aspiration  blood-stained  fluid.  Spon- 
taneous fracture  is  liable  to  occur.  The 
diagnosis  is  indicated  by  the  fact  that  the 
child  is  anaemic,  and  has  spongy  gums  and 
haemorrhages  from  the  mucous  membranes. 
The  condition  is  most  likely  to  be  confused 
with  acute  suppurative  periostitis  and  trau- 
matic fracture. 

Osteitis  Deformans  (see  Figs,  63,  04,  p. 
15.5)  is  a  senile  disease,  very  chronic,  and 
characterized  by  thickening,  lengthening, 
and  bending  of  the  bones.  The  whole 
osseous  system  may  be  affected,  but  atten- 
tion is  first  drawn  to  the  disease  by  thicken- 
ing of  the  tibiae  and  forward  bending  of  the 
knees,  and  by  enlargement  of  the  head.  In 
the  rare  event  of  one  bone  only  being 
affected,  it  may  be  confused  with  syphihtic 
osteitis,  and  only  be  recognized  on  the 
failure  of  antisyphilitic  remedies  and  by  the 
subsequent  involvement  of  other  bones.  The 
patient  suffers  from  neuralgic  pains,  and  in 
the  later  stages  from  dyspnoea.  In  such 
cases  death  sometimes  occurs  from  the 
development  of  multiple  sarcomata  of  the 

Fig.  'iSl. — Skiuj.'ram  of  a  common  variety  of  caurcllous  bonCS. 

exo.to.i.  oMhe^femun  ^^^'  ^^^^^^^  ^^.^^^^^^^^  Acromegaly  {Fig.  116,  p.  237)  is  described 

on  p.  237. 
Lconliasis  Ossea. — In  this  disease  there  is  general  overgro\\i;h  of  the  cranial  and  facial 
bones,  and  one  of  the  chief  sym[)toms  may  be  the  fact  that  the  patient  has  to  get  progres- 
sively increasing  sizes  of  hats. 

Swellings  of  bones  associated  with  diseases  of  joints  may  be  found  in  gout,  osteo- 
arthriiiSy  and  pulmonary  hypertrophic  osteo-arihropathy.  (See  Joints,  Affections  of, 
p.  351.) 

IV.     TUMOURS. 

These  are  innocent  and  malignant.  Innocent  tumours  as  a  whole  are  characterized 
by  their  long  history,  slow  growth,  localized  projection,  and  the  absence  of  all  signs  of 
inflammation. 

Varieties  of  Innocent  Tumours. 

Osteoma  or  exostosis  is  the  commonest  form  {Fig.  281).  The  usual  site  is  in  the 
neighbourhood  of  the  epiphyseal  line  of  a  long  bone,  particularly  the  lower  end  of  the 
femur  ;  the  tumour  is  capped  with  cartilage,  and  often  surmounted  by  an  adventitious 
bursa  containing  fluid. 
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The  ungual  phalanx  of  the  great  toe  is  another  common  site  for  a  similar  tumour, 
which  pushes  up  the  nail  and  may  be  very  painful  if  ordinary  boots  are  worn.  Multiple 
exostoses  are  not  uncommon,  and  they  may  be  heredi- 
tary. Diagnosis  can  be  made  at  once  by  means  of  a 
skiagram,  and  with  this  aid  it  can  be  seen  that  the 
swelling  is  composed  of  cancellous  tissue  continuous 
with  that  of  the  bone.  A  spurious  osteoma  may  arise 
by  ossification  of  a  tendon  or  by  an  extension  of  the 
ridge  into  which  the  tendon  is  inserted,  the  condition 
being  generally  consequent  on  some  injury  or  repeated 
strain,  as  in  the  case  of  horse  riders,  who  are  apt  to 
develop  one  on  the  inner  aspect  of  the  knee ;  another 
example  is  the  spur  that  is  apt  to  form  on  the  under 
surface  of  the  os  calcis  at  the  posterior  end  of  the  long 
plantar  ligament,  giving  rise  to  much  discomfort  and 
even  acute  pain  below  the  heel  in  walking.  A  skiagram 
may  be  required  in  establishing  the  diagnosis  with 
certainty  (Fig.  185,  p.  440). 

Ivory  exostoses  may  be  found  on  the  flat  bones  of 
the  skull,  or  in  the  auditory  meatus  growing  from  the 
petrous  bone,  or  causing  unilateral  exophthalmos  if 
springing  from  the  orbital  plate  of  the  frontal  bone  or 
the  walls  of  the  frontal  sinus. 

Cfiondromata  may  grow  from  any  bone.  They  are 
most  conunonly  multiple,  affecting  the  phalanges  and 
metacarpal  bones  of  the  hand  (Fig,  282).     The  result      „  ^'V/.  2H2.-skiat.nim  of  an  eiu^hondroma  of 

^  .  J      1  •  *''•-    ''""    metiu'iirpal    bone.     Compare    with 

is  increasing  deformity,  with  pam  and  ulceration  of  the      /'/>/.*.  •jh4,  'jsu,  'st.     lOntiiondroiua  and  sar- 

,  .  coma  do  not  appe;»r  unlike  in  skiatrrams. 

SKin.  {Hkia'jrnm  hi/  Dr.  Hugh   Walshatn.) 

Fibromata    grow   from   the   fibrous    tissue   of  the 

periosteum,  but  are  rare  except  in  the  form  of 
an  epulis  of  the  jaw.  (See  Swelling  of  the 
Jaw,  Lower,  p.  683.) 

Lipomata  are  extremely  rare.  They  grow 
from  the  outer  layer  of  the  periosteum. 

Malignant  Tumours  may  occur  either  pri- 
marily (sarcoma),  or  secondarily  by  metastasis 
or  by  invasion  (sarcoma  and  carcinoma). 

Periosteal  sarcomata  are  of  so  many  types, 
and  of  such  varying  degrees  of  malignancy,  that 
it  is  a  difficult  task  to  lay  down  any  rule  as  to 
their  characteristics.  The  softer  their  con- 
sistency and  the  nearer  they  approach  to  the 
embryonic  type  of  the  tissue,  the  more  malig- 
nant they  are  ;  the  nearer  they  reach  the  fully- 
formed  tissues  and  contain  cartilage,  bone,  or 
fibrous  tissue,  the  slower  growing  and  less 
malignant  they  are.  A  typical  case  may  be 
represented  as  a  rapidly  growing  tumour, 
generally  about  the  end  of  a  long  bone  (Fig, 
283).  It  is  not  usually  painful,  and  the  signs  of 
local  inflammation  and  general  fever  are  little 
marked,  or  absent.  The  patient  is  commonly  a 
young  adult,  who  often  gives  a  history  of  injury 
to  the  part,  and  may  lose  weight  and  strength 
before  actual  cachexia  sets  in.  The  veins  over 
the  swelling  become  prominent,  the  lymphatic 
Fig.  283.— skiairratn  of  a  i-enostcai  .sanoma  ci  glauds  enlarged,  and  metastases  by  the  blood- 

iSk-iagnim  by%r  Hugh  Wahhnm.)  Stream  occur  early,  especially  in  the  lungs.     It 
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has  to  be  distinguished  from  chronic  and  syphilitic  periostitis.  If  a  skiagram  is  insufficient, 
a  piece  of  the  tumour  may  have  to  be  excised,  decalcified,  and  a  microscopic  section  from  it 
prepared.     This  form  of  sarcoma  is  the  worst  possible,  and  seeing  that  amputation  does 

not  cure,  and  often  does  not  prolong  life, 
this  extreme  resource  may  be  delayed 
where  either  gumma  or  chronic  perios- 
titis is  still  a  possible  diagnosis. 

Endosteal  or  myeloid  sarcomata  are 
of  much  slower  growth  ;  so  slow  are 
they  that  some  pathologists  are  inclined 
to  denote  them  as  benign  tumours. 
They  are  prone  to  affect  the  ends  of 
the  long  bones,  particularly  the  lower 
end  of  the  femur,  the  upper  end  of  the 
tibia,  the  upper  end  of  the  humerus,  the 
lower  end  of  the  radius  (Figs,  284,  28G, 
287),  the  sternal  end  of  the  clavicle, 
and  the  upper  jaw  (malignant  epulis). 
Attention  is  first  called  to  the  part  by 
pain  ;   then    a    more    or    less    uniform 


Fig.  •JS4. — Sklairrain  of  atj  e.irly  myeloid  sarcoma  of  the  lower 
end  of  the  mdiiLs.  This  liirure  and  Fifjs.  -JMG,  287  should  bo 
comparcil  with  Fig.  jm'.  wliich  shows  that  eiichondroma  and 
sarcoma  are  not  distint;ui.sliable  l>y  j-niys  alone. 

(.slin'jmm  by  /)r.  Hugh   M'alsham.) 


swelling  appears.  This  is  at  first  bony  hard,  and  only 
as  the  shell  of  bone  yields  does  softening  occur,  or 
crackling  on  pressure.  The  lymphatic  glands  are  not 
enlarged,  and  metastases  do  not  occur.  In  the  early 
stages,  diagnosis  has  to  be  made  from  rheumatism  and 
chronic  abscess,  and  later  from  chronic  osteomyelitis  and 
periosteal  sarcoma  ;  it  is  easily  made  by  the  aid  of  .T-rays 
as  a  rule,  but  it  is  most  important  not  to  mistake  the 
callus  that  is  produced  after  fracture  for  a  sarcoma  ; 
this  mistake  is  not  always  obviated  even  by  the  use  of 
the  a;-rays,  unless  the  latter  reveal  the  line  of  fmcture  as 
well  as  the  callus  around  it. 

Sarcoma  may  also  invade  the  bones  from  outside, 
having  started  in  the  subcutaneous  or  deeper  soft  tissues 
outside  the  bone  (Fig.  285). 

Carcinoma  is  always  secondary  (Fig.  62,  p.  152). 
Squamous-celled  carcinoma  may  spread  to  the  tibia  from 
an  epitheliomatous  ulcer  of  the  leg,  or  to  the  jaw  from 
the  lip  or  floor  of  the  mouth.  It  is  mostly  spheroidal- 
celled    carcinoma     which     infects     bone     by     metastatic 

growths,  particularly  from  the  breast  or  from  the  thyroid  gland.  A  swelling  of  bone  may 
be  found,  but  this  is  rarely  discovered  until  attention  is  called  to  it  by  a  spontaneous 
fracture. 


Fig.  2Sr>. — Skia'jrrara  of  a  san'otna  of 
radius  and  ulna  :  the  growth  surrounds 
the  bones  and  is  eatinj?  into  tliem  :  it  was 
not  primarily  a  bone  t»rowth.     Male,  aav  -S. 

(Skiagram  by  Dr.  C.  Thurstan  Ilollami.) 
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V.  CYSTS. 

Blood  qfsts  are  found  in  degenerating  sarcomata. 

Hydatid  qfsts  are  uncommon  in  this  country.     They  affect  the  diaphyses  of  the  long 
bones,  converting  the  shaft  into  a  thin- wailed  tube,  which  undergoes  spontaneous  fracture. 


Fig.   286. — Skiagram    giving   the   tin tero- posterior  view   of  Fig.  287  shows  the  same  growtli  as  Fig. 

a  myeloid  sarcoma  of  the  lower  end  of  the  riKlius.     The  growth  236,  but  seen  from  the  lateral  aspect, 

is  at  a  later  stage  than  that  depicted  in  Fij.  284.  {Skiagrams  by  Dr.  Hugh  WaLiham.) 

They  would  hardly  be  suspected  unless  there  were  known  hydatid   disease  elsewhere, 
especially  in  the  liver  (p.  375). 

Cysts  of  the  jaw,  or  dentigerous  cysts,  are  considered  in  the  article  on  Swelling  of 
THE  Lower  Jaw  (p.  683).  George  E.  Gask. 

SWELLING  OF  TBOE  FACE.— In  this  article  are  included  only  swellings  of  Ihe  skin 
and  subcutaneous  tissues.  Malignant  and  other  diseases  of  the  facial  bones,  etc.,  are 
considered  under  Swelling  of  the  Jaw  (p.  683),  and  Swelling  on  a  Bone  (p.  667). 
Swelling  of  the  Salivary  Glands  is  discussed  on  p.  694.  Contusions  and  injuries  to  the 
face  are  so  obvious  that  they  need  no  mention.  The  remaining  swellings  will  be  classified 
as  (1)  Non-inflammatory  ;   and  (2)  Inflammatory, 

Non-Inflammatory   Swellings. 

Renal  and  Cardiac  (Edema. — If  the  whole  face  is  puffy  and  the  eyelids  are  oedematous, 
the  urinary  and  cardiac  systems  are  to  be  examined  for  disease.  For  swelling  due  to 
obstruction  of  the  superior  vena  cava  by  mediastinal  fibrosis,  aneurysm,  or  new  growth,  see 
(Edema  (p.  411),  and  VeiNvS,  Varicose  Thoracic  (p.  750). 

Angioneurotic  (Edema  is  a  disease  characterized  by  the  occurrence,  sometimes 
periodical,  of  local  oedematous  swellings,  more  or  less  limited  in  extent  and  of  transient 
duration.  It  is  not  confined  to  the  face,  but  the  eyelid  is  a  common  situation  {Fig.  178, 
p.  412),  and  also  the  lips  and  cheek.  It  may  be  simulated  closely  by  urticaria  follow^ing 
the  taking  of  fish  or  pork  ;  or  a  somewhat  similar  effect  produced  by  some  drugs,  notably 
by  aspirin  in  certain  patients. 

Tumours  are  not  common.  They  may  be  fibroma,  lipoma,  epithelioma,  or  sebaceous 
cyst. 
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Inflammatory  Swellings. — Often  the  cause  is  obvious  :  for  instance,  a  boil,  carbuncle, 
or  suppurating  wound ;  or  the  *  blubber-lips  '  that  result  from  chronic  lymphangitis. 

Erysipelas  is  prone  to  occur  on  the  face.  It  is  marked  by  a  vivid  red  Gedematoiis 
swelling,  associated  with  fever.  The  redness  tends  to  spread,  the  edges  being  raised  and 
well  defined  from  the  healthy  skin.  The  oedema  may  be  continuous,  or  it  may  disappear 
in  one  place  and  re-appear  in  another.  In  the  very  severe  cases  the  fever  is  high,  rigors 
occur  (Fig,  245,  p.  568),  the  cuticle  may  be  raised  in  blebs,  and  sloughing  may  ensue. 

Alveolar  Abscess  and  Dental  Caries  are  fertile  sources  of  facial  swelling,  also  abscess  in 
the  nasal  sinuses.     (See  Swelling  of  the  Jaw,  p.  683.) 

Anthrax  chiefly  affects  operatives  in  wool  and  horse-hair  factories  and  workers  of  raw 
hides.  The  disease  is  characterized  by  the  formation  of  a  vesicle,  which  bursts,  forms  a 
scab,  and  then  becomes  surrounded  by  a  ring  of  vesicles,  and  around  this  is  an  area  of 
oedema.  The  diagnosis  is  made  by  the  microscope.  A  drop  of  fluid  from  one  of  the  vesicles 
contains  large,  square-ended,  Gram-staining  bacilli,  which  have  a  characteristic  growth 
on  culture  media. 

Vaccinia, — ^An  accidental  infection  about  the  face  may  be  mistaken  for  an  anthrax 
pustule.  If  inquiry  into  the  attendant  circumstances  is  not  sufficient  to  exclude  the  graver 
disorder,  a  bacteriological  examination  should  be  made. 

Primary  Syphilitic  Sore,  if  found  on  the  face  (Fig,  23,  p.  73),  is  generally  situated  on 
the  upper  lip.  It  is  not  so  indurated  as  when  on  the  glans  penis,  but  the  surrounding 
oedema  is  more  marked,  and  the  neighbouring  lymphatic  glands  are  considerably  enlarged. 
The  condition  is  often  missed  because  it  is  not  expected.  An  absolute  diagnosis  can  be 
made  by  finding  the  spirocha;t«  in  the  serum  discharged  from  the  ulcer  (Plate  XXVIII, 
Fig,  J,  p.  614),  and  by  Wassermann's  test. 

Insect  Bites — ^from  mosquitoes,  gnats,  bees,  etc. — often  cause  large,  lumpy,  irritating 
swellings.  The  only  difficulty  in  diagnosis  is  when  they  become  infected  with  pyogenic 
organisms. 

The  various  skin  diseases  which  may  be  associated  with  swelling  of  the  face  are  con- 
sidered under  Pustules  (p.  557);   Vesicles  (p.  753);   Wiieai-s  (p.  771);   Etc. 

George  E,  Gask, 

SWELLING,  FEMORAL.— By  the  femoral  region  is  meant  Scarpa's  triangle.  It 
is  very  easy  to  define  on  paper  what  is  a  femoral  swelling,  but  in  a  fat  patient  it  may  be 
very  difficult.  The  two  great  landmarks  which,  with  care,  can  always  be  made  out,  how- 
ever fat  the  patient,  are  the  spine  of  the  pubes  and  the  anterior  superior  spine  of  the  ilium  ; 
a  line  joining  these  two  points  and  curving  slightly  downwards  separates  the  inguinal  from 
the  femoral  region,  and  indicates  Poupart's  ligament.  Mistakes  are  often  made,  especially 
in  fat  people,  because  a  horizontal  crease  in  the  thigh  which  lies  below — sometimes  as  much 
as  two  inches  below — is  mistaken  for  the  ligament.  The  first  point  in  making  the  diagnosis 
is  to  decide  definitely  that  the  swelling  is  femoral,  and  then  to  decide  its  nature. 

It  may  be  obvious  at  once  what  the  swelling  is  :  for  instance,  a  well-marked  acute 
abscess,  with  redness  and  oedema  of  the  skin  and  an  undoubted  source  of  infection,  such 
as  a  sore  toe  ;  or,  a  rare  occurrence,  an  aneurysm  of  the  femoral  artery,  showing  exf»ansile 
pulsation.  Supposing,  however,  the  signs  are  not  so  clear,  the  various  conditions  may  be 
classed  broadly  under  two  heads  :  (1)  Swellings  that  are  reducible  and  give  an  impulse  on 
coughing  ;   (2)  Swellings  that  are  irreducible  and  do  not  give  an  impulse  on  coughing. 

Reducible  Swellings  witli  an  Impulse  are :  (a)  Femoral  hernia — ^reducible  ; 
(b)  Saphena  varix  ;  (c)  Psoas  abscess.  All  these  give  an  impulse  on  coughing  ;  are,  or  may 
be,  reducible  on  pressure  ;  may  disappear  on  lying  down  and  reappear  on  standing.  How 
then  is  one  to  distinguish  between  them  ? 

(a).  Femoral  Hernia  (reducible). — The  sex  of  the  patient  is  no  real  guide,  for  though  it 
is  more  common  to  find  a  femoral  hernia  in  a  woman  than  in  a  man,  this  is  not  sufficient 
to  base  the  diagnosis  on.  Before  puberty  it  is  rare  in  either  sex.  A  femoral  hernia  leaves 
the  abdomen  through  the  femoral  canal  and  turns  directly  forward,  forming  a  tumour  in 
the  upper  and  inner  part  of  the  femoral  region  ;  then,  following  the  line  of  least  resistance, 
it  turns  upwards,  extending  often  above  Poupart's  ligament,  thus  simulating  an  inguinal 
hernia.  More  rarely,  the  hernia  extends  downwards  along  the  femoral  vessels.  Its  course 
must  be  remembered  in  attempting  to  discover  whether  the  swelling  is  reducible.  If  it 
is  large  and  contains  intestine  it  will  be  resonant,  and  a  gurgling  may  be  heard  or  felt  on 
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reduction,  distinguishing  it  at  once  from  all  other  femoral  swellings.  If  it  is  reduced  and 
the  finger  held  over  the  femoral  aperture,  the  hernia  will  be  felt  projected  forcibly  against 
the  finger  when  the  patient  is  asked  to  cough.  If  a  swelling  is  complained  of,  and  none  is 
found  even  on  standing  and  straining,  it  is  suggestive  of  femoral  hernia  with  only  occasional 
descent,  and  the  patient  should  be  examined  at  another  time  after  exercise. 

(6).  Saphena  Varix  is  a  localized  dilatation  of  the  saphenous  vein  at  the  saphenous 
opening,  immediately  before  it  joins  the  femoral  vein.  It  may  easily  be  confounded  with 
a  femoral  hernia,  for  it  forms  a  swelling  in  the  ordinary  position  of  a  femoral  hernia,  it 
disappears  on  lying  down,  reappears  on  standing,  and  gives  an  impulse  on  coughing.  A 
little  care,  however,  should  suffice  to  distinguish  the  two.  The  impulse  is  quite  different — 
in  a  saphena  varix  it  is  more  in  the  nature  of  a  thrill,  such  as  may  be  felt  in  a  varicocele 
or  in  big  varicose  veins  in  the  leg.  If,  while  the  patient  is  standing,  a  finger  is  pressed  on 
the  swelling,  it  collapses  gradually,  and  as  the  finger  is  withdrawn  the  swelling  follows, 
regaining  its  shape  like  an  air-ball,  whereas  a  hernia  comes  out  with  a  pop.  A  saphena 
varix  is  almost  always  associated  with  varicose  veins  in  the  leg,  though,  owing  to  the 
persistence  of  valves,  none  may  show  between  the  knee  and  Scarpa's  triangle. 

(c).  Psoas  Abscess, — ^The  need  to  differentiate  between  this  and  the  two  conditions 
mentioned  above  exists  only  when  the  abscess  has  extended  from  the  iliac  region,  has 
passed  under  Poupart's  ligament  and  the  femoral  vessels,  and  is  pointing  m  the  inner  part 
of  Scarpa's  triangle.  There  is  an  impulse  on  coughing  and  the  swelling  is  reducible  ;  but 
another  swelling  is  to  be  found  above  Poupart's  ligament,  and  fluctuation  is  to  be  obtained 
between  the  two.  Conclusive  proof  can  be  found  by  an  examination  of  the  back.  This 
should  be  made  with  the  patient  standing  and  the  whole  length  of  the  back  and  the  hips 
exposed.  An  undoubted  angular  kyphotic  curve  may  be  seen  at  once,  or,  if  that  is  not 
present,  there  may  be  rigidity  and  impaired  movement  denoting  some  disease  on  the 
anterior  surfaces  of  the  bodies  of  the  vertebrae. 

Irreducible  Swellings  without  Impulse :  (a)  Femoral  hernia — irreducible  ;  (b)  Lym- 
phatic glands  —  inflammatory  or  malignant ;  (c)  Primary  tumours  —  lipoma,  fibroma, 
sarcoma  ;   (d)  Ectopic  testis. 

(a).  Femoral  Hernia, — ^The  irreducibility  may  be  accounted  for  in  four  ways : 
(i)  Strangulation  ;  (ii)  A  piece  of  omentum  adherent  to  and  plugging  the  neck  ;  (iii)  An 
empty  sac,  but  a  mass  of  extraperitoneal  fat  round  it ;  (iv)  A  hydrocele  of  the  sac. 

If  strangulation  has  occurred  there  will  be  the  signs  of  intestinal  obstruction,  viz., 
vomiting  and  constipation.  It  must  be  remembered  that  the  swelling  may  be  but  a  small 
one,  and  when  the  patient  is  very  fat  it  may  be  missed. 

It  is  usual  to  find  around  the  sac  of  a  femoral  hernia  a  quantity  of  extraperitoneal  fat, 
even  in  a  thin  person,  and  it  is  quite  impossible  to  say  without  dissection  whether  the 
swelling  is  due  to  a  plug  of  omentum  inside  the  sac  or  to  a  collection  of  fat  outside  it. 

A  hydrocele  may  be  formed  as  a  result  of  a  long-standing  hernia  into  which  there  has 
been  no  descent  of  bowel  or  omentum,  and  in  which  the  communication  with  the  general 
peritoneal  cavity  has  become  constricted  or  closed.  The  sac  may  then  become  cystic  and 
filled  with  fluid.  The  feeling  of  fluctuation  may  be  obtained  in  the  swelling,  though  it  is 
often  only  on  dissection  that  the  exact  nature  of  the  condition  is  revealed.  It  is  to  be 
noted  that  in  all  cases  of  hernia  the  swelling  is  single,  and  that  though  it  may  be 
movable  in  some  directions,  it  is  always  tied  down  by  its  neck  to  the  aperture  of  the 
femoral  canal. 

(6).  Enlarged  Glands  may  be  :  (i)  Inflammatory  ;  (ii)  Malignant  (see  p.  381). 

Chronically  inflamed  glands  may  be  hard  to  differentiate  from  a  small  irreducible 
femoral  hernia.  The  whole  limb  is  to  be  examined  to  see  whether  there  is  any  possible  source 
of  infection,  and  the  whole  patient  to  see  whether  there  is  a  general  enlargement  of  the 
glands,  as  in  lymphadenoma.  The  chief  distinguishing  feature  between  the  two  conditions 
is  that  femoral  hernia  forms  only  one  swelling,  whilst  it  is  very  rare  for  only  one  gland  in  its 
group  to  be  picked  out  by  an  infecting  agent,  and  not  the  others.  Therefore,  if  there  is 
more  than  one  swelling  the  chances  are  that  these  are  glands.  Perchance  both  conditions 
are  present,  a  femoral  hernia  and  enlarged  glands  :  a  very  difficult  combination  unless  the 
femoral  hernia  happens  to  be  reducible  or  gives  an  impulse  on  coughing.  In  such  a  case 
an  attempt  should  be  made  to  feel  the  neck  of  the  sac  running  up  to  the  femoral  canal. 

(c).  Primary  New  Growths  are  rare  in  this  situation.     They  may  be  lipoma,  fibroma, 
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or  sarcoma.    The  innocent  tumours  are  noted  for  their  free  mobility  in  all  directions.     A 
primary  sarcoma  is  diagnosed  rather  by  exclusion  and  by  its  malignant  characteristics. 

(d).  Ectopic  Testis, — One  of  the  places  into  which  a  testis  may  be  drawn  abnormally 
is  Scarpa's  triangle,  which  it  reaches  by  passing  over  Poupart's  ligament.  The  facts  that 
the  swelling  has  the  shape  of  the  testis,  though  generally  smaller  than  normal,  and  that  the 
corresponding  half  of  the  scrotum  is  empty,  make  the  diagnosis  easy. 

Mention  may  be  made  here  of  those  swellings  which  are  neither  truly  femoral  nor  truly 
inguinal,  but  betwixt  and  between,  and  bulge  Poupart's  ligament  forwards.  They  are 
generally  deep,  and  on  that  account  obscure.     They  may  be  due  to  : — 

1.  Distention  of  the  hip-joint,  as  in  tuberculous  disease  of  the  hip. 

2.  Distention  of  the  bursa  between  the  tendon  of  the  ilio-psoas  muscle  and  the  capsule 
of  the  hip-joint.  If  large,  the  swelling  may  be  quadrilateral  in  shape,  and  owing  to  its 
sensitiveness  to  pressure  the  leg  is  kept  in  the  position  of  greatest  ease,  i.e.,  slightly  flexed, 
abducted,  and  externally  rotated.  It  is  often  difficult  to  distinguish  from  psoas  abscess 
or  from  distention  of  the  hip-joint,  with  which,  indeed,  it  often  conununicates.  Diagnosis 
may  be  aided  by  puncturing  the  swelling  with  an  aspirating  needle. 

3.  Osteophytic  outgrowths  from  the  acetabulum  in  osteo-arthritis  of  the  hip-joint. 

4.  A  parametric  abscess.  George  E.  Gask. 

SWELLING  IN  TBDE!  ILIAC  FOSSA  (LEFT).— For  the  general  method  of  examina- 
tion, compare  Swelling  in  the  Iliac  Fossa  (Right). 

SweUlngs  connected  with  Slmctures  normally  present  in  the  Left   Dlac  F<issa. 

The  Sigmoid  Flexure  cannot  be  felt  normally.  It  becomes  palpable  as  a  cylindrical 
swelling  if  distended  with  faeces  ;  or  if  it  is  thickened,  as  it  may  be  in  chronic  ulcerative 
colitis  or  congenital  dilatation  of  the  colon. 

Carcinoma  of  the  Sigmoid, — Next  to  the  rectum  the  sigmoid  colon  is  the  most  common 
seat  of  cancer  in  the  bowel.  If  of  the  scirrhous  or  ring  type  no  lump  may  be  felt,  and  the 
condition  may  not  be  discovered  until  intestinal  obstruction  has  supervened.  When  infil- 
trating the  bowel  widely,  and  especially  when  the  tumour  is  undergoing  colloid  degeneration, 
a  swelling  forms  which  is  most  evident  on  bimanual  examination  after  the  bowels  have 
been  well  cleared  by  enemata.  If  a  lump  can  be  felt  in  the  sigmoid  flexure  of  a  middle- 
aged  patient,  the  strong  probability  is  that  it  is  a  carcinoma,  and  whether  there  are  other 
clinical  signs  or  not,  the  diagnosis  should  be  made  sure  by  actual  inspection  of  the  swelling 
by  means  of  the  sigmoidoscope,  or  even  through  an  abdominal  incision.  It  may  be  simu- 
lated by  subacute  inflammatory  changes  around  an  acquired  pouch  or  diverticulunn  of 
the  colon — diveriiculitis ;  this  sometimes  subsides  by  itself,  and  the  course  of  the  case  serves 
to  exclude  carcinoma  ;  more  often  the  symptoms  call  for  operation,  and  the  diagnosis  is 
made  by  laparotomy. 

Enlarged  Lymphatic  Glands, — The  glands  forming  a  chain  round  the  external  iliac 
vessels  may  be  swollen  as  the  result  of  pyogenic  infection,  which  has  spread  up  through 
the  femoral  lymphatics  or  from  secondary  deposit  of  some  malignant  growth  starting  either 
in  the  leg,  the  external  genitals,  or  the  pelvis.  The  enlargement  is  seldom  very  great  ; 
the  source  of  infection  is  usually  obvious. 

Aneurysm  of  the  External  Iliac  Arteiy  is  very  rare.  It  is  recognized  at  once  by  its 
expansile  pulsations. 

Swellings  connected  with  Structures  not  normally  present  in  the  Left  Dlac  Fossa. — 
These  may  be  :  Swellings  coming  down  from  above,  extending  upwards  from  the  pelvis, 
or  pushing  forward  from  behind. 

Swellings  coming  down  from  above, — The  Spleen  ^  if  much  enlarged,  may  reach  even  as  far 
as  the  left  iliac  fossa.  It  is  recognized  by  its  rounded  margin,  and  the  notch  on  the  inner 
edge.  (See  Spleen,  Enlargement  of  the,  p.  628.)  A  kidney,  if  freely  movable,  may  be 
displaced  as  far  as  the  pelvis  ;    on  rare  occasions  it  becomes  fixed  there  by  inflammation. 

For  swellings  extending  up  from  the  pelvis  and  those  pushing  up  from  behind,  see 
the  article  on  Swelling  in  the  Iliac  Fossa  (Right).  George  E.  Gask, 

SWELLING  IN  TBDE!  ILIAC  FOSSA  (RIGHT).— It  is  not  always  easy  to  say  whether 
there  is  or  is  not  a  definite  swelling  in  the  right  iliac  fossa,  for  it  may  be  only  small  and 
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deep,  or  be  masked  by  abdominal  rigidity  or  fat.  In  all  eases  a  careful  inspection  of  the 
abdomen  is  first  to  be  made,  the  patient  lying  on  the  back  with  the  whole  of  the  abdomen 
and  the  lower  thorax  exposed.  Most  mistakes  result  from  want  of  a  complete  examination, 
which  cannot  be  made  through  a  tiny  gap  in  the  clothes.  Before  even  touching  the 
abdomen,  much  may  be  made  out  by  the  use  of  the  eyes,  and  the  points  to  observe  are  : 
(1)  The  presence  or  absence  of  an  obvious  tumour ;  (2)  Whether  the  abdominal  muscles 
move  freely  ;  (3)  The  conformation,  etc.,  of  the  tumour,  should  one  be  present,  and 
whether  it  moves  on  respiration. 

Palpation  is  then  to  be  employed,  and  this  method  will  go  a  long  way  to  elucidate 
the  complaint,  for  it  will  be  recognized  at  once  whether  there  is  a  well-defined  swelling, 
such  as  a  carcinoma  of  the  caecum  ;  or  an  indefinite  swelling,  such  as  is  common  in 
appendicitis.  Distention  with  wind  or  an  accumulation  of  faeces  may  cause  a  considerable 
swelling,  but  any  doubt  as  to  these  may  be  cleared  up  by  administering  an  enema.  If 
the  swelling  persists,  the  questions  that  arise  are  :  is  it  connected  with  one  of  the  structures 
normally  present  in  the  right  iliac  fossa,  especially  the  caecum  or  the  appendix  ;  is  it  springing 
from  the  bone  ;  is  it  arising  from  some  organ  invading  this  space,  for  instance  the  uterus 
or  its  appendages,  the  right  ovary,  or  the  bladder  ;  or  from  some  structure  displaced  down- 
wards such  as  the  gall-bladder,  stomach,  or  right  kidney  ? 

A, — Swellings    Connected    with    Structures    Normally  Present 
IN  THE  Right  Iliac  Fossa. 

The  Appendix. — Appendicitis  is  so  common  that  it  is  put  first.  Most  well-marked 
attacks  of  appendicitis  are  associated  at  some  period  with  a  swellings  though  in  the  acutest 
and  gravest  forms  the  latter  may  be  absent.  The  appendix  itself,  even  if  swollen  and 
thickened,  can  rarely  be  felt  by  palpating  the  abdomen,  and  the  swelling  is  due  to  paralytic 
distention  of  the  caecum,  local  cedema,  or  the  formation  of  an  abscess.  The  chief  indications 
of  appendicitis  are  :  pain,  tenderness,  local  rigidity,  and  swelling  in  the  right  iliac  fossa, 
associated  with  a  furred  tongue,  vomiting,  constipation,  an  increase  of  the  pulse-rate,  and 
a  rise  of  temperature.  Usually  there  is  also  diminished  muscular  movement  in  the  lower 
part,  or  it  may  be  over  the  whole,  of  the  abdomen.  Any  movement  is  painful,  and  in  order 
to  relax  the  tension  the  patient  lies  with  the  right  leg  drawn  up.  A  rectal  examination 
should  be  made,  for  a  bulging  abscess  may  be  felt  by  this  route.  Micturition  is  frequently 
abnormal,  with  a  tendency  to  be  either  painful  or  unduly  frequent.  A  leucocyte  count 
is  of  great  service,  for  in  almost  every  case  of  acute  appendicitis  the  number  of  white  cells 
is  increased. 

Tuberculosis  of  tlie  CsBcum  or  of  the  Lymphatic  Glands  in  the  neighbourhood  of 
the  Cascum. — ^This  is  not  nearly  so  common  as  appendicitis,  but  is  not  so  rare  as  is  often 
imagined,  and  when  it  does  occur  it  is  frequently  mistaken  for  appendicitis  ;  it  may  be 
only  after  the  abdomen  has  been  opened  that  the  mistake  is  discovered.  The  glands 
become  enlarged  and  painful,  and  there  may  be  some  local  peritonitis  over  them  which 
makes  the  diagnosis  very  difficult.  Usually  there  is  some  other  tuberculous  focus  about 
the  patient,  especially  in  the  lungs,  which  should  be  examined  with  particular  care,  the 
oj-rays  and  sputum  analysis  not  being  omitted.  If  doubt  exists  recourse  may  be  had  to  a 
diagnostic  injection  of  Koch's  old  tuberculin,  and  the  opsonic  index  may  be  taken  both 
before  and  after  abdominal  massage.     Von  Pirquet's  test  is  not  very  trustworthy. 

Actinomycosis  starting  in  the  caecum  and  appendix  is  another  inflammatory  condition 
which  may  cause  a  swelling  and  give  the  signs  of  a  chronic  abscess.  The  diagnosis  can 
only  be  made  with  certainty  by  an  incision  and  the  finding  in  the  pus  of  the  characteristic 
yellowish  granules  (occasionally  black — the  gunpowder  variety),  and  the  recognition  under 
the  microscope  that  these  granules  are  formed  of  a  Gram-staining  streptothrix  {Plate 
XXV 111,  p.  614). 

Cardnoma  of  the  Cascum  gives  rise  to  a  swelling  which  occasions  few  symptoms, 
unless  the  passage  of  faeces  is  affected  and  intestinal  obstruction  results.  It  is  important, 
however,  from  the  point  of  view  of  treatment  that  an  early  diagnosis  be  made.  The  presence 
of  a  non-inflammatory  swelling  of  long  standing  in  the  right  iliac  fossa,  with  a  history  of 
wasting,  is  verj'  suggestive  of  a  carcinoma,  and  early  recourse  should  be  had  to  the  only 
sure  diagnostic  method,  namely,  laparotomy.  Very  rarely  is  there  passage  of  blood  or 
mucus  by  the  bowel  to  help  one. 
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Intussuseeptioii  usually  occurs  in  children,  especially  during  the  latter  half  of  the 
first  year  of  life,  and  its  presence  is  indicated  by  the  signs  of  intestinal  obstruction,  namely, 
vomiting  and  constipation,  and  by  the  passage  of  blood  and  mucus  by  the  rectum.  The 
intussuscepted  portion  may  be  palpable,  and  in  some  cases  it  lies  in  the  right  iliac  fossa, 
though  more  fi^uently  in  the  right  hypochondrium.  Chronic  intussusception  may  also 
cause  a  swelling  which  generally  baffles  diagnosis,  and  is  commonly  mistaken  for  an 
enlarged  kidney. 

Aneurysm  of  the  Iliac  Arteries  is  very  rare,  but  it  is  generally  easy  of  diagnosis  by 
reason  of  the  expansile  pulsation  of  the  tumour. 

B, — Swellings  Connected  with  Structures  not  Normally  Present 
IN  the  Right  Iliac  Fossa. 

These  may  be  :  Swellings  coming  down  from  above,  swellings  extending  upwards 
from  the  pelvis,  or  swellings  pushing  forward  from  behind. 

SweUlngs  eomlng  down  from  aiwve. 

The  liver,  or  an  enlarged  or  abnormal  lobe  of  the  liver — Riedel's  lobe  (p.  366) — is  some- 
times very  deceptive.  The  facts  that  there  are  few  symptoms,  that  the  mass  moves  on 
respiration  and  is  continuous  with  the  liver,  and  that  there  is  no  intervening  area  of 
resonance  between  it  and  the  liver,  should  assist  the  diagnosis  ;  but  cases  are  not 
infrequently  mistaken  for  enlargement  of  the  gall-bladder.  A  suppurating  gall-bladder 
has  been  opened  in  the  right  iliac  fossa  under  the  mistaken  diagnosis  of  appendix  abscess, 
for  there  is  often  no  jaundice  in  these  cases.  Laparotomy  may  be  the  only  means  of 
certain  diagnosis. 

The  kidney,  if  unduly  movable,  may  be  displaced  and  come  to  lie  in  the  right  iliac 
fossa.  It  is  recognized  by  its  shape  and  free  mobility.  A  tumour  of  the  kidney  or  a  large 
hydro-  or  pyo-nephrosis  may  also  invade  the  upper  part  of  this  fossa. 

Carcinoma  of  the  Stomach — with  extreme  distention  of  the  stomach.  It  is  a  surprising 
fact  that  the  stomach  may  be  so  distended  as  to  enable  the  pylorus  to  lie  in  the  right  iliac 
fossa.  The  history  of  copious  vomiting,  the  wasting,  the  distention  of  the  stomach,  and 
examination  with  the  or-rays  after  the  administration  of  bismuth  make  the  diagnosis  easy. 

SweUlngs  extending  upwards  from  the  Pelvis,  and  attached  to  the  uterus  and 
its  appendages,  can  usually  be  felt  dipping  into  the  pelvis  ;  vaginal  and  rectal  examinations 
will  assist  the  diagnosis  ;  and  there  are  symptoms,  such  as  disturbances  of  menstruation, 
indicating  their  nature.  Such  swellings  might  be  a  large  fibroid  of  the  uterus,  a  laterally- 
placed  ovarian  cyst,  pregnancy,  an  abscess  extending  from  the  broad  ligament,  or  a  pouch 
of  a  bladder  distended  from  obstruction  to  the  urethra. 

It  happens  not  infrequently  that  there  may  be  difficulty  in  determining  between  an 

inflamed  appendix  and  an  enlarged  and  tender  ovary,  particularly  when  the  attacks  of 

-pain  are  coincident  with  the  menstrual  periods.     These  generally  turn  out  to  be  due  to  the 

appendix,  though  both  may  be  implicated,  the  appendix  having  become  adherent  to  the 

ovary  or  tube. 

Pyosalpinx  is  easily  confused  with  appendix  abscess  ;  the  fact  that  it  is  associated 
with  vaginal  discharge,  or  is  subsequent  to  parturition,  puts  one  on  the  right  track. 
Vaginal  examination  is  essential  in  these  cases. 

Swellings  pushing  forward  from  behind. 

These  may  be  solid,  such  as  sarcoma  or  chondroma  of  the  pelvic  bones.  Here  the  tumour 
will  be  immovable  apart  from  the  pelvis,  and  a  skiagram  makes  the  condition  clear.  If 
the  swelling  is  fluid  it  may  depend  on  suppurative  osteomyelitis  of  the  ilium  ;  or  on  a  tuber- 
culous affection  of  the  ilium,  either  primary,  or  secondary  to  hip  or  sacro-iliac  joint  disease  ; 
or  on  tuberculosis,  necrosis,  or  suppuration  of  the  lumbar  vertebra. 

If  the  sweUing  cannot  be  attributed  to  any  of  the  causes  mentioned  above,  it  is  to  be 
remembered  that  a  wandering  organ,  such  as  a  spleen  or  kidney,  may  find  its  way  into  the 
right  iliac  fossa.  Rarities  such  as  hydatid  cysts  of  the  peritoneal  cavity  are  met  with  so 
seldom  that  they  merit  no  more  than  mention.  George  E.  Gusk. 

SWELLING,  INGUINAL. — A  variety  of  swellings  may  appear  in  the  groin,  and  be 
ver>^  difficult  to  differentiate.  The  following  are  some  of  the  most  important : — 
(1)  Enlarged  glands  :    (a)  inguinal  ;    (b)  femoral ;    (c)  iliac.     (2)  Abscess,  acute  or  chronic. 
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(3)  Hernia  :  (a)  inguinal ;  (b)  femoral  ;  (c)  obturator.  (4)  Retained  testicle,  (5)  Hydrocele, 
(6)  Tumours  of  the  cord  or  round  ligament,  (7)  Aneurysm  and  other  vascular  swellings, 
(8)  New  growths,     (9)  Distended  psoas  bursa  and  other  cysts, 

1.  Enlarged  Glands. — ^There  are  two  chief  groups  of  glands  in  the  groin.  The  most 
commonly  affecttd  are  the  inguinal,  which  lie  in  the  subcutaneous  tissues  about  Poupart's 
ligament,  and  drain  the  external  genitals,  the  anus,  the  umbilicus,  the  lower  parts  of  the 
abdomen  and  back,  the  buttock  and  the  upper  third  of  the  thigh.  The  femoral  glands 
rest  below  the  saphenous  opening  and  drain  the  lower  limb  below  the  upper  third  of  the 
thigh.  It  must  be  remembered,  however,  that  the  lymphatic  drainage  is  somewhat  erratic, 
so  that  a  sore  toe  may  sometimes  induce  enlargement  of  an  inguinal  gland  only.  The  iliac 
glands  drain  the  inguinal  and  femoral  set,  and  consequently  often  enlarge  secondarily  to 
these  ;  but  they  also  communicate  freely  with  the  abdominal  lymphatics  and  may  become 
infected  from  them. 

Enlarged  glands  in  the  groin  are  nearly  always  multiple,  and  usually  subcutaneous, 
so  that  they  are  easy  to  recognize  as  glands  ;  but  a  solitary  one  adherent  to  the  saphenous 
opening  may  be  almost  impossible  to  distinguish  from  an  irreducible  omental  femoral  hernia 
or  a  hydrocele  of  a  hernia  sac. 

The  iliac  glands  just  above  Poupart's  ligament  are  more  difficult  to  palpate,  because 
they  lie  deep  to  the  abdominal  muscles,  but  their  enlargement  is  generally  secondary  to 
disease  of  the  superficial  glands,  and  this  often  gives  the  key  to  the  diagnosis  of  an  obscure 
swelling  in  this  region. 

Some  Causes  of  Enlargement  of  the  Groin  Glands, — (a)  Mechanical  or  chemical  irritation  ; 
(b)  Septic  infection,  for  instance  from  genital  sores  or  from  sores  on  the  toes  or  legs  ;  (c) 
Tubercle  ;  (d)  Syphilis  ;  (e)  Other  specific  diseases,  such  as  rubella  and  bubonic  plague  ; 
(f)  Lymphadenoma ;  (g)  Lymphatic  leukaemia  ;  (h)  Malignant  diseases  :  secondary 
carcinoma  ;   secondary  or  primary  sarcoma. 

(a).  The  glands  become  slightly  enlarged  and  tender  as  a  result  of  the  mechanical 
irritation  of  a  truss,  and  more  frequently  the  bites  of  parasites  such  as  the  Pediculus  pubis. 
The  glands  generally  remain  movable,  and  they  rarely  suppurate. 

(b).  Septic  infection  may  follow  insect  bites  ;  but  more  commonly  a  septic  sore  or 
recent  scar  can  be  discovered  upon  examination  of  the  area  drained  by  the  glands.  Septic 
glands  either  soon  subside  or  cease  to  be  tender  after  the  removal  of  the  source  of  infection, 
or  they  enlarge  rapidly,  become  adherent,  and  suppurate  within  three  or  four  weeks  of 
their  first  enlargement. 

(c).  This,  and  the  amount  of  inflammation  of  the  skin  over  them,  distinguishes  septic 
from  tuberculous  glands  which  do  not  suppurate  for  some  months,  and  then  with  but  little 
inflammatory  reaction.     Epitheliomatous  glands  may  suppurate  towards  the  end. 

(d).  The  true  syphilitic  gland  is  hard,  movable,  and  only  moderately  enlarged,  and  the 
existence  of  the  indurated  chancre  usually  makes  the  diagnosis  easy.  The  Spirochceta 
pallida  may  be  detected,  or  Wassermann's  serum  test  may  be  positive  ;  but  a  negative 
reaction  is  not  conclusive.  It  must  not  be  forgotten  that,  as  an  apparently  soft  sore  (septic) 
may  later  become  hard  and  definitely  syphilitic ;  therefore  suppuration  of  a  bubo  does  not 
disprove  syphihtic  infection.  Instances  of  mixed  infection  by  sepsis  and  syphilis  are  fairly 
common. 

( / ).  In  lymphadenoma  the  groin  glands  are  rarely  affected  alone,  and  the  smooth,  soft 
enlargement  of  many  glands  without  signs  of  inflammation,  associated  with  increasing 
anaemia  and  intermittent  pyrexia  {Fig.  247,  p.  570),  makes  the  diagnosis  fairly  easy. 
The  spleen  may  be  affected  at  the  same  time. 

(g).  Blood  examination  will  give  pathognomonic  results  in  cases  of  lymphatic 
leukaemia  (p.  25). 

(h).  Malignant  disease  of  the  groin  glands  is  nearly  always  epitheliomatous,  and 
secondary  to  a  primarj^  epithelioma  of  the  skin  or  mucous  membrane  in  the  area  drained 
by  the  glands.  The  primary  growth,  especially  at  the  anus,  may  be  very  small,  and  the 
patient  may  be  unaware  of  its  existence.  The  other  main  points  in  distinguishing  epitheli- 
omatous glands  are  their  exceeding  hardness  ;  their  progressive  but  slow  growth  ;  theii: 
early  adhesion  to  the  deep  fascia  and  skin  ;  and  the  amount  of  pain  to  which  they  give 
rise  without  signs  of  inflammation.  Late  in  the  disease  they  may  suppurate  or  slough, 
with  severe  haemorrhage.  Intra-abdominal  carcinoma,  especially  of  the  ovary  or  colon, 
sometimes  causes  enlargement  of  the  inguinal  glands. 
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Sarcoma  of  the  groin  glands  is  rare  ;  it  may  be  primary  or  secondary.  Usually  these 
are  not  the  only  glands  affected.  They  grow  with  great  rapidity  and  remain  smooth  and 
fairly  soft  until  they  attain  a  great  size,  when  they  may  fiingate  through  the  skin.  They 
are  distinguished  from  lymphadenoma  by  their  very  rapid  growth  and  the  absence  of  pallor 
until  late  in  the  disease.  Melanotic  growths  of  the  skin  give  rise  to  rapidly  growing  smooth 
glands,  whose  pigment  may  be  visible  through  the  skin.  The  primary  growth  or  ulceration 
in  connection  with  the  skin,  particularly  of  a  toe,  may  not  show  pigmentation,  and  its  serious 
import  may  thus  be  overlooked. 

2.  Abscess. —  (a).  Acute,  The  only  common  cause  of  acute  abscess  in  the  groin  is 
suppuration  of  the  glands,  and  a  search  must  always  be  made  for  a  primary  source  of  infection, 
especially  about  the  genitals.  A  hernia  may  occasionally  suppurate,  and  an  appendicular 
abscess  may  point  just  above  Poupart's  ligament ;  but  there  is  then  a  history  of  the  charac> 
teristic  symptoms  of  appendicitis,  and  the  pus  when  released  lias  the  suggestive  smell  of 
the  products  of  the  Bacillus  coli  communis.  Both  tuberculous  and  epitheliomatous  glands 
may  become  acutely  inflamed  and  suppurate. 

(6).  Chronic  abscess  here  may  be  due  to  caries  of  the  sacro-iliac  joint  or  to  hip  disease, 
or  it  may  arise  from  tuberculosis  of  the  superficial  or  deep  glands.  Psoas  abscess,  due  to 
caries  of  the  spine,  is  distinguished  by  fluctuation  from  the  loin  to  the  groin,  and  often 
bimanually,  above  and  below  Poupart's  ligament,  external  to  the  femoral  vessels.  There 
are  also  some  tenderness  and  rigidity,  and  often  deformity  of  the  lumbar  or  lumbo-dorsal 
spine.  Iliac  abscess  does  not  extend  up  into  the  loin,  and  is  placed  farther  out  than  psoas 
abscess.  Moreover,  there  may  be  pain  and  tenderness  over  the  sacro-iliac  joint,  and  a 
limping  gait.  In  hip  disease,  especially  in  children,  the  floor  of  the  acetabulum  may  give 
way,  and  an  abscess  may  thus  enter  the  true  pelvis,  whence  it  often  ascends  and  becomes 
palpable  above  Poupart's  ligament.  The  diagnosis  of  the  cause  is  easy  from  the  well- 
marked  signs  of  hip  disease. 

3.  Hernia. — In  examining  swellings  in  the  groin,  hernia  must  always  be  considered. 
Three  chief  varieties  occur  here  :  inguinal,  femoral,  and  very  rarely  obturator  hernia.  A 
hernia  gives  an  impulse  on  coughing,  but  so  do  psoas  abscess,  psoas  bursa,  and  a  saphena 
varix.  All  these  may  also  be  reducible  like  a  hernia.  A  psoas  abscess  presenting  below 
Poupart's  ligament  has  been  mistaken  for  a  femoral  hernia  ;  but  it  is  distinguished  by 
its  position — external  instead  of  internal  to  the  femoral  vessels.  Moreover,  it  is  dull  on 
percussion,  whereas  a  hernia  is  resonant  except  when  it  contains  omentum  alone.  Psoas 
bursa  is  also  placed  outside  the  vessels.  A  saphena  varix  has  often  been  mistaken  for 
femoral  hernia  ;  but  it  can  be  distinguished  from  the  latter  easily  because  it  returns  after 
complete  reduction,  even  though  the  finger  is  kept  pressed  against  the  femoral  canal.  It 
is  not  always  easy  to  distinguish  the  three  hemiae  which  occur  in  the  groin,  but  close  atten- 
tion to  the  following  points  usually  leads  to  a  correct  diagnosis.  An  inguinal  hernia  is 
both  seen  and  felt  to  be  above  the  fold  of  the  groin  and  above  Poupart's  ligament ;  whereas 
a  femoral  hernia  is  seen  and  felt  to  be  below  the  fold  of  the  groin  and  below  Poupart's 
ligament.  It  is  to  be  remembered  that  when  a  femoral  hernia  becomes  very  large  and 
loculated,  it  generally  extends  upwards  and  inwards  over  Poupart's  ligament.  Still,  the 
bulk  of  it  remains  below  the  fold  of  the  groin  in  the  upper  and  inner  part  of  the  thigh.  An 
inguinal  hernia  often  extends  into  the  scrotum  or  labium  ;  a  femoral  hernia  never  does 
this.  The  neck  of  an  inguino-scrotal  hernia  is  above  and  internal  to  the  spine  of  the 
pubis,  whereas  the  neck  of  a  femoral  hernia  is  below  and  external  to  this  bony  prominence. 
Inguinal  hernia  is  most  easily  reduced  by  pressure  directed  upwards,  backwards,  and 
outwards,  whereas  a  large  femoral  hernia  is  most  easily  reduced  by  pressure  directed  at 
first  backwards  and  downwards,  and  then  directly  upwards.  In  difficult  cases  it  is  a 
good  plan  to  reduce  the  hernia,  then  to  get  the  patient  to  stand  up,  while  the  surgeon 
makes  firm  pressure  over  the  internal  ring  and  asks  the  patient  to  cough.  A  femoral 
hernia  may  then  come  down,  but  not  an  inguinal.  Similarly,  pressure  can  be  made  on 
the  femoral  canal ;  this  prevents  the  descent  of  a  femoral  hernia,  so  that  if  the  swelling 
now  returns  it  is  inguinal.  In  this  connection  it  may  be  well  to  remember  that  femoral 
hernia  is  rare  in  males,  and  also  in  all  females  under  maturity.  The  prevalent  belief  that 
femoral  hernia  is  more  common  than  inguinal  in  grown-up  women  is  wrong,  inguinal  being 
more  common  at  all  ages  and  in  both  sexes.  It  is  excessively  difficult  to  differentiate 
between  an  irreducible  femoral  hernia  containing  omentum  and  an  enlarged  gland  at  the 
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saphenous  opening  or  in  the  femoral  canal.  A  hydrocele  of  a  hernial  sac  gives  rise  to  the 
same  difficulty,  and  sometimes  an  exploration  becomes  necessary  on  account  of  the  danger 
of  overlooking  femoral  hernia,  and  the  risk  of  strangulation. 

The  diagnosis  between  femoral  and  obturator  hernia  is  not  very  difficult ;  it  is  far 
more  common  to  overlook  an  obturator  hernia  altogether.  When  an  external  swelling 
is  caused  by  an  obturator  hernia,  it  is  placed  farther  inwards,  and  it  is  more  vague  than 
a  femoral  hernia.  Moreover,  there  is  pain  shooting  along  the  inner  side  of  the  thigh,  and 
generally  the  signs  and  symptoms  of  strangulation.  Further,  a  tender  swelling  can  be 
felt  at  the  obturator  foramen  upon  vaginal  or  rectal  examination. 

The  two  chief  varieties  of  inguinal  hernia,  the  oblique  and  the  direct,  are  usually 
distinguished  quite  easily.  Direct  hernia  is  rare,  and  is  more  globular  in  shape  than  the 
indirect  or  oblique  hernia  ;  the  spermatic  cord  is  antero-external  to  it,  and  postero- 
internal to  the  ordinary  oblique  hernia.  Direct  hernia  is  placed  a  little  farther  in  and 
higher  up  than  the  oblique.  It  is  generally  much  more  easily  reduced,  but  returns  again 
with  striking  abruptness  when  the  patient  coughs.  It  rarely  travels  into  the  scrotum, 
and  it  is  uncommon  before  the  age  of  thirty.  There  is  often  a  history  of  sudden  onset 
after  some  violent  straining  effort. 

4.  Retained  Testide. — ^The  most  important  points  in  the  diagnosis  of  this  condition 
are  the  absence  of  the  organ  from  its  proper  place,  and  the  presence  of  a  swelling  about 
the  inguinal  canal.  Occasionally,  the  testicle  may  be  maldescended,  or  after  leaving  the 
external  ring  may  have  found  its  way  into  the  upper  and  inner  part  of  the  thigh,  where  it 
simulates  a  femoral  hernia,  or  into  the  perineum.  The  swelling  in  the  groin  may  give  the 
characteristic  testicular  sensation,  or  the  condition  may  be  associated  with  attacks  of 
pain  which  have  been  mistaken  for  appendicitis  or  intestinal  colic.  It  is  practically 
always  accompanied  by  actual  or  potential  hernia  into  the  tunica  vaginalis,  which  is  in 
direct  communication  with  the  abdominal  cavity. 

5.  Hydrocele. — ^The  neck  of  the  sac  of  either  a  femoral  or  an  inguinal  hernia  may 
become  obstructed,  and  a  hydrocele  of  the  sac  may  then  develop.  This  may  become 
inflamed  and  give  rise  to  considerable  difficulty  in  diagnosis.  Strangulated  or  irreducible 
omental  hernia  may  be  simulated,  and  sometimes  an  exploration  is  the  only  way  of 
settling  the  diagnosis.  It  is  more  easily  distinguished  from  strangulated  hernia  containing 
bowel,  because  it  is  dull  on  percussion,  and  the  bowels  are  not  obstructed.  An  encysted 
hydrocele  of  the  cord  occupying  the  inguinal  canal  is  sometimes  difficult  to  distinguish 
from  inguinal  hernia  ;  but  it  is  not  completely  reducible,  and  it  is  dull  on  percussion.  It 
is  not  granular  like  an  omental  hernia,  and  it  can  even  be  shown,  with  some  difficulty,  to 
be  translucent.     Like  a  hernia,  it  gives  an  impulse  on  coughing. 

6.  Tumours  of  the  Cord  or  Round  Ligament — ^The  only  common  tumours  of 
these  structures  are  (a)  Lipoma  and  (6)  Fibromyoma  of  the  round  ligament.  The 
former  is  so  soft  and  displaceable  that  it  gives  an  impulse  on  coughing,  and  is 
often  mistaken  for  an  omental  hernia,  especially  in  stout  patients.  The  latter  is  hard 
and  smooth,  somewhat  simulating  the  ovary  or  a  thick-walled  hydrocele  of  the  canal  of 
Nuck,  for  either  of  which  it  may  be  mistaken,  a  certain  diagnosis  only  being  possible  by 
exploration. 

7.  Aneurysm  and  otlier  Vascular  Swellings. — Aneurysm  of  the  external  iliac  artery 
may  be  mistaken  for  a  vascular  sarcoma  arising  from  the  pelvis.  It  can  generally  be 
recognized  by  the  classical  signs  of  aneurysm,  such  as  expansile  pulsation,  bruit,  weakening 
and  delay  of  the  corresponding  femoral  pulse,  and  marked  reduction  of  the  size  of  the 
swelling  as  a  result  of  pressure  on  the  common  iliac  artery.  Saphenous  varix  has  been 
referred  to  above. 

8.  New  Growths. — Sarcoma  of  thf  pelvic  bones  or  of  the  soft  parts  in  this  neigh- 
bourhood is  hardly  altered  in  size  by  pressure  upon  the  common  iliac  artery,  nor 
does  it  give  such  a  loud  bruit  or  the  expansile  pulsation,  which  are  characteristic  of 
aneurysm.  The  a;-rays  may  give  evidence  which  is  valuable  in  distinguishing  aneurysm 
from  sarcoma. 

9.  Distended  Psoas  Bursa  may  give  rise  to  pulsation  communicated  from  the 
external  iliac  artery.  On  careful  examination  it  can  be  distinguished  by  the  absence  of 
the  classical  signs  of  aneurysm  already  mentioned,  by  its  translucency  and  irreducibility. 
There  may  also  be  signs  of  osteo-arthritis  of  the  hip- joint.  r.  p.  Rowlands. 
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SWELLING,  INGUINO-SCROTAL.— The  most  important  swellings  which  occupy 
both  the*  inguinal  and  scrotal  regions  are  : — (1)  Hernia  ;  (2)  Varicocele  ;  (3)  New  growth  ; 
(4)  Hydrocele  ;    (5)  Lymphangioma, 

Hernia  is  by  far  the  most  common,  and  when  it  is  reducible  there  is  veiy  little 
difficulty  in  the  diagnosis.  It  gives  the  characteristic  impulse  on  coughing,  is  resonant  on 
percussion,  and  when  it  contains  bowel  it  gurgles  on  reduction.  When  it  contains  omentum 
only,  the  diagnosis  is  more  difficult.  To  distinguish  it  from  a  varicocele  it  is  only  necessary 
to  reduce  the  swelling  and  then  to  place  the  finger  firmly  upon  the  inguinal  canal  ;  a 
varicocele  returns  in  a  few  seconds,  but  a  hernia  does  not.  Moreover,  an  omental  hernia 
has  a  granular  feel  which  distinguishes  it  from  varicocele.  An  irreducible  omental  hernia  is 
distinguished  from  varicocele  by  its  irreducibility  ;  but  it  may  be  confused  with  a  very  rare 
condition,  lymphangioma  of  the  cord.  An  irreducible  hernia  may  be  confused  with  encysted 
hydrocele  of  the  cord.  When  a  hernia  contains  bowel  its  resonance  distinguishes  it ;  but 
when  it  contains  omentum  there  is  more  difficulty.  An  encysted  hydrocele  or  a  hydrocele 
of  a  hernial  sac  is  more  even  and  elastic  than  an  omental  hernia,  which  is  usually  nodular. 
Moreover,  it  may  be  possible  to  show  that  a  hydrocele  is  translucent.  This  help  is  not 
available  when  the  cyst  is  deep  or  contains  blood,  which  it  occasionally  does  as  the  result 
of  injury  or  strangulation  of  the  omentum  at  the  neck  of  the  hernial  sac.  A  strangulated 
hernia  is  distinguished  from  an  inflamed  hydrocele  by  the  greater  severity  of  the  vomiting 
and  other  constitutional  symptoms,  and  the  completeness  of  constipation.  Moreover,  as 
stated  above,  a  strangulated  hernia  containing  bowel  is  resonant  on  percussion.  Strangu- 
lated omentum  may  be  very  difficult  to  distinguish  from  an  inflamed  hydrocele  or 
a  hydrocele  of  a  hernial  sac,  especially  as  either  of  these  may  complicate  it.  In  such  cases 
an  exploration  is  the  final  appeal.  It  should  not  be  forgotten  that  two  or  more  varieties 
of  inguino-scrotal  swellings  may  co-exist.  For  instance,  it  is  common  to  overlook  a  hernia 
which  may  complicate  a  varicocele,  and  this  is  especially  true  when  the  hernia  contains 
only  omentum.  Again,  it  is  quite  common  for  a  hydrocele  of  the  tunica  vaginalis  or  of 
the  lower  part  of  the  cord  to  complicate  an  ordinary  omental  hernia.  In  such  a  case, 
a  part  of  the  swelling  may  be  reducible,  and,  unless  the  patient  is  examined  in  the  upright 
position,  the  upper  part  of  the  hernia  may  fail  to  appear  during  the  examination.  Again, 
the  bowel  may  be  reducible,  while  the  omentum,  being  adherent,  is  not  reducible,  and 
may  be  mistaken  for  an  encysted  hydrocele  of  the  cord.  It  is  very  important  in  all  these 
cases  to  examine  for  translucency. 

Growths  of  the  testicle  invading  the  inguinal  region  are,  as  a  rule,  easily  diagnosed, 
because  of  the  history  and  the  observed  course  of  the  disease,  and  the  general  condition 
of  the  patient  at  the  later  stages.  Growth  of  the  retained  testis  may  give  rise  to  more 
difficulty  ;  it  may  be  confounded  at  first  with  hydrocele  of  the  tunica  vaginalis,  hydrocele 
of  the  hernial  sac,  or  omental  hernia,  unless  care  be  taken  to  ascertain  if  both  the  testicles 
are  present  in  the  scrotum.  Torsion  of  a  retained  testicle  with  strangulation  of  its  vessels 
has  sometimes  given  rise  to  inguinal  or  inguino-scrotal  swelling  which  has  closely  simulated 
strangulated  hernia ;  but  although  there  may  be  much  abdominal  pain  and  local 
tenderness,  vomiting  is  rarely  so  severe  as  in  strangulated  hernia,  and  the  bowels  are  not 
really  obstructed.  Retained  testicle  is  dull  on  percussion,  and  thus  is  distinguished  from 
strangulated  hernia  containing  bowel,  and  can  only  be  confused  with  strangulation  of 
the  omentum. 

The  oblique  hernia  is  the  only  common  one  to  reach  the  scrotum.  It  may  be  acquired 
or  congenital.  In  about  one-tenth  of  the  congenital  hemiae  the  bowel  and  the  testicle 
are  in  the  same  peritoneal  sac  ;  in  the  great  majority  of  congenital  hemiae  the  two  sacs 
are  distinct,  the  testicle  lying  below  the  hernia.  The  same  is  true  of  acquired  inguinal 
hernia.  It  is  important  to  remember  that  nearly  all  inguinal  hemiae  descend  into 
congenital  or  pre-formed  sacs,  and  this  is  especially  true  of  herniae  appearing  apparently 
for  the  first  time  in  young  adults.  In  such  cases,  on  careful  inquiry,  it  may  be  found  that 
a  hernia  existed  and  was  apparently  cured  by  a  truss,  in  infancy.  Again,  it  may  be 
learned  that  the  hernia  reached  the  scrotum  on  its  first  descent,  whereas  acquired  inguinal 
hernia  very  gradually  develops  as  the  result  of  straining  in  men  past  middle  age.  The 
swelling  at  first  appears  only  in  the  inguinal  region,  and  there  the  swelling  increases  in 
size,  and  extends  into  the  scrotum  only  after  some  months  or  years.  Very  rarely,  a  direct 
hernia  may  reach  the  scrotum  ;    it  is  distinguished  from  oblique  hernia  by  the  fact  that 
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the  cord  is  antero-external  to  it,  instead  of  postero-internal,  as  in  an  oblique  hernia.  It 
may  be  possible  in  some  eases  to  identify  the  contents  of  a  hernia.  Attention  has  been 
drawn  above  to  the  method  of  distinguishing  the  bowel  from  the  omentum.  Sometimes 
the  appendix  can  be  felt  distinctly,  especially  in  right-sided  hernia.  Occasionally  the 
bladder  may  be  identified,  as  in  Astley  Cooper's  classical  case.  When  the  patient  has 
apparently  emptied  the  bladder,  the  surgeon  reduces  the  hernia,  and  the  patient  is  inune- 
diately  able  to  pass  more  water.  R,  p,  Rowlands, 

SWELLING  OF  THE  JAW,  LOWER.— Swelling  of  the  lower  jaw  may  sometimes 
be  mistaken  for,  or  masked  by,  swelling  of  the  cellular  tissues  in  front  of  it.  The  real  site 
of  the  swelling  is  first  to  be  ascertained  by  opening  the  mouth  and  running  the  finger  along 
the  outer  and  inner  borders  of  the  mandible  and  comparing  the  two  sides. 

There  are  many  causes  for  enlargement,  and  they  may  be  subdivided  under  the  follow- 
ing headings  : — 

1.  Injury, 

2.  Inflammatory  affections. 

-,  J  Innocent — Fibroma,  osteoma,  and  odontoma. 

(  Malignant — Sarcoma  and  epithelioma. 

4.  Acromegaly. 

5.  Leontiasis  ossea. 

Injury. — A  hcematoma  or  traiunatic  periostitis  may  follow  on  a  blow.  If  the  injury 
has  been  sufficient  to  cause  a  fracture,  the  abnormal  mobility  of  the  fragments,  the  irregu^ 
larity  of  the  line  of  the  teeth  and  arch  of  the  jaw,  and  the  laceration  of  the  gums,  are  suffi- 
cient to  indicate  the  injury.  The  nearer  the  line  of  fracture  is  to  the  symphysis,  the  more 
marked  is  the  mobility,  and  diagnosis  is  only  difficult  when  the  fracture  is  of  the  ascending 
ramus  and  underneath  the  masseter  muscle.  A  skiagram  may  then  be  needed.  Fracture 
of  the  mandible  is  commonly  compound,  and  therefore  is  often  complicated  by  septic 
infection.  Later,  callus  will  form  a  tiunour  which  might  be  mistaken  for  one  of  some  other 
kind  until  the  course  of  the  case  has  been  watched. 

Inflammatory  Affections. 

Alveolar  Abscess. — This  is  a  very  common  swelling,  associated  with  toothache.  An 
ordinary  gum-boil  forms  at  the  edge  of  the  girni,  and  is  quite  superficial.  A  more  trouble- 
some form  of  abscess  is  that  which  develops  at  the  root  of  a  tooth,  which,  generally  carious, 
may  yet  appear  healthy  on  the  surface.  Pus  usually  points  between  the  gum  and  the 
cheek,  but  it  may  travel  a  long  way  between  the  bone  and  the  mucous  membrane,  and 
point  on  the  cheek,  in  the  submaxillary  region,  or  on  the  chin.  As  in  the  case  of  injury, 
periostitis  extending  up  under  the  muscle  may  be  difficult  to  diagnose,  and  it  is  sometimes 
mistaken  for  parotitis.  In  the  early  stages  the  only  sign  is  toothache,  but  as  suppuration 
becomes  established  there  are  also  pain,  swelling  of  the  gums,  furred  tongue,  trismus, 
enlargement  of  the  lymphatic  glands,  raised  temperature.  The  presence  of  a  septic  tooth 
indicates  the  diagnosis. 

Necrosis  of  the  Jaw,  often  preceded  by  an  acute  periosteal  abscess,  may  follow  injury, 
alveolar  abscess,  syphilis,  or  mercurial  or  phosphorus  poisoning,  and  in  rare  cases  acute 
exanthemata  or  typhoid  fever.  In  many  cases  it  may  be  impossible  to  say  whether  the 
bone  is  necrosed  or  not,  for  the  signs  are  much  the  same  as  in  suppuration  in  connection 
with  alveolar  abscess.  It  can  only  be  diagnosed  for  certain  if  a  piece  of  loose  bone  can  be 
felt  with  a  probe  or  seen  by  the  aid  of  a  skiagram.  Its  presence  may  be  inferred  by  the 
long  continuance  and  profuseness  of  the  discharge. 

Syphilitic  disease  of  the  lower  jaw  is  rare,  and  if  present  will  not  usually  be  confined 
to  the  jaw.     If  there  is  doubt,  a  Wassermann's  reaction  will  be  of  service. 

Actinomycosis. — A  long-standing  and  obstinate  suppuration  about  the  lower  jaw, 
with  cellulitis  of  the  neck  and  formation  of  sinuses  in  the  skin,  should  lead  to  the  suspicion 
of  the  nature  of  the  trouble.  In  the  beginning  it  gives  rise  to  inflanunatory  changes  which 
simulate  alveolar  abscess,  and  the  similarity  is  increased  by  the  presence  of  carious  teeth, 
through  which  the  fungus  is  believed  to  gain  access  to  the  jaw.  In  the  pus,  the  small  yellow 
granules  are  to  be  sought  for,  and  the  Gram-staining  mycelium  on  microscopical  examination 
{PlaU  XXVIII,  p.  614). 
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Tumours. — In  many  cases  there  will  be  no  difficulty  in  deciding  whether  a  swelling 
is  inflammatory  or  a  new  growth.  In  the  early  stages,  however — and  it  is  never  to  be 
forgotten  that  an  early  diagnosis  in  the  case  of  malignant  disease  is  of  extreme  importance — 
there  may  be  grave  doubt.  Therefore,  all  possibility  of  inflammatory  mischief  should  be 
excluded  by  a  careful,  thorough  examination  of  the  mouth  and  teeth  for  any  source  of 
infection,  and  for  this  purpose  it  is  frequently  advisable  to  invite  the  co-operation  of  a 
dentist. 

Innocent  tumours  are  osteoma  and  fibroma  (more  commonly  called  a  fibrous  epulis). 
Osteoma  is  rare,  very  slow  growing,  well  defined,  bony  hard,  and  it  does  not  usually  attain 
a  very  large  size.  A  not  uncommon  place  to  find  it  is  at  the  angle  of  the  jaw,  projecting 
into  the  mouth.  It  may  be  bilateral.  Fibrous  epulis  is  common,  soft,  composed  of  fibrous 
tissue,  and  covered  by  the  mucous  membrane  of  the  gum.  It  arises  in  connection  with 
the  root  of  a  decayed  tooth,  and  if  not  treated  may  attain  a  sufficient  size  to  cause 
displacement  of  the  teeth  or  even  distortion  of  the  arch  of  the  jaw.  Sarcomata  may 
start  in  this  manner ;  therefore  all  such  tumours  should  be  submitted  to  microscopical 
examination  before  a  definite  diagnosis  or  prognosis  is  given. 

Malignant  tumours  are  primary,  sarcomata,  and  secondary,  epitheliomata,  which  start 
in  the  gum  or  on  the  floor  of  the  mouth  and  invade  the  jaw  by  direct  extension. 

The  diagnosis  of  sarcomata  may  be  quite  easy,  or  attended  by  the  greatest  difficulty. 
They  occur  at  any  age,  even  in  young  infants.  They  may  be  of  rapid  growth,  associated 
with  constitutional  changes  which  simulate  inflammatory  conditions  before  a  large  size 
has  been  attained,  or  they  may  be  of  such  slow  development  as  to  be  confounded  with 
innocent  growths.  The  necessity  of  early  diagnosis  cannot  be  urged  too  strongly,  for  it 
is  on  this  that  successful  treatment  depends.  Seeing  that  a  growth  may  be  mistaken  for 
a  swelling  due  to  suppuration,  examination  should  first  be  directed  towards  seeing  if  any 
of  the  ordinary  signs  of  inflammation  are  present,  and  whether  there  is  an  obvious  source 
of  infection.  The  history  of  the  duration  of  the  illness  may  be  of  great  service,  and  also 
the  nature  of  the  swelling  itself.  Is  it  hard  or  soft,  is  the  bone  expanded,  are  tissues  round 
the  bone  infiltrated,  are  the  glands  enlarged  ?  Exercising  the  greatest  care,  diagnosis 
may  still  be  difficult,  and  much  service  is  rendered  by  a  skiagram,  with  the  aid  of  which 
one  may  determine  whether  the  swelling  is  really  bony,  or  in  the  case  of  periosteal  sarcoma 
if  the  bone  has  been  eaten  into.  If  the  diagnosis  can  be  settled  by  no  other  means,  the 
growth  should  be  cut  into  and  a  piece  removed  for  microscopical  examination,  even  if  the 
tumour  is  bony  and  a  chisel  and  mallet  be  required. 

Epithelioma — better  termed  squamous-celled  carcinoma — is  a  very  insidious  and 
dangerous  form  of  growth,  and  in  its  early  stages  very  apt  to  be  overlooked.  It  may  start 
as  a  small  ulceration  of  the  gum  about  a  decayed  tooth,  and  so  be  mistaken  for  a  simple 
ulcer,  and  it  may  not  be  until  a  large  tumour  has  formed  that  the  condition  is  recognized, 
when  most  valuable  time  will  have  been  lost  from  the  point  of  view  of  treatment.  The 
diagnosis  will  be  made  by  careful  examination,  and  noting  that  the  ulcerated  gum  is  hard 
and  indurated  and  does  not  heal  when  the  decayed  tooth  is  removed.  The  name  '  boring 
epithelioma  '  has  been  well  applied  to  this  condition.  To  make  the  diagnosis  sure,  a  piece 
from  the  edge  of  the  ulcer  should  be  removed  for  histological  examination  at  the  earliest 
moment  that  suspicion  is  aroused  as  to  its  malignancy.  An  epithelioma  may  also  spread 
from  the  tongue  or  floor  of  the  mouth  and  cause  a  swelling  involving  the  jaw.  The  diagnosis 
here  is  obvious. 

Tumours  of  the  Teeth,  Odontomata,  may  arise  from  any  portion  of  the  dental  tissue, 
either  from  the  tooth  germ  or  from  the  fully-formed  tooth.  Clinically  they  are  innocent, 
and  commoner  in  young  people.  The  method  of  diagnosis  is  to  examine  the  teeth  and  find 
out  if  any  of  them  are  missing  or  abnormally  arranged.  It  is  easy  to  distinguish  them 
from  a  periosteal  sarcoma,  but  confusion  may  arise  between  them  and  a  very  slow-growing 
endosteal  or  myeloid  sarcoma.  A  skiagram  will  generally  reveal  the  true  state  of  affairs, 
for  any  abnormality  or  misplacement  of  the  teeth  is  clearly  shown.  It  is  well  to  remember 
the  existence  of  these  tumours,  for  unnecessarily  severe  operations  have  often  been 
performed  in  ignorance. 

Two  diseases  in  which  the  mandible  becomes  enlarged,  but  in  which  the  swelling  is 
not  confined  to  the  one  bone,  and  is  only  one  of  the  manifestations  of  the  complaint,  remain 
to  be  mentioned  : — 


Digitized  by 


Google 


SWELLING,     MAMMARY  685 

Acromegaly. — ^The  lower  jaw  is  often  enlarged  conspicuously  in  this  disease,  becoming 
prominent  and  massive  (jP^.  116,  p.  237).  There  is  hypertrophy  of  the  whole  bone  rather 
than  a  swelling  in  it.  The  other  bones  of  the  face  are  enlarged,  the  superciliary  ridges  are 
exaggerated,  and  the  general  effect  of  the  disease  is  to  give  the  patient  the  appearance  of 
a  dull,  coarse- featured  person.  In  addition,  the  hands  and  feet  become  much  enlarged  ; 
also,  in  the  late  stages  of  this  very  chronic  illness,  headache  and  muscular  debility  become 
prominent  symptoms,  and  owing  to  swelling  of  the  pituitary  body,  bilateral  temporal 
hemianopia  is  to  be  expected  (see  Fig.  139,  p.  300). 

Leontiasis  Ossea  is  the  name  given  to  a  rare  disease  in  which  hyperostoses  of  the 
facial  and  cranial  bones  are  the  distinguishing  features.  It  is  not  likely  to  be  confounded 
with  any  of  the  above-mentioned  swellings,  except  perhaps  acromegaly,  from  which  it  is 
distinguished  by  the  absence  of  changes  in  the  hands  and  feet.  George  E,  Gask. 

SWELLING  OF  THE  JAW,  UPPER.— The  remarks  made  in  the  article  on 
Swelling  of  the  Jaw,  Lower  (p.  683),  apply  equally  to  swellings  in  the  upper  jaw. 
Tumours  arising  in  the  antrum  of  Highmore  merit  special  mention,  however,  for  many 
cause  no  pain  or  discomfort  until  the  late  stages.  Though  innocent  tumours  may  start 
in  the  antrum,  the  commonest  are  sarcoma  and  endothelioma.  Rapid  growth,  bulging 
into  and  invasion  of  surrounding  fossae,  pain,  discharge  of  blood  and  pus  from  one  nostril, 
and  invasion  of  the  overlying  skin,  are  momentous  indications  of  malignant  disease.  In 
the  case,  though,  of  slow-growing  tumours  and  in  the  early  stages,  differentiation  between 
innocent  growths  or  suppuration  is  extremely  difficult.  Transillumination  (see  Pain  in 
THE  Jaw,  Upper,  p.  462)  is  to  be  employed  (Fig,  84,  p.  180),  also  puncture  of  the  antrum, 
and  if  necessary  exploration  and  histological  examination  of  the  parts  removed. 

George  E.  Gask. 

SWELLING  OF  THE  LEGS.— (See  (Edema,  p.  411.) 

SWELLING,  MAMMARY. ^Method  of  Eacaminaiion,— The  clothes  should  be  removed 
to  the  waist,  so  that  a  clear  view  of  both  breasts,  the  thora:^,  axillae,  and  supraclavicular 
fossae  may  be  obtained.  Both  breasts  should  then  be  looked  at  to  see  whether  there  is 
any  obvious  enlargement  or  abnormality  such  as  redness  of  the  skin,  dilatation  of  veins, 
tumour,  or  ulcer.  Next,  palpation  is  to  be  employed,  using  the  flat  of  the  hand  and  not 
the  tips  of  the  fingers  ;  the  surgeon  should  place  himself  in  a  convenient  position  behind 
the  patient,  using  the  right  hand  to  examine  the  right  breast  and  the  left  hand  the  left. 
The  axillary  fossae  should  also  be  palpated  carefully,  it  being  remembered  that  the  lymphatic 
glands  affected  in  diseases  of  the  breast  lie  on  the  surface  of  the  thorax  and  not  round  the 
axillary  vessels.  (See  Swelling,  Axillary,  p.  666.)  In  cases  of  suspected  cancer  the 
examination  must  not  be  concluded  without  investigation  of  the  supraclavicular  fossae  for 
fullness  or  enlargement  of  glands,  and  of  the  thorax  and  liver  for  signs  of  secondary  growths. 

Swelling  in  Pregnancy  and  Lactation  is  normal  and  physiological.  Both  breasts 
are  enlarged  equally,  and  feel  tense  and  nodular.  The  superficial  veins  are  usually 
prominent,  and  on  gentle  squeezing  a  few  drops  of  milk  are  discharged  from  the  nipple. 

True  Hypertrophy  of  one  breast  is  rare.  It  may  be  found  in  nursemaids  who  have 
put  children  to  the  breast.  The  enlargement  in  the  majority  of  so-called  cases  of  hyper- 
trophy is  really  due  to  the  presence  of  one  or  more  fibro-adenomata. 

Acute  Mastitis  occurs  usually  during  lactation,  occasionally  during  pregnancy,  and 
is  most  often  due  to  infection  with  pyogenic  organisms  which  have  gained  entrance  through 
cracks  in  the  nipple.  At  the  beginning  of  the  illness  there  is  shivering,  followed  by  fever 
and  a  feeling  of  weight  and  pain  in  the  breast ;  the  pain  soon  becomes  very  acute.  In 
the  early  stages  the  swelling  is  limited  to  one  part  of  the  breast,  which  feels  more  resistant 
than  normal ;  the  skin  is  not  reddened  at  first,  nor  are  the  lymphatic  glands  enkurged. 
Pressure  over  the  swelling  may  cause  extrusion  of  a  drop  of  pus  from  the  nipple,  and  this 
is  distinguished  from  milk  by  its  viscidity  and  yellow  colour.  Later,  fluctuation  may 
become  evident,  and,  as  the  inflammation  approaches  the  skin,  this  becomes  red  and 
oedematous,  and  ultimately  an  abscess  may  point  and  burst  through  it ;  at  the  same  time 
other  foci  of  suppuration  form,  until  the  breast  may  be  nothing  but  a  bag  of  pus.  The 
presence  of  fever  and  the  intense  tenderness  of  one  portion  of  the  breast  are  sufficient  to 
distinguish  acute  mastitis  from  the  physiological  engorgement. 
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It  is  not  uncommon  to  find  a  small  alveolar  abscess,  the  size  of  a  hazel-nut,  in  virgins. 

Soon  after  birth  and  at  puberty,  a  diffuse  enlargement  may  occur  in  both  sexes,  and 
a  small  quantity  of  milk  may  be  secreted.  If  the  breasts  are  handled  or  squeezed,  this 
congestive  condition  may  pass  into  true  inflammation  and  suppuration. 

Chronic  Mastitis  may  attack  numerous  lobes  of  the  breast,  so  that  the  whole  organ 
has  a  granular  feel  (chronic  lobular  mastitis),  or  the  inflanunation  may  l>e  confined  to  one 
segment  and  form  an  inflammatory  swelling  of  considerable  size.  The  attention  of  the 
patient  is  usually  first  called  to  the  breast  by  the  presence  of  vague  pains  and  tenderness. 
If  the  lump  is  picked  up  with  the  fingers  it  is  easily  palpable,  but  if  pressed  back  against 
the  chest  wall  the  induration  is  much  less  distinct  than  is  carcinoma  or  fibro-adenoma. 
The  swelling  is  elastic,  and  its  outline  quite  diffuse,  more  so  than  in  the  case  of  carcinoma. 
The  axillary  glands  may  or  may  not  be  enlarged  ;  if  they  are,  they  are  generally  numerous, 
not  so  hard  as  in  cancer,  and  are  met  with  at  an  earlier  period  in  the  disease.  The  opposite 
breast  is  very  liable  to  be  diseased  in  a  similar  manner.  The  diagnosis  is  often  very  diffi- 
cult, ordinary  carcinoma  of  the  breast  being  confounded  with  it.  The  two  tumours  resemble 
each  other  in  that  in  both  their  outlines  are  badly  defined  and  the  axillary  glands  are 
enlarged.  In  cancer,  however,  the  tumour  is  densely  hard,  and  at  an  early  period  adhesions 
form  so  that  the  skin  puckers  on  attempting  to  move  it  over  the  swelling.  A  further 
difficulty  arises  from  the  fact  that  a  cyst  may  form  in  connection  with  chronic  mastitis. 
If  this  is  lax,  fluctuation  may  be  detected,  but  it  is  usually  so  tense  that  it  feels  liard  and 
solid.  This  again  may  be  mistaken  for  a  carcinoma  or  a  fibro-adenoma.  Where  there 
is  the  least  doubt  as  to  the  nature  of  the  swelling  and  any  possibility  of  the  presence  of  a 
carcinoma,  the  right  course  is  to  make  an  exploratory  incision  and  cut  microscopic  sections 
from  the  suspected  area. 

Multiple  Cystic  Disease  of  the  Breast — ^This  condition  may  follow  on  chronic 
lobular  mastitis.  One  breast — sometimes  both — becomes  filled  with  cysts,  some  micro- 
scopic and  others  as  large  as  walnuts,  so  that  the  organ  has  a  bossy  appearance.  The 
whole  organ  is  often  very  painful,  the  pain  radiating  from  the  breast  and  shooting  down 
the  arm.  There  are  epithelial  changes  in  the  lining  membrane  of  the  cysts,  and  some 
authorities  think  that  these  are  precursory  stages  in  the  formation  of  a  cancer. 

Cysts,  unless  in  connection  with  chronic  mastitis  or  fibro-adenomata,  are  rare.  A 
simple  serous  cyst  is  described,  due  to  lymphatic  obstruction.  Galactoceky  a  cyst  containing 
milk,  is  formed  by  dilatation  of  one  of  the  larger  lacteals  owing  to  obstruction  ;  galacto- 
celes  occur  only  during  lactation  ;  they  form  movable,  fluctuating  swellings,  and  on  pressure 
milk  can  be  squeezed  out  of  the  nipple. 

Tuberculosis  of  the  Breast  is  not  so  uncommon  as  was  formerly  supposed,  and  a 
certain  number  of  cases  of  chronic  mastitis  and  chronic  abscess  are  really  tuberculous. 
The  disease  is  insidious,  starting  as  a  painless  irregular  swelling,  the  periphery  of  which  is 
hard  and  the  centre  soft.  Later,  the  skin  becomes  reddened,  and  an  abscess  forms  which 
may  burst  and  leave  a  sinus.  It  differs  from  an  acute  abscess  in  that  the  duration  is  much 
longer,  there  is  little  or  no  pain  or  fever,  and  the  pus,  if  examined,  reveals  no  organisms. 
The  facts  that  its  history  is  a  long  one,  that  the  swelling  or  the  edges  of  it  are  hard,  and 
that  the  axillary  glands  are  enlarged,  render  this  condition  liable  to  be  confounded  with 
carcinoma,  of  the  ordinary  form,  or  one  in  which  suppuration  has  occurred.  The  various 
clinical  pathological  tests  for  tuberculous  disease  may  be  applied,  but  the  best  method  is 
to  cut  into  the  swelling  and  remove  a  portion  of  the  wall  for  histological  examination. 

Chronic  Submammary  Abscess  causes  a  projection  forward  of  the  whole  breast  ; 
it  is  due  to  tuberculosis  of  the  underlying  ribs,  or  in  rare  instances  to  post-typhoidal 
periostitis  which  may  have  remained  latent.  The  diagnosis  is  made  by  opening  the 
abscess  and  examining  the  pus  from  it  bacteriologically. 

Innocent  Tumours. — Pure  fibromata,  lipomatay  and  enchondromata  are  of  rare  occur- 
rence, and  merely  call  for  mention  here.  Fibro-adenoma  is  the  only  common  innocent 
tumour,  and  though  there  are  many  pathological  varieties,  and  some  contain  cysts  and 
some  intracystic  growths,  for  the  purposes  of  this  article  all  may  be  classed  under  one 
heading.  A  fibro-adenoma  is  an  encapsulated  tumour,  generally  single,  sometimes  multiple 
varying  from  the  size  of  a  nut  to  that  of  an  orange.  Because  it  is  encapsulated,  the 
surrounding  tissues  are  not  infiltrated  ;  therefore,  if  superficial,  the  outline  is  clearly  defined 
and  the  mass  is  freely  movable  both  under  the  skin,  over  the  pectoral  muscle,  and,  most 
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important  of  all,  in  tlie  breast  substance.  The  axillary  glands  are  not  enlarged.  The 
tumours  cause  no  pain,  and  are  usually  discovered  accidentally.  Generally  they  occur  in 
women  between  the  ages  of  twenty  and  thirty.  After  attaining  a  certain  size  they  remain 
more  or  less  stationary,  unless  they  are  cystic,  when  they  may  go  on  growing  as  the  result 
of  dilatation  of  the  cyst  by  fluid.  The  diagnosis  is  generally  quite  easy,  but  if  the  breast 
is  fat  and  the  tumour  deep-seated,  it  may  not  always  be  quite  easy  to  distinguish  a 
fibro-adenoma  from  an  early  carcinoma,  without  operation  and  microscopical  examination. 
A  fibro-adenoma  is  elastic  in  consistency  rather  than  hard  like  a  carcinoma.  From  chronic 
mastitis  it  is  distinguished  by  being  less  intimately  associated  with  the  breast  than  is  the 
case  with  the  inflammatory  nodules,  and  by  its  sharper  definition.  On  account  of  the 
weU-known  possibility  of  error,  however,  no  definite  diagnosis  or  prognosis  should  be  given 
until  the  tumour  has  been  removed  and  a  pathological  report  on  its  character  received. 

Malignant  Tumours  of  the  breast  are  nearly  always  primary ;  sarcoma  is  rare, 
carcinoma  common  ;  and  the  latter  is  the  most  important  tumour  that  affects  the  breast. 
It  is  essentially  a  disease  of  the  female,  only  about  one  per  cent  of  the  cases  occurring  in 
males  ;  most  patients  have  been  married,  and  are  between  the  ages  of  thirty-five  and  sixty. 
In  advanced  cases  the  disease  is  obvious  ;  the  tumour  is  large  and  hard,  fixed  to  and  often 
fungating  through  the  skin  ;  the  axillary  glands  are  enlarged  and  hard,  and  the  patient 
is  often  cachectic.  What  is  wanted  is  a  diagnosis  in  the  early  stages,  while  the  patient  still 
looks  and  feels  in  perfect  health,  before  secondary  depK)sits  are  found  in  the  axillary  glands 
and  while  successful  treatment  is  still  possible.  Too  much  insistence  cannot  be  laid  on  this. 
Usually  the  patient  feels  no  pain,  but  discovers  a  lump  in  the  breast  accidentally  during 
ablutions  ;  therefore  its  duration  must  generally  be  a  matter  of  doubt.  Clinically,  it  is 
felt  as  a  small  tumour  which,  unless  the  patient  is  very  fat,  can  be  palpated  easily  with 
the  flat  of  the  hand.  Its  chief  characteristic  is  that  its  outline  is  not  sharply  defined,  and 
that  it  is  hard — stony  hard.  In  the  very  early  stage  the  tumour  is  freely  movable  over 
the  pectoral  muscles  and  under  the  skin,  but  it  is  not  so  movable  in  the  breast  substance 
as  is  a  fibro-adenoma.  Very  soon  bands  of  fibrous  tissue  that  connect  the  breast  with 
the  skin  become  involved,  and  by  their  contraction  prevent  free  movement  of  the  skin 
over  the  swelling,  and  cause  dimpling  and  puckering.  If  the  tumour  is  situated  anywhere 
near  the  centre  of  the  breast  milk-ducts  become  involved  in  the  growth,  and  as  they 
contract  cause  retraction  of  the  nipple.  If  a  nipple,  previously  well  formed,  becomes 
retracted,  this  is  a  very  important  sign,  though  it  is  to  be  remembered  that  nipples 
are  often  permanently  retracted.  Many  cancerous  tumours,  even  when  extensive  infil- 
tration has  occurred,  cause  shrinkage,  so  that  the  affected  breast  may  appear  smaller  than 
the  healthy  one,  and  in  the  atrophic  form  the  gland  may  almost  disappear.  In  the  ordinary 
form  (scirrhus)  it  will  be  rare  to  find  any  discharge  from  the  nipple  :  a  blood-stained 
discharge  often  indicates  a  duct-carcinoma.  (See  Discharge  from  the  Nipple,  p.  181.) 
After  the  disease  has  lasted  six  months  the  axillary  glands  are  usually  enlarged  and  hard, 
the  first  affected  being  those  running  along  the  lower  border  of  the  pectoralis  minor.  Too 
much  attention  must  not  be  given  to  the  absence  of  palpable  glands,  because,  first,  it  is 
hoped  that  the  diagnosis  may  be  made  before  they  are  enlarged  ;  and  secondly,  if  the  patient 
is  at  all  fat,  it  is  exceedingly  easy  to  overlook  them.  Attention  is  to  be  centred  on  the 
lump  itself.  Its  stony  hardness  may  alone  be  sufficient  ground  on  which  to  base  a  dia- 
gnosis. The  two  main  conditions  which  have  to  be  distinguished  from  an  early  carcinoma 
are  fibro-adenoma  and  chronic  mastitis.  In  the  former,  the  swelling  is  well  defined,  elastic, 
and  freely  movable  ;  in  the  latter,  a  tumour  cannot  be  felt  distinctly  with  the  flat  of  the 
hand  ;   it  is  soft,  and  the  whole  breast  is  often  nodular. 

The  difficulties  in  diagnosis  are  great  and  the  sources  of  error  numerous  ;  none  of  the 
swellings  may  be  typical  :  they  may  be  obscured  by  the  obesity  of  the  patient,  and  a  fluid 
swelling  may  be  so  tense  as  to  simulate  a  solid  one.  This  being  so,  the  course  to  adopt, 
whenever  the  slightest  doubt  arises,  is  to  incise  the  swelling  and  submit  a  portion  to  micro- 
scopical examination.  Seeing  the  vital  importance  of  avoiding  mistakes  in  this  connection 
there  is  a  growing  feeling  among  surgeons  that  all  tumours  of  the  breast,  whatever  the 
belief  as  to  their  character,  should  be  removed,  or  at  least  cut  into,  so  that  their  true  histo- 
logical constitution  may  be  ascertained  early  and  with  accuracy. 

Sarcoma  of  the  breast  is  rare.  It  generally  occurs  in  women  under  the  age  of  thirty. 
In  the  early  stage  it  is  not  easily  distinguishable  from  a  fibro-adenoma,  particularly  one 
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which  is  enlarging  rapidly  on  account  of  a  cyst  or  intracystic  growth.  It  is  soft,  grows 
rapidly,  infiltrates  the  tissues,  and  forms  a  large  fimgating  tumour.  It  disseminates 
rapidly,  both  via  the  lymphatics  and  by  the  blood-stream.  George  E.  Gask. 

SWELLING,  PELVIC. — There  are  so  many  swellings  which  may  rise  up  out  of  the 
pelvis  into  the  abdomen,  and  also  which  may  appear  to  be  pelvic  when  they  are  really 
primarily  abdominal,  that  a  list  in  tabulated  form  may  be  of  value  : — 

Bladder. — Simple  distention.   New  growth. 
Vagina. — Haematocolpos . 

Uterus. — Pregnancy  :   normal  or  abnormal,  or  associated  with  tumours  of  the  uterus 
or  ovary. 

New  growths :    Fibromyoma.     Sarcoma.   Carcinoma.    Chorion-epithelioma. 

Hsematometra . 
Ovary. — Cysts.     Solid  new  growths. 
Fallopian   Tubes. — Hydrosalpinx  Carcinoma 


Tubal  gestation 

Progressive  extra-uterine  gestation. 


Pyosalpinx 
Salpingo-oophoritis 
New  growths 
Pelvic    Peritoneum. — Encysted  peritoneal  fluid 

Haematocele  due  to  extra-uterine  gestation 
Haematocele  due  to  haemorrhage  from  a  corpus  luteum 
Pelvic  abscess  I  Hydatid  cysts 

Ascites  I  Retroperitoneal  lipoma. 

Pelvic  Cellular   Tissue. — Cellulitis.    Pelvic  haematoma. 
Appendix  Vermiformis. — ^Abscess  around 

Appendicitis  with  pregnancy. 
Pelvic   Bones. — New  growths  of. 
Omentum. — ^New  growths  of.     Cysts  of. 
Phantom  Tumours. 
Pancreatic  Cysts. 

Kidney. — ^Tumours  of.     Hydronephrosis.     Pyonephrosis. 
Gall-bladder. — Distention  of. 
Spleen. — Enlargement  of. 
Uraehus. — Cyst  of. 

It  is  obvious  that  many  of  these  lesions  are  not  pelvic  at  all  ;  bat  they  are  not  omitted 
from  the  list  because  they  are  liable  to  be  mistaken  for  pelvic  tumours.  Thus  pancreatic, 
rencUy  splenic,  and  gall-bladder  tumours  may  reach  the  pelvic  brim,  but  the  history  ought 
to  show  that  they  have  grown  down  from  above,  not  up  from  below.  Further,  rennl 
tumours  may  be  associated  with  urinary  changes,  or  absence  of  urinary  secretion  on  the 
affected  side,  as  detected  by  the  cystoscope.  Splenic  enlargements  may  be  associated  with 
blood-changes,  and  gall-bladder  distention  with  icterus.  Pancreatic  cysts  are  the  least 
likely  to  be  mistaken  for  pelvic  swellings,  but  they  have  been  difficult  to  distinguish  from 
ovarian  tumours  with  long  pedicles. 

Naturally,  the  commonest  difficulty  which  arises  in  the  diagnosis  of  pelvic  swellings 
is  to  differentiate  between  the  distended  bladder,  pregnant  uterus,  ovarian  cyst,  and  uterine 
fibromyoma,  and  the  conmionest  mistakes  are  made  between  these  swellings.  The 
distended  bladder  is  clearly  the  easiest  to  dispose  of,  because  the  passage  of  a  catheter 
will  settle  the  question  ;  and  yet  the  neglect  of  this  simple  procedure  has  led  to  more  than 
one  abdomen  being  opened. 

The  history  is  of  value  in  differentiating  the  other  swellings,  for  amenorrhoea  is  the 
rule  in  pregnancy,  menorrhagia  in  fibromyoma,  and  no  change  in  menstruation  in  ovarian 
tumours.  These  assumptions  are  correct  in  almost  99  out  of  every  100  cases,  but 
exceptions  do  exist.  The  cardinal  point  in  diagnosis  is  not  to  think  of  the  possible 
fallacies  until  the  common  rule  has  been  considered  thoroughly.  Normal  menstruation 
during  pregnancy  is  almost  unknown,  but  it  is  believed  that  menstruation  is  possible  up 
to  the  third  month.     This  is  physiologically  unsound,   for  menstruation  represents  the 
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failure  of  the  uterus  to  receive  a  fertilized  ovum,  and  should  not  be  even  possible  if 
conception  does  occur.  That  haemorrhages  occur  during  the  early  months  of  pregnancy 
is  true  ;  but  in  most  cases  these  haemorrhages  represent  threatened  abortion,  and  not 
menstruation.  Further,  fibroids  are  associated  with  haemorrhages.  This  is  true  in  the 
case  of  interstitial  or  submucous  growths  ;  but  there  may  be  no  disturbance  of  menstrua- 
tion in  subperitoneal  fibroids.  Ovarian  tumours  only  disturb  menstruation  when  they 
are  double,  and  destroy  all  ovarian  tissue.  As  long  as  a  small  piece  of  ovarian 
tissue  remains  there  is  no  reason  why  menstruation  should  not  occur  normally. 

Palpation  of  these  tumours  may  be  fedlacious,  although  there  is  no  difficulty  in  distin- 
guishing foetal  parts  when  the  foetus  is  big  enough.  In  the  early  months  the  pregnant 
uterus  may  fluctuate  like  a  cyst ;  a  softened  fibroid  may  do  the  same,  whilst  on  the  other 
hand  a  tense  ovarian  cyst  may  feel  so  hard  as  to  be  mistaken  for  a  fibroid.  Whilst  the 
presence  of  the  foetal  heart  is  characteristic  of  pregnancy,  its  absence  cannot  be  taken  as 
evidence  of  a  fibroid  or  of  an  ovarian  tumour.  It  is  not  always  possible  to  hear  the  foetal 
heart  even  in  advanced  pregnancy.  If  the  pedicle  of  a  tumour  can  be  felt  definitely 
attached  to  one  uterine  cornu  it  is  strong  presumptive  evidence  of  an  ovarian  tumour. 
It  is  useful  to  pull  down  the  uterus  with  a  tenaculum,  at  the  same  time  pushing  up  the 
tumour  so  as  to  make  tense  the  pedicle,  which  might  then  be  palpated  by  the  vaginal 
touch.  When  small  tumours  are  in  question  the  first  point  which  arises  is,  Can  the  tumour 
be  separated  from  the  uterus  bimanually  ?  If  so,  it  can  be  neither  a  fibromyoma  of  the 
uterus  nor  a  normal  uterine  pregnancy.  This  point  can  only  be  made  out  by  careful 
bimanual  examination,  and  undoubtedly  may  require  considerable  skill  in  some  cases. 

Early  pregnanqf  in  a  retroverted  uterus  should  not  give  rise  to  diagnostic  difficulties 
if  it  be  remembered  that  the  soft,  boggy  fundus  is  felt  through  the  posterior  fornix,  that 
the  cervix  looks  down  the  vagina  or  forwards  to  the  symphysis,  and  that  the  posterior 
mass  is  continuous  with  the  cervix.  If  the  retroverted  uterus  is  associated  with  vesical 
distention  the  picture  is  usually  clear  enough.  The  history  of  constant  dribbling  of  urine 
(distention  with  overflow),  amenorrhoea,  other  signs  of  pregnancy,  the  presence  of  two 
tumours — one  in  front,  tense  and  elastic,  the  other  behind,  soft  and  boggy — ^and  finally, 
the  passage  of  a  catheter,  will  settle  the  question.  The  diagnosis  of  solid  ovarian  tumours 
is  not  always  possible,  for  the  pedicle  is  often  short,  and  the  tumour  is  then  so  close  to  the 
uterus  that  the  two  cannot  be  separated.  They  are  therefore  likely  to  be  mistaken  for 
fibroids  of  the  uterus.  They  do  not  often  cause  menorrhagia,  however,  and  this  may  be 
remembered  as  a  cardinal  point. 

Large  tumours  arising  in  the  pelvis  are  not  often  difficult  to  differentiate  from  one 
another,  bearing  in  mind  that  ovarian  tumours,  uterine  fibroids,  pregnancy,  and  ascites 
are  the  common  conditions  which  are  met  with.  In  this  connection,  it  cannot  be  repeated 
too  often  that  amenorrhoea  stands  for  pregnancy,  and  occasionally  for  ovarian  tumours 
when  double.  Menorrhagia  goes  with  uterine  fibroids  except  in  the  case  of  subperitoneal 
tumours.  Exceptions  to  these  general  statements  are  uncommon,  and  mistakes  in 
diagnosis  will  occur  but  seldom  if  they  are  borne  in  mind.  Ascites  has  to  be  differentiated 
from  ovarian  cysts,  and  occasionally  from  hydramnios.  In  general,  ascites  gives- dullness 
in  the  flanks  on  percussion,  with  resonance  over  an  area  somewhere  about  the  umbilicus, 
whilst  ovarian  cysts  give  dullness  over  the  front  of  the  abdomen,  with  resonant  areas 
in  the  flanks  and  epigastric  angle.  When  ascites  exists  along  with  ovarian  tumours  the 
free  fluid  may  be  so  large  in  amount  that  the  tumour  cannot  be  felt ;  as  a  rule,  however, 
it  can  be  touched  on  dipping  through  the  fluid.  Ascites  with  an  ovarian  tumour  does 
not  necessarily  mean  malignancy,  but  it  may  do  so.  Fibroma  of  the  ovary,  and  simple 
ovarian  cyst,  with  a  twisted  pedicle,  will  always  be  accompanied  by  some  fluid. 

When  pregnancy  is  associated  with  tumours,  the  diagnosis  may  be  of  great  difficulty. 
This  does  not  lie  in  the  recognition  of  the  pregnancy  ;  amenorrhoea,  breast  changes,  foetal 
movements,  and  the  foetal  heart  will  usually  make  that  clear  enough  ;  it  lies  in  deciding 
the  nature,  or  even  the  presence,  of  a  tumour  along  with  the  pregnant  uterus.  In  the 
early  months,  when  the  presence  of  two  tumours  can  be  demonstrated,  the  diagnosis  is 
easier,  but  in  the  later  months  the  great  size  of  the  abdomen,  and  the  way  in  which  the 
swellings  merge  into  one  another,  may  obscure  the  picture.  The  relation  to  the  uterus, 
whether  a  part  of  it,  or  attached  to  it  by  a  pedicle  ;  the  feel  of  the  tumour,  whether  solid 
or  cystic,  soft  or  hard  ;   and  the  previous  history  ;   will  always  be  of  assistance  in  making 
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out  the  nature  of  the  growth.     Fibroids  are  extremely  likely  to  soften  and  degenerate 
during  pregnancy,  so  that  they  are  liable  to  be  mistaken  for  ovarian  cysts. 

In  the  case  of  ovarian  tumours,  it  is  often  impossible  to  be  sure  of  the  exact  nature 
of  the  growth,  and  this  has  to  be  decided  microscopically  after  removal.  It  is,  however, 
important  to  distinguish  malignancy  in  growths  of  the  ovar>%  and  certain  points  will  stand 
out  in  favour  of  this.  Thus,  fixation  of  the  growth  in  the  pelvis,  obvious  ascites, 
emaciation  of  the  patient,  and  rapid  growth  in  size  of  the  abdomen,  are  points  in  favour 
of  malignancy. 

In  the  case  of  definitely  uterine  tumours,  the  diagnosis  of  malignant  growths  is  not 
often  difficult,  but  may  have  to  be  settled  by  microscopic  examination  of  curetted 
fragments.  Fibroids  are  only  likely  to  be  mistaken  for  malignant  growths  when  they 
produce  constant  bleeding  as  a  result  of  extrusion,  infection,  and  sloughing.  Rapid  growtJi 
of  a  fibroid  is  more  likely  to  be  the  result  of  degenerative  changes,  such  as  formation  of 
cysts  or  necrobiosis,  than  to  the  development  of  a  sarcoma  or  other  malignant  growth 
along  with  it. 

With  small  tumours  confined  to  the  pelvis,  or  rising  only  a  little  above  the  brim, 
diagnosis  is  often  a  matter  of  extreme  difficulty.  In  practice,  however,  extra-uterine  gesta- 
tion and  its  resulting  blood-tumours  stand  out  pre-eminently  as  swellings  which  must  be 
recognized  at  once,  if  successful  treatment  is  to  be  adopted.  Before  rupture  or  abortion 
has  occurred  a  tubal  gestation  is  essentially  a  small  tumour  in  one  postero-lateral  comer 
of  the  pelvis,  attached  to  the  uterus,  indefinite  in  consistence,  and  perhaps — though  not 
always — associated  with  amenorrhoea  of  short  duration,  and  attacks  of  pain  in  the  pelvis 
of  an  acute  nature.  Definite  signs  of  pregnancy  may  be  entirely  wanting.  It  may  be 
mistaken  for  a  chronic  salpingo-oophoritis,  a  small  cystic  ovary,  a  small  pedunculated 
fibroid,  or  a  small  ovarian  dermoid.  The  differential  diagnosis  may  be  absolutely  impos- 
sible ;  but  attacks  of  pain  unassociated  with  menstruation  are  not  likely  to  occur  in  any 
of  the  latter  conditions.  The  attacks  of  pain  are  usually  the  result  of  over-distention 
and  stretching  of  the  tube  from  haemorrhage  into  its  wall  or  lumen  around  the  fertilized 
ovum.  When  tubal  abortion  has  occurred,  or  tubal  rupture,  the  signs  of  internal  bleeding, 
accompanied  by  sudden  pain  and  collapse,  with  haemorrhage  from  the  uterus,  usually 
make  an  unmistakable  picture.  Haemorrhage  is  more  commonly  severe  and  copious  in 
tubal  rupture  than  in  tubal  abortion.  If  the  patient  recovers  from  the  initial  bleeding  the 
clinical  picture  may  be  that  of  a  retro-uterine  hcematocele,  or  of  a  peritubal  haematocele. 
In  this  form  the  uterus  is  pushed  forwards  and  upwards  against  the  symphysis  pubis,  and 
the  mass  of  blood-clot  can  be  felt  posteriorly  bulging  the  posterior  fornix,  and  also  the 
anterior  wall  of  the  rectum.  The  tumour  is  usually  partly  resonant  in  front,  because 
intestine  adheres  to  it.  Tubal  abortion  is  most  likely  to  be  mistaken  for  an  ordinary- 
uterine  abortion  ;  but  the  presence  of  a  mass  on  one  side  of  the  uterus,  with  a  closed 
cervix,  and  the  absence  of  uterine  contractions  or  extrusion  of  any  products  of  conception, 
should  make  the  case  clear. 

Progressive  extra-uterine  gestation  is  a  rare  occurrence,  and  is  the  result  of  continued 
growth  of  an  embryo  after  a  partial  separation  from  the  tube  as  a  result  of  rupture,  or 
extrusion  from  the  fimbriated  end  (abortion).  The  continued  enlargement  of  a  mass 
beside  the  uterus,  with  amenorrhoea  and  progressive  signs  of  pregnancy,  are  the  most 
characteristic  points.  The  diagnosis,  however,  is  difficult,  because  there  is  always  some 
effused  blood  which  is  likely  to  obscure  the  outlines  of  the  uterus,  and  make  it  appear  to 
be  a  part  of  the  pelvic  mass. 

The  swellings  due  to  salpingo-oophoritis  are  usually  quite  easy  to  distinguish.  They 
form  fixed  masses  in  the  pelvis,  seldom  of  any  definite  shape,  but  occasionally  presenting 
the  characteristic  retort  shape,  with  its  narrow  end  near  the  uterus,  which  the  tube  assumes 
when  distended  with  fluid.  The  history  is  usually  that  of  an  acute  illness  at  some  period, 
with  pain  in  the  pelvis,  rise  of  temperature,  and  peritoneal  irritation.  It  is  preceded, 
as  a  rule,  by  uterine  discharges  and  menorrhagia.  This  inflammatory  disturbance  in 
married  women  is  associated  with  long  periods  of  sterility,  owing  to  the  sealing  up  of  the 
tubes.  The  diagnosis  of  suppuration  with  salpingo-oophoritis  is  often  impossible,  but 
is  always  important,  because  the  treatment  may  depend  on  it.  Constant  rises  of  tempera- 
ture of  the  hectic  type,  wasting,  and  daily  sweating,  are  the  usual  accompaniments  of 
suppuration  here  as  elsewhere. 
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A  large  pelvic  abscess  may  accompany  salpingo-oophoritis,  or  may  occur  alone  without 
infection  of  the  tubes,  as  we  see  occasionally  in  puerperal  septic  infections.  When  it  does 
occur,  it  is  of  course  peritoneal ;  it  fixes  the  uterus  in  a  central  position,  bulges  into  the 
posterior  fornix  and  rectum,  tends  to  rupture  into  the  rectum,  is  acute  in  onset,  and  accom- 
panied by  signs  of  local  peritonitis.  It  is  likely  to  be  confounded  with  pelvic  cellulitis^ 
in  which  the  uterus  is  fixed  in  a  laterally  displaced  position.  It  bulges  one  lateral  fornix, 
tends  to  burrow  along  the  round  ligament  to  the  groin,  is  slow  in  onset,  chronic,  and  not 
accompanied  by  signs  of  local  peritonitis.  It  always  follows  labour,  whereas  pelvic  abscess 
of  peritoneal  origin  may  occur  with  salpingo-oophoritis  quite  apart  from  pregnancy.  Pelvic 
cellulitis  never  bears  any  relation  to  salpingo-oophoritis. 

Encysted  peritoneal  fluid,  hydatid  cysts,  and  retroperitoneal  lipoma  are  generally 
diagnosed  as  ovarian  cysts,  and  their  true  nature  is  only  discovered  at  operation.  There 
are  no  definite  signs  by  which  these  conditions  may  be  diagnosed,  and  as  they  all  require 
operative  treatment,  post-operative  diagnosis  meets  their  requirements. 

Distention  of  the  vagina  by  menstrual  fluid  is  not  likely  to  be  mistaken  for  anything 
else,  if  only  on  account  of  the  absolute  closure  of  the  hymen  which  gives  rise  to  it. 
Haematocolpos  is  practically  the  only  central  tumour  met  with  between  the  rectum  and 
the  bladder  reaching  from  the  hymen  to  the  pelvic  brim.  The  uterus  can  usually  be  felt 
like  a  cork  movable  upon  its  upper  extremity. 

Urachal  cysts  occur  in  front  of  the  uterus  and  in  close  relation  to  the  bladder ;  but 
in  spite  of  this  they  are  usually  mistaken  for  ovarian  cysts.  It  is  to  be  remembered,  how- 
ever, that  ovarian  cysts  only  get  in  front  of  and  above  the  uterus  when  they  are  large. 
Urachal  cysts  rarely  attain  a  large  size. 

Appendicitis  with  pregnancy  occurs  occasionally,  and  may  be  mistaken  for  such  a 
condition  as  torsion  of  an  ovarian  pedicle.  The  swelling  due  to  appendix  inflammations 
is,  however,  in  close  relation  to  the  anterior  superior  spine  of  the  ilium,  and  apparently 
adherent  to  the  iliac  fossa.  The  lump  is  ill  defined,  and  rarely  fluctuates  unless  there  is 
a  large  abscess.  The  acute  onset  may  be  similar  to  that  of  torsion  of  an  ovarian  pedicle. 
There  is  usually  a  definite  fluctuating  tumour  when  an  ovarian  cyst  is  present,  and  some 
interval  between  it  and  the  iliac  crest  caa  usually  be  felt. 

Phantom  tumours  are  due  to  diaphragmatic  contraction,  causing  the  abdominal  wall 
to  bulge.  They  are  usually  mistaken  by  patients  for  pregnancy,  but  are  not  accompanied 
by  any  of  the  signs  of  pregnancy.  Amenorrhoea  must  be  excepted  from  this,  however, 
because  these  cases  usually  occur  about  the  menopause.  Their  true  nature  can  usually  be 
discovered  by  making  the  patient  breathe  normally,  relaxing  the  diaphragm  ;  but  if  any 
doubt  exists,  the  protrusion  will  disappear  under  an  anaesthetic. 

Growths  of  the  pelvic  bones  are  very  rare  tumours,  usually  cartilaginous  or  sarcomatous. 
They  are  only  likely  to  be  mistaken  for  adherent  inflammatory  masses,  due  to  salpingo- 
oophoritis.  They  will  be  found  to  be  continuous  with  the  bones  forming  the  pelvis,  and 
when  growing  from  the  sacrum  may  have  the  rectum  in  front  of  them  ;  all  other  tumours 
have  the  rectum  behind  them.  They  may,  however,  bear  no  relation  to  the  rectum  at 
all  if  they  occur  on  the  right  side  of  the  pelvis.  In  most  cases  of  this  nature  the  uterus 
and  adnexa  can  be  palpated  bimanually,  and  shown  to  be  free  from  disease  and 
unconnected  with  the  mass.  When  complicated  by  the  presence  of  a  pregnant  uterus 
their  true  nature. may  be  very  difficult  to  determine.  Bearing  in  mind  that  they  are 
absolutely  fixed  and  continuous  with  the  bones  of  the  pelvis,  the  diagnosis  ought  not 
to  be  uncertain.  Thos.  G.  Stevens 

SWELLING,  PERINEPHRIC— (See  Kidney,  Enlargement  of,  p.  352.) 

SWELLING,  POPLITEAL.— Popliteal  swellings  may  be  divided  into  ;— 

1.  Fluid  Swellings: 

Bursa  I     Varicose  veins  I      Aneurysm. 

Baker's  cyst  |     Abscess  I 

2.  Solid  Swellings  not  connected  with  Bone : 

Enlarged  glands  |    Malignant  tumours  |    Innocent  tumours. 

3.  Solid  Swellings  connected  with  Bone  : 

Exostosis  I     Periostitis 

Sarcoma  I     Separation  of  the  epiphysis. 
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FLUID    SWELLINGS. 

Bursa. — The  bursa  underneath  the  insertion  of  the  semimembranosus  muscle  into 
the  posterior  aspect  of  the  inner  tuberosity  of  the  tibia  is  often  enlarged.  When  the  leg 
is  extended  it  stands  out  as  a  tense  fluctuating  swelling  on  the  inner  side  of  the  popliteal 
space  ;  on  flexion  it  disappears  completely.  It  may  be  found  enlarged  in  young  athletes 
and  cause  no  symptoms  whatever.  On  account  of  its  frequent  communication  with  the 
knee-joint  it  is  often  distended  when  that  joint  is  the  seat  of  osteo-arthritis,  and  the  changes 
found  in  the  synovial  membrane  of  the  knee  are  found  also  in  the  synovial  membrane 
lining  the  bursa,  for  the  two  are  continuous.  When  much  fluid  is  present,  fluctuation 
can  be  detected  between  the  joint  and  the  bursa. 

The  bursa  under  either  of  the  two  heads  of  the  gastrocnemius  muscle  may  be  enlarged 
similarly,  but  this  is  rare. 

Baker's  Cyst  occurs  in  connection  with  chronic  tuberculosis  of  the  knee-joint,  and  is 
formed  by  the  extension  of  a  chronic  abscess  which  spreads  along  a  plane  of  fascia.  Such 
an  abscess  may  present  itself  in  the  popliteal  space.  The  condition  of  the  knee-joint  will 
indicate  the  disease. 

Varicose  Veins  are  often  present;  the  diagnosis  presents  no  difficulties,  as  the  veins 
in  the  lower  part  of  the  leg  will  be  varicose  also. 

Acute  Abscess  is  recognized  by  the  signs  of  acute  inflammation  ;  the  skin  is  red  and 
oedematous,  the  pulse  and  temperature  are  raised,  and  the  swelling  is  very  painful.  The 
knee  is  kept  flexed  in  order  to  minimize  the  tension  of  the  part.  The  abscess  may 
be  caused  by  suppurating  lymphatic  glands  or  by  suppurative  periostitis  or  necrosis  of 
the  lower  end  of  the  femur.  In  the  former  case  the  abscess  will  be  superficial,  and  in  the 
latter  deep  to  the  popliteal  vessels. 

Aneurysm  of  tlie  Popliteal  Artery  {Plate  XXX)  gives  rise  to  an  expansile  pulsating 
tumour,  the  pulsation  being  synchronous  with  the  heart's  beat.  Pressure  on  the  femoral 
artery  above  will  cause  a  diminution  in  size  of  the  swelling  and  cessation  of  pulsation. 
The  pulse  at  the  ankle  on  the  affected  side  may  be  smaller  than  that  on  the  opposite,  and 
delayed.  If  a  stethoscope  be  placed  over  the  swelling  a  distinct  bruit  can  be  heard.  The 
complaint  of  the  patient  will  probably  be  of  pain,  which  may  be  referred  down  the  leg  if 
either  popliteal  nerve  is  pressed  on,  or  in  the  site  of  the  swelling  if  the  bone  is  eroded. 
Varicose  veins  are  almost  always  present  also,  on  account  of  pressure  on  the  popliteal  vein. 
Owing  to  its  pulsatile  character,  an  aneurysm  is  not  often  mistaken  for  anything  else,  but 
it  must  be  remembered  that  every  swelling  that  pulsates  is  not  an  aneurysm.  A  soft 
vascular  sarcoma  growing  from  the  end  of  the  femur  may  be  pulsatile,  and  over  it  a  bruit 
may  be  heard,  but  the  tumour  is  not  as  compressible  as  an  aneurysm,  and  the  effects  on 
the  distal  pulse  are  not  so  marked.  A  skiagram  will  usually  settle  the  question  at  once. 
Distinction  must  also  be  drawn  between  a  tumour  that  pulsates  and  a  tumour  to  which 
pulsation  is  communicated.  For  instance,  an  abscess  or  a  solid  swelling  lying  over  the 
popliteal  artery  may  appear  to  pulsate,  but  the  movement  is  heaving  in  character  and  not 
expansile.  In  the  rare  event  of  an  aneurysm  having  become  filled  with  clot  it  might  be 
taken  for  a  solid  tumour  growing  either  from  the  soft  parts  or  from  the  bone.  Under  this 
delusion  a  leg  has  been  amputated  for  sarcoma. 

SOLID    SWELLINGS    NOT   CONNECTED    WITH    BONE. 

Enlarged  Glands. — It  is  not  common  to  find  the  popliteal  glands  enlarged  from  any 
cause.  It  is  possible  that  they  may  become  infected  with  pyogenic  organisms  from  a 
sore  on  the  back  of  the  leg. 

Tumours  are  rare.  They  may  be  innocent,  e.g.,  lipoma  ;  or  sarcomatous^  starting 
in  the  connective  tissue  of  the  popliteal  space,  or  attached  to  one  of  the  muscles.  The 
innocent  tumours  are  of  long  history  and  well  defined  ;  the  malignant,  rapidly  growing 
and  infiltrating. 

SOLID    SWELLINGS    CONNECTED    WITH    BONE. 

In  all  cases  of  bony  tumour  a  skiagram  is  of  immense  service,  and  should  always  be 
obtained  if  possible. 

Innocent  Tumours. — Cancellous  exostoses  may  be  found,  generally  in  children  and 
young  adults,  growing  from  the  region  of  the  epiphyseal  cartilage  of  the  femur  (Fig.  281, 
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POPLITEAL       ANEURYSM 


Itcproduccd  by  prnnhswn  from  a   vater-colour  painling  iti  Ow  Gordon   Museum 
(iuy'i  Hospital. 
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p.  670).  There  may  be  others  in  other  parts  of  the  skeleton,  and  sometimes  several 
members  of  the  family  are  affected  similarly.  The  swelling  is  of  slow  growth,  well  defined, 
and  rarely  gives  any  trouble.  It  is  most  often  found  at  the  inner  side  of  the  popliteal 
space.  There  is  one  thing  that  may  be  confounded  with  it,  namely,  ossification  of  the 
insertion  of  a  tendon  or  muscle.  The  adductor  longus  muscle  is  the  one  most  commonly 
affected. 

Malignant  Tumours  are  endosteal  and  periosteal  sarcoma.  Central  sarcoma  in  its 
early  stages  resembles  chronic  osteitis  and  periostitis  so  closely  that  it  may  be  impossible 
to  come  to  a  correct  conclusion  without  the  aid  of  a  skiagram.  With  this  help  the  diffi- 
culty vanishes,  for  a  myeloid  tumour  is  seen  clearly  as  a  well-defined  tumour  causing 
enlargement  of  the  bone  (compare  Figs,  284,  286,  287,  pp.  672,  673). 

Periosteal  sarcoma  causes  a  general  enlargement  of  the  whole  of  the  lower  end  of  the 
femur  or  upper  end  of  the  tibia  {Fig,  283,  p.  671),  not  swelling  in  the  popliteal  space  only. 
It  is  mentioned  here  because  of  its  occasional  confusion  with  periostitis  and  popliteal 
necrosis. 

Periostitis. — Popliteal  necrosis  with  abscess  formation  may  give  rise  to  a  big  swelling. 
The  signs  of  inflammation  will  usually  be  well  marked  and  accompanied  by  constitutional 
symptoms  and  leucocytosis.  Chronic  periostitis,  or  chronic  abscess  of  the  bone,  or  central 
necrosis,  may  be  extremely  difficult  to  distinguish  from  a  periosteal  sarcoma.  A  skiagram 
should  be  taken,  and  if  necessary  an  incision  made  down  to  the  tumour  for  a  piece  to  be 
removed  for  histological  examination.     (See  Swelling  on  a  Bone,  p.  667.) 

Separation  of  the  Epiphysis. — In  the  somewhat  rare  accident  of  separation  of  the 
lower  epiphysis  of  the  femur,  the  lower  fragment  becomes  displaced  backwards,  forms  a 
prominence  in  the  popliteal  space,  and  presses  on  the  vessels,  sometimes  to  a  dangerous 
extent.  George  E,  Gask, 

SWELLING,  PULSATILE.— When  a  tumour  can  be  felt  pulsating,  the  first  point 
to  decide,  if  possible,  is  whether  the  pulsation  is  expansile  or  whether  it  is  merely  trans- 
mitted by  a  non-expansile  tumour  which  is  in  direct  contact  with  large  pulsating  vessels. 
The  distinction  is  sometimes  obvious,  especially  when  the  tumour  has  developed  in  a  place 
where  there  are  no  particularly  large  blood-vessels  to  transmit  pulsation,  for  instance  in 
the  foot,  or  in  direct  connection  with  a  long  bone  at  some  spot  not  immediately  adjacent 
to  the  main  artery  of  the  limb.  The  chief  difficulty  arises  when  the  mass  is  either  in  the 
root  of  the  neck  or  in  the  abdomen  and,  to  a  less  extent,  when  it  is  in  the  axilla,  the  inner 
aspect  of  the  upper  arm,  in  front  of  the  elbow,  in  the  groin,  or  in  the  popliteal  space. 
Careful  palpation  is  probably  the  best  means  of  determining  whether  there  is  actual  expan- 
sile pulsation  or  not ;  in  the  case  of  the  abdomen  it  is  important  to  examine  the  patient 
not  only  when  he  lies  on  his  back,  but  also  in  the  knee-elbow  posture,  for  sometimes  a 
tumour  which  is  in  contact  with  the  aorta  in  the  former  position  falls  away  from  it  and 
ceases  to  transmit  pulsation  in  the  latter. 

If  it  can  be  decided  definitely  that  the  tumour  is  itself  pulsating,  most  probably  it 
is  either  an  aneurysm  of  an  artery  or  else  a  very  vascular  growth,  especially  osteosarcoma. 
The  existence  of  egg-shell  crackling  with  pulsation  in  a  tumour  would  be  highly  suggestive 
of  osteosarcoma,  though  it  is  conceivable  that  it  might  also  be  felt  over  an  aneurysm  that 
had  extensively  eroded  the  adjacent  bones.  Aneurysm  will  be  the  probable  diagnosis 
when  the  markedly  pulsatile  swelling  occurs  directly  along  the  course  of  a  known  artery. 
Absence  of  pulsation  does  not,  however,  exclude  aneurysm,  for  the  latter  may  either  be 
situated  too  deeply  for  the  pulsation  to  be  felt,  or  else  the  sac  may  be  filled  partly  or  wholly 
by  organized  or  organizing  clot. 

Sometimes  there  may  be  doubt  as  to  whether  there  is  really  pulsation  or  not,  when 
distal  examination  alone  is  relied  upon  ;  in  such  cases,  direct  application  of  the  ear  to 
the  part  in  such  a  way  that  the  pinna  is  in  uniform  contact  with  the  patient's  skin  will 
sometimes  bring  pulsation  to  the  notice  very  clearly  when  its  amount,  appreciable  to  the 
membrana  tympani,  is  too  slight  for  the  hand  to  detect ;  this  applies  particularly  to  deep- 
seated  intrathoracic  aneurysms. 

It  must  be  remembered,  on  the  other  hand,  that  marked  pulsation  may  suggest 
aneurysm  without  any  being  present,  particularly  at  the  root  of  the  neck  and  in  the 
abdomen  (Fig.  288) ;   a  normal  subclavian  artery  may  sometimes  seem  to  be  abnormal. 
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particularly  if  it  is  pushed  forward  or  displaced  by  a  mass  below  or  behind  it,  for  instance 
an  accessory  cervical  rib.  Undue  pulsation  of  the  abdominal  aorta,  especially  in  women, 
is  also  to  be  remembered  as  a  possible  source  of  erroneous  diagnosis  (see  Pulsation,  Undue 
Abdominal  Aortic,  p.  543). 

It  should  also  be  remembered  that  normal  arteries  cause  very  violent  pulsacion  in 
cases  of  marked  aortic  regurgitation,  and  in  severe  cases  of  exophthalmic  goitre,  in  which 
the  whole  neck,  including  the  enlarged  thyroid  gland,  may  be  seen  to  be  pulsating  vigor- 
ously. 

We  need  not  here  discuss  in  detail  the  differential  diagnosis  between  one  kind  of 
aneurysm  and  another,  though  one  might  mention  in  particular  the  so-called  cirsoid 
aneurysm  of  the  scalp  {Plate  XXXI),  which  is  rather  a  conglomeration  of  many  abnormally 
dilated  arteries  in  the  form  of  an  arterial  nie\ais  than  a  true  aneurysm.  Its  position  on 
the  scalp  will  at  once  suggest  the  diagnosis. 

A  pulsatile  orbital  tumour  will  generally  be  due  either  to  an   osteosarcoma,  or  to 

an  arteriovenous  aneurysmal  communication 
between  the  internal  carotid  artery  or  its 
ophthalmic  branch,  and  the  cavernous  sinus. 
The  presence  of  a  loud  bruit  would  be  in 
favour  of  the  latter. 

It  is  important  not  to  mistake  for  the 
ordinary  pulsatile  tumours  those  which  may 
move  synchronously  with  respiration,  for 
instance  hernia  pulmonalis,  hernia  cerebri,  and 
certain  congenital  abnormalities  of  the  brain 
and  spinal  cord,  such  as  meningomyelocele 
(Fig.  102,  p.  230). 

It  is  unlikely  that  a  pulsatile  liver  will  be 
mistaken  for  any  other  kind  of  pulsatile 
tumour.  The  cases  in  which  it  occurs  are 
those  of  chronic  failure  of  cardiac  compensa- 
tion, generally  mitral  stenosis  and  tricuspid 
stenosis  with  oedema  of  the  legs,  lividity, 
orthopnoea,  and  perhaps  ascites,  which  have 
generally  been  present  for  some  time  before  the 
nutmeg  liver  becomes  obviously  pulsating. 
Rarely,  the  cardiac  pulsations  may  be 
Fig.  28S.  -PhotoKraph   iihwtmtinn  the   difficulty         transmitted    direct    to    fluid    contained    in    a 
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towards  the  opposite  side,  will  generally 
indicate  the  correct  diagnosis,  though  there  may  be  some  trepidation  on  the  part  of  the 
operator  who  decides  to  insert  the  exploring  needle  into  the  pulsating  swelling. 

Herbert  Fretich. 

SWELLING  OF  THE  SALIVARY  GLANDS. 

Epidemic  Parotitis — Mumps — is  the  commonest  cause  of  swelling  of  the  salivary 
glands  ;   it  is  discussed  on  p.  617. 

Infective  Parotitis  is  characterized  by  a  sudden,  acute  and  generally  imilateral 
enlargement,  and  is  accompanied  often  by  a  rise  of  temperature  or  a  rigor.  It  is  not  an 
uncommon  complication  in  certain  specific  fevers,  e.g.,  typhoid  fever  and  pneumonia  ;  and 
in  surgical  practice  it  may  complicate  any  septic  case,  but  especially  abdominal,  pelvic, 
and  genito-urinary  operations,  puerperal  infection,  and  pyaemia.  Resolution  usually 
occurs,  but  suppuration  may  ensue. 

Salivary  Calculus. — A  calculus  may  be  found  in  Stenson's  duct,  but  is  more  common 
in  the  duct  of  the  submaxillary  gland.  In  the  early  stages  such  a  calculus  gives  rise  to 
sudden  intermittent  swelling  of  the  affected  gland  at  times  when  the  stimulus  of  food  gives 
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rise  to  active  secretion  of  saliva.  As  the  result  of  long-standing  distention  and  chronic 
inflammation,  the  gland  may  become  permanently  swollen.  The  diagnosis  of  stone  may 
be  made  with  the  finger  in  the  mouth,  by  prickmg  the  calculus  with  a  needle  through  the 
buccal  mucous  membrane,  by  passing  a  fine  probe  up  the  duct  and  feeling  the  grating  on 
the  stone,  and  by  the  use  of  the  a;-rays. 

Parotid  Tumours. — Both  innocent  and  malignant  tumours  arise  in  the  parotid  gland. 
The  innocent  tumours  (fibromyxoma,  endothelioma,  teratoma)  are  encapsuled,  grow 
slowly,  press  aside  the  rest  of  the  parotid  gland,  shell  out  freely,  and  if  removed  do  not 
recur.  If  left  alone  they  may  attain  a  large  size  in  the  course  of  years.  The  malignant 
tumours  (sarcoma  and  carcinoma)  grow  rapidly,  soon  affecting  the  whole  gland,  extending 
deeply  among  the  important  structures  behind  the  ramus  of  the  jaw  and  soon  involving 
the  facial  nerve,  causing  facial  palsy. 

The  diagnosis  has  to  be  made  from  simple  enlargements  of  the  gland  and  from  enlarge- 
ment of  the  pre-auricular  lymphatic  glands  due  to  infection  with  pyogenic  organisms, 
tubercle,  or  syphilis. 

Tumours  In  the  Submaxillary  Salivary  Gland  are  similar  to  but  rarer  than  those 
which  occur  in  the  parotid  gland. 

Bilateral  Salivary  Swelling — Mlcullcz*s  Syndrome. — ^This  condition  is  characterized  by 
a  chronic  bilateral  swelling  of  the  parotid,  submaxillary,  and  sublingual  salivary,  together 
in  many  cases  with  simultaneous  swelling  of  the  lachrymal  glands  {Fig.  3,  p.  25),  and  it  is 
sometimes  associated  with  enlargement  of  the  spleen  and  lymphatic  glands,  and  with  changes 
in  the  blood.  The  general  appearances  of  the  face  are  those  of  persistent  mumps,  so  to 
speak.  The  syndrome  is  not  a  disease  in  itself,  but  results  most  often  firom  lymphadenoma 
or  lifmphaiic  leukcemia ;  less  often  from  some  infection,  including  tuberculosis  and 
secondary  syphilis,  A  few  cases  have  been  attributed  to  gout.  Each  case  should 
be  investigated  for  any  source  of  pyogenic  infection  from  the  mouth  or  gums,  for  syphilis 
by  the  Wassermann  test,  for  leukaemia  by  blood  examination  (p.  24),  and  for  any  evidence 
elsewhere  of  tuberculosis.  George  E.  Gask, 

SWELLING,  SCROTAL.— It  is  first  essential  to  prove  that  the  swelling  is  really 
limited  to  the  scrotal  region,  and  this  is  best  done  by  grasping  the  root  of  the  scrotum 
between  the  fingers  and  thumb,  and  thus  ascertaining  if  the  swelling  does  or  does  not 
extend  into  the  inguinal  region  along  the  cord.  Failure  to  take  this  obvious  precaution 
has  led  to  the  tapping  of  a  hernia  with  disastrous  results.  True  scrotal  swellings  may 
arise  in  any  of  the  following  tissues  :  (1)  Skin  ;  (2)  The  various  connective-tissue  coverings 
of  the  testicle  ;  (3)  Tunica  vaginalis  ;  (4)  Testicle  ;  (5)  Epididymis  ;  (6)  The  lower  end 
of  the  spermatic  cord  ;  (7)  The  urethra  ;  (8)  The  bones  of  the  pubic  arch. 

1 .  The  nature  of  swellings  affecting  the  Skin  is  usually  obvious.  The  only  common 
ones  are :  Boils,  soft  sores  and  chancre,  sebaceous  cysts,  warts,  and  epithelioma. 
The  latter  soon  ulcerates,  commonly  occurs  in  sweeps,  and  the  groin  glands  soon  become 
enlarged. 

2.  Swellings  of  the  various  Connective-tissue  Coverings  are  very  rare,  but  occasion- 
ally a  fibrosarcoma  may  occur.  These  swellings  are  movable  upon  the  testicle.  The 
symmetrical  enlargement  called  elephantiasis  scroti,  due  to  the  Filaria  sanguinis  hominis, 
is  limited  to  the  tropics. 

3.  The  Tunica  Vaginalis  may  become  distended  with  fluid,  thus  forming  the  ordinary 
vaginal  hydrocele.  Except  in  late  cases  this  is  translucent,  and  is  thus  distinguished  from 
a  haematocele  of  the  same  cavity.  It  should  not  be  forgotten  that  a  hydrocele  with  thick 
walls  may  fail  to  give  translucency.  When  proved  to  be  translucent,  it  has  to  be  distin- 
guished from  encysted  hydrocele  of  the  epididymis  and  encysted  hydrocele  of  the  cord. 
Vaginal  hydrocele  occupies  the  lower  part  of  the  scrotum  and  envelops  the  testicle,  which 
cannot  be  felt  as  a  separate  object.  Encysted  hydrocele  of  the  epididymis  is  placed  behind 
and  above  the  testicle,  from  which  it  is  distinct,  although  attached  at  the  upper  and  posterior 
part.  Moreover,  this  variety  of  hydrocele  never  attains  a  large  size,  rarely  getting  larger 
than  a  Tangerine  orange.  It  is  not  tightly  distended,  but  is  usually  flabby,  and  it  contains 
a  characteristic  milky  fluid  in  which  cholesterin  crystals  (Fig,  124,  p.  254)  are  present. 
Encysted  hydrocele  of  the  cord  is  placed  above  the  testicle,  which  can  be  felt  as  a  separate 
object.     It  rarely  attains  a  large  size,  and  is  often  elliptical  in  shape,  extending  upwards 
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along  the  cord.  All  the  hydroceles  fluctuate.  To  test  for  this  it  is  necessary  to  fix  the 
swelling  against  some  hard  object.  Bleeding  may  occur  into  any  of  them  as  a  result  of 
injury  or  constitutional  disease.  It  is  almost  impossible  to  distinguish  between  an  opaque 
hydrocele  and  a  haematocele  without  tapping  the  swelling.  In  syphilitic  disease,  with 
irregular  adhesion  between  the  parietal  and  the  visceral  walls,  a  loculated  hydrocele  may 
occur. 

4.  Swellings  of  the  Body  of  the  Testicle  may  be  inflammatory  or  neoplastic. 
Acute  inflammatory  swellings  rarely  attain  a  large  size,  and  they  are  usually  associated 
with  enlargement  of  the  epididymis,  and  occur  as  a  part  of  acute  epididymo-orchitis  due 
to  urethritis  of  some  kind,  or  to  mumps  or  as  a  post-typhoidal  phenomenon.  Chronic 
inflammatory  swellings  give  rise  to  more  difficulty.  They  are  usually  either  tttberculous  or 
syphilitic^  or  else  due  to  chronic  torsion.  In  the  former  disease,  swelling  of  the  epididymis 
is  practically  always  primary  and  more  advanced ;  but  in  infants  the  body  of  the  testis 
becomes  involved  at  a  very  early  stage.  The  enlarged  epididymis  can  be  felt  enveloping 
the  posterior  border,  and  the  upper  and  lower  poles  of  the  testicle.  There  is  often  a  little 
hydrocele  which  may  obscure  the  shape  of  the  testicle.  If  there  is  adhesion,  with  perhaps 
an  abscess  or  a  sinus  at  the  posterior  and  lower  part  of  the  scrotum,  it  is  characteristic 
of  suppurative  disease  of  the  epididymis,  usually  of  a  tuberculous  nature.  Moreover,  in 
tuberculous  disease  the  vas  is  thickened,  usually  in  a  nodular  manner.  It  is  important 
to  examine  all  the  palpable  part  of  the  vas,  for  sometimes  the  nodules  are  limited  to  the 
inguinal  region.  Von  Pirquet's  tuberculin  reaction  is  a  valuable  aid  if  its  limitations  are 
remembered.  In  striking  contrast  with  this,  syphilitic  enlargement  of  the  testicle  leaves 
the  epididymis  unaffected,  and  is  limited  to  the  testicle,  which  enlarges  unevenly,  often 
affecting  the  tunica  albuginea  and  the  tunica  vaginalis  in  a  nodular  manner.  The  syphilitic 
testicle  rarely  attains  three  times  the  natural  size.  It  is  curiously  devoid  of  pain.  The 
testicular  sensation  is  often  lost,  and  there  is  little  or  no  thickening  of  the  cord.  Its 
anterior  surface  is  uneven  and  may  become  adherent  to  the  coverings,  which  may  later 
ulcerate,  and  ultimately  give  rise  to  a  hernia  testis  on  the  front  of  the  swelling.  This 
contrasts  with  the  postero-infero-lateral  position  of  tuberculous  sinus  or  hernia  testis. 
Chronic  torsion  of  the  testis  is  generally  the  result  of  a  blow,  or  of  an  injury  in  the  saddle ; 
the  symptoms  may  be  obscure  until  the  testicle  begins  to  swell.  Operation  is  generally 
resorted  to  with  the  idea  that  the  condition  is  tuberculous  or  malignant,  and  even  then 
the  diagnosis  may  be  in  doubt  until  microscopical  examination  of  the  organ  has  been 
made. 

It  is  often  very  difficult  to  distinguish  syphilitic  enlargement  of  the  testicle  from  that 
due  to  growth  ;  but  a  course  of  large  doses  of  antisyphilitic  remedies  and  the  Wassermann 
reaction  may  settle  the  matter.  Malignant  new  growth  nearly  always  grows  steadily, 
and  being  entirely  within  the  tunica  albuginea  it  maintains  the  shape  and  smooth  surface 
of  the  testicle  until  it  reaches  a  size  much  larger  than  that  of  a  syphilitic  testicle. 
Moreover,  it  causes  much  more  pain,  and  usually  some  thickening  of  the  cord,  with  later 
enlargement  of  the  glands  in  the  pelvis.  In  some  cases  the  diagnosis  between  syphilitic 
testicle,  growth,  and  haematocele  may  be  so  difficult  and  so  urgently  necessary  as  to 
demand  an  exploration. 

Malignant  growths  of  the  testicle  can  be  divided  into  four  varieties  :  (a)  Carcinoma ; 
(b)  Sarcoma  ;    (c)  Embryoma  ;    (rf)  Endothelioma. 

Carcinoma  is  far  more  common  than  sarcoma,  although  the  contrary  has  been 
believed  for  many  years,  owing  to  the  fact  that  many  carcinomatous  growths  with  small 
alveoli  have  been  wrongly  labelled  sarcoma.  The  average  age  of  patients  with  carcinoma 
testis  is  43,  and  of  those  with  sarcoma  testis,  34.  The  average  duration  of  carcinoma 
before  operation  is  1 J  years  ;  of  sarcoma,  11  months.  Sarcoma  advances  much  more 
rapidly  and  kills  earlier  than  carcinoma.  The  former  disseminates  through  the  veins, 
whereas  the  latter  travels  along  the  lymphatics  and  infects  the  lumbar  glands. 
Embryoma  is,  according  to  Nicholson,  "  the  commonest  new  growth  of  the  testicle,  but 
it  is  often  overlooked."  It  can  be  shown  to  contain  structures  derived  from  all  the  three 
blastodermic  layers  of  the  embry^o.  The  average  age  at  the  time  of  operation  is  29,  the 
average  known  duration  before  operation  is  5  J  years.  *'  Although  not  necessarily 
malignant,  it  may  produce  metastases  composed  of  all  the  tissues  of  the  primary  growth, 
or  one  tissue  may  become  actively  malignant,  in  which  case  the  deposits  will  be  formed  of 
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that  tissue  alone."     It   may   spread  along  the  lymphatics  or  disseminate  through  the 
veins. 

5.  The  Epididymis  may  become  enlarged  as  the  result  of  (a)  Inflammation  ;  (b)  New 
growth  ;   (c)  Cystic  degeneration. 

a.  Inflammatory  swellings  are  characterized  by  being  elongated  in  a  vertical  dire.c- 
tion  ;  by  their  relation  to  the  testicle,  which  they  overlap  at  its  posterior  border,  and  its 
upper  and  lower  poles  ;  and  lastly,  by  being  flattened  from  side  to  side,  so  that  the  antero- 
posterior diameter  is  greatly  increased,  Inflammatory  swellings  may  be  : — (i)  GJonor- 
rhceal ;    (ii)  Septic,  secondary  to  some  other  form  of  urethritis  ;    (iii)  Tuberculous. 

i.  The  gonorrhceal  variety  is  distinguished  by  its  acuteness,  great  tenderness,  the 
surrounding  oedema,  and  the  bacteriological  examination  of  the  urethral  discharge.  Its 
onset  is  usually  between  the  second  and  tenth  week.  Occasionally  a  subacute  form 
develops  later,  at  any  time  during  the  course  of  gleet.  This  is  very  difficult  to  distinguish 
from  the  tuberculous  variety.  Most  cases  of  tuberculous  epididymitis  end  in  suppuration, 
but  the  gonorrhceal  variety  very  rarely  breaks  down. 

ii.  The  inflammation  of  the  epididymis  following  other  varieties  of  urethritis  (such  as 
ulceration  near  a  stricture  or  due  to  impacted  calculus,  instrumentation,  or  prostatec- 
tomy), is  often  sufficiently  indicated  by  the  history  if  care  be  taken  to  go  into  this 
thoroughly.  The  swelling  following  prostatectomy  is  apt  to  suppurate.  Some  of  these 
can  be  mistaken  very  easily  for  tuberculous  disease. 

iii.  Tuberculous  epididymitis,  as  a  rule,  is  far  more  insidious  and  painless  in  its  onset 
than  other  forms  of  epididymitis  ;  but  it  should  not  be  forgotten  that  early  subacute  or 
even  acute  attacks  of  inflammation  may  accompany  this  disease,  and  that  these  are  often 
the  means  of  drawing  the  patient^s  attention  for  the  flrst  time  to  a  disease  which  has  been 
going  on  insidiously  for  some  months.  It  has  frequently  been  said  that  tuberculous  nodules 
are  limited  to  the  globus  major,  and  that  those  left  after  gonorrhceal  urethritis  are  confined 
to  the  globus  minor.  It  is  more  true  to  say  that  the  latter  are  limited  to  the  globus  minor, 
whereas  tuberculous  disease  may  attack  any  part  of  the  epididymis.  Wherever  the 
tuberculous  disease  starts,  the  inflammatory  products  soon  spread  through  the  thin  fibrous 
capsule  of  the  epididymis,  and  then  gravitate  towards  the  postero-infero-lateral  comer 
of  the  scrotum,  where  adhesion  occurs,  followed  later  by  an  abscess  and  a  sinus.  In  the 
diagnosis  of  tuberculous  from  other  forms  of  epididymitis,  the  general  state  of  health, 
and  especially  the  presence  or  absence  of  other  tuberculous  lesions,  are  of  great  importance. 
Nodular  thickening  of  the  vas  deferens  and  of  the  vesiculae  seminales  and  prostate  are  also 
valuable  signs  when  the  disease  is  well  advanced.  It  should  be  remembered  that  the 
disease  travels  upwards  along  the  vas,  so  that  in  its  early  and  hopeful  stages  the  upper 
part  of  the  vas  and  vesiculae  seminales  are  not  enlarged. 

b.  Primary  new  growth  of  the  epididymis  is  excessively  rare,  so  that  it  need  not  give 
rise  to  much  concern  in  diagnosis  ;  it  will  generally  be  regarded  as  tubercle  until  after 
operation  and  microscopical  examination  of  part  of  the  tissue  excised. 

c.  Cystic  disease  of  the  epididymis  may  occur  in  the  form  of :  (i)  Solitary  cysts  {vide 
supra)  ;  (ii)  Multiple  cysts.  The  latter  condition  rarely  occurs  except  in  men  past  middle 
age,  and  is  analogous  to  cystic  degeneration  of  the  breast.  The  condition  is  almost  painless 
and  harmless.     These  swellings  are  translucent. 

6.  Swellings  of  the  Lower  End  of  the  Cord. — The  most  important  swelling  of 
the  lower  part  of  the  spermatic  cord  is  varicocele.  It  is  apt  to  be  mistaken  for  omental 
hernia,  but  the  mistake  should  never  be  made,  because  of  the  characteristic  feel  of  the 
varicocele,  and  the  reappearance  of  the  swelling  after  it  has  been  completely  reduced  and 
the  finger  is  firmly  pressed  on  the  external  abdominal  ring. 

7.  Urethral  Conditions. — Occasionally  a  peri-urethral  abscess  may  form  a  swelling 
in  the  scrotum.  Tenderness,  oedema,  and  fluctuation,  together  with  the  history  and 
evidence  of  urethral  disease,  serve  to  make  the  diagnosis  clear.  Primary  epithelioma  of 
the  urethra  is  distinguished  by  the  great  pain  and  urethral  obstruction  that  it  engenders. 

8.  Diseases  of  the  Pubic  Bones. — Inflammatory  products  may  travel  into  the 
scrotum  from  disease  of  the  bones  of  the  pubic  arch,  especially  from  the  neighbourhood 
of  the  symphysis  pubis.  Acute  necrosis  of  these  bones  is  sufficiently  indicated  by  the  grave 
constitutional  symptoms  which  always  accompany  it.  Caries  gives  rise  to  more  difficulty. 
The  writer  has  known  a  case  of  tuberculous  caries  of  the  lower  part  of  the  symphysis  pubis 
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in  which  the  inflammatory  products  gravitated  backwards  and  to  the  left,  so  as  to  forni 
a  large  firm  swelling  in  the  left  half  of  the  scrotum,  where  it  gave  rise  to  much  difficulty 
in  diagnosis,  and  was  thought  to  be  either  a  sarcoma  arising  from  the  fibrous  covering  of 
the  cms  penis,  or  possibly  a  gummatous  mass  in  the  same  situation.  Sufficient  attention 
was  not  paid  to  the  fact  that  the  man  had  chronic  phthisis.  George  E.  Gask. 

SWELLING  OF  THE  TONGUE  is  a  condition  the  nature  of  which  is  generally 
obvious  on  inspection  and  palpation,  if  the  history  is  taken  into  account  at  the  same  time, 
and  many  of  the  causes  given  in  the  following  list  need  little  detailed  discussion  : — 

1.  Causes  of  Acute  Swelling  of  the  Tongue: 


(4).  Variola 

(5).  Serum  injections  and  other  con- 
ditions   liable    to    cause    giant 
urticaria 
(6).  Angioneurotic  oedema 
(7).  Raynaud's  disease 
Haemorrhage  with  swelling  of  tongue,  as  in 
scurvy,   leukaemia   and   other   causes   of 
purpura  (p.  552). 


A  bite  or  sting — wasp-sting  for  example   • 
Injury,  for  instance  by   a  fish-bone,  or  by 

biting  during  an  epileptic  fit 
Angina  Ludovici 

Corrosives  or  acute  irritant  applications 
Acute  cedema,  secondary  to  : — 

(1).  Inflammatory    conditions    within 

the  mouth — Stomatitis  (p.  542) 

(2).  The     effects     of     certain     drugs, 

especially  mercury 
(3).  Erythema  bullosum  or  pemphigus 
(p.  98) 

2.  Causes  of  Chronic  or  Persistent  Swelling  of  the  Tongue  : 

(1).  Where  the  swelling  is  general : — 

Macroglossia  I   Myxcedema 

Cretinism  |   Mongolian  idiocy 

(2).  Where  the  swelling  is  local  or  asyrmnetrical  :- 


I   Acromegaly 

I   Chronic  dyspepsia. 


Irritation  by  a  tooth - 
plate     or    decayed 
tooth 
Epithelioma  I 

Leukoplakia  (chronic    ; 
superficial  glossitis)    i 


Gumma 

Tuberculous  infiltration 
Actinomycosis 

Calculus      in      a      sublingual 
salivary  gland 


Ranula 

Suprahyoid  cyst 
Angioma 
Sarcoma. 


If  the  nature  of  the  tongue  enlargement  is  not  obvious  from  the  history  and  simple 
inspection  and  palpation,  as  will  probably  be  the  case  when  it  is  due  to  a  bite,  sting,  injury, 
corrosive  or  irritant  application,  after  the  use  of  mercury,  serum,  or  other  drugs,  variola  or 
pemphigus — it  may  be  so  from  the  concomitant  symptoms,  as  in  the  case  of  cretinism  (p. 
234),  acromegaly  (p.  237),  mongolian  idiocy  (p.  190),  or  myxcedema  (p.  88).  The  swollen 
tongue  of  dyspepsia  is  seldom  very  large,  though  it  may  cause  the  patient  discomfort  at 
times  from  the  sense  of  its  being  too  big  for  the  mouth ;  it  is  seldom  difficult  to  recognize 
from  its  pale  flabby  look  and  its  marginal  indentation  by  the  teeth. 

Simple  macroglossia  is  rare  ;  when  it  does  occur,  the  history  is  that  it  dates  from  youth 
or  childhood,  and  the  patient  may  otherwise  be  perfectly  normal,  unless  he  also  has  some 
other  congenital  peculiarity,  such  as  macrocheilia  (blubber-lips). 

The  chronic  local  lesions  associated  with  swelling  are  in  many  cases  associated  with 
superficial  ulceration,  and  the  difficulties  that  may  arise  in  distinguishing  simple,  syphilitic^ 
and  epithet iomatous  trouble  are  discussed  under  Ulceration  of  the  Tongue  (p.  738). 
Tuberctdous  and  actinomycotic  lingual  mischief  are  both  very  rare,  and  on  that  very  account 
may  be  mistaken  for  malignant  or  syphilitic  disease  unless  bacteriological  or  histological 
methods  of  diagnosis  are  resorted  to.  Ranula  and  sublingual  salivary  gland  calculus  or 
q/st  both  cause  swellings  that  are  beneath  the  front  part  of  the  tongue  rather  than  in  its 
substance  ;  generally  bulging  up  one  side  of  the  floor  of  the  mouth  near  the  fnenuni 
linguae.  A  ranula  is  a  distended  mucous  gland,  and  after  enlarging  slowly  to  the  size  of  a 
chestnut  perhaps,  it  often  ceases  to  grow  further  ;  but  it  does  not  fluctuate  in  its  dimensions 
in  relationship  to  meals,  like  a  salivary  gland  swelling  often  does. 

A  suprahyoid  cyst  is  situated  in  the  root  of  the  tongue  posteriorly,  where  it  arises  from 
remains  of  the  obsolete  thyroglossal  duct.  It  is  seldom  large  ;  its  nature  may  be  suggested 
by  its  situation. 
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An  angioma  of  the  tongue  is  rare  ;  sometimes,  however,  after  remaining  latent  for 
years,  it  grows  with  rapidity  and  necessitates  an  operation.  The  diagnosis  may  be  sugges- 
ted by  the  colour  of  the  tumour,  but  histological  examination  subsequent  to  removal  may 
be  required  before  one  can  be  sure  whether  the  tumour  is  a  simple  angioma,  or  whether 
it  has  taken  on  the  malignant  characters  of  an  angiosarcoma  or  is  a  pure  sarcoma. 

Haemorrhage  in  the  substance  of  the  tongue,  with  consequent  great  swelling  of  the 
organ  and  inability  to  use  it  for  speaking  or  eating,  may  result  from  many  of  the 
different  blood  conditions  that  produce  purpura.  Only  in  very  exceptional  cases  would 
such  spontaneous  bleeding  be  confined  to  the  tongue,  though  conceivably  this  might  be 
the  first  symptom  in  a  case  of  acute  lymphatic  leukaemia,  for  example,  or  of  purpura 
haemorrhagica.  Other  haemorrhages  would  follow,  however,  and  indicate  the  need  for 
blood-counts  and  other  measures  that  are  discussed  under  the  heading  of  Purpura  (p,  552). 

Raynaud's  disease  (p.  256)  affects  the  fingers  and  toes  more  commonly  than  any  other 
parts  ;  it  may,  however,  involve  other  distal  tissues  in  a  similar  way,  including  the  penis, 
the  ears,  the  nose,  and  the  tongue.  In  the  latter  it  sometimes  produces  acute  attacks  of 
purple  or  almost  black  cyanosis,  followed  occasionally  by  local  necrosis  and  subsequent 
scarring  ;  acute  swelling  of  the  tongue  may  ensue  when  the  paroxysm  of  vasoconstriction 
is  passing  off.  I  have  never  seen  a  case,  however,  in  which  the  tongue  alone  was  affected, 
and  when  the  fingers  and  toes  are  attacked  at  the  same  time  as  the  tongue  the  diagnosis 
is  easy. 

There  remain  for  discussion  acute  oedema  of  the  tongue  due  to  severe  stomatitis,  angio- 
neurotic oedema  of  the  tongue,  and  angina  Ludovici,  The  latter  is  an  acute,  virulent  and 
generally  fatal  condition,  in  which  streptococci  or  other  organisms  attack  the  floor  of  the 
mouth  and  root  of  the  tongue  and — without  producing  much  pus,  or  even  none  at  all — spread 
almost  like  wild-fire  through  the  deeper  structures  of  the  mouth,  throat,  and  neck,  and  cause 
extreme  swelling  of  all  the  tissues  in  the  neighbourhood  ;  there  is  high  fever,  often  a  severe 
rigor,  the  patient  is  soon  in  a  state  of  being  hardly  able  to  breathe,  and  extreme  oedema 
of  the  glottis  is  apt  to  cause  death  from  asphyxiation  even  when  multiple  incisions  have 
been  made  into  the  brawny  swollen  parts.  The  condition  is  almost  unmistakable  ;  fortu- 
nately it  is  rare.  It  may  be  simulated  by  similar  widespread  oedema  that  results  from 
infection  of  the  deeper  parts  secondarily  to  one  or  other  of  the  types  of  stomatitis  discussed 
on  p.  542  ;  indeed,  such  stomatitis,  when  it  has  spread  to  the  deeper  tissues  in  this  way, 
has  virtually  led  to  a  secondary  angina  Ludovici ;  the  latter  name,  however,  is  applied 
as  a  rule  only  to  cases  in  which  the  acute  overwhelming  infection  described  above  arises 
without  any  obvious  preceding  inflammation  of  the  tongue  or  mouth. 

Angioneurotic  oedema  of  the  tongue  is  rare,  but  it  is  of  great  importance  because  it  is 
one  of  the  purely  functional  conditions  which  may  kill  the  patient.  As  a  rule  there  is  a 
history  of  similar  attacks  in  other  parts  of  the  body  previously  (Fig,  178,  p.  412),  and  other 
members  of  the  family  will  be  familiar  with  acute  causeless  swellings  from  personal  experi- 
ence, for  it  is  a  familial  affection.  Should  it  involve  the  tongue  during  a  first  attack, 
however,  it  would  be  mistaken  for  angina  Ludovici  very  easily,  especially  as  the  patient 
may  have  pyrexia  or  a  rigor  notwithstanding  the  functional  nature  of  the  malady.  Trache- 
otomy has  been  resorted  to  as  the  only  means  of  saving  the  patient's  life,  and  the  diagnosis 
has  only  become  clear  when  the  oedema  of  the  tongue  and  adjacent  parts  has  subsided 
almost  as  rapidly  as  it  came  on,  and  the  patient  has  had  similar  neurotic  oedema,  probably 
in  other  parts,  on  subsequent  occasions.  Herbert  French, 

SWELLING,  VULVAL. — ^The  differential  diagnosis  of  vulval  tumours  must  necessarily 
include  not  only  true  swellings  of  the  vulva,  but  also  swellings  which  appear  at  the  vulva 
as  a  result  of  the  displacement  of  other  structures,  such  as  occur  in  prolapse  and  cystocele, 
and  in  addition  lesions  like  kraurosis  vulvae,  which  are  not  strictly  swellings  at  all.  The 
lesions  of  the  vulva  may  be  tabulated  under  various  headings,  as  set  forth  in  the  following 
scheme  : — 

Innammatory  Lesions. — 

Simple  vulvitis  Syphilis  :  Fiirunculosis 

Gonorrha?al  vulvitis  Hunterian  chancre  Leukoplakic   vulvitis 

Soft  chancre  Condyloma  i    Kraurosis  vulvae 

Papillomata  Tertiary  lesions  '    Pseudo-elephantiasis 

Tuberculosis  1    Esthiom^ne. 
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Cystic  Swellings. — 

Hydrocele     of     the 
canal  of  Nuck 

Blood  Cysts. — 

Varicocele 

New  Growths. — 

Caruncle 
Fibroma 
Lipoma 
Angioma 

Hemiae. — 

Inguinal 

Displacement — 

Prolapse  of  urethral 

mucous  membrane 

Prolapse  of  uterus 


Unclassified. — Simple  anasarca. 


Sebaceous  cysts 
Mucous  cysts 


Implantation  cysts 
Dermoid  cysts." 


I   Rupture  of  a  varicose  vein       |   Traumatic   hsematoma. 


Neuroma 

Fibromyoma  of  round  liga» 

ment 
Endothelioma 


Posterior  labial 


Cystocele 

Inversion  of  the  uterus 


Squamous-celled     carcinoma 

(epithelioma) 
Columnar-celled    carcinoma 
Sarcomata  of  various  kinds. 


I    Perineal. 


Fibromyoma   of   the    vaginal 
wall. 


Certain  of  these  lesions  stand  out  pre-eminently  as  presenting  difficulties  in  diagnosis. 
The  genera]  principles  by  which  solid  tumours  are  distinguished  from  cystic,  inflammatory 
swellings  from  new  growths,  or  new  growths  from  hemiae,  need  not  be  insisted  upon  here. 
Perhaps  the  commonest  difficulty  which  arises  in  practice  is  the  diagnosis  of  gonorrficeal 
vulvitis  from  simple  vulvitis,  and  also  between  the  gonorrhceal  soft  chancre  and  the 
syphilitic  condyloma,  the  latter  differentiation  being  of  much  more  practical  importance 
than  the  former  as  far  as  the  patient  is  concerned.  In  the  acute  stage  of  a  gonorrhoecU 
vulvitis  there  is  a  chance  of  recognizing  the  gonococcus  in  the  discharge,  if  Alms  made  from 
it  are  suitably  stained.  Practically,  all  acute  forms  of  vulvitis  appear  alike  clinically, 
so  that  the  recognition  of  the  gonococcus  becomes  a  matter  of  importance  (see  p.  185). 
In  chronic  gonorrhoeal  infections  with  vulval  swelling,  as  a  rule  the  organism  cannot  be 
found  in  the  general  vulval  discharge,  but  might  be  found  in  the  urethra  or  in  the  cervix. 
A  gonorrhoeal  infection  may  be  suspected  if  the  patient  gives  a  history  of  an  acute  onset, 
accompanied  by  scalding  on  micturition,  and  when  there  are  redness  of  the  orifices  of 
Bartholin's  glands,  and  much  redness  and  swelling  of  the  carunculae  myrtiformes.  Papil- 
lomata  or  warts  of  the  vulva  may  occur  also  in  chronic  gonorrhoeal  infections,  and  there 
is  no  evidence  of  a  reliable  nature  to  show  that  they  occur  in  any  other  kind  of  infection. 

The  soft  chancre  of  gonorrhoea  may  be  mistaken  for  the  condyloma  of  secondary  syphilis j 
but  as  a  rule  this  difficulty  should  not  occur.  The  soft  chancre  is  a  typical  punched-out 
ulcer  with  a  somewhat  red  base  and  clean  edges,  discharging  pus.  The  condyloma,  on 
the  other  hand,  is  a  raised,  flat-topped  excrescence,  with  sodden,  epithelium-covered 
surface.  Soft  chancres  are  not  very  numerous,  as  a  rule,  and  are  generally  limited  to  the 
vulva.  Condylomata  are  numerous,  and  may  occur  all  over  the  labia,  around  the  anus, 
and  even  on  the  skin  of  the  thighs  and  gluteal  region.  Condylomata  are  from  the  start, 
or  very  soon  after,  accompanied  by  a  sore  throat  and  a  typical  papular  skin  rash,  for  they 
are  secondary  syphilitic  lesions.  Soft  chancres  clear  up  with  antiseptics  ;  condylomata 
persist  for  long  periods,  but  clear  up  in  two  or  three  weeks  as  a  rule  under  mercurial  treat- 
ment or  salvarsan.  It  must  not  be  forgotten  that  soft  sores  and  condylomata  may  occur 
together  in  the  same  patient,  in  which  case  the  diagnosis  may  be  still  more  difficult. 

Another  practical  differentiation  which  gives  rise  to  anxiety  is  that  between  the 
Hunierian  chancre  or  primary  syphilitic  sore,  and  squamous  epithelioma  of  the  vulva.  This 
is  a  question  which  is  Of  vital  importance  to  the  patient  if  valuable  time  is  not  to  be  lost 
in  the  treatment  of  a  malignant  epithelioma.  The  two  lesions  look  much  alike  at  first ; 
they  form  raised  hard  indurated  masses  in  the  skin,  which  may  ulcerate  quickly  as  a  result 
of  necrosis  of  the  superficial  portions.  Both  give  rise  to  a  thin  watery  discharge,  and  to 
enlarged  glands  in  the  inguinal  region  which  do  not  suppurate  at  first,  but  may  do  so  later 
in  the  case  of  an  epithelioma.  It  must  not  be  forgotten  that  a  primary  chancre  is  very 
seldom  seen  in  women,  whilst  squamous  epithelioma  is  relatively  common.     Of  course 
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the  chancre  will  be  followed  in  due  course  by  secondary  lesions,  but  it  is  not  safe  to  wait 
for  these  to  appear  in  a  doubtful  case.  The  only  reasonable  way  to  deal  with  such  a  case 
is  to  excise  the  doubtful  swelling  at  once  and  submit  it  to  microscoi>e  examination  by  an 
expert.  A  squamous  epithelioma  is  easily  detected  in  this  manner  in  quite  early  stages, 
and  does  not  in  the  least  resemble  a  syphilitic  lesion  microscopically.  The  Spirochceta 
pallida  may  be  recognized  in  scrapings  of  a  hard  chancre  by  the  Indian  ink  method,  or 
when  fixed  and  stained  by  Giemsa's  or  Levaditi's  methods  {Plate  XXVIII,  Fig.  J-,  p.  614). 
In  sections,  too,  the  spirochaete  may  be  demonstrated,  but  it  must  be  remembered  that  for 
this  purpose  the  excised  growth  must  be  fixed  in  5  per  cent  formalin  solution.  Wasser- 
mann's  serum  test  may  assist  the  diagnosis. 

Tertiary  syphilitic  lesions  are  by  no  means  common  on  the  vulva.  When  they  do 
occur  they  give  rise  to  spreading  ulceration  with  great  destruction  of  tissue,  and  scarring 
in  the  older  healed  portions.  Here,  the  only  likely  lesions  to  be  mistaken  are  some  forms 
of  epithelioma,  and  tubercle.  Obviously,  in  such  conditions  the  only  reliable  method  of 
diagnosis  is  to  be  found  in  excision  of  parts  of  the  lesion  and  microscopic  examination  of 
sections  made  from  them.  The  disease  known  as  esthiomsne  is  probably  a  tertiary 
syphilitic  affection. 

Pseudo-elephantiasis  of  the  vulva  is  usually  a  syphilitic  affection  of  the  labia  minora, 
giving  rise  to  great  enlargement,  with  a  rough  and  thickened  api>earance  of  the  skin.  It 
could  only  be  mistaken  for  real  elephantiasis  due  to  lymphatic  obstruction  by  the  Filaria 
sanguinis  hominis  (Plate  XXVIII,  Fig.  F,  p.  614),  a  disease  which  is  practically  never 
seen  in  this  country. 

Unilateral  oedema  of  a  labium  minus  is  a  fairly  common  condition,  and  is  usually 
associated  with  an  infected  wound  or  with  a  primary  syphilitic  chancre.  Bilateral  oedema 
is  almost  always  associated  with  general  anasarca,  the  result  of  renal  disease,  cardiac 
disease,  or  pressure  upon  pelvic  veins.     It  is  not  likely  to  be  mistaken  for  any  other  disease. 

Leukoplakia  vulvitis  and  kraurosis  vulvas  have  certainly  been  confounded  with  one 
another  clinically,  and  also  in  the  published  descriptions  of  the  lesions.  In  the  former 
the  labia  majora  and  minora  and  the  prepuce  of  the  clitoris  are  affected,  whilst  the 
vestibule  always  escapes.  In  the  latter  the  lesion  affects  the  vestibule,  the  orifice  of  the 
vagina,  and  the  labia  minora.  There  is  much  greater  contraction  of  the  vaginal  orifice 
in  kraurosis.  Leukoplakia  often  precedes  a  squamous  epithelioma  ;  kraurosis  is  said 
not  to  do  so.  Leukoplakia  occurs  at  all  ages,  whilst  kraurosis  is  a  disease  of  post-menstrual 
life.  Leukoplakic  vulvitis  app>ears  as  a  white  sodden  hardening  of  the  skin,  with  flattening 
and  shrinkage  of  the  labia.  Kraurosis  at  first  looks  red  and  swollen,  but  later  takes  a 
yellowish  tinge.  Leukoplakia  causes  intense  itching ;  kraurosis  gives  rise  to  great  pain 
and  tenderness,  with  a  very  severe  form  of  dyspareunia. 

Apart  from  a  cyst  developing  in  Bartholin's  gland  or  duct,  cystic  swellings  of  the 
vulva  are  not  common.  A  Bartholinian  cyst  is  recognized  by  its  position  on  one  side  of 
the  vaginal  entrance,  distending  the  posterior  part  of  the  conjoined  labia,  and  also  within 
the  hymeneal  ring.  As  a  rule  the  orifice  of  the  gland  can  be  seen  on  the  inner  side  of  the 
cyst.  The  contents  of  this  form  of  cyst  may  be  glairy  mucoid  fluid,  or  pus.  In  practice, 
a  Bartholin  cyst  is  not  likely  to  be  mistaken  for  anything  else  ;  but  it  is  wise  to  remember 
that  the  posterior  labial  hernia  occurs  in  the  same  situation,  and  that  new  growths  of  the 
vulva  may  occur  there  as  elsewhere.  Bartholin  cysts  are  always  the  result  of  infection, 
and  as  a  rule  a  history  of  vulval  inflammation  can  be  obtained. 

Varicocele  of  the  vulva  occurs  practically  only  in  connection  with  pregnancy,  and  is 
unmistakable.  It  has  the  same  '  bag  of  worms  '  feel  as  a  varicocele  in  a  man,  and  as 
the  veins  are  close  to  the  skin  a  bluish  colour  is  always  to  be  noted.  It  is  attended  by 
much  aching  pain,  especially  on  standing.  The  veins  are  degenerate,  and  liable  to  rupture 
as  a  result  of  labour  or  traumatism. 

Hcematoma  of  the  vulva  is  recognized  as  a  blue  or  violet-coloured  swelling  covered 
by  tense  shiny  skin,  and  often  spreading  up  into  the  pelvis  by  the  side  of  the  vagina.  The 
history  alone  will  often  decide  the  nature  of  the  swelling,  but  the  appearance  is  quite 
typical  as  a  rule.  Hsematoma  of  the  vulva  may  occur  apart  from  pregnancy,  and  then  is 
always  traumatic. 

Urethral  caruncle  and  prolapse  of  the  urethral  mucous  membrane  may  be  mistaken  for 
one  another.     The  former,  however,  is  always  a  pedunculated  or  sessile  new  formation. 
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invariably  springing  from  the  posterior  wall  of  the  urethral  orifice.  It  bleeds  readily, 
is  often,  but  not  always,  exquisitely  painful,  and  is  usually  the  result  of  infection. 
Prolapse,  on  the  other  hand,  app>ears  as  a  raised  projection  with  rounded  margins,  and 
with  the  urethral  canal  in  the  centre  as  a  dimple.  The  prolapsed  portion  may  not  neces- 
sarily include  the  whole  ring  of  the  mucous  membrane.  It  may  give  rise  to  pain,  and 
being  always  more  or  less  strangulated,  it  is  prone  to  bleed,  much  in  the  same  way  as  a 
caruncle.  It  occurs  as  a  result  of  some  straining  effort,  or  may  accompany  pelvic  floor 
prolapse  ;   it  is  not  the  result  of  infection. 

The  differential  diagnosis  of  the  new  growths  of  the  vulva  presents  no  points  of 
difference  from  their  diagnosis  in  other  parts  of  the  body.  The  only  common  benign 
tumour  is  the  pedunculated  fibroma,  or  molluscum  fibrosum,  whilst  squamous  carcinoma 
(epithelioma)  is  the  only  malignant  growth  which  occurs  at  all  frequently. 

If  the  general  characters  of  a  hernia  are  borne  in  mind,  there  should  be  no  risk  of  over- 
looking or  mistaking  any  of  the  varieties  which  occur  in  the  vulva.  The  resonance  on 
percussion  if  the  hernia  contains  bowel,  the  reducibility  of  the  contents,  and  the  protrusion 
through  a  pre-existing  opening,  will  usually  suffice  to  distinguish  hemise  from  other 
swellings.  An  obstructed  or  strangulated  hernia  is  not  so  easy  to  recognize,  but  the  accom- 
panying acute  symptoms  and  the  previous  history  usually  suffice  to  make  the  case  clear. 

Hydrocele  of  the  canal  of  Nuck,  an  uncommon  condition,  may  be  mistaken  for  an 
inguinal  hernia  ;  but  as  a  rule  it  is  irreducible,  definitely  fluctuating  and  circumscribed, 
and  has  no  obvious  neck  running  into  the  inguinal  canal.  When  the  canal  of  Nuck  has 
a  patent  peritoneal  communication  the  swelling  disappears  as  the  patient  lies  down,  but 
it  is  not  reducible  in  the  characteristic  manner  of  a  hernia.     Such  a  condition  is  very  rare. 

The  displacements  included  in  the  list  above  are  all  dealt  with  under  the  heading  of 
Prolapse  of  the  Uterus  (p.  538).  Thos.  G.  Stevens, 

SYNCOPE.— < See  Coma,  p.  117.) 

TACHE  CEREBSALE  is  the  term  used  to  denote  that  condition  in  which, 
after  the  finger  has  been  drawn  with  moderate  firmness  across  the  patient's  sldn, 
the  line  along  which  it  has  passed  becomes  of  a  bright  red  colour  from  dilatation  of  the 
superficial  arterioles  and  capillaries  ;  the  phenomenon  develops  within  thirty  seconds  or 
a  minute  of  the  finger  stroke,  and  the  red  mark  remains  evident  for  two  or  three  minutes, 
or  more.  If  letters  or  figures  are  marked  out  on  the  skin  in  this  way,  they  appear  as 
though  they  had  been  written  in  red,  so  that  the  condition  has  also  been  termed  demiato- 
graphia.  It  was  at  one  time  thought  to  be  a  characteristic  symptom  of  tuberculous 
meningitis,  but  not  only  is  it  sometimes  absent  in  cases  of  the  latter,  but  it  is  also  present 
in  a  very  large  number  of  other  different  conditions,  and  sometimes  in  perfectly  healthy 
people.  All  forms  of  meningitis  may  give  rise  to  it,  so  that  it  is  not  even  a  means  of  distin- 
guishing one  type  from  another.  It  is  seen  in  an  extreme  degree  in  cases  of  urticaria, 
particularly  the  factitious  variety  in  which  numerous  wheals  may  develop  as  the  result 
of  hardly  more  than  ordinary  touching  of  the  skin.  A  similar  condition  has  sometimes 
been  observed  in  the  later  stages  of  severe  febrile  illnesses  in  general.  Herbert  French. 

TACHYCARDIA,  or  abnormal  rapidity  of  the  heart's  action,  might,  strictly  speaking, 
be  held  to  include  every  condition  under  which  the  pulse-rate  is  faster  than  the  normal  ; 
but  by  common  consent  it  is  restricted  for  clinical  purposes  to  cases  in  which  there  is  no 
pyrexia.  Nearly  all  fevers  produce  undue  rapidity  of  the  heart's  action,  though  some, 
such  as  typhoid  fever,  tuberculous  meningitis,  cerebral  abscess,  yellow  fever,  and  influenza, 
do  so  to  a  much  less  extent  than  others.  The  rapid  heart-action  of  fevers,  however,  does 
not  generally  come  into  one's  mind  when  one  uses  the  term  tachycardia  ;  indeed  the  latter 
is  chiefly  employed  for  conditions  in  which  it  is  rapid  without  there  being  an3rthing  which 
at  first  sight  would  seem  to  be  a  sufficient  cause.  Probably  the  best  example  of  it  is  to 
be  found  in  cases  of  pronounced  Graves's  disease. 

The  following  is  a  list  including  this  and  some  other  causes  of  tachycardia  : — 
Graves's  disease  or  exophthalmic  goitre 
Paroxysmal  tachycardia 
Nervousness  and  excitement 
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Exertion,  especially  when  the  patient  is  out  of  training  or  anaemic 

Tobacco  heart 

Mitral  stenosis 

Pneumogastric  irritation  by  : — 

Caseous  glands  |  Mediastinal  iibrosis  |  Thoracic  aneurysm  |  Thoracic  new  growth. 

Pneumogastric  'neuritis  '  after  : — 

Diphtheria,  influenza,  and  other  microbial  affections. 

Drugs  : 

Digitalis  |  Alcohol  |  Belladonna  |  Thyroid  extract. 

The  four  classical  symptoms  of  Graves's  disease  are  :  A  staring  appearance  of  the  eyes, 
generally  spoken  of  as  exophthalmos,  though  there  need  be  no  actual  protrusion  of  the 
eye-balls  {Fig.  222,  p.  527)  ;  moderate  and  almost  symmetrical  enlargement  of  the  thyroid 
gland  ;  a  pulse-rate  between  120  and  180  per  minute — usually  about  140  when  the  attack 
is  moderately  severe  ;  and  extreme  nervousness,  with  fine  tremor  of  the  outstretched 
fingers.  When  all  these  symptoms  are  present  at  the  same  time,  there  can  be  no  doubt 
as  to  the  diagnosis,  but  very  often  some  of  them  are  absent,  and  it  is  possible  for 
tachycardia  to  be  the  only  symptom  of  the  disease  ;  indeed,  in  a  patient,  particularly  a 
woman  between  twenty  and  forty  years  of  age,  a  persistent  pulse-rate  of  over  120  would 
arouse  serious  suspicion  that  the  case  was  really  one  of  Graves's  disease,  even  if  the  other 
three  classical  signs  were  absent. 

Paroxysmal  tachycardia  should  be  distinguished  at  once  from  Graves's  disease  in  which 
tachycardia  alone  has  developed,  by  the  fact  that  the  tachycardia  is  not  persistent,  but 
recurs  periodically  with  intervals  of  normal  pulse-rate  ;  the  patient  is  more  often  a  woman 
than  a  man,  and  may  have  long  periods  of  perfect  health  ;    almost  suddenly,  the  result 


Lead  1  — 
Uitflit  arm 
to  left  arm. 


Lead  2.— 
Ripht  arm 
to  left  le^. 


J^ead  3.— 
Lett  arm  to 
left  leg. 


Fig.  289. — Electrot'ardioj^ram  in  a  vase  of  paroxj'snial  tachycardia  in  a  man.  Lead  1  is  from  right  arm  to  left 
arm  :  Lead  "J  from  ripht  arm  to  left  lejs' :  Lead  3  from  left  arm  to  left  lejjr.  P  =  Auricle  wave  :  R.  T  =  Ventricular 
wave.  Time  markinj?  in  ^  seconds.  At  first  sif^lit  tiie  tracing'  looks  normal,  but  wiien  time  relationships  are 
considered,  it  will  l)e  seen  that  there  are  16  heart-beats  in  each  23  one-fifths  of  a  second,  so  that  the  heart  is 
making  208  beats  per  miimte.  Tlie  tracing  is  from  a  yountr  man  seemingly  in  perfect  health,  who  had  presented 
himself  for  examination  as  a  recruit.  It  was  found  that  when  he  had  been  lying  perfectly  still  for  a  little  time  his 
pulse-rate  was  72  per  minute,  but  upon  any  exertion,  such  as  holding  his  breath  as  long  as  he  could,  stooping  to  toudi 
his  toes,  or  on  walking  about,  lie  felt  a  curious  sensation  in  his  chest  lasting  for  a  few  muiutes,  and  simultaneously 
the  pulse-rate  rose  to  over  200  i>er  minute,  auricles  and  ventricles  botli  contracting  at  this  rate.  In  spite  of  this 
he  was  able  to  do  ordinary  work  ;  there  was  little  breathlessriess  :  and  there  was  no  trace  of  any  (Jraves's  disease. 
The  condition  appe^ired  to  be  one  of  simple  parox^-smal  tachycardia. 

sometimes  of  a  fright  or  shock,  sometimes  without  apparent  cause,  there  is  a  sense  of  some- 
thing being  the  matter  in  the  precordial  region,  amounting  as  a  rule  to  little  more  than  a 
fluttering  or  palpitation,  together  with  a  feeling  of  faintness  and  lack  of  strength,  and 
perhaps  of  numbness  or  of  pins-and-needles  in  the  extremities  ;  when  examined  the  patient 
may  present  no  other  abnormality  than  a  pulse-rate  of  perhaps  160  or  even  200  to  the 
minute  {Fig,  289).     The  attack  may  last  a  few  minutes,  or  an  hour  or  two,  or  for  days,  or 
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more  rarely  for  weeks  ;  it  is  apt  to  cease  as  suddenly  as  it  began,  and  a  similar  attack  is 
almost  certain  to  recur  after  a  longer  or  shorter  interval — the  main  symptom  of  the 
complaint  being  summarized  by  the  title  '  paroxysmal  tachycardia.' 

The  very  rapid  heart  action  that  may  be  produced  by  nervousness,  or  excitement,  or 
by  some  ordinary  exertion  such  as  coming  rather  rapidly  upstairs  when  one  is  out  of 
training,  or  when  the  patient  is  suffering  from  ancemia,  or  during  convalescence  after  an 
illness,  or  after  the  over- use  of  tobacco,  is  a  familiar  phenomenon  ;  the  tachycardia 
disappears  rapidly  when  the  patient  rests,  and  the  diagnosis  is  not  as  a  rule  difficult.  If 
ordinary  resting  for  a  while  does  not  cause  the  rate  of  the  heart-beat  to  return  nearly  or 
quite  to  normal,  there  may  be  doubt  as  to  the  diagnosis,  unless  the  patient  can  be 
re-examined  on  another  occasion  ;  if  there  is  persistent  tachycardia  a  suspicion  of  Graves's 
disease  will  be  aroused,  or  there  may  have  been  acute  overstrain  of  a  weakened  fatty, 
fibroid,  rheumatic,  alcoholic,  or  syphilitic  myocardium,  followed  by  long-continued  tachy- 
cardia without  bruit,  but  perhaps  with  auricular  fibrillation ;  electrocardiograms  may  be 
required  before  an  exact  diagnosis  can  be  arrived  at  in  many  of  these  cases. 

Mitral  stenosis  is  of  all  the  valvular  lesions  of  the  heart  the  most  liable  to  lead  to 
rapidity  of  the  heart's  action  ;  but  it  seldom  happens  that  the  pulse-beat  is  fast  until  there 
has  been  other  evidence  of  failure  of  the  cardiac  compensation.  The  diagnosis  will  gener- 
ally be  obvious  from  the  history  of  acute  rheumatism  or  chorea,  the  typical  facies  and 
malar  flush,  and  the  cardiac  bruits. 

It  is  exceedingly  difficult  to  be  certain  of  a  diagnosis  of  irritation  of  a  pneumogastric 
nerve  within  the  thorax  unless  the  existence  of  mediastinal  new  growth,  aneurysm,  or  fibrosis 
is  already  known  on  account  of  the  abnormal  physical  signs,  the  a?-ray  appearances,  the 
visible  tumour,  or  the  varicose  distention  of  the  superficial  thoracic  veins  ;  if  an  intra- 
thoracic abnormality  is  known  to  exist,  and  tachycardia  becomes  a  prominent  feature  of 
the  case,  it  will  probably  be  due  either  to  mechanical  interference  with  the  heart's  action 
or  to  similar  interference  with  one  or  other  vagus  nerve.  Caseous  glands  irritating  the 
pneumogastric  nerve  are  still  more  difficult  to  be  sure  of ;  but  occasionally  one  ventures 
upon  this  diagnosis  when  a  child  who  has  been  fed  on  untested  or  unsterilized  cow's  milk, 
develops  obscure  ill-health  associated  with  persistent  tachycardia.  Such  diagnosis  would 
be  still  further  suggested  if  there  were  at  the  same  time  enlarged  glands  in  both  sides  of 
the  neck,  if  there  were  pyrexia  without  any  obvious  explanation  of  it,  or  if  there  were  any 
evidence  of  obstruction  to  the  right  bronchus,  for  the  right  bronchial  gland  is  enlarged 
far  more  often  than  is  the  left.  An  a;-ray  examination  may  serve  to  confirm  the  suspicion 
(Fig.  61,  p.  149). 

Diphtheria,  influenza,  and  possibly  other  microbial  infections,  are  occasionally  followed 
by  marked  and  persistent  tachycardia  during  convalescence,  or  even  for  weeks,  months, 
or  years  afterwards.  After  diphtheria  the  condition  is  generally  fatal.  Influenza  is  alwa3rs 
a  dangerous  diagnosis  because  it  is  so  difficult  to  establish,  but  in  certain  cases  in  which 
the  original  diagnosis  has  been  influenza,  tachycardia  to  the  extent  of  200  heart-beats  per 
minute  may  be  present  for  months  without  the  patient  suffering  from  any  severe  cardia? 
symptoms,  and  the  condition  ultimately  terminates  in  recovery  with  a  return  of  the  heart- 
beat to  the  normal  rate.  Precisely  what  is  the  nature  of  these  cases  it  is  impossible  to 
say,  but  it  has  been  thought  by  some  that  the  symptom  is  due  to  inflammatory  changes 
in  the  pneumogastric  nerve,  produced  by  whatever  one  means  by  the  toxins  of  the  disease. 
Whether  this  be  so  or  not,  the  fact  that  persistent  tachycardia  may  arise  out  of  febrile 
illnesses  should  be  borne  in  mind. 

There  are  certain  drugs  which  cause  the  heart's  beat  to  be  very  rapid,  the  best  known 
perhaps  being  digitalis,  belladonna,  thyroid  extract,  and  alcohol.  Certain  patients  suffering 
from  cardiac  symptoms  seem  unable  to  bear  digitalis,  the  heart  being  driven  into  the 
condition  spoken  of  as  delirium  cordis,  though  the  reverse  effect — slowing  of  the  he^rt, 
bradycardia — is  to  be  expected  in  persons  who  take  digitalis  well  over  a  long 
period.  When  alcohol  is  the  cause  of  the  tachycardia,  the  fact  may  be  obvious, 
the  only  difficulty  arising  in  patients,  mainly  women,  who  may  be  regarded  by  all  as 
entirely  above  reproach,  but  who  nevertheless  may  be  addicted  to  secret  drinking. 
Belladonna  in  small  doses  slows  the  heart,  but  there  are  great  variations  in  the  degree 
to  which  different  patients  tolerate  this  remedy,  even  pharmacopoeial  doses  sometimes 
producing  toxic  symptoms  of  which  tachycardia  is  one.     Widely  dilated  pupils  and  dryness 
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of  the  tongue  will  help  to  point  to  the  diagnosis  in  cases  in  which  the  belladonna  is  taken 
otherwise  than  medicinally.  Tachycardia  is  the  chief  symptom  by  which  one  recognizes 
that  a  patient  for  whom  thyroid  extract  has  been  prescribed  is  receiving  too  large  a  dose. 

Herbert  French. 

TALIPES. -(See  Club-Foot,  p.  111.) 

TASTE,  ABNORMALITIES  OF.— Abnormalities  of  taste  may  be  grouped  under 
three  main  headings,  namely  :  (1)  Impairment  or  loss  of  ordinary  taste  sensations ; 
(2)  Perverted  taste  sensations  ;  (3)  Sensations  of  a  foul  taste  in  the  mouth.  The  following 
conditions  may  produce  these  ; — 

1.  Impairment  or  Loss  of  Taste  (Ageustia) : 
(a).  Due  to  nerve  lesions  : 

Paresis    or    paralysis    of    the    lingual 

branch  of  the  fifth  nerve 
Paralysis  of  the  facial  nerve,  including 

the  chorda  tympani 


Adenoids 

Other  varieties  of  nasal  obstniction 

Bromism 

lodism  [(p.  542). 

Mercurial  and  other  varieties   of  stomatitis 


Glosso-pharyngeal  nerve  paralysis 

Bulbar  paralysis 

Cerebral  tumour,  especially  of  the  uncinate  gyrus 

Hysteria. 

(6).  Due  to  affections  either  of  the  mouth  or  nose  : 

A  common  cold 
Hay  fevei  (corj'za  e  feno) 
Atrophic  rhinitis 
Hypertrophic  rhinitis 
Nasal  polypus 

(c).  Febrile  conditions,  especially  when  associated  with  coating  of  the  tongue. 
(d).  After  destruction  of  the  nerve  endings  in  the  tongue  by  corrosives  taken  acci- 
dentally or  with  suicidal  intent. 

2.  Perverted  Taste  Sensations  (Parageustia) : 

Pregnancy  |         Hysteria  |      Epileptic  aura  |  Insanity. 

3.  Foul  Taste  in  the  Mouth  (Cacogeustia) : 

(a).  Local  conditions  of  the  mouth  or  nose  : 


Caries  of  the  teeth 

Retention   of  food    particles    between 

healthy  teeth 
Furred  tongue  from  any  cause 
Excessive  smoking 
Mouth  breathing  at  night 
Gumboil 


Septic  stumps  under  tooth-plate 
Gumma  of  the  tongue  or  palate 
Epithelioma  of  the  tongue  or  mouth 
Stomatitis  from  any  cause  (p.  542) 
Septic  infection  of  the  antrum  of  Highmore,  or 
an  ethmoid,  sphenoid,  or  frontal  sinus. 


(6).  Severe  fevers  associated  with  dryness  of  the  mouth  and  coating  of  the  tongue, 

especially  in  : — 
Pneumonia  |      Typhoid  fever  |      Peritonitis         |      Septicaemia,  etc. 

(c).  Septic  lung  conditions^  especially — 

Phthisis,  with  secondary  infection  of  |  Gangrene  of  the  lung 

Empyema  ruptured  into  the  lung 
Liver  abscess  ruptured  into  the  lung 
Subdiaphragmatic   abscess  ruptured  into 
the  lung. 

(d).  Certain  drugs  or  poisons,  especially — • 


cavities 
Bronchiectasis 
Bronchiolectasis 
Foetid  bronchitis 


Mercury 

Copper 

Arsenic 

Lead 

Iodides 


Bromides 

Sulphides 

Paraldehyde 

Asafcetida 

Creosote 


(c).  Certain  foods,  such  as  : — 

Garlic  ;    Leeks 

Onions 

(/).  Hysteria  and  functional  conditions. 


Guaiacol 
Valerian 
Cod-liver   oil 
Castor  oil. 


Shallots. 
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From  a  diagnostic  point  of  view,  impairment  of  taste  sensations  is  of  importance  only 
in  rare  cases.  Wlien  the  impairment  is  unilateral,  it  is  almost  certainly  due  to  a  lesion 
involving  either  some  portion  of  the  third  branch  of  the  fifth  nerve,  the  chorda  tympani, 
or  the  glosso-pharyngeal  nerve.  It  is  not  often  difficult  to  distinguish  between  these  three. 
If  the  chorda  tympani  is  involved,  it  is  almost  certain  that  the  facial  nerve  w^ill  also  be 
affected  up>on  the  same  side,  and  this  will  be  evidenced  by  paresis  or  paralysis  of  the  face 
of  the  infranuclear  type  (p.  493)  ;  there  may  be  excessive  watery  secretion  from  the  sub- 
maxillary gland  upon  the  same  side  ;  the  commonest  condition  to  cause  these  symptoms 
is  disease  of  the  middle  ear  extending  to  the  Fallopian  canal.  If  it  is  found  that  taste  is 
impaired  only  in  the  posterior  third  of  the  tongue  upon  one  side,  the  lesion  probably  affects 
the  glosso-pharyngeal  nerve,  and  it  is  very  possible  that  there  may  be  paresis  of  the  same 
side  of  the  palate  or  partial  paralysis  of  the  pharynx  at  the  same  time.  When  the  linarual 
branch  of  the  fifth  is  involved,  the  impairment  of  sensation  is  in  the  anterior  two-thirds 
of  the  tongue  on  the  same  side.  The  lesion  may  be  a  tumour  or  an  injury  affecting  the 
lingual  nerve  in  the  mouth  ;  or  it  may  be  part  of  a  more  general  affection  of  the  fifth  nerve 
of  that  side,  with  corresponding  interference  with  cutaneous  sensibility  of  more  or  less 
of  the  skin  of  the  face,  according  to  the  extent  to  which  the  different  branches  of  the  fifth 
nerve  are  involved  ;  if  the  motor  root  is  affected,  the  fact  can  be  ascertained  by  feeling 
the  masseter  and  temporal  muscles,  which,  when  the  patient  clenches  his  teeth,  do  not 
harden  so  much  on  the  affected  as  on  the  sound  side. 

When  sensation  on  both  sides  of  the  tongue  is  affected,  it  is  possible  that  the  lesions 
described  above  may  be  bilateral  ;  but  it  is  much  more  likely  that  the  defect  is  then  not 
primarily  nervous,  imless  it  is  due  to  bulbar  paralysis,  the  progressive  labio-glosso-pharyngo- 
laryngeal  weakness  of  which  is  pathognomonic. 

When  the  cause  of  impaired  sensation  is  in  the  nose,  as  in  the  case  of  coryza,  rhinitis, 
polypi,  or  adenoids,  it  will  be  found  that  some  substances  can  be  tasted  easily  and  others 
not  at  all  ;  this  depends  upon  the  fact  that  taste  consists  of  two  parts,  flavour  and  savour  ; 
savour  depends  upon  sensation  transmitted  by  the  olfactory  nerves — the  so-called  taste 
of  roast  beef  for  instance  ;  savours  will  be  defective  when  the  nose  is  the  cause  of  abnormal 
taste-sensations  ;  while  flavours  such  as  the  taste  of  sugar,  gentian,  or  salt,  which  are 
transmitted  by  the  gustatory  nerves  of  the  tongue,  will  still  be  fully  preser\-ed. 

The  differential  diagnosis  of  the  other  conditions  enumerated  in  the  above  list  need 
not  be  detailed,  for  the  conclusion  come  to  will  depend  upon  the  result  of  careful  inquiry 
into  the  history,  investigation  of  the  abnormal  physical  signs,  and  the  other  symptoms 
in  the  case.  One  would  only  emphasize  the  possibility  of  caries,  or  decomposing  food 
between  teeth  that  superficially  look  sound,  or  septic  infection  of  the  accessor}^  sinuses  of 
the  nose  being  long  overlooked,  though  in  each  case  abnormal  taste  sensations  may  be 
prominent.  Herbert  French. 

TEETH,   GRINDING  OF.— (See  Grinding  of  the  Teeth,  p.  265.) 

TENDERNESS  IN  THE  CHEST  implies  that  pain  is  felt  when  some  part  of  the 
chest  wall  is  touched  or  pressed  ;  it  is  a  common  symptom  ;  in  some  instances  the  pain 
felt  is  a  direct  pain,  due  to  stimulation  of  sensory  nerves  actually  in  the  diseased  area  ; 
in  others — perhaps  the  majority — the  pain  is  a  referred  pain  ('  somatic  pain  '),  felt  in 
the  skin  and  subcutaneous  tissues  that  are  tender,  but  due  to  a  visceral  lesion  remote  from 
the  tender  area. 

Causes    of    Tenderness    in    the    Chest. 

These  may  be  classified  according  to  the  situation  of  the  lesion  to  which  it  is  due. 

1.  Lesions  of  the  Chest- Wall:  the  pain  is  for  the  most  part  direct  : — 


Inflammations      of      '    Affections    of   the    ribs    and 
the  skin  and  un-  sternum 

Blood  diseases 
Intercostal  neuritis 
Injury     of     the    intercostal 
nerves 


derlying  tissue 
Intercostal  myositis 
Myalgia 
Pleurodynia 


Intercostal  neuralgia 

Hysteria 

Herpes  zoster 

Pleurisy 

Mediastinal  disease 

Pericarditis. 
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2.  Lesions  of  Thoracic  and  Abdominal  Viscera:  the  pain  is  usually  a  referred 
pain  ;   felt  in  lesions  of  the — 

Lun^s  I    Diaphragm  '    Liver. 

Heart  and  aorta  !    Stomach  and  oesophagus 

Lesions  of  tiie  Ciiest-Wall. — Tenderness  in  the  chest  is  probably  the  chief  complaint 
in  superficial  inflammatory  lesions  of  the  chest  wall,  such  as  bruises,  bums,  cuts,  mastitis, 
and  superficial  infections  of  all  sorts,  the  diagnosis  of  which  will  probably  leap  to  the  eye, 
and  need  not  be  discussed  further. 

Pain  will  be  the  chief  complaint  in  intercostal  myositis,  often  vaguely  called  rheumatic, 
that  occurs  after  chill  or  strain  of  the  intercostal  muscles  ;  but  the  affected  muscles  will 
also  be  tender  on  pressure,  the  tenderness  being  in  the  deeper  structures,  not  in  the  super- 
ficial tissues.  The  condition  is  also  known  as  intercostal  myalgia  or  pleurodynia  ;  it  has 
to  be  distinguished  from  pleurisy  by  the  absence  of  friction-sounds  on  auscultation  ;  and 
from  disease  of,  or  pressure  on,  the  intercostal  nerves.  No  doubt  the  tenderness  is  due 
to  irritation  of  the  sensory  fibres  in  the  intercostal  muscles.  Similar,  but  more  transient, 
pain  and  tenderness  may  be  met  with  in  the  stitch  to  which  the  untrained  athlete  is  prone. 

Tenderness  in  the  chest  may  result  from  disease  or  injury  of  the  ribs  or  sternum,  when 
it  will  be  localized  to  the  injured  spot ;  fracture,  inflammation,  or  new  growth  may  b€ 
the  immediate  cause.  If  fracture  is  present,  a  history  of  injury  should  be  obtainable  ; 
the  ^-rays  may  show  the  fracture ;  or  crepitus  between  the  fragments  on  movement,  or 
deformity  may  be  made  out.  Sternal  or  costal  ostitis,  or  periostitis,  may  follow  injury  ;  or 
occur  in  the  course  of  such  diseases  as  enteric  fever,  tuberculosis,  pyasmia  or  septico- 
pyaemia  ;  the  local  signs  of  inflammation  (pain,  redness,  heat,  swelling)  and  the  general 
condition  of  the  patient  should  make  the  diagnosis  fairly  simple.  Tenderness  in  the 
chest  due  to  new  growth  in  the  ribs  or  sternum — such  as  hydatid,  sarcoma,  secondary 
depK)sits  from  carcinoma — is  a  rarity  that  need  only  be  mentioned.  Tenderness  of  the 
ribs  and  sternum,  as  well  as  of  the  long  bones  of  the  limbs,  is  not  uncommon  in  certain  blood 
diseases,  in  which  hyperplasia  of  the  red  marrow,  or  excessive  accumulation  of  white  cells 
in  it,  may  occur :  such  as  pernicious  ansemia  or  leukemia.  The  diagnosis  here  must  be 
made  on  the  results  of  examination  of  the  blood  (p.  24).  In  all  these  instances  the  tender- 
ness is  deep,  and  due  to  irritation  of  the  sensory  nerves  of  the  periosteum  or  bone  ;  the 
pain  felt  on  pressure  is  a  direct  pain. 

Tenderness  at  certain  points  of,  or  all  along,  the  course  of  an  intercostal  nerve  is 
common  in  various  affections  of  these  structures.  The  particularly  tender  spots  are  three 
in  number,  and  correspond  to  the  points  at  which  the  posterior  primary,  the  lateral 
cutaneous,  and  the  anterior  cutaneous  branches  are  given  off,  near  the  spinal  column,  the 
mid-axillary  line,  and  the  sternal  margin,  respectively.  Such  tenderness  may  be  marked 
in  intercostal  neuritis,  which  is  rare  ;  in  intercostal  neuralgia,  which  is  often  diagnosed  when 
some  more  serious  intrathoracic  disorder  is  really  present,  such  as  pneumonia  or  pleurisy  ; 
and  in  cases  of  pressure  on  an  intercostal  nerve,  such  as  may  be  set  up  by  abscess  about  the 
spinal  column,  aneurysm  of  the  descending  aorta,  or  new  growth  invading  the  spinal  canal. 
Whenever  a  patient  complains  of  severe  or  obstinate  pain  and  tenderness  in  the  side, 
careful  and  repeated  physical  and  a?-ray  examinations  should  be  made,  the  possibility 
that  some  such  deep-seated  disease  may  be  present  being  kept  in  view  before  the  diagnosis 
of  intercostal  neuralgia,  or  of  functional  nervous  disease  (hysteria),  is  made.  In  excep- 
tional cases  of  hysteria,  zones  of  tenderness  in  the  chest,  possibly,  too,  Charcot's  spasmo- 
genic zones,  may  be  found. 

Pain  and  tenderness  along  an  intercostal  nerve  are  common  in  herpes  zoster,  and  may 
be  present  before,  during,  and  after  the  appearance  of  the  characteristic  rash.  The  tender- 
ness often  has  the  three  spots  of  maximum  development  mentioned  above  ;  it  is  particu- 
larly when  it  occurs  in  the  second  half  of  life  that  herpes  may  be  followed  by  a  long  period 
of  pain  and  tenderness  along  the  course  of  the  affected  nerve.  Until  the  rash  has  appeared, 
or  in  the  comparatively  infrequent  cases  when  the  rash  leaves  no  scarring  behind  it,  the 
diagnosis  of  herpes  may  be  diflicult ;   the  rash,  once  seen,  can  hardly  be  mistaken. 

Lesions  of  tiie  Underlying  Viscera. — Tenderness  in  the  chest  is  very  frequently 
a  symptom  of  disease  in  the  underlying  viscera,  thoracic  or  abdominal,  when  the  pains 
to  which  it  gives  rise  are  in  most  cases  referred  pains.      The  tenderness  is  therefore  as  a 
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rule  superficial,  confined  to  the  skin  and  subjacent  areolar  and  fatty  tissues  ;  if  these  can 
be  drawn  aside,  pressure  can  be  made  on  the  deeper  tissues  that  normally  underlie  the 
tender  area  without  provoking  pain.  Properly  speaking,  *  tenderness  in  the  chest '  can 
only  refer  to  tactile  hyperaesthesia,  or  the  eliciting  of  pain  on  pressure^  whether  light  or 
heavy.  Such  tactile  hyperesthesia,  or  the  production  of  unpleasant  sensations  or  pain 
by  the  very  lightest  touch,  is  common  in  neuralgia  and  in  neuroses,  or  in  cases  of  referred 
pain.  But  a  similar  hyperaesthesia  for  cold,  or  less  often  for  heat,  sometimes  occurs  in 
the  chest — in  tabetic  patients,  for  example  ;  this  may  perhaps  be  regarded  as  a  special 
form  of  '  tenderness.'  In  the  same  way  hyperaesthesia  for  pain,  or  hyperalgesia,  in 
which  a  normally  painless  stimulus  or  impression  becomes  transformed  into  an  acutely 
painfull  sensation,  is  to  be  regarded  as  a  form  of  '  tenderness '  in  the  chest.  Further, 
perversions  of  sensation  sometimes  occur  in  organic  nervous  diseases,  such  as  syringo- 
myelia or  tabes.  Thus,  tenderness  may  be  elicited  by  the  continuous  application  of  a 
pressure  that  is  painless  if  applied  only  for  a  short  time  (summation  of  painful  stimuli)  ; 
or  the  pain  may  be  first  felt  some  little  time  after  the  application  of  the  stimulus  to  the 
tender  area  (retarded  sensation). 

Tenderness  of  the  chest  is  a  common  complaint  in  pleurisy.  The  physical  signs  should 
suffice  to  make  the  diagnosis  simple  if  a  careful  physical  examination  be  made.  The 
tenderness  is  deep  as  a  rule,  and  not  in  the  skin  and  loose  subcutaneous  tissues. 

The  sternum  may  be  tender  in  the  rare  cases  of  mediastinal  inflammation  or  tumour 
that  are  met  with  from  time  to  time  ;  tenderness  and  direct  pain  may  similarly  be  caused 
by  the  pressure  of  aneurysms  on  the  internal  surface  of  the  chest-wall.  The  diagnosis 
in  these  cases  must  be  made  on  the  results  of  the  physical  and  a?-ray  examination  of  the 
patients. 

Tenderness  with  pain  over  the  precordia  is  fairly  common  in  pericarditis^  diagnosed 
by  the  canter  rhythm  and  the  pericarditic  rub.  It  may  be  so  extreme  as  to  preclude 
percussion  or  a  satisfactory  physical  examination.  Similar  pain  and  tenderness  have  also 
been  found  at  the  epigastrium  and  the  upper  costal  angles  in  these  cases  ;  due,  perhaps, 
to  involvement  of  the  diaphragm  in  the  inflammatory  process. 

Chest  tenderness  is  not  rare  in  cases  of  acute  or  chronic  disease  of  the  lungs,  particu- 
larly tuberculosis  ;  in  these,  it  is  hard  to  be  sure  that  one  is  not  dealing  with  refer retl  pains 
due  to  old  or  recent  pleurisy  or  pleural  adhesions.  The  tenderness  may  be  either 
superficial  or  deep  ;  sometimes  it  is  so  marked  as  to  be  elicited  even  by  the  pressure  of 
the  clothes.  It  is  generally  felt  most  about  the  region  of  the  apices  of  the  lungs,  the  curv^e 
of  the  shoulder,  or  the  scapula.  It  is  often  a  very  chronic  trouble,  vanishing  during 
periods  of  general  improvement,  returning  again  when  the  patient's  health  is  low  or  the 
pulmonary  lesion  is  progressing.  Similar  tenderness  is  often  met  with  in  acute  bronchitis^ 
or  with  chronic  bronchitis  and  emphysema  ;  the  diagnosis  must  be  made  on  general  lines. 
It  must  be  remembered  that  identical  areas  of  referred  chest- tenderness  may  be  observed 
in  disorders  of  such  various  organs  as  the  heart,  lungs,  liver,  and  stomach  ;  and  that  a 
patient  may  be  long  treated  for  '  rheumatism '  of  the  shoulder,  for  example,  when  he  is 
really  suffering  from  such  widely  different  disorders  as  tuberculosis,  gall-stones,  gastritis 
carcinoma  mammae,  or  coronary  artery  sclerosis. 

Direct  tenderness  about  the  precordia  is  sometimes  prominent  in  heart  disease  ;  as  a 
rule,  however,  the  tenderness  is  due  to  hyperesthesia  of  referred  origin.  It  is  most  marked 
in  angina  pectoris,  and  often  persists  after  the  anginal  pains  have  passed  off.  Both  the  pain 
and  the  tenderness  are  felt  within  the  area  of  distribution  of  the  first  to  the  eighth  dorsal 
nerve-roots  ;  the  roots  usually  receiving  the  first  and  most  intense  impressions  are  the 
second  dorsal.  The  left  ventricle,  the  commonest  primary  seat  of  pain,  is  in  relation  with 
the  second  to  the  fifth  dorsal  nerve-roots  ;  the  auricle  with  the  fifth  to  the  eighth  ;  the 
ascending  aorta  with  the  third  and  fourth  cer\ical  and  the  first  to  the  third  dorsal.  These 
nerve-connections  explain  the  extensive  radiation  and  wide  distribution  of  the  tenderness 
and  pain  in  the  superficial  tissues  that  may  form  such  prominent  symptoms  of  heart 
disease  ;  for  the  chest,  neck,  and  arm  may  all  be  affected.  The  tenderness  of  angina 
pectoris  commonly  occupies  the  same  areas  as  the  pain,  takes  the  form  of  a  soreness, 
smarting,  or  of  hyperalgesia  to  touch,  and  may  last  for  days  after  the  pain  is  over.  In 
some  cases,  touching  or  stimulating  the  hyperalgesic  area  on  the  chest,  arm,  or  neck, 
may  reflexly  induce  an  anginal  attack — even  the   pressure  of  a  stethoscope  applied  for 
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auscultation  may  suffice— which  is  a  strong  argument  for  regarding  the  tenderness  as  a 
viscero-sensory  reflex  or  a  referred  tenderness.  Such  anginal  attacks  and  tenderness  are 
commonest  in  coronary  sclerosis,  aortic  aneurysm,  aortic  reflux,  and  acute  aortitis  ;  they 
may  also  be  seen  in  any  form  of  heart-disease  in  which  hypertrophy  and  dilatation  have 
taken  place,  and  the  heart  has  to  do  more  work  than  it  can  manage,  for  example  with 
raised  blood-pressure  and  arteriosclerosis,  or  with  adherent  pericardium.  In  well-marked 
cases,  the  cardiac  origin  of  areas  of  tenderness  in  the  chest  should  not  be  difficult  to 
diagnose,  owing  to  their  association  with  severe  anginal  pains  on  the  one  hand,  and  with 
the  fact  that  the  pain  is  brought  on  by  exertions  or  emotions  that  increase  the  work  of 
the  heart.  Identical  areas  of  tenderness  may  be  found  in  pleurisy  or  chronic  pulmonary 
tuberculosis  ;  but  here  the  pain  will  be  connected  with  respiration  or  coughing  in  an 
unmistakable  manner,  and  there  will  be  the  history  and  signs  of  pulmonary  rather  than 
of  cardiac  disease.  Identical  areas  of  chest  tenderness  may  be  found  in  diseases  of  the 
stomach,  in  the  areas  of  distribution  of  at  any  rate  the  fourth  and  fifth  dorsal  nerves  ; 
the  diagnosis  here  will  turn  on  the  history  of  gastro-intestinal  disorder,  and  on  the  radiation 
of  the  pain  and  the  discovery  of  tenderness  in  the  epigastrium. 

Tenderness  in  the  chest  may  result  from  injuries  or  inflammations  of  the  diaphragm, 
the  lower  costo-chondral  margin  being  affected.  The  diaphragm  is  innervated  by  the 
phrenic  nerves  mainly,  and  so  is  connected  with  the  third,  fourth,  and  fifth  cervical  nerve- 
roots  ;  accordingly,  referred  diaphragmatic  pain  and  tenderness  may  also  be  felt  in  the 
top  of  the  shoulder,  an  area  innervated  by  the  fourth  cervical  nerve.  In  most  cases,  the 
tenderness  of  these  areas  will  be  due  to  diaphragmatic  pleurisy. 

Diseases  of  the  stomach,  particularly  gastric  ulcer  and  flatulent  dyspepsia,  may  give 
rise  to  pain  and  tenderness  in  the  chest  that  may  be  very  hard  to  distinguish  from  those 
due  to  cardiac  disease.  As  a  rule,  the  history  of  gastric  disturbances  should  be  of  great 
assistance  in  coming  to  a  correct  diagnosis  ;  although  it  must  be  remembered  that 
flatulence  and  temporary  gastric  upsets  are  seen  not  infrequently  in  true  angina  pectoris. 
Further,  the  pain  and  tenderness  due  to  diseases  of  the  stomach  are  mainly  abdominal, 
are  in  the  epigastric  and  left  hypochondriac  regions,  and  in  the  lower  half  of  the  back  of 
the  chest ;  whereas  in  cardiac  disorders  they  are  characteristically  situated  higher  up  in 
the  chest  and  back.  Electrocardiograms  may  be  required  to  show  whether  the  heart 
action  is  normal  or  not. 

It  is  possible  that  disease  or  painful  stimulation  (as  by  hot  drinks)  of  the  oesophagus 
may  produce  an  area  of  referred  tenderness  in  the  chest,  over  the  lower  third  of  the  sternum 
and  in  the  middle  line,  in  correspondence  with  the  pain  that  is  felt  here  in  these  conditions. 

Tenderness  in  the  right  side  of  the  chest  near  the  costal  margin  is  not  rare  in  diseases 
of  the  liver  and  gall-bladder,  corresponding  to  the  cutaneous  distribution  of  the  seventh, 
eighth,  and  ninth  dorsal  nerves  ;  for  the  most  part,  however,  the  pain  and  tenderness 
are  in  the  epigastrium  and  the  right  hypochondrium.  The  right  phrenic  nerve  (third  to 
fifth  cervical)  sends  twigs  to  the  liver  and  gall-bladder,  so  that  tenderness  and  pain  may 
also  be  felt  in  the  right  shoulder,  just  as  they  may  be  in  disorders  of  the  diaphragm.  It 
\h  particularly  in  cases  of  gall-stone  or  biliary  colic  that  these  areas  of  tenderness  are  likely 
to  be  found.  In  patients  with  hepatic  abscess,  the  spread  of  inflammation  to  the  chest- 
wall  may  give  rise  to  direct  pain  and  tenderness  in  the  chest,  with  ths  development  of 
cliaracteristic  local  and  general  symptoms  and  signs  ;  the  diagnosis  here  will  have  to  be 
made  from  such  things  as  axillary  abscess,  empyema  making  its  way  through  the  chest- 
Wiill,  or  abscess  arising  in  the  chest-wall.  A,  J,  Jex-Blake, 

TENDERNESS  IN  THE  EPIGASTRIUM.— (See  Pain  in  the  Epigastrium,  p. 
436.) 

TENDERNESS  OF  THE  HYPOCHONDRIUM.— (See  Pain  in  the  Hypochon- 
drium, p.  450.) 

TENDERNESS  IN   THE    ILIAC  FOSSA.— (See  Pain  in  the  Iliac  Fossa,  p.  452.) 

TENDERNESS  IN  THE  JOINTS.-(See  Joints,  AFFEcnoNs  of  the,  p.  337.) 

TENDERNESS  IN  THE  LIMBS.— (Sec  Pain  in  the  Limbs,  General,  p.  463 ;  and 
Sensation,  Some  Abnormalities  of,  p.  604.) 
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TENDERNESS    IN    THE    SCALP  occurs  in  two  main  varieties  ;— 

1.  Direct  Tenderness,  due  to  injury  or  disease,  such  as — 

Bruising  or  infected   wounds  I  Lupus  erythematosus,  von  Recklinghausen's 

Inflammation  or  suppuration   compli-  disease 

eating  pediculosis,  ringworm,  fa\^s,  :  Selerodermia,  Brocq's  *  pseudopeladc  ' 
eczema,  pruritus,  acne,  etc.  Diseases    of    the    skull — rickets,    syphilis. 

Herpes   and  dermatitis    herpetiformis,  i  tumour, 

erysipelas 

2.  Referred  Tenderness,  either  due  to  disease  elsewhere,  or  functional  :— 

Meningitis,  increased  intracranial  pres-  i  Neuralgia,     major    and     minor,     whether 

sure,      intracranial      tumour      or  I  primary  or  due  to  disease  of  the  eyes, 

abscess,  concussion  of  the  brain,  |  cars,  teeth,  or  viscera 

otitis  media  ,  Neurasthenia  and  hysteria. 

Fig,  290  exhibits  the  cutaneous  nerve-supply  of  the  scalp  and  face,  indicating  the 
areas  in  which  tenderness  and  pain  are  to  be  expected  when  disease  or  disorder  of  the 
various  nerves  is  present. 

If  tenderness  in  the  scalp  is  due  to  bruising  or  wounds,  it  should  not  be  difficult  of 
diagnosis  when  the  history  has  been  obtained.  A  similar  tenderness  is  naturally  to  be 
expected  when  inflammation  or  suppuration  occurs  as  a  complication  or  later  stage  of 

any  of  the  numerous  skin  diseases  to  which  the  scalp 

is  liable,  such  as  pediculosis,  ringworm — a  suppurating 

Vi  ringworm   is   known   as  kerion — seborrhonc  dermatitis^ 

favus  ;    the   itching  of  eczema  or  pruritus  may  be  so 

severe  as  to  lead  to  scratching  which  breaks  the  skin, 

nndThO.     with  the  result  that  impetigo  ensues.     In  yoimg  men 

^^  and  women  acne  may  spread  back  to  the  scalp  from 

g  .  the  forehead,  face,  or  neck  ;   acne  decalvans  is  a  mild 

^^  staphylococcal    infection    of    the    hair- follicles     that 

creeps  slowly  across  the  scalp,  and  leaves  it  bald 
by  destroying  the  hair-follicles.  Furunculosis  of  the 
scalp,  and  inflammation  of  a  sebaceous  cyst,  need  only 
be  mentioned  in  this  connection. 

In  herpes  ophthalmicus,  or   herpes  zoster   of  the 
^     ^^^    ^.       ,  .     ,  .        area  supplied   by   the   ophthalmic  or  first  branch   of 

Fig.  290. — The  cutaneous  iiervc-supply  of  tLe  ,  , 

scalp.    G  A,  (J real  auricular  nerve;  Qcso,      tlic  trigcmmal  or  fifth  crauial  ncrvc,  extreme  tender- 
"'1%L''{%?'^^':  wr%^^  ^perloi      ness  over  the  affected  area  may  be  noted  while  the 

maxiiiaV>',  and  inferior  maxillary  divisions  of      eruption  lasts  ;   and  after  it  has  disappeared,  tender- 

the  tngemmal  (or  fifth  cranial)  nerve.  '^         ,.,.  ,,«,,.,«  i 

ness  and  itching  may  be  left  behind  for  many  months 
or  years,  sometimes  with  abnormal  pigmentation. 
Dermatitis  herpetiformis  (p.  755)  is  a  somewhat  similar  grouped  vesicular  or  bullous 
eruption,  with  ringed  and  other  erythematous  lesions,  but  characterized  by  a  much  more 
extensive  distribution  than  herpes  zoster  ;  when  it  involves  the  scalp  much  tenderness 
may  ensue,  although  the  chief  complaint  will  be  of  itching,  and  the  course  of  the  disorder 
is  long  and  uncertain.  Erysipelas  is  common  in  the  scalp,  and  should  be  diagnosed 
readily.  Lupus  erythematosus  of  the  scalp  may  cause  tenderness  while  progressing  actively, 
when  it  may  resemble  even  a  severe  persistent  er^'sipelas  ;  as  a  rule  it  is  a  very  chronic, 
slowly  progressive  disorder,  commoner  in  females  than  in  males,  starting  between  the 
ages  of  twenty-five  and  forty-five.  It  produces  smooth  and  depressed  areas  of  complete 
and  permanent  baldness,  reddened  by  abundant  injected  venules.  In  von  Recklinghausen's 
disease,  subcutaneous  neurofibromas  are  found  all  over  the  body,  in  association  with 
freckling  and  pigmentation  ;  occurring  on  the  scalp,  these  tumours  will  make  it  tender, 
whereas  the  tumours  of  fibroma  moUuscum  (Fig.  291),  a  disorder  at  first  sight  resembling 
von  Recklinghausen's  disease,  are  not  sensitive  to  pressure.  Selerodermia  of  the  scalp 
may  occasion  much  tenderness,  particularly  in  its  early  stages  ;  it  is  a  chronic  diffuse 
infiltration  of  the  skin  that  ends  in  atrophy,  and  by  many  is  supjjosed  to  include  the 
'  pseudopelade '  of  Brocq,  an  atrophic  indurative  affection  of  the  scalp  giving  rise  to 
depressed  areas  of  absolute  and  permanent  baldness  that  adhere  to  the  underlying  skull, 
and  connected  by  Brocq  with  alopecia  areata. 
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Tendemesb  of  the  scalp  is  common  in  rickets,  and  is  the  main  cause  of  the  head-rolling 
and  restlessness  of  the  recumbent  rickety  child.  It  is  due  to  hypenemia  and  disordered 
growth  of  the  cranial  bones  ;  and  can  often  be  diagnosed  at  sight  by  the  thinness  of  the 
hair  or  positive  baldness  of  the  occipital  region  to  which  the  head-rolling  leads.  A  similar 
tenderness  of  the  cranial  bones  is  seen  in  congenital  syphilis,  and  is  caused  by  the  rarefying 
(eraniotabes)  or  hyperplastic  (hot-cross-bun  skull)  osteitis  present.  In  adults  with 
neglected  syphilis  the  skull  may  be  tender  from  secondary  syphilitic  periostitis  or  tertiary 
gumma  ;  besides  the  tenderness,  pain  is  present,  and  is  characteristically  worse  at  night. 
Tumour  of  the  cranial  bones  may  give  rise  to  tenderness  of  the  overlying  scalp  or 
periosteum  ;  in  adults  such  tumours  are  usually  secondary  to  malignant  disease  of  the 
breast,  thyroid  gland,  testis,  or  prostate.  In  children  they  are  often  secondary  to  sarcoma 
of  the  suprarenal  gland,  and  may  be  the  first  clinical  evidence  that  anything  is  amiss. 

Tenderness  in  the  scalp  may  be  due  to  organic  disease  that  is  not  in  direct  connection 
with  it.  In  meningitis,  whether  syphilitic,  tuberculous,  or  due  to  pus-producing  microbes, 
local  or  general  tenderness  of  the  scalp  may  be  a  marked  feature  ;  and  the  same  is  true  in 
eases  with  increased  intracranial  pressure  due  to  any  cause  whatever.  The  chief  complaint, 
however,  will  be  of  Headache  (p.  293).  In  intracranial  tumour  the  scalp  and  periosteum 
are  sometimes  tender  to  pressure  in  the  neighbourhood  of  the  growth  ;    the  associated 


Fig.  291. — MoUuscum  flbrosum  in  a  corapaMtivdy  early  stai^e. 

(From  pftotograph  lent  by  Dr.  A.  Retuile  Short.) 

signs,  such  as  vomiting  on  change  of  position,  slow  pulse,  optic  neuritis,  and  local  paresis 
or  paralysis,  should  aid  the  diagnosis.  Tenderness  of  the  scalp  in  the  occipital  region 
and  below  it  has  often  been  noted  after  concussion  of  the  brain,  whether  mild  in  degree  or 
severe,  and  apart  from  neurasthenia  ;  the  pain  and  tenderness  may  each  be  both  superficial 
and  deep. 

Tenderness  of  the  scalp  is  often  marked  in  neuralgia,  a  vague  term  applied  to  any 
severe  pain  that  follows,  or  seems  to  follow,  the  distribution  of  a  nerve.  In  trigeminal 
neuralgia,  neuralgia  major,  or  tic  douloureux,  the  pain  and  tenderness  often  spread  back 
to  the  vertex  and  parietal  eminence,  in  correspondence  with  the  cutaneous  distribution 
of  the  first  or  ophthalmic  branch  of  the  fifth  nerve.  Pressure  over  the  tender  area  will 
often  bring  on  a  paroxysm  of  pain  ;  yet  while  the  pain  is  raging,  the  patient  often  gains 
some  relief  by  firm  pressure  over  the  painful  part.  When  the  paroxysm  is  recently  past, 
pressure  does  not  have  any  obvious  effect  in  some  cases.  Identical  neuralgic  pain  and 
tenderness  may  be  met  with  in  the  rare  cases  where  a  tumour  presses  on  the  trigeminal 
nerve  or  its  roots,  as  may  happen  in  patients  with  meningeal  new  growths.  Definite  loss 
of  sensation  occurs  if  the  nerve  is  involved  in  a  tumour,  whereas  in  tic  douloureux  there 
is  no  anaesthesia  ;   in  addition,  the  other  signs  of  intracranial  tumour  should  be  looked  for. 

In  another  group  come  the  cases  of  neuralgia  minor,  in  which  pain  and  tenderness  in 
the  scalp  form  a  visceral  reflex,  and  are  due  to  disease  in  the  eyes,  teeth,  ear,  and  thoracic 
or  abdominal  viscera.  A  referred  visceral  pain  usually  brings  with  it  superficial  tenderness, 
and  both  the  pain  and   the  tenderness  are  found  over    '  segmental '    areas,  or  areas  that 
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do  not  corresp>ond  with  the  distribution  of  the  peripheral  nerv^es,  but  follow  a  central  distri- 
bution (Figs,  292,  293).  In  other  patients,  however,  the  same  lesions  produce  areas  of 
pain,  and  less  often  of  tenderness  also,  that  do  follow  distributions  corresponding  with 
those  of  the  peripheral  nerves  ;  and  these  are  described  as  cases  of  neuralgia  minor  proper. 
To  give  examples  of  reflex  neuralgia,  disease  of  the  upper  bicuspids  may  cause  pain  and 
tenderness  in  the  temporal  region  ;  disorders  of  the  eye,  particularly  astigmatism  and 
hypermetropia,  iritis,  and  glaucoma,  may  cause  headache  and  tenderness  spreading  from 
the  forehead  to  the  vertex  and  to  the  temporal  area  ;  suppuration  in  the  middle  ear  may 
make  the  whole  side  of  the  head  tender.  Certain  areas  on  the  head  are  segmentally  united 
with  other  areas  on  the  body  ;  the  temporal  area  of  the  scalp  is  connected  thus  with  the 
seventh  dorsal  segment,  and  so  diseases  of  the  heart,  lungs,  or  stomach  may  all  bring  about 
temporal  pain  and  tenderness,  associated  with  the  segmental  area  of  cutaneous  tenderness 
about  the  level  of  the  epigastrium  that  directly  represents  the  seventh  pair  of  dorsal 
nerves.  It  is  probable  that  a  number  of  patients  with  undetected  disease  of  the  teeth, 
eyes,  ears,  or  viscera,  are  treated  for  '  neuralgia '  for  long  periods,  when  a  more  careful 
examination  of  their  history  and  investigation  of  their  physical  condition  would  lead  at 
once  to  the  proper  diagnosis.  In  a  certain  number  of  cases  pain  and  tenderness  in  the 
scalp  are  due  to  general  diseases  such  as  diabetes  mellitus,  malaria,  and  rheumatism  ;  a 
fact  that  leaves  room  for  much  latitude  in  diagnosis. 

In  both  neurasthenia  and 
hysteria  complaints  of  pains 
and  tenderness  are  common, 
and  the  scalp  may  be  affected 
just  as  any  other  part  of  the 
body  may.  The  neurasthenic 
often  has  occipital  tenderness, 
with  pain  referred  to  the  hair ; 
brief  mental  effort  may  bring 
on  pain  and  tenderness  in 
the  sinciput  or  vertex.  The 
hysterical  patient  may  be 
prostrated  by  headache,  with 
extreme  tenderness  of  the 
scalp.     It  is  not  necessary  to 

Fig.  292.— The  segmental  arras.  Fig.  203. — The  maxima  of  the  segmental    gj^y    Wig^f^   the  ffrcatest   Care   tO 

areas  shown  in  Fig.  2!)2.  i    j  •         j*  e 

Fr.n.  Fronto-nasal ;   Mo.  Mid-orbital ;  Oc.  Occipital ;   p.  Parietal  :  T.  Temporal ;      ^^cludc      OrgaUIC      disease       of 

V.  Vertical.  cvcry   sort   should    be    taken 

before  the  diagnosis  of  neur- 
asthenia or  hysteria  is  made  in  a  patient  complaining  of  tenderness  in  the  scalp.  It  is 
noticeable  that  any  conditions  tending  to  build  up  the  strength  and  improve  the  nutrition 
of  neuralgic,  neurasthenic,  or  hysterical  patients,  are  likely  to  lessen  the  pains  and  areas 
of  tenderness  of  which  they  so  often  complain.  Conversely,  these  persons  are  always 
much  worse  when  their  health  is  low,  and  particularly  when  they  are  anaemic. 

A.  J.  Jex-Blake. 

TENDERNESS  IN  THE  SPINE  occurs  in  two  different  sets  of  conditions.  In 
the  first  it  is  due  to  local  disease  of  the  skin  or  subcutaneous  tissues,  fasciae,  muscles,  bones, 
or  nerve-tissue  in  the  immediate  neighbourhood  of  the  spine ;  and  the  pain  felt  when  the 
tender  spot  is  touched  is  a  direct  pain.  In  the  second  there  is  no  local  disease,  and 
the  pain  felt  on  stimulation  of  the  tender  area  is  a  referred  pain,  due  in  most  cases  to  organic 
disease  of  one  or  other  of  the  viscera,  in  a  few  to  some  obscure  nervous  disorder.  The 
tenderness  varies  widely  in  degree.  In  the  severest  cases,  whether  direct  or  referred,  the 
pain  may  be  such  that  the  patient  cannot  endure  even  the  light  pressure  of  the  clothes 
ordinarily  worn,  and  is  in  agony  the  moment  a  finger  is  laid  upon  the  tender  place. 

When  due  to  Local  Disease,  the  tenderness  is  usually  associated  with  rigidity  of 
the  spine  in  the  tender  section,  a  protective  reflex  designed  to  give  rest  to  the  diseased 
part.  This  is  particularly  well  marked  when  it  is  bone — the  vertebral  column — that  is 
diseased.  A  similar  but  less  complete  and  more  extensive  rigidity  will  be  noted  when  the 
local  disorder  is  in  the  muscles  or  fasciae  of  the  back.     Should  the  local  disease  or  injury 
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be  so  extensive  as  to  involve  or  compress  the  spinal  cord,  special  symptoms  (girdle-pain, 
paresis,  anaesthesia,  etc.)  will  be  added.  The  chief  morbid  states  in  which  such  tenderness 
of  the  spine  occurs  are  summarized  in  the  following  table  : — 

Diseases  of  the  skin  and  subcutaneous     f    Injury,  infected  wounds,  abscess-formation, 
tissue  \       etc. 

Diseases  of  the  muscles,  fascice,  or  nerves       Gout,   rheumatism,   injury,   herpes,   etc. 

/  Tuberculosis  and  other  infections 
1    Caries    sicca,    spondylitis    deformans. 

Diseases  affecting  the  vertebrce  i   ^      -      Z     ^P"*.^ 

*"         ^  Erosion  by  aortic  aneurysm 

Invasion  by  malignant  disease 

Injury 

Traumatic  neitrasihenia,  with  local  lesions  (  *  r>   -i  •      » 

that  are  not  demonstrable  {  y    P      • 

To  consider  these  lesions  in  detail :  Obviously  the  skin  and  subcutaneous  tissues  may 
be  tender  over  the  spine  after  falls  or  blows  on  the  back,  infected  wounds,  in  acne  and 
furunculosis,  in  abscess-formation,  whether  the  infection  is  derived  from  without,  or  from 
within  as  in  pysemia  ;  a  psoas  abscess  may  point  and  discharge  on  the  back  over  the 
vertebral  column.  Tenderness  in  the  spine  due  to  affections  of  the  fascice  and  muscles  may 
be  experienced  by  any  ill-trained  person  who  over-uses  or  strains  his  spinal  muscles  ;  it  is 
also  common  in  gouty  patients  ;  and  frequently  it  is  associated  in  the  rheumatic  with  attacks 
of  lumbago.  Deep-seated  inflammations  in  this  region  are  not  rare,  and  are  seen  usually 
in  connection  with  spinal  caries  ;  less  often  the  inflammation  may  be  due  to  pycemia^ 
empyema  perforating  spontaneously,  trichiniasis  and  other  very  rare  forms  of  myositis, 
when  they  chance  to  attack  the  spinal  region.  In  a  few  instances,  no  doubt,  disease  of  the 
spinal  nerves,  particularly  when  their  posterior  primary  divisions  are  affected,  gives  rise  to 
tenderness  in  the  spine  as  well  as  along  the  course  of  the  nerves  themselves  ;  this  may 
occur  when  pressure  on  the  nerves  or  their  roots  exists,  and  in  cases  of  herpes  zoster  or 
neuritis.  Most  of  the  causes  of  spinal  tenderness  enumerated  above  should  not  be  difficult 
of  diagnosis  if  a  careful  examination  of  the  patient  be  made,  and  his  other  signs  and 
symptoms  of  disease  be  noted. 

The  cases  in  which  the  tenderness  is  due  to  disease  of  the  vertebrae  are  far  more 
important  than  the  above,  and  probably  commoner  also,  as  well  as  far  more  serious  from 
the  point  of  view  both  of  prognosis  and  treatment.  Excluding  spinal  trauma,  which 
usually  declares  itself  obviously  and  is  considered  below,  the  three  disorders  to  which  the 
vertebrae  are  liable  in  this  connection  are  tuberculosis,  invasion  by  malignant  disease,  and 
erosion  by  an  aneurysm.  In  other  rarer  instances  they  may  be  affected  with  similar  sym- 
ptoms and  results  by  actinomycosis,  pycemic  abscess,  the  spread  of  infection  from  adjoining 
parts  (retropharyngeal,  mediastinal,  subdiaphragmatic,  perinephric,  or  pelvic  abscesses), 
hydatid  disease,  spondylitis  deformans,  and  vertebral  arthritis  due  to  the  gonococcus  and  other 
microbes.  When  caused  by  vertebral  tuberculosis,  the  spinal  tenderness  is  local,  and  is 
generally  accompanied  by  more  or  less  angular  deformity  of  the  spinal  column,  collapse 
of  the  diseased  and  softened  anterior  part  of  the  vertebral  body,  causing  abnormal  projec- 
tion of  its  dorsal  spine  at  the  same  time.  If  it  is  the  posterior  part  of  the  affected  vertebra 
that  collapses,  the  spinous  process  will  sink  inwards  ;  it  must  be  remembered,  however, 
that  congenital  defect  or  deficiency  of  a  spinous  process  is  not  very  rare,  and  may  be 
mistaken  for  the  result  of  injury  or  disease.  Whether  deformity  accompanies  spinal  caries 
or  no,  rigidity  of  the  diseased  part  of  the  spinal  column  is  sure  to  be  present.  It  is 
maintained  by  involuntary  contraction  of  the  appropriate  muscles,  and  becomes  conspicuous 
when  the  patient  is  encouraged  to  bend  his  back  in  any  direction,  or  to  rotate  the  body  on 
the  pelvis.  In  addition,  pain  will  be  felt  in  the  back  when  the  patient's  vertex,  shoulders, 
sacrum,  or  legs  are  jarred  ;  his  gait,  too,  and  method  of  holding  himself  and  turning, 
designed  to  relieve  the  diseased  part  of  the  spinal  column  from  shock  or  strain,  will  be 
characteristic.  In  children  who  are  not  well  looked  after,  this  spinal  tenderness  and  defor- 
mity may  be  unnoticed  and  the  diagnosis  of  spinal  caries  not  established  until  a  psoas 
abscess  has  formed  and  has  declared  itself  by  pain  in  the  leg,  or  lameness.  The  importance 
here  of  early  diagnosis  cannot  be  overstated  ;   spinal  tuberculosis  is  commonest  in  children. 
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but  may  occur  at  any  age.  It  often  happens  that  rickety  children  are  suspected  of  '  spinal 
disease  '  by  their  parents  ;  they  present  marked  spinal  curvature,  due  to  flabbiness  of  the 
muscles,  and,  like  all  their  bones,  their  spines  may  be  tender  on  pressure.  But  there  is  no 
localized  spinal  tenderness  in  rickets,  there  is  no  angular  deformity,  the  spinal  curvature 
vanishes  when  the  child  is  suspended  by  the  head  or  arms,  no  pain  is  caused  by  jarring 
or  rotating  the  spinal  column,  and  there  is  no  rigidity  of  the  back  ;  the  other  ordmar\' 
evidences  of  rickets  will  be  present,  so  that  the  diagnosis  should  not  be  difficult.  In  adults, 
however,  and  particularly  during  the  second  half  of  life,  it  may  often  be  difficult  to  deter- 
mine whether  a  persistent  tenderness  over  some  part  of  the  spine,  associated  with  pain 
and  rigidity,  is  due  to  tuberculosis,  aneurysm,  or  malignant  disease  affecting  the  vertebral 
column.  The  occurrence  of  angular  curvature,  due  to  softening  and  collapse  of  the  verte- 
bral body,  would  argue  in  favour  of  tuberculosis,  being  comparatively  rare  in  aneurysm  or 
malignant  disease  ;  evidence  of  tuberculous  mischief  in  the  patient's  joints,  lungs,  or 
larynx,  a  history  of  cough  or  blood-spitting,  or  a  marked  family  history  of  tuberculosis, 
would  all  point  in  the  same  direction.  Aortic  aneurysm,  eroding  the  vertebral  column 
and  causing  pain  and  tenderness  by  pressing  on  the  nerves  in  its  vicinity,  would  be 
suggested  if  the  patient  were  a  middle-aged  man  giving  a  history  of  syphilis.  Examination 
under  the  x-tslvs  and  testing  for  Wassermann's  reaction  might  be  of  great  assistance  here  ; 
deep  abdominal  palpation,  under  an  anaesthetic  if  necessary,  might  reveal  the  expansile 
pulsation  of  an  aortic  aneurysm.  Secondary  deposits  of  malignant  disease,  invading  or 
encompassing  a  vertebra,  may  occasion  marked  spinal  tenderness  and  pain  in  the  back  of 
the  severest  description  ;  in  rare  cases,  the  malignant  growth  may  be  primary.  The 
vertebrae  are  the  bones  most  often  invaded  by  secondary  malignant  growths  ;  the  primary 
growths  most  frequently  responsible  for  secondary  deposits  in  the  bones  are  carcinoma  of 
the  thyroid,  testis,  prostate,  and  mamma,  primary  sarcoma  of  bone,  and  melanotic  sarcoma. 
Here  again  the  diagnosis  may  be  very  difficult,  in  the  earlier  stages  of  the  disorder  particu- 
larly, because  the  primary  growth  may  be  small  and  deep-seated,  and  may  have  given  rise 
to  no  signs  or  symptoms  leading  to  its  discovery,  so  that  the  presence  of  secondary  deposits 
is  not  suspected.  In  the  later  stages,  the  growth  often  burgeons  into  the  spinal  canal,  and 
causes  symptoms  of  paraplegia  by  compressing  the  spinal  cord.  When  this  occurs  the 
diagnosis  is  easier,  for  the  site  of  the  compression  may  be  indicated  by  a  girdle-pain  and  a 
zone  of  hyperaesthesia  ;  while  anaesthesia,  with  paresis  or  paraplegia,  is  found  below  it,  the 
sphincters  are  affected,  the  knee-jerks  are  increased,  and  ankle-clonus  and  Babinski*s 
extensor  plantar  reflex  can  be  elicited.  But,  as  has  been  pointed  out  already,  it  may  be 
impossible  to  find  any  definite  physical  signs  in  a  patient  complaining  of  very  severe  and 
intractable  pain  and  tenderness  in  some  part  of  his  spinal  column  ;  and  most  physicians  of 
experience  must  have  met  with  sad  cases  where  such  patients  have  been  treated  as  malin- 
gerers, the  honesty  of  their  complaints  failing  to  win  recognition  until  a  pathological  basis 
for  them  has  been  established  at  an  autopsy. 

Little  more  need  be  said  about  most  of  the  other  local  diseases  tliat  may  make  the 
affected  region  of  the  spine  both  tender  and  painful.  Caries  sicca  is  the  name  given  to  an 
obscure  rarefying  osteitis  of  chronic  course,  non-suppurative,  that  may  attack  the  vertebrae. 
The  signs  and  symptoms  of  vertebral  actinomycosis  resemble  those  of  tuberculosis.  In 
chronic  pycemia  a  vertebral  abscess  may  arise,  and  in  patients  with  abscesses  in  the  spinal 
region — such  as  pelvic,  perinephric,  subdiaphragmatic,  mediastinal,  or  retropharyngeal — 
a  spread  of  infection  to  the  vertebrae  may  conceivably  occur,  giving  rise  to  tenderness  in 
the  affected  part  of  the  spine  ;  hydatid  disease  of  the  spinal  canal  or  vertebral  column  may 
do  the  same  in  persons  exposed  to  echinococcus  infection.  But  in  all  these  instances  the 
tenderness  in  the  spine  will  be  but  a  minor  symptom  of  a  serious  and  more  or  less  acute 
disorder,  with  other  features  that  are  more  characteristic.  Tenderness  in  the  spine  is  often 
marked  in  spondylitis  deformans  {Fig,  274,  p.  648),  the  name  given  to  practically  any  chronic 
non-suppurative  form  of  vertebral  arthritis.  It  is  no  doubt  an  infectious  process,  and  occurs 
after  gonorrhoea,  influenza,  enteric  fever  (the '  typhoid  spine  '),  tonsillitis,  and  other  bac- 
terial disorders.  It  is  characterized  by  stiffness  in  some  portion  of  the  vertebral  column,  with 
irregular  deposits  of  new  bone  in  the  adjoining  ligaments,  particularly  the  anterior  common 
ligament,  well  seen  by  the  use  of  ir-rays.  The  chief  sign  is  stiffness  in  the  back,  and  in  a 
few  of  the  cases  osteo-arthritis  of  some  joints  of  the  limbs  occurs  as  well ;  in  instances 
where  the  hip  or  shoulder  are  thus  involved  the  disease  has  been  named  '  spondylose  rhizo- 
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milique  '  by  Marie.  Men  are  affected  four  or  five  times  as  often  as  women,  and  the  disease 
usually  begins  between  the  ages  of  twenty  and  fifty.  Its  diagnosis  may  be  difficult,  because 
the  chief  complaint  may  be  of  pain  in  the  hips,  legs,  abdomen,  or  thorax,  or  of  '  sciatica  ' 
or  '  lumbago,'  so  that  disease  of  the  vertebral  column  may  be  neither  suspected  nor  looked 
for.  In  most  patients,  the  affected  region  of  the  spine  is  tender  ;  much  spasm  of  the  dorsal 
muscles  is  found  in  the  more  acute  cases,  while  in  those  of  long-standing,  atrophy  from 
disuse  will  be  found.  The  typhoid  spine  is  a  rare  sequela  of  enteric  fever,  usually  occurring 
early  in  convalescence.  The  patient  complains  of  tenderness  and  the  most  acute  pain  in 
the  lower  part  of  the  vertebral  column,  after  an  initial  stage  of  backache.  Fever  is  present 
at  first  in  half  the  cases,  and  no  doubt  the  condition  is  commonly  due  to  vertebral  periostitis 
set  up  by  the  Bacillus  typhosus.  The  symptoms  last  for  many  months  as  a  rule,  and  defor- 
mity of  the  spine  is  left  in  half  the  patients  ;  but  suppuration  of  the  affected  vertebrae  seems 
to  be  unknown.  Men  are  affected  more  often  than  women.  In  milder  cases  no  physical 
signs  of  vertebral  disease  appear,  and  so  the  affection  has  been  described  as  hysterical,  the 
spine  as  an  irritable  spine  ;  in  yet  other  instances,  the  spinal  cord  appears  to  be  involved, 
as  if  the  periostitis  affected  the  spinal  canal,  loss  of  control  over  the  sphincters  being 
observed,  with  paresis  of  the  legs,  and  changes^usually  increase — in  the  reflexes. 

Tenderness  in  the  spine  due  to  injury  may  be  the  expression  of  either  organic  or 
functional  disease  resulting  therefrom,  and  the  precise  diagnosis  may  be  extremely  difficult. 
The  trauma  is  usually  a  railway  or  oth^r  accident  of  locomotion  ('  railway  spine  '),  a  fall, 
a  sudden  shock  or  concussion  ;  in  another  group  of  cases  it  is  either  a  single  sudden  muscular 
over-strain,  due  to  over-exertion  or  the  effort  to  avoid  an  accident,  or  the  more  chronic 
overstrain  to  which  rowing  men,  football  players,  and  the  like  are  exposed.  A  gross  injury- 
may  produce  fracture  of  a  vertebra,  with  or  without  displacement  of  the  fragments  such 
as  can  be  demonstrated  by  the  use  of  x-roys  ;  subperiosteal  or  subdural  haemorrhage, 
haemorrhage  into  the  spinal  canal,  haemorrhage  into  or  bruising  of  the  cord,  all  of  which  will 
give  rise  to  localizing  cord-symptoms  (girdle-pain  at  the  level  of  the  lesion,  varying  degrees 
of  paresis  and  anaesthesia  below  it)  when  the  lesion  is  marked.  At  the  other  end  of  the 
scale  are  found  the  sufferers  from  traumatic  neurasthenia^  who  have  been  exposed  to  identical 
injury  or  over-strain,  but  present  no  definite  signs  of  disease  in  the  spine  or  cord,  although 
quite  incapacitated  for  months  or  years,  by  weakness  and  severe  pains  in  the  injured  region. 
These  patients  often  have  increased  knee-jerks  and  even  ankle-clonus ;  but  definite 
evidences  of  organic  disease  are  wanting,  the  sphincters  are  unaffected,  Babinski's  extensor 
plantar  reflex  is  not  obtained,  muscular  wasting  is  not  found,  unless  from  disuse,  and  the 
various  pains  and  tendernesses  of  which  complaint  is  made  have  a  neurasthenic  or  even  a 
hysterical  distribution  and  character.  Traumatic  neurasthenia  may  follow  surgical 
op)erations  or  comparatively  slight  injuries  to  the  head,  back,  or  testicle,  in  addition  to 
the  severer  traumas  and  strains  already  mentioned  ;  and  it  must  be  noted  that  a  delay  of 
one  or  more  weeks,  an  incubation-period,  may  intervene  between  the  receipt  of  the  injury 
and  the  development  of  the  neurasthenic  pains.  It  would  be  unfair  to  take  such  a  delay 
as  evidence  of  a  hysterical  factor  in  the  case,  or  of  malingering. 

It  is  clear  from  the  foregoing  paragraph  that  traumatic  neurasthenia  includes  cases  in 
which  it  is  not  possible  to  say  for  certain  whether  a  local  organic  lesion  of  the  spine  exists  or 
not.     Such  instances  form  a  natural  transition  to  those  in  which  there  is  : — 

Tenderness  in  the  Spine  due  to  Functional  Disorders,  or  to  Disease  in  Otiier 
Parts  of  tiic  Body. — In  very  few  of  these  is  there  any  deformity  of  the  spinal  column  ; 
it  is  flexile  and  not  rigid  ;  and  pain  is  rarely  produced  when  it  is  carefully  bent,  twisted, 
or  jarred,  so  long  as  direct  stimulation  of  the  tender  part  is  avoided.  As  a  rule,  the  tender- 
ness is  superficial  rather  than  deep,  and  it  is  often  associated  with  other  areas  of  tenderness 
in  the  side  or  front  of  the  body.  In  hysteria^  complaint  of  pain  and  tenderness  in  the  spine 
and  back  is  not  rare — the  '  hysterical  spine.'  The  tenderness  over  the  vertebrae  is  often 
accompanied  by  tenderness  on  either  side  of  them  ;  in  extent  it  may  change  from  time  to 
time,  involving  a  single  vertebra  or  even  most  of  the  vertebral  column.  In  neurasthenia  the 
spine  may  be  tender  from  top  to  bottom,  and  more  or  less  rigidity  is  often  found  also.  When 
the  tenderness  is  localized  to  a  small  part  of  the  back,  it  may  easily  be  taken  as  evidence 
of  local  organic  disease  ;  but  the  presence  of  other  neurasthenic  symptoms — headache, 
irritability,  fatigability  after  brief  exertion — and  the  absence  of  signs  of  definite  local 
disease  or  involvement  of  the  cord,  should  help  in  the  diagnosis.     To  distinguish  clearly 
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between  neurasthenia  and  hysteria  is  often  difficult,  and  particularly  so  in  the  milder  cases 
of  traumatic  neurasthenia,  because  they  may  develop  hysterical  features  such  as  areas  of 
anaesthesia,  a  craving  for  sympathy,  a  tendency  to  exaggerate  the  symptoms,  and  so  forth. 
The  harmful  effects  of  mental  worry  on  neurasthenia,  of  the  uncertainty  attaching  to  an 
impending  law-suit  in  which,  perhaps,  damages  for  injury  are  being  claimed,  are  well  known. 
Tenderness  in  the  spine  is  very  commonly  a  reflex  from  disease  in  one  or  other  of  the 
thoracic,  abdominal,  or  pelvic  viscera.  The  tenderness  is  characteristically  superficial 
in  these  cases,  and  acute  pain  may  result  from  light  pressure  on  the  area  involved  ;  and  if 
the  tender  tissues  can  be  pulled  aside  sufficiently,  it  will  be  found  that  pressure  on  the  spine 
itself  causes  no  pain  whatever.  The  different  viscera  produce  this  tenderness  with  some 
regularity  in  different  and  definite  spinal  areas,  a  scheme  of  which  is  given  in  Fig.  294. 

The  organs  and  diseases  most  often  giving  rise  to  this  referred  tenderness  and  pain 
in  the  spine  are  as  follows  :  The  aorta,  in  aortitis,  arteriosclerosis,  and  aneurysm  ;  the 
heart,  in  coronary  sclerosis  particularly,  myocarditis,  myocardial  fibrosis,  acute  dilatation 
and  failing  compensation  ;  the  stomach,  in  gastric  ulcer,  malignant  disease,  gastritis  ;  the 
liver,  in  cholelithiasis,  cholangitis,  new  growth,  and  the  venous  congestion  of  tricuspid 
reflux  ;  the  intestine  and  rectum,  in  acute  inflammatory  disorders,  constipation,  and  carcin- 
oma ;    the  uterus,  in  labour,  menstruation,  inflammatory  affections,  and  new  growth.     It 

would  appear  that  the  lungs,  whether  in- 
flamed or  wounded,  do  not  give  rise  to  a 
referred  tenderness  ;  on  the  other  hand,  the 
whole  or  any  part  of  the  thoracic  spine  may 
become  tender  in  disorders  of  the  pleura,  such 
as  pleurisy,  pleural  adhesions,  or  new  growth. 
To  illustrate  the  frequency  with  which  pain 
and  tenderness  of  the  spine  occur,  the  axiom 
of  many  hospital  out-patient  departments 
may  be  quoted,  that  there  is  no  woman  in 
London  who  has  not  got  a  pain  at  the  bottom 
of  her  back — a  libel  on  the  sex,  one  may 
hope. 

The  importance  of  distinguishing  between 
the  cases  in  which  the  physical  signs  of 
organic  disease  in  the  vertebral  column  or 
cord  are  absent,  and  those  detailed  in  Class  1 
above,  need  not  be  emphasized  further.  The 
referred  pains  and  tendernesses  disappear  or 
are  relieved  with  the  cure  or  relief  of  the 
cardiac,  gastric,  or  other  disorder  to  which 
they  are  due.  The  diagnosis  of  the  cause  of 
tenderness  over  the  fourth  dorsal  vertebra, 
for  example,  which  may  be  due  to  disease  of 
the  heart,  pleura,  or  stomach,  must  be  made  on  general  lines,  and  by  consideration  of  the 
other  signs   and  symptoms   exhibited   by  the  patient.  A.  J.  Jex-Blake, 


Fig.  'i94. — Areas  of  referred  spinal  pain  and  tenderness 
(after  Mackeiuie),  A,  In  diseases  of  the  heart ;  B,  In 
diseases  of  the  stomach;  c,  I"  diseases  of  the  liver; 
D,  In  diseases  of  the  rectum  and  uterus. 


TENESMUS  signifies  frequent  and  painful  inclination  to  go  to  stool,  associated  gener- 
ally with  straining  and  griping  but  with  very  little  evacuant  result.  A  precisely  similar 
condition  affecting  the  bladder  is  sp>oken  of  sometimes  as  vesical  tenesmus,  but  a  better 
known  term  for  this  is  Strangury  (p.  649). 

The  severest  examples  of  rectal  tenesmus  are  afforded  by  cumte  dysentery,  in  which, 
after  the  acute  onset  of  the  disease,  copious  loose  faecal  motions  are  passed  to  start  with, 
then  smaller  and  smaller  quantities  at  a  time,  and  after  this,  when  there  is  practically 
nothing  left  to  come  away  from  the  bowel,  the  desire  to  defaecate  urgently  and  repeatedly 
may  still  recur  perhaps  every  ten  minutes  with  painful  straining,  causing  the  patient  to 
groan  or  cry  out,  but  with  practically  no  evacuant  result  beyond  a  little  fluid  with  mucus 
and  blood.  The  diagnosis  in  these  cases  is  generally  based  upon  the  fact  that  the  patient 
is  or  has  been  resident  in  some  part  of  the  tropics  where  dysentery  is  endemic  ;  the  nature 
of  the  dysentery  itself,  whether  due  to  the  amoeba  of  dysentery,  or  to  Shiga's  dysentery 
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bacillus,  or  to  other  less  well  known  bacilli,  is  made  upon  the  results  of  bacteriological 
investigations  of  the  stools. 

Similar  tenesmus  may  also  occur  in  acute  cholera  when  the  stage  of  rice-water  stools 
has  been  reached  ;  here  again  the  diagnosis  depends  upon  the  fact  of  residence  in  a  part 
where  cholera  is  endemic,  or  in  a  district  in  which  cholera  has  recently  broken  out  in  epidemic 
form  ;  it  is  confirmed  by  the  discovery  of  the  comma  bacilli  of  cholera  in  the  stools. 

In  this  country  there  are  various  types  of  acute  infective  diarrhcea  which  may  simulate 
cholera  to  such  an  extent  that,  although  not  cholera  at  all,  they  have  been  grouped  together 
imder  the  heading  of  cholera  nostras,  and  in  such  cases  tenesmus  may  be  extreme.  Tempo- 
rary acute  diarrhcea  with  much  tenesmus  may  arise  in  school-boys  and  others  from  the 
eating  of  unripe  apples  or  other  fruit  ;  after  a  brief  but  acute  illness,  and  perhaps  a 
drastic  purge,  rapid  recovery  is  the  rule.  More  serious  are  the  acute  attacks  of  vomiting 
and  diarrhcea  which  are  familiar  under  the  name  of  ptomaine  poisoning,  the  cause  being 
bacilli  allied  to  Gaertner's  bacillus  ingested  along  with  some  article  of  diet.  Cases  of 
ptomaine  poisoning  may  be  SfK)radic,  but  occasionally  as  the  result  of  many  persons 
eating  the  same  cold  pork  pie  perhaps,  or  something  of  that  kind  at  a  public  function, 
acute  epidemics  are  recorded,  some  of  the  cases  ending  fatally.  The  bacteriology- 
of  the  condition  is  complex  ;  different  micro-organisms,  including  not  only  Gaertner's 
bacillus,  but  also  Morgan's  bacillus  A,  Morgan's  bacillus  B,  and  probably  others,  are  at  the 
root  of  different  outbreaks.  The  diarrhcea  is  at  first  painless  though  frequent,  but  severe 
tenesmus  ensues  after  the  bowel  has  become  empty  of  practically  everything  but  a  little 
fluid  together  with  mucus  and  exuded  blood. 

Chronic  dysentery  is  less  often  associated  with  tenesmus  tlian  is  the  acute  form,  but  a 
considerable  degree  of  tenesmus  may  none  the  less  be  complained  of  by  those  who  have 
suffered  from  dysentery  in  the  tropics  and,  having  returned  home  not  yet  cured,  still  suffer 
from  repeated  diarrhoea  to  the  extent  of  perhaps  twelve  or  fifteen  motions  a  day.  The 
same  applies  to  cases  of  colitis,  whether  muco-membranous  or  ulcerative,  arising  at  home. 
It  may  be  very  difficult  in  some  such  cases  to  exclude  malignant  disease  of  the  bowel  unless 
the  history  is  too  long  for  this.  In  cases  of  doubt  much  may  be  learned  by  passing  the 
sigmoidoscope  and  actually  seeing  the  inflamed  or  ulcerated  mucous  membrane  of  the 
lower  part  of  the  bowel. 

Inttissusception  will  only  cause  tenesmus  when  the  lower  end  of  the  intussusceptum 
has  reached  the  pelvic  colon  or  the  anus.  The  symptoms  will  be  those  of  intestinal  obstruc- 
tion, and  when  the  intussusception  is  felt  per  rectum  or  seen  protruding  per  anum,  the  only 
difficulty  will  be  to  distinguish  it  from  a  rectal  polypus,  or  prolapse  of  the  rectum.  The 
condition  is  very  much  commoner  in  infants  about  nine  months  old  than  in  any  other 
class  of  patient,  and  at  this  tender  age  tenesmus  will  not  as  a  rule  be  obvious.  In  older 
patients  a  subacute  or  chronic  intussusception  is  fortunately  very  rare,  and  it  is  seldom 
diagnosed  accurately  previous  to  operation. 

Acute  summer  diarrhoea  and  xx)miting  of  infants  is  allied  to  ptomaine  poisoning  and 
is  similarly  due  to  one  or  more  of  the  enteritic  micro-organisms  ;  tenesmus  may  be  very 
severe  in  infants  as  well  as  in  adults. 

Another  malady  allied  both  to  ptomaine  poisoning,  to  tropical  dysentery,  and  to 
acute  summer  diarrhcea  and  vomiting  of  infants,  is  so-called  asylum  dysentery,  of  which 
the  symptoms  and  results  are  very  similar  indeed  to  those  of  tropical  dysentery  ;  asylum 
dysentery  also  has  a  bacterial  cause,  and  the  micro-organism  producing  it  has  been  the 
subject  of  considerable  investigation.  The  difficulty  of  deciding  the  precise  nature  of  the 
infecting  organism  in  all  these  cases  depends  upon  the  similarity  between  the  different 
possible  bacilli  and  the  ordinary  bacillus  coli  which  always  abounds  in  the  evacuations. 

Acute  tenesmus  may  be  a  marked  feature  in  some  cases  of  poisoning  by  arsenic  ;  the 
diagnosis  of  this  cause  may  be  obvious  either  on  account  of  the  patient  having  taken  an 
over-dose  with  intent  to  commit  suicide,  when  choleraic  diarrhoea  and  much  tenesmus 
may  come  on  subsequent  to  the  initial  vomiting  and  collapse  ;  or  because,  in  less  acute 
cases,  the  patient  is  known  to  be  taking  large  doses  of  arsenic  in  his  medicine — for  instance, 
in  the  treatment  of  chorea  or  of  pernicious  anaemia  ;  indeed,  the  occurrence  of  diarrhoea 
with  griping  rectal  pains  and  tenesmus  is  one  of  the  difficulties  that  presents  itself  in  con- 
tinuing the  arsenical  treatment  of  pernicious  anaemia  and  other  blood  diseases  to  the  extent 
that  one  would  like.     On  the  other  hand,  even  when  arsenic  is  the  cause  of  diarrhoea  and 
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tenesmus,  it  may  sometimes  be  very  difficult  indeed  to  make  certain  of  the  fact,  although 
some  suspicion  of  it  may  have  arisen  in  the  mind  of  the  physician.  Accidental 
contamination  of  the  water  or  of  some  food  may  have  occurred  ;  or,  still  more  important, 
some  member  of  the  household  may  be  administering  arsenic  surreptitiously,  either  with 
a  view  to  getting  rid  of  the  individual  concerned,  or  occasionally  even  without  any  particular 
object,  for  instance,  in  the  case  of  some  hysterical  servant  girls,  who  have  been  known  to 
administer  poisons  in  a  household  in  this  way  apparently  without  any  material  object  at 
all.  The  circumstances  of  the  case  may  make  one  suspicious  and  lead  to  a  careful  watch 
being  kept,  or  perhaps  an  analysis  of  the  water-supply  or  of  some  suspected  food  will  lead 
to  the  detection  of  the  arsenic.  In  case  of  doubt  one  might  have  to  resort  to  the  expedient 
of  taking  the  patient  entirely  away  from  the  house  in  which  she  has  been  living,  and  from 
amongst  the  individuals  with  whom  she  has  been  associated,  in  order  to  see  whether  the 
symptom  persists  when  she  is  secluded  in  a  nursing-home  or  elsewhere,  or  whether  it  dis- 
appears there  to  return  again  when  she  goes  home.  Analysis  of  the  hair  for  arsenic  in 
cases  of  this  kind  will  seldom  be  available  as  a  test  of  the  diagnosis,  because  it  is  only  in 
the  hair  that  is  growing  during  the  time  arsenic  is  being  administered  that  excess  of  arsenic 
is  stored,  and  when  suHicient  doses  to  produce  tenesmus  have  been  administered  they  will 
generally  have  been  large,  and  therefore  have  been  given  over  only  a  short  i>eriod. 

Besides  arsenic,  other  irritant  drugs  may  produce  tenesmus,  especially  perhaps 
cantharides,  calomel  in  repeated  doses,  colocynth,  gamboge,  and  indeed  most  of  the  powerful 
purgatives.  The  diagnosis  depends  upon  a  knowledge  of  the  diugs  that  arc  being  adminis- 
tered. 

There  remain  for  discussion  a  numl>er  of  other  conditions  which  may  produce  painful 
and  frequent  but  fruitless  straining  at  stool,  the  cause  being  either  irritation  of  the  rectum 
or  obstruction  to  it  or  within  it.     These  may  be  enumerated  as  follows  : — 

1.  Causes  within  tlie  Lumen  of  tlie  Rectum  : 

Impacted  fspces  \    A  foreign  body  that  has  been    I   Concretions 

I        inserted  |    Worms. 

2.  Tilings  in  tlie  Waii  of  tlie  Rectum : 


Careincmm 
Rectal  prolapse 
Polypus  or  polypi 


Adenoma  Fissure 

Ilsrmorrhoids,     especially      if       Proctitis, 
thrombosed 


3.  Things  Outside  the  Rectum: 

Enlarged  prostate  |  Vesical  calculus                                 Pelvic  haematocele 

Periprostatic  abscess  Ovarian  cyst  Ectopic  gestation. 

Periproetal  abscess  i  Uterine  fibroid 

Isehio- rectal    abscess  |  Retrovcrted  gravid  uterus           i 

The  diagnosis  of  all  the  above  depends  upon  careful  examination  of  the  anal  region, 
the  rectum,  and  the  vagina,  by  inspection,  direct  or  through  a  speculum,  proctoscope  or 
sigmoidoscope,  or  with  the  finger. 

Impacted  fccces  may,  from  their  symptoms,  simulate  rectal  carcinoma  very  closely  ; 
but  when  there  is  carcinoma  of  the  rectum,  one's  finger  when  inserted  seldom  comes  upon 
a  mass  of  faeces,  whereas  with  faecal  impaction  the  mass  is  generally  well  within  reach  of 
the  finger.  The  diagnosis  will  be  confirmed  by  removing  the  mass  itself  piecemeal  with  a 
spoon,  followed  by  enemata  or  other  local  measures,  after  which  the  patient  recovers 
completely. 

Rectal  concretions  differ  from  impacted  faeces  only  in  the  material  of  which  they  are 
composed  ;  for  instance,  instead  of  being  ordinary  faecal  material,  they  may  consist  of 
hard  lumps  of  bismuth,  magnesium,  chalk,  or  other  drug  that  has  been  given  by  the  mouth, 
or  of  the  husks  or  products  of  some  imusual  meal,  as  an  example  of  which  one  may  mention 
the  case  of  a  boy  who  having  stolen  a  bundle  of  cinnamon  sticks,  chewed  them  up  and 
swallowed  them,  and  a  day  or  two  afterwards  suffered  extremely  from  tenesmus  as 
the  result  of  a  mass  of  undigested  bits  of  cinnamon  stick  that  had  been  impacted  in  bis 
rectum.  Hair  balls  have  caused  similar  trouble,  though  they  are  even  rarer  in  the  rectum 
than  they  are  in  the  stomach. 

Adenomata,  or  long  finger-shaped  non-malignant  polypi  of  the  rectum,  occur  sometimes 
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in  such  a  way  as  to  produce  a  kind  of  entanglement,  in  which  faeces  become  impacted  higher 
up  than  the  finger  can  reach,  and  the  patient  will  be  thought  to  be  suffering  from  carcinoma 
of  the  sigmoid  colon  or  of  the  pelvic  colon  ;  there  will,  however,  as  a  rule  be  much  less 
wasting  than  there  would  be  with  malignant  disease,  though  both  conditions  produce  their 
symptoms  at  a  similar  age.  The  diagnosis  will  depend  upon  examination  with  the  procto- 
scope or  the  sigmoidoscope,  and  perhaps  upon  excision  of  such  polypi  as  can  be  reached, 
followed  by  microscopical  examination. 

Another  condition  which  may  simulate  rectal  carcinoma  very  closely  is  periproctal 
inflammation  followed  by  the  formation  of  an  abscess  round  the  pelvic  colon.  The  tenesmus 
which  results,  the  constant  painful  straining,  and  the  unsatisfactory  evacuations,  may  be 
associated  with  obvious  ill-health  ;  anaemia  from  loss  of  sleep  ;  and  loss  of  weight ;  so  that 
malignant  disease  will  frequently  be  thought  the  almost  certain  diagnosis.  The  condition 
is  by  no  means  so  easy  to  detect  as  might  be  supjwsed  ;  sometimes  it  is  not  until  the  patient 
has  been  anaesthetized  with  a  view  to  further  examination  with  the  proctoscope  and  sig- 
moidoscope that  the  nature  of  the  condition  is  indicated  by  a  sudden  gush  of  pus  escaping 
past  the  instrument  as  the  result  of  the  bursting  of  the  abscess.  The  cause  of  such  a 
condition  is  generally  some  previous  local  inflammation  in  the  rectum,  associated,  for 
instance,  with  piles,  or  a  polypus  which  has  hitherto  produced  no  symptoms  at  all  ;  in 
some  cases  there  may  be  both  carcinoma  and  abscess,  the  latter  the  result  of  the  former. 

A  vesical  calculus  causing  tenesmus  will  generally  be  one  situated  in  a  pocket  of  the 
bladder  posteriorly  ;  it  is  a  very  rare  caTise  of  tenesmus,  and  generally  there  is  or  has  been 
haematuria  to  indicate  the  need  for  examination  of  the  bladder  either  with  the  sound  or 
the  cystoscope. 

The  remaining  conditions  in  the  above  list  need  not  be  discussed  in  detail  ;  they  will 
be  diagnosed  by  rectal  or  vaginal  examination,  or  a  combination  of  the  two. 

There  remains  still  one  other  very  important  cause  of  tenesmus,  namely,  tabes  dorsalis 
with  rectal  crises.  The  symptom  is  not  so  uncommon  as  might  be  supposed.  Not  a  few 
cases  of  tabes  dorsalis  complain  that  they  are  unable  to  go  about  their  duties  as  early  in 
the  morning  as  they  would  like,  because  after  going  to  the  closet  in  the  ordinary  way  after 
breakfast,  they  find  that  at  intervals  of  perhaps  half  an  hour  they  suffer  from  repeated 
urgent  and  painful  re-calls,  extending  over  perhaps  two  or  three  hours  before  the  bowels 
settle  down  to  comparative  comfort  for  the  rest  of  the  day.  Not  much  is  passed  after  the 
first  one  or  two  visits  to  the  closet,  but  the  patient  dares  not  be  far  away  whilst  the  recur- 
rent crises  continue,  for  the  call  is  urgent  and  very  painful  ;  but  as  a  rule,  after  two  or  three 
hours  of  suffering  of  this  kind  he  finds  that  he  is  free  until  the  next  day.  The  condition 
is  quite  distinct  from  the  incontinence  of  faeces  which  may  result  at  a  later  stage  of 
the  malady  ;  it  is  an  example  of  purely  nervous  tenesmus,  which,  however,  may  simulate 
carcinoma  of  the  bowel  very  closely.  It  may  last  for  months  or  years,  and  then  cease  to 
trouble  the  patient  spontaneously,  just  as  the  lightning  pains  of  tabes  may.  The  patient's 
complaint  is  generally  of  diarrhoea,  but  upon  careful  inquiry  it  is  found  that  the  diarrhoea 
in  the  sense  of  fluid  evacuations  is  much  less  pronounced  than  the  tenesmus — that  is  to  say, 
the  recurrent  painful  call  to  stool  without  material  evacuation.  The  diagnosis  depends 
upon  detecting  the  absence  of  knee-jerks  and  the  existence  of  Argj'll  Robertson  pupils. 

Herbert  French. 

TESTES,  ATROPHY  OF.— (See  Athophy,  Tksticii.vr,  p.  66.) 

TETANIC  CONTRACTIONS.— (See  Contractions,  p.  137.) 

THERMO-ANiGSTHESIA.— (See  Sknsatiqn,  Some  Abnoumalities  of,  p.  604.) 

THIRST,  EXTREME.-  Cases  of  extreme  thirst  may  be  subdivided  into  two  main 
groups  ;  namely,  those  with  and  those  without  polyuria.  To  the  former  belong  such 
conditions  as  diabetes  mellitus,  diabetes  insipidus,  hysteria,  and  so  on,  which  are  discussed 
under  Polyuria  (p.  534).  To  the  other  group  belong  such  conditions  as  are  for  the  most 
part  so  obvious  as  to  require  no  more  than  simple  enumeration  under  main  headings,  as 
follows  : — 

1.  Prolonged  abstention  from  drinking:  purposeful,  or  the  result  of  necessity. 

2.  Fevers  and  febrile  states. 
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3.  Excessive  loss  of  fluid  :  (a)  From  the  skin  by  profuse  perspirations,  natural  or 
pathological  ;  (b)  From  the  stomach,  from  repeated  vomiting  ;  (c)  From  the  bowel,  from 
excessive  diarrhoea  ;   (d)  Into  serous  membranes,  as  in  acute  peritonftis. 

4.  After  severe  haemorrhage  :  (a)  External,  e.g.,  post-partum  ;  {b)  Internal,  e.g., 
from  duodenal  ulcer,  ruptured  tubal  gestation,  leaking  aneurysm. 

5.  Gastrectasis  due  to  pyloric  stenosis,  owing  to  the  feet  that  the  stomach  absorbs 
little  fluid  as  compared  with  the  intestines. 

6.  Poisoning  by  such  drugs  as  dry  up  the  secretions  of  the  mouth,  notably  belladonna 
and  its  allies,  or  astringents  such  as  alum,  gallic  acid,  tannic  acid,  or  perchloride  of  iron. 

7.  The  exhibition  of  excess  of  various  salts,  particularly  sodium  chloride,  either  as 
such,  or  incorporated  in  various  food-stuffs. 

It  is  clear  that  in  some  cases  more  than  one  factor  at  a  time  may  be  causing  extreme 
thirst.  Herbert  French, 

THRILLS,  PRECORDIAL. — In  order  to  arrive  at  a  diagnosis  of  the  cause  of  any 
thrill  which  is  felt  over  the  praecordia,  two  facts  must  first  be  ascertained,  namely  (1)  The 
situation  of  the  thrill ;  and  (2)  Its  rhythm.  Having  discovered  a  thrill  over  the  mitral  area, 
that  is,  in  the  region  of  the  apex  beat,  and  found  that  it  is  presystolic  in  rhythm, 
it  is  obvious  that  it  is  due  to  mitral  stenosis.  The  valvular  lesion  will  be  confirmed  by  the 
presence  of  a  presystolic  bruit,  as  it  is  rare  to  find  the  thrill  without  a  bruit  being  associated 
with  it.  On  the  other  hand,  if  the  thrill  be  systolic  in  time,  and  mitral  regurgitation  be 
present,  the  thrill  is  due  to  this  valvular  lesion.  A  systolic  thrill  at  the  cardiac  apex  may 
also  be  caused  by  pericardial  friction  fremitus^  or  pleuritic  fremitus,  A  pericardial  friction 
fremitus  can  be  distinguished  from  an  endocardial  thrill  by  being  more  rubbing  in  character, 
usually  occurring  both  during  systole  and  diastole,  while  an  endocardial  thrill  is  a  more 
purring  vibration,  and  it  is  confined  to  either  systole  or  diastole.  The  pericardial  friction 
is  confirmed  by  auscultation.  Pleuritic  fremitus  in  this  region  may  be  distinguished  from 
an  endocardial  thrill  and  pericardial  friction  fremitus  by  asking  the  patient  to  hold  his 
breath,  when  the  fremitus  will  disappear  unless  it  is  due  to  pleuro-pericarditis.  These 
distinguishing  features  between  endocardial  thrill,  pericardial  friction  fremitus,  and 
pleuritic  fremitus,  apply  to  any  area  in  which  thrills  are  detected.  A  pericardial  friction 
fremitus  may  be  present  over  the  whole  or  any  part  of  the  praecordia,  but  the  most  common 
situation  is  to  the  left  of  the  sternum  near  the  base  of  the  heart. 

A  systolic  thrill  in  the  second  right  intercostal  space  close  to  the  sternum  may  be  due 
to  aortic  stenosis,  thickening  of  the  aortic  valve^  atheroma,  or  dilatation  or  aneurysm  of  the 
ascending  portion  of  the  thoracic  aorta,  and  the  diagnosis  of  the  cause  of  the  thrill  can 
only  be  made  by  the  other  physical  signs  which  indicate  the  morbid  condition  present. 
Thus,  if  there  be  dullness  in  the  second  right  intercostal  space,  over  which  the  thrill  is  felt, 
there  is  dilatation  or  aneurysm  of  the  arch  of  the  aorta.  There  is  no  dullness  in  this 
situation  when  the  thrill  is  due  to  aortic  obstruction  or  to  atheroma  of  the  aorta.  Not 
only  may  dullness  on  percussion  accompany  the  thrill,  but  there  may  be  pulsation,  and 
even  a  pulsating  tumour,  in  this  region,  showing  that  there  is  an  aneurysm  ;  an  A'-ray 
examination  (/'ijf.  100,  p.  209)  helps  in  confirming  the  diagnosis. 

A  diastolic  thrill  may  also  be  felt  in  the  second  right  intercostal  space  close  to  the 
sternum,  but  it  is  rare  ;  when  present,  it  is  due  to  aortic  regurgitation,  and  is  accompanied 
by  the  characteristic  diastolic  bruit  and  waterhammer  pulse.  Sometimes  the  thrill,  like 
the  bruit,  is  most  marked  in  the  third  left  space  close  to  the  sternum. 

In  the  pulmonary  area,  viz.,  in  the  second  left  intercostal  space  near  the  sternum, 
systolic  thrills  are  due  to  congenital  affections  of  the  heart,  especially  pulmonary  stenosis 
and  patent  ductus  arteriosus.  An  extensive  thrill  over  the  base  of  the  heart  in  young 
children  is  nearly  always  due  to  congenital  malformation.  The  apex  beat  is  generally 
near  its  normal  position.  The  cardiac  dullness  usually  extends  to  the  right  of  the  sternum 
as  the  result  of  the  enlargement  of  the  right  ventricle,  and  there  is  commonly  a  loud 
universal  systolic  bruit,  having  its  point  of  maximum  intensity  over  the  base  of  the  heart. 
The  following  signs  of  congenital  malformation  of  the  heart,  other  than  patent  ductus 
arteriosus,  are  also  to  be  expected  :  cyanosis,  either  continuously  present  or  occurring  at 
intervals,  dyspnoea,  especially  upon  exertion,  clubbing  of  the  fingers  and  toes,  and  poly- 
cythaemia  ;  with  patent  ductus  arteriosus  (p.  150),  there  may  be  no  symptoms  accompanying 
the  abnormal  physical  signs. 
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A  thrill  occurs  very  occasionally  in  the  second  left  intercostal  space  close  to  the 
sternum,  in  association  with  a  functional  pulmonary  bruit.  In  such  a  case  the  functional 
origin  of  the  thrill  may  be  distinguished  by  the  general  condition  of  the  patient,  who  will 
be  suffering  from  anaemia  or  some  debilitating  condition  ;  and  the  signs  of  congenital  heart 
disease,  just  mentioned,  will  be  absent. 

Presystolic  and  systolic  thrills  sometimes,  but  very  rarely,  occur  to  the  right  of  the 
sternum  in  the  tricuspid  area,  due  to  stenosis  and  incompetence  of  this  valve. 

J.  E.  H»  Sawyer, 

THROAT,  SORE.— (See  Sore  Throat,  p.  613.) 

THYROID  GLAND  ENLARGEMENT — An  enlarged  thyroid  gland  gives  rise  to 
a  swelling  in  the  front  of  the  neck,  internal  to  the  sternomastoid  muscles  and  the  carotid 
vessels,  which,  if  the  swelling  is  large  enough,  are  pushed  outwards.  The  gland  is  con- 
nected intimately  with  the  larynx  ;  hence  the  most  important  sign  of  a  thyroid  tumour 
is  that  it  rises  and  falls  with  the  larynx  and  trachea  during  deglutition.  In  the  great 
majority  of  cases  the  presence  of  this  sign  alone  is  sufficient  to  make  a  correct  diagnosis. 
There  are  two  sources  of  fallacy  :  (1)  A  swelling  not  thyroid  in  origin  but  lying  in  front  of  it, 
such  as  a  sub-hyoid  bursa  or  sebaceous  cyst,  or  a  suppurative  or  syphilitic  perichondritis 
of  the  thyroid  cartilage,  may  present  the  above  sign  ;  (2)  A  thyroid  swelling,  if  fixed,  as  it 
may  be  by  inflammation  or  malignant  growth,  may  not  present  it.  In  the  vast  majority 
of  cases,  however,  a  swelling  in  the  position  of  the  thyroid  gland  which  moves  on  deglutition 
indicates  an  enlargement  of  that  gland. 

Varieties  of  Enlargement  and  their  Differential  Diagnosis. — ^During  menstruation  and 
pregnancy  the  thyroid  becomes  enlarged,  but  seldom  sufficiently  so  to  cause  symptoms  ; 
if  the  gland  happens  to  be  the  seat  of  pre-existing  disease  the  increase  of  swelling  may  be 
sufficient  to  induce  respiratory  difficulty. 

Parenchymatous  Goitre,  or  a  general  hypertrophy  of  the  whole  gland,  is  the 
commonest  form  of  enlargement.  All  parts  of  the  gland  are  affected  more  or  less  equally  ; 
the  tumour  being  bilateral,  the  normal  shape  is  preserved.  The  swelling  is  freely  movable, 
painless  and  soft.  It  is  rarely  congenital,  and  more  often  appears  about  puberty.  Its  rate 
of  growth  is  usually  very  slow,  and  it  may  attain  an  enormous  size  without  causing  any 
other  symptoms. 

Cystic  Goitre  is  a  loose  term  used  to  cover  any  form  of  enlargement  of  the  thyroid 
which  is  caused  chiefly  by  the  presence  of  one  or  more  cysts.  If  the  cyst  is  large  and  lax, 
fluctuation  may  be  made  out.  The  cysts,  however,  are  often  small  and  tense,  and  cannot 
be  distinguished  from  solid  adenomata.  Cysts  are  rarely  present  without  some  enlarge- 
ment of  the  rest  of  the  gland. 

Adenomatous  Goitre. — The  common  cause  of  unilateral  enlargement  is  the  presence 
of  an  adenoma,  a  definite  encapsuled  tumour  which  may  contain  cysts  and  grow  to  a  large 
size.  A  haemorrhage  into  one  of  these  cysts  may  cause  a  very  rapid  enlargement,  and  so 
give  rise  to  a  suspicion  of  malignancy  ;  cases  have  also  been  reported  in  which  an  intra- 
thyroid  haemorrhage  has  been  followed  by  acute  dyspncea  and  death.  Adenomata  may 
be  single  or  multiple  ;  when  present  in  both  lobes,  the  enlargement  may  be  difficult  to 
distinguish  from  the  parenchymatous  form. 

Fibrous  or  Ligneous  Goitre  is  a  rare  condition,  due  to  a  primary  chronic  inflam- 
mation of  the  whole  gland,  and  resulting  in  a  firm  dense  enlargement. 

Malignant  Disease  is  seldom  met  with.  It  occurs  with  equal  frequency  in  both  sexes, 
and  is  rarely  seen  before  the  age  of  forty.  In  the  early  stages,  while  still  confined  within 
the  capsule  of  the  gland,  it  may  be  difficult  to  differentiate  from  the  other  forms  of  goitre. 
It  should  be  recognized  by  its  rapid  growth,  its  hardness,  and  irregular  bossy  outline.  When 
the  neoplasm  has  penetrated  the  capsule  and  invaded  surrounding  structures,  the  diagnosis 
is  made  with  more  ease.  The  tumour  may  become  fixed,  no  longer  moving  on  deglutition  ; 
often  one  or  other  vocal  cord  is  paralyzed,  a  condition  rarely  seen  with  innocent  goitre  ; 
and  involvement  and  ulceration  of  the  trachea  is  common.  The  lymphatic  glands  may  be 
enlarged,  but  as  those  first  implicated  are  placed  deeply,  defying  detection,  not  much  help 
is  gained  from  this  source.  There  is  a  special  liability  for  metastatic  secondary  deposits 
to  occur  in  bones,  particularly  in  the  vertebrae  and  cranium. 

Exopiitiialmic   Goitre  (Graves's  disease,  von  Basedow's  disease)  is  far  more  common 
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in  women  than  in  men  {Fig.  113,  p.  236),  and  rarely  occurs  before  puberty  or  after  middle 
life.  The  most  prominent  features  of  the  disease  are  :  (1)  Exophthalmos  ;  (2)  Tachy- 
cardia with  palpitation ;  (3)  Enlargement  of  the  thyroid  gland,  often  pulsatile ; 
(4)  Tremulousness  of  the  hands  and  general  nervous  excitability  ;  (5)  Breathlessness  on 
exertion.  The  vision  is  normal,  but  when  the  eyeball  is  moved  downwards  the  upi>er  lid 
does  not  follow  as  in  health  (von  Graefe's  sign).  The  palpebral  aperture  is  wider  than  in 
health,  owing  to  retraction  of  the  upper  and  lower  lids  (Stellwag's  or  Dalrymple's  si^n). 
Pigmentation  of  the  skin  may  be  intense  {Fig.  222,  p.  527)  and  simulate  Addison's  disease, 
but  the  mucous  membrane  of  the  mouth  is  not  affected  as  in  the  latter  malady. 

A  well-marked  case  is  quite  characteristic,  but  there  are  others  extremely  hard  to 
separate  from  simple  parenchymatous  enlargement,  for  with  this,  especially  in  young  girls, 
ansemia  is  often  associated,  and  with  it  the  symptoms  of  tachycardia,  palpitation,  and 
breathlessness.  It  often  becomes  a  matter  of  opinion  whether  a  given  case  should  be  styled 
simple  parenchymatous  goitre  or  incipient  Graves's  disease. 

The  above  are  the  commonest  forms  of  enlargement.  Others  much  rarer  are  : 
Enlargement  due  to  pyogenic  infection,  either  acute  or  chronic.  In  pysemia  it  is  not 
uncommon  to  find  the  thyroid  the  seat  of  multiple  abscesses.  Tuberculous  and  guminataus 
disease  may  also  cause  enlargement,  and  a  slight  degree  of  goitre  has  been  noted  in  typhoid 
fever,  acute  rheumatism,  malaria,  variola,  cholera,  and  secondary  syphilis.  Hydatid  cysts 
of  the  thyroid  gland  have  been  noted  on  a  few  occasions.  It  having  been  ascertained  that 
the  swelling  in  the  neck  is  definitely  thyroid  in  origin  and  its  nature  defined,  it  remains  to 
see  whether  there  are  any  pressure  signs  on  the  surrounding  structures. 

Pressure  on  the  Trachea. — ^Dyspnoea  is  by  far  the  most  important  of  all  the  symptoms 
that  may  be  produced  by  enlargement  of  the  thyroid  gland.  It  may  be  the  only  thing 
complained  of  by  a  patient  not  even  aware  of  the  presence  of  a  goitre.  The  size  apparently 
is  not  so  important  as  the  shape  and  situation,  for  one  reaching  to  the  waist  may  cause  no 
obstruction,  and  one  the  size  of  a  cherry,  if  situated  between  the  sternum  and  trachea,  may 
give  rise  to  intense  dyspnoea.  If  the  goitre  is  unilateral,  the  trachea  is  pushed  over  towards 
the  opposite  side  and  flattened  ;  if  bilateral,  as  in  the  parenchymatous  form,  it  is 
compressed  laterally.  The  dyspnoea  may  be  constant  and  distressing,  or  only  noticeable 
on  exercise  or  on  lying  down.  Most  such  patients  like  to  lie  high  in  bed,  propped  up  on 
pillows.  An  idea  as  to  the  amount  of  pressure  on  the  trachea  may  sometimes  be  gained  by 
a  question  on  this  point. 

Pressure  on  Nerves. — Unless  malignant,  a  goitre  rarely  causes  much  pressure  on  nerves. 
Those  that  may  be  involved  are  :  {a)  The  recurrent  laryngeal,  resulting  in  paralysis  of  a 
vocal  cord ;  (6)  The  cervical  sympathetic,  shown  by  contraction  of  the  pupil  on  the 
affected  side  and  ptosis ;  (c)  The  vagus ;  {d)  Rarely  the  nerves  of  the  brachial  and 
cervical  plexuses.  If  any  of  these  nerves  are  involved,  suspicion  must  arise  as  to  the 
malignancy  of  the  tumour. 

Pressure  on  the  CEsophagus. — Being  placed  behind  the  trachea,  the  oesophagus  generally 
escapes  pressure  by  a  goitre,  though  this  is  to  be  remembered  as  a  rare  cause  of  dysphagia. 

Pressure  on  Veins  is  common,  particularly  on  the  internal,  external,  and  anterior 
jugulars.     The  pressure  is  rarely  more  than  sufficient  to  make  them  stand  out  prominently. 

George  E.  Gask, 

TINEA,  VARIETIES  OF.— (See  Fi  ngous  Affections  of  the  Skin,  p.  246.) 

TINNITUS  is  a  symptom  which  occurs  in  a  large  proportion  of  eases  of  disease  of  the 
ear,  and  occasionally  when  there  is  no  obvious  lesion  of  the  auditory  mechanism.  The 
sounds  complained  of  are  usually  subjective,  but  they  may  occasionally  have  an  objective 
origin.  Tinnitus  may  be  continuous  or  intermittent.  Its  intensity  and  character  vary 
greatly  in  different  patients  ;  to  some  it  is  an  intolerable  annoyance,  and  occasionally  has 
even  been  the  cause  of  suicide.  The  character  of  the  sound  may  give  some  clue  to  the 
cause.  Thus  a  pulsatile  or  rhythmical  sound  may  be  produced  by  the  flow  of  blood 
through  the  internal  carotid  artery,  which  in  its  course  through  the  carotid  canal  is  separ- 
ated from  the  tympanum  only  by  a  thin  plate  of  bone,  which  may  be  deficient.  A  creaking 
noise  may  be  produced  by  cerumen,  or  a  foreign  body,  in  the  external  auditory  meatus. 
A  bubbling  noise  may  be  due  to  the  presence  of  catarrhal  exudation  in  the  middle  ear. 
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A  cracking  or  clicking  sound  may  be  caused  by  spasmodic  contraction  of  the  dilatator  tubas 
and  salpingopharyngeus  muscles  which  are  attached  to  the  Eustachian  tube.  \Mien  the 
character  of  the  sound  is  described  as  humming,  hissing,  roaring,  whistling,  or  musical,  it 
is  practically  always  subjective,  and  due  to  some  irritation  of  the  auditory  nerve,  rarely 
cerebral  or  in  its  course,  but  usually  at  its  terminations  in  the  labyrinth.  In  rare  cases 
the  tinnitus  may  be  associated  with  an  intracranial  murmur  which  can  be  detected  on 
examination  of  the  head  with  the  stethoscope.  An  audible  intracranial  murmur  associated 
with  tinnitus  may  be  due  to  the  following  causes  :  (1)  Possibly  venous  murmurs  associated 
with  increased  intravenous  pressure  due  to  excessive  pulsation  of  the  brain  ;  (2)  A  bruit 
de  diable  in  the  jugular  bulb  which  may  occur  in  anaemia,  plumbism,  syphilis,  and  scrofula  ; 
(3)  Intracranial  aneurysms.  The  sudden  explosive  sounds  in  the  insane  and  others  may  be 
due  to  similar  causes. 

A  distinction  must  be  made  between  tinnitus  and  hallucinations  of  hearing,  the  latter 
usually  taking  the  form  of  hearing  voices,  and  indicating  mental  trouble,  usually  of  a  serious 
nature.  Tinnitus,  however  caused,  is  usually  influenced  markedly  by  the  general  health 
and  environment  of  the  patient.  Thus,  sometimes  the  noises  are  less  marked  when  the 
patient  is  in  the  open  air,  when  his  attention  is  occupied  by  other  matters,  or  when 
the  sense  of  hearing  is  occupied  by  listening  to  objective  noises.  Similarly,  the  trouble 
may  be  present  only  at  night,  but  may  appear  in  the  day-time  if  the  patient  closes  the 
external  auditory  meatus  with  his  finger.  Generally  speaking,  tinnitus  becomes  less 
marked  and  more  bearable  when  the  general  health  of  the  patient  is  good,  and  increases 
when  the  sufferer  is  out  of  health  or  overworked,  either  mentally  or  physically.  Working 
in  close,  stuffy  rooms,  or  in  proximity  to  noisy  machinery,  over-indulgence  in  alcohol,  and 
excessive  smoking,  have  a  bad  effect ;  in  women  the  trouble  may  be  increased  during 
pregnancy,  menstruation,  or  the  menopause. 

Though  tinnitus  is  very  common  in  diseases  of  the  ear,  yet  serious  lesions  of  the  middle 
ear,  internal  ear,  or  auditory  nerve,  may  be  present  without  this  symptom.  There  is  no 
constant  relation  between  tinnitus  and  deafness.  The  former  may  be  present  with  perfect 
hearing,  but  when  long  continued  the  hearing  nearly  always  becomes  impaired.  The 
sounds,  too,  may  persist  when  the  patient  has  become  totally  deaf. 

Tinnitus  may  occur  in  the  following  diseases  of  the  ear  : — 

1.  The  presence  of  cerumen,  aural  polypi,  or  a  foreign  body  in  the  external  auditory 
meatus.  Removal  of  the  offending  body  will  in  this  case  probably  lead  to  the  cessation 
of  the  tinnitus. 

2.  In  any  inflammatory  disease,  acute  or  chronic,  suppurative  or  nonsuppurative,  of  the 
middle  ear.  In  catarrhal  inflammation  of  the  middle  ear,  the  noise  frequently  has  the 
character  of  bursting  bubbles,  and  is  due  to  movements  of  the  viscid  exudation  in  the  ear 
itself.  In  otosclerosis,  tinnitus  is  a  very  prominent  and  usually  early  symptom.  It  may 
occur  before  any  alteration  in  hearing  is  present. 

3.  In  diseases  of  the  internal  ear,  tinnitus  is  especially  liable  to  occur  in  a  severe  and 
intractable  form.  Thus,  it  is  especially  likely  to  be  present  in  Meniere's  disease,  syphilitic 
disease  of  the  internal  ear,  and  in  those  lesions  of  the  internal  ear  which  may  arise  in  the 
course  of  typhoid  and  other  specific  fevers.  Extension  of  suppuration  to  the  labyrinth  from 
the  middle  ear  is  also  an  important  cause  ;  and  it  may  be  present,  usually  associated  with 
deafness,  after  a  fracture  of  the  base  of  the  skull. 

Tinnitus  has  been  recorded  as  resulting  from  a  cerebral  tumour  involving  the  roots  of 
the  auditory  nerve,  but  this  is  a  very  unusual  condition. 

*  Noises  in  the  ears '  may  be  complained  of  in  a  considerable  number  of  general 
diseases,  either  with  or  without  a  lesion  of  the  ear.  Thus,  they  are  frequently  present  in 
ancemia,  and  in  diseases  such  as  leukcemia  or  pernicious  ancemia,  in  which  anaemia  is  a 
prominent  symptom. 

Some  cardicu:  lesion,  especially  aortic  regurgitation,  may  be  found  in  the  pulsatile 
variety  of  tinnitus.  Gout,  chronic  nephritis,  urcemia,  and  arteriosclerosis  with  high  blood- 
pressure,  may  also  be  responsible  for  tinnitus,  and  it  may  occur  during  attacks  of  migraine. 
Sometimes  it  has  apparently  a  reflex  origin,  being  associated  with  neuralgia  or  digestive 
disturbances,  especially  in  gouty  dyspepsia.  Malaria  may  also  be  a  cause,  though  here 
the  trouble  is  likely  to  be  the  result  of  large  doses  of  quinine.  Other  drugs  likely  to  cause 
the  trouble  are  salicylates,  antipyrin,  the  excessive  use  of  tobacco,  and  after  ancesthetics 
such  as  chloroform  or  ether. 
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In  persons  who  constantly  use  tlie  telephone  tinnitus  may  occur,  associated  with  pain 
and  some  deafness — a  condition  known  as  '  telephone  ear.'  Philip  Turner, 

TONGUE,  SWELLING  OF.— (See  Swelling  of  the  Tongue,  p.  698.) 

TONGUE,   ULCERATION  OF.— (See  Ulceration  of  the  Tongue,  p.  738.) 

TREMOR  occurs  when  the  normally  continuous  contractions  of  a  muscle  at  work, 
or  the  normally  uniform  tone  of  a  muscle  at  rest,  are  replaced  by  a  succession  of  separately 
perceptible  muscular  twitches.  In  these  circumstances,  a  movement  which  is  normally 
uniform  becomes  tremulous  ;  a  position  that  can  be  maintained  steadily  under  normal 
conditions  is  now  kept  unsteadily  or  shakily. 

The  normal  muscular  contraction  is  due  to  the  discharge  of  a  rhythmic  series  of 
nervous  impulses  from  the  motor  neurons  that  govern  the  muscle.  It  is  estimated  that, 
in  health,  from  five  to  fifty  such  nervous  impulses  leave  the  motor  nerve-cells  and  reach 
the  contracting  muscle-fibres  every  second,  the  actual  number  per  second  varying  in 
different  motor  neurons,  and  also  in  the  same  neuron  according  to  its  temporary  condition 
of  nutrition  or  fatigue.  It  is  when  the  number  of  nervous  impulses  received  per  second 
by  the  contracting  muscle-fibres  becomes  low,  that  steady  and  apparently  uniform 
muscular  contractions  are  likely  to  be  replaced  by  tremors. 

Tremors  are  of  very  various  periods,  amplitudes,  and  general  characters  in  different 
cases.  Their  physiology  and  pathology  are  not  at  present  fully  understood,  so  that  it 
is  not  yet  possible  to  classify  them  etiologically.  From  a  clinical  point  of  view  they  may 
be  classified  roughly  in  accordance  with  their  more  obvious  physical  characteristics — 
their  fineness,  periodicity,  regularity,  and  the  circumstances  that  favour  or  inhibit  their 
production  ;  but  an  unbroken  series  of  graduated  tremors  can  be  traced  in  various 
diseases,  passing  by  imperceptible  degrees  from  the  rapid  and  minute  oscillations  observed 
in  paralysis  agitans  to  the  extremely  coarse  and  irregular  movements  composing  the 
intention-tremor  of  disseminated  sclerosis.  A  similar  variety  of  regular  tremors  may  be 
observed  sometimes  in  a  normal  person,  as  the  temperature  of  his  body  falls  from  exposure 
to  cold,  or  during  the  occurrence  of  a  rigor.  Hence  a  rigid  clinical  classification  of  tremors 
is  impossible. 

Classification. 

Fine  Tremor. 


Exposure  to  cold 
Nervousness,     emo- 
tion 
Muscular  fatigue  or 

weakness 
Convalescence 
Congenital    and 

familial  tremor 

Unilateral  Fine  Tremor. 

Cerebral  tumour 

Coarse  Tremor. 

Exaggerated  degrees 
of  fine  tremors 

Intention  Tremor. 

Disseminated   scler- 


Senile  tremor 

Paralysis   agitans 

Genera]     paralysis     of     the 

insane 
Graves's  disease 
Occupation  neurosis 
Chronic  intoxications,  e.g.,  by 

Alcohol         Cocaine 


Chronic  hemiplegia 


Familial     and     hereditary 
ataxias 


Hysteria 

Congenital  cerebral  diplegia 

FINE   TREMOR. 


Tobacco 
Absinthe 

Mercury 
Lead 

Morphia 
High  pyrexia 
Hysteria 
Neurasthenia 

Railway  spine 
Uraemia. 

1    Hysteria 

1    Chorea. 

Chronic  hemiplegia. 

Some  cerebral  or  cerebellar 
lesions. 


Fine  tremor  consists  of  regular  oscillations  of  small  amplitude  due  to  alternating 
contractions  in  antagonistic  muscles  or  groups  of  muscles,  repeated  from  three  to 
nine  times  per  second.  It  is  usually  most  marked  in  the  extremities,  but  may  also — as 
in  old  age  and  in  paralysis  agitans — affect  the  head  and  neck.  It  may  occur  only  when 
some  movement  is  attempted  ;   or  it  may  continue  also  when  the  patient  is  at  rest.     Fine 
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tremors  cease  almost  invariably  during  sleep  ;  emotion  habitually  increases  them.  They 
are  not  purposive,  and  should  be  distinguished  from  the  fibrillar  contractions  (see  Con- 
tractions, p.  134)  of  individual  muscle-fibres  or  muscle-bundles,  seen  in  some  muscular 
degenerations. 

Fine  tremors  occurring  in  consequence  of  cold,  nervotisnesSy  excessive  emotion,  convales- 
cence, and  muscular  fatigue  or  weakness,  are  matters  of  common  daily  observation.  They 
tend  to  pass  off  as  the  patient's  condition  of  mind  or  body  improves,  and  should  occasion 
little  trouble  in  diagnosis. 

Congenital  and  familial  fine  tremors  occur  mostly  in  children  or  young  adults,  mainly 
in  the  hands  and  arms,  face,  or  tongue.  The  oscillations  are  often  absent  while  the  patient 
is  at  rest,  but  make  their  appearance  whenever  movement  is  attempted,  and  are  increased 
by  nervousness  or  emotion.  They  can  often  be  suppressed  for  a  time  by  a  strong  effort 
of  the  will,  and  in  many  instances  they  disappear  as  the  patient  grows  older.  They  cause 
practically  no  inconvenience,  and  are  not  accompanied  by  any  other  abnormalities  in 
the  neuro-muscular  apparatus.  Their  diagnosis  should  be  made  plain  by  the  patient's 
personal  and  family  histories. 

Senile  tremor  and  paralysis  agitans  may  be  considered  together.  Senile  tremor  comes 
on  with  old  age  in  the  form  of  fine  regular  or  irregular  oscillations  affecting  the  arms  and 
the  head.  Both  sides  of  the  body  are  involved,  the  head  early,  and  the  tremor  ceases 
during  repose  and  in  sleep.  The  muscles  of  the  affected  parts  are  neither  rigid  nor  weak. 
These  senile  tremors  must  be  carefully  distinguished  from  the  tremors  of  paralysis  agitans, 
or  Parkinson's  disease,  a  progressive  and  more  serious  disorder  ;  in  this  the  tremors  are 
of  several  varieties.  A  fine  oscillatory  to-and-fro  tremor,  with  from  three  to  six  excursions 
per  second,  affects  the  extremities  and  head  in  some  cases.  In  others,  the  tremor  is  coarser, 
rhythmical,  slower,  and  to  some  extent  purposive  ;  in  typical  instances  it  produces  the 
alternating  movements  in  the  thumb  and  index  finger  described  as  '  bread-crumbling ' 
or  *  cigarette-rolling.'  These  may  be  combined  with  more  irregular  movements  of  flexion^ 
and  extension  at  the  wrist,  pronation  and  supination  of  the  forearm.  The  progressive 
development  of  these  tremors  and  movements  is  often  characteristic  ;  beginning  in  one 
hand,  the  fine  tremor  may  spread  to  the  other  after  some  months  or  years,  and  ultimately- 
the  lower  limbs,  the  head  and  neck,  the  lips  and  tongue,  and  even  the  muscles  of  the  trunk, 
may  become  involved.  As  a  rule,  the  movements  continue  when  the  patient  is  sitting, 
or  lying  at  rest ;  in  severe  cases  they  may  persist  even  during  sleep.  In  most  instances 
they  can  be  lessened  by  an  effort  of  the  will,  and  diminish  also  on  passive  or  voluntary 
movement.  If,  on  the  other  hand,  they  increase  on  voluntary  movement,  a  tolerable 
imitation  of  an  intention  tremor  may  result.  They  are  augmented  by  emotion  or  excite- 
ment. In  cases  of  some  duration  a  well-marked  coarse  shaking  of  the  arms  may  be  a 
noticeable  feature  ;  while  contractions  alternating  in  the  flexor  and  extensor  muscles  of 
the  legs  may  cause  the  feet  to  chatter  when  they  are  placed  on  the  floor ;  the  thighs  are 
commonly  held  in  adduction. 

Paralysis  agitans  is  characterized  by  other  signs  that  facilitate  its  diagnosis,  and  the 
chief  of  these  are  : — (a)  Muscular  rigidity,  causing  a  fixed,  expressionless  facial  aspect 
(see  Facies,  p.  236),  a  monotonous  voice,  a  bent  and  rigid  carriage,  and  a  shuffling,  hesita- 
ting gait,  with  festination,  propulsion,  and  retropulsion.  Festination  implies  that  the 
patient  in  walking  from  one  point  to  another,  starts  with  slowness  and  difficulty,  but 
accelerates  as  he  goes  along,  much  as  if  he  were  running  after  his  own  centre  of  gravity, 
and  at  the  end  he  may  even  fall  forwards  unless  there  is  some  object  at  hand  for  him  to 
catch  hold  of.  Propulsion,  retropulsion,  and  the  rarely  observed  lateropulsion,  are  terms 
meaning  that  the  patient,  sent  off  with  a  vigorous  push  to  walk  forwards,  backwards,  or 
sideways,  exhibits  the  same  acceleration  and  proclivity  to  fall  down  at  the  end — for- 
wards, backwards,  or  sideways,  (b)  Muscular  weakness  of  the  tremulous  or  rigid  parts, 
(c)  Paroesthesice,  such  as  aching  pains  about  the  limbs  or  body,  flushes  of  heat  or  cold.  The 
sphincters  and  mental  faculties  are  not  affected,  while  the  deep  reflexes  are  usually  normal, 
but  may  be  increased.  Cases  of  Parkinson's  disease  occur  in  which  tremor  is  absent  ; 
the  presence  of  the  other  signs  mentioned  above,  however,  should  suffice  for  its  recognition. 
Bilateral  cortical  degeneration,  with  its  slowly  increasing  rigidity  and  muscular  weakness, 
and  its  set  facial  expression,  may  resemble  paralysis  agitans  ;  but  it  is  accompanied  by 
progressive  mental  failure,  increase  of  the  deep  reflexes,  sphincter  troubles,  and  the  other 
evidences  of  cortical  degeneration. 
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The  tremor  of  certain  types  of  general  paralysis  of  the  insane  is  a  fine,  irregular  oscilla- 
tion, often  with  a  twitching  character.  It  first  appears  in  the  hands  and  arms,  and  may 
spread  till  it  is  conspicuous  in  the  tongue,  lips,  and  face,  when  it  is  associated  with  the 
characteristic  changes — slowness  and  blurring — in  the  speech.  For  the  most  part  this 
tremor  occurs  on  exertion  ;  it  varies  in  extent,  and  may  almost  disappear  during  periods 
of  general  improvement.  In  the  later  stages  of  the  disease  a  coarse  universal  tremor 
sets  in,  combined,  perhaps,  with  grinding  of  the  teeth.  In  these  patients  the  moral  and 
intellectual  changes,  tottering  gait,  alterations  in  the  tendon-  and  pupil-reflexes,  and 
octher  phenomena  of  general  paralysis,  wrill  probably  not  escape  attention. 

In  Graves'* s  disease  a  fine,  regular,  and  rapid  tremor,  about  eight  to  the  second,  on 
exertion,  is  one  of  the  cardinal  signs.  It  affects  the  hands  most,  the  arms  much  less,  and 
least  often  the  legs  ;  it  is  increased  by  movement  or  by  excitement.  In  addition,  attacks 
of  trembling  that  affect  the  whole  body  may  occur.  It  is  only  in  aggravated  cases,  how- 
ever, that  these  tremors  are  so  severe  as  to  interfere  with  the  customary  employments  of 
the  hands.  The  tremors  of  Graves's  disease  are  likely  to  be  of  comparatively  sudden  onset, 
and  the  patient  will  generally  exhibit  many  of  the  other  prominent  signs  or  symptoms  of 
hyperthyroidism,  such  as  thyroid  enlargement,  exophthalmos  and  the  other  ocular 
phenomena,  tachycardia,  attacks  of  palpitation,  wasting,  sweating,  or  mental  chancres, 
so  that  the  diagnosis  ought  not  to  be  difficult. 

Fine  tremors  are  observed  frequently  in  many  of  the  chronic  intoxications,  particularly 
those  due  to  alcohol,  absinthe,  lead,  mercury,  nicotine,  carbon  disulphide,  morphine, 
cocaine,  and  many  other  organic  compounds  that  may  be  taken  in  excess  in  rare  cases, 
whether  intentionally  or  by  accident.  Alcoholic  tremor  is  fine,  regular,  and  rapid  ;  it  is 
well  shown  in  the  outspread  fingers  of  the  extended  hand  and  in  the  feet.  In  many  cases 
it  can  be  felt  by  the  observer's  hand  more  readily  than  it  can  be  perceived  by  his  eye  ; 
or  it  may  be  rendered  more  conspicuous  by  laying  a  sheet  of  paper  on  the  backs  of  the 
outspread  pronated  fingers  and  hand.  It  is  absent  during  rest,  and  is  increased  by  move- 
ment, excitement,  or  fatigue.  It  may  also  affect  the  tongue,  lips,  and  facial  muscles, 
taking  the  form  of  a  rapid  and  rather  irregular  twitching,  increased  on  exertion.  This 
tremor  is  an  early  sign  of  alcoholism,  and  is  often  more  marked  in  the  morning  hours, 
when  it  is  due,  perhaps,  to  fatigue  and  want  of  alcoholic  stimulation  ;  it  can  be  controlled 
to  some  extent  by  the  will.  Associated  with  it  is  a  certain  general  nervousness  and  jumpi- 
ness  ;  in  addition,  the  patient  will  no  doubt  exhibit  some  of  the  other  signs  of  chronic 
alcoholism — venous  stigmata  or  acne  rosacea  on  the  nose  and  face,  restlessness,  insomnia, 
gastric  disturbances — particularly  the  morning  vomiting  of  mucus  on  an  empty  stomach 
— parsesthesia  and  weakness  of  the  extremities,  mental  and  moral  deterioration.  If  the 
main  facts  of  the  case  can  be  made  out,  tremors  due  to  alcoholism  should  not  be  hard  to 
diagnose.  A  history  of  chronic  alcoholism  should  always  be  inquired  after  most  carefully, 
both  from  the  patient,  who  may  deny  it  in  toto,  and  from  the  patient's  friends,  who  may 
hasten  to  admit  more  than  the  facts  warrant.  This  is  of  importance,  because  mere 
nervousness  at  the  prospect  or  realization  of  an  interview  with  a  medical  man,  will  often 
bring  on  a  fine  but  temporary  tremor,  indistinguishable,  for  the  time  being,  from  the  lasting 
fine  tremor  of  the  drinker.  If  such  a  tremulous,  but  teetotal,  patient  has  indigestion  and 
acne  rosacea,  and  repudiates  any  veiled  suggestion  of  alcoholism  with  apparently  unneces- 
sary warmth,  there  is  some  danger  lest  these  evidences  be  taken  as  confirming  the  erroneous 
diagnosis  of  alcoholism. 

The  tremor  of  mercurial  poisoning,  a  very  rare  complaint  nowadays,  is  at  first  fine, 
but  later  coarse  and  even  choreiform.  It  is  met  with  amongst  workers  in  furs,  hatmakers, 
and  others  who  use  skins  that  have  been  cured  with  mercurial  compounds.  It  begins  in 
the  face,  hands,  and  arms,  and  may  spread  to  all  parts  of  the  body.  At  first  it  is  brought 
out  only  by  excitement,  or  on  attempted  movement.  Later,  it  may  persist  even  during 
sleep,  and  speech  may  be  interfered  with  from  involvement  of  the  muscles  of  the  tongue, 
pharynx,  and  larynx.  Other  prominent  symptoms  of  mercurialism  that  should  not  be 
absent  are  profuse  salivation,  stomatitis,  anaemia,  and  cerebral  symptoms  of  various  kinds. 
Mercurial  tremors  may  have  to  be  diagnosed  from  those  of  paralysis  agitans  or  disseminated 
sclerosis. 

In  lead  poisoning  a  fine  tremor  of  the  affected  limb  is  sometimes  met  with  in  cases 
marked  by  paralysis.     The  oscillations  may  also  be  seen  in  the  tongue  and  lips,  particularly 
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in  the  rarer  instances  of  chronic  plumbism  that  exhibit  cerebral  symptoms  and  simulate 
general  paralysis  of  the  insane.  The  diagnosis  of  these  unusual  cases  would  be  difficult 
unless  a  suspicion  of  lead-poisoning  were  aroused,  either  by  a  history  of  exposure  to  the 
intoxication,  or  by  the  occurrence  of  other  signs  and  symptoms  of  plumbism  (see  p.  34) 

In  hysteria  the  clinical  picture  of  any  or  every  disorder  of  movement  or  sensation  may 
be  more  or  less  closely  reproduced  ;  and  tremors  of  every  variety  may  be  met  with  in 
hysterical  patients.  The  diagnosis  may  be  extremely  difficult  until  hysteria  is  suspected, 
when  it  may  be  confirmed  by  the  discovery  of  signs  and  symptoms  that,  singly  or  together, 
are  pathognomonic  (p.  465).  The  diagnosis  of  hysteria  should  never  be  made  lightly  ; 
but  only  after  a  careful  consideration  of  the  history,  signs,  and  symptoms,  and  when  all 
evidences  of  organic  disease  have  been  looked  for  and  found  wanting.  Unless  a  careful 
examination  be  made,  the  tremor  of  intracranial  tumour,  for  example,  or  of  disseminated 
sclerosis,  may  be  wrongly  diagnosed  as  hysterical. 

Unilateral  Fine  Tremor  is  but  rarely  seen.  It  may  be  a  hysterical  manifestation, 
functional,  and  significant  of  no  underlying  lesion  of  the  central  nervous  system. 
Unilateral  tremor  may  occur  in  tumour  of  the /rental  region  of  the  brain  ;  if  present,  it  occurs 
in  both  arm  and  leg,  and  only  on  the  same  side  of  the  body  as  the  tumour.  The  patients 
will  often  exhibit  mental  changes,  such  as  inattention,  incoherence,  loss  of  memory, 
alterations  in  character  ;    sometimes,  too,  irritative  phenomena  occur. 

Unilateral  fine  tremor  may  develop  on  either  the  same  or  the  opposite  side  of  the  body 
in  tumour  of  the  mid-brain  and  sub-thalamic  region.  The  general  symptoms  of  cerebral 
tumour  will  be  present,  and  in  addition  certain  localizing  signs  may  make  their  appearance. 
The  chief  of  these  would  be  paralysis  of  the  third  nerve,  loss  of  sensibility  over  the  area 
supplied  by  the  fifth  nerve,  eccentric  position  of  the  pupil,  defective  reaction  of  the  pupil 
to  light,  and  weakness  of  the  upward  movements  of  the  eyeballs. 

It  may  be  added  that  fine  tremors  occasionally  occur  in  the  paretic  limbs  after  fiemi- 
plegia.  The  history  of  the  case  and  the  presence  of  other  signs  characteristic  of  hemiplegia 
should  make  the  diagnosis  here  a  comparatively  straightforward  matter.  Fine  tremor 
may  be  seen  in  chorea,  and  may  be  unilateral  in  such  cases. 

COARSE   TREMOR. 

Coarse  tremors  may  develop  as  temporary  exaggerations  or  later  developments  of 
the  fine  tremors  occurring  in  several  of  the  morbid  states  already  considered.  Thus, 
when  the  body  is  thoroughly  chilled  or  fatigued,  or  when  a  patient  is  in  a  rigor,  the  initial 
fine  tremor  vrill  often  pass  on  into  a  very  coarse  tremor,  as  the  amplitude  of  the  involuntary 
muscular  contractions  increases,  their  rhythm  remaining  much  the  same.  The  fine  tremor 
of  paralysis  agitans  or  general  paralysis  may  similarly  grow  into  a  coarse  tremor  ;  coarse 
tremors  are  not  infrequently  seen  in  hysteria.  The  diagnosis  in  all  these  cases  must  be 
made  on  the  lines  already  indicated. 

Coarse  tremor  is  met  with  sometimes  in  the  various  forms  of  familial  and  hereditary 
ataxia.  Thus  in  Friedreich's  disease  (p.  512),  in  addition  to  the  intention  tremor  considered 
below,  irregular  involuntary  motions,  described  as  coarse  tremors  in  some  cases,  as  chorei- 
form in  others,  take  place  in  the  arms  while  the  patient  is  at  rest.  Irregular  nodding  or 
tremulous  movements  of  the  head  and  trunk,  also  occur  in  advanced  cases  ;  the  muscles 
of  articulation  and  of  the  face  may  exhibit  irregular  purposeless  contractions  or  quiverings 
when  conversation  is  attempted.  In  spino-cerebellar  ataxia,  irregular  choreiform  move- 
ments, or  constant  tremors,  large  and  small,  may  be  seen  in  the  head,  trunk,  and  limbs 
whenever  the  attempt  is  made  to  hold  them  steady,  but  unsupported.  Similar  disturb- 
ances have  been  recorded  in  cerebellar  ataxia  and  in  the  olivo-ponto-cerebellar  atrophy  of 
Dejerine  and  Thomas.  In  all  these  conditions  the  ataxia  is  the  prominent  symptom, 
the  coarse  tremor  being  no  more  than  an  occasional  epiphenomenon  ;  the  diagnosis 
between  them  must  be  sought  in  special  manuals,  and  also  under  the  heading  Ataxy 
(p.  55). 

The  coarse  tremor  of  the  affected  limbs  seen  in  patients  with  chronic  or  spastic  hemi- 
plegia or  diplegia,  and  in  some  other  cerebral  disorders,  is  a  variant  of  the  athetoid  or 
choreiform  movements  that  are  characteristic  of  those  conditions.  They  are  considered 
under  the  heading  Contractions  {Paramyoclonus  multiplex),  p.  137.  As  has  been 
mentioned  already,  it  is  practically  impossible — ^were  it,  indeed,  desirable — to  draw  any 
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hard-and-fast  line  between  the  grosser  fine  tremors  and  the  finer  coarse  tremors.  In 
the  same  way,  coarse  tremors  merge  insensibly  into  the  lesser  degrees  of  athetotic  and 
choreiform  convulsions. 

INTENTION   TREMOR. 

Intention  tremor — known  also  as  action  or  volitional  tremor — has  been  defined  as 
tremor  produced,  or  if  not  produced  at  least  exaggerated,  by  voluntary  movements. 
These  tremors  affect  the  upper  extremities,  and  sometimes  the  head  and  trunk  also  ;  the 
limb  is  quiet  when  not  in  actual  use,  but  as  soon  as  voluntary  movement  is  attempted, 
irregular  and  involuntary  to-and-fro  motions  begin  in  it,  and  are  superadded  to  the 
intended  movement.  These  to-and-fro  motions  become  more  marked,  and  sometimes 
more  rapid  the  more  nearly  achievement  of  the  desired  movement  is  reached.  The  greater 
the  amount  of  precision  demanded  by  the  voluntary  action,  the  greater  becomes  the 
amplitude  of  these  involuntary  excursions.  Wishing  to  drink,  the  patient  may  lift  the 
cup  from  the  table  steadily  enough  ;  but  as  the  cup  approaches  his  lip,  the  involuntary 
movements  appear  and  rapidly  increase  till  its  contents  are  jerked  wildly  in  all  directions 
as  it  reaches  his  mouth.  The  tremor  may  spread  from  the  muscles  that  are  being  put  into 
action,  and  cause  extensive  jerky  movements  of  the  head  and  trunk.     The  pathogeny 

of  intention  tremor  is  obscure.  Very  possibly  it 
is  due  to  destruction  of  the  short  intersegmental 
nerve-fibres  in  the  substance  of  the  spinal  cord. 
The  destruction  of  these  fibres  would  render  im- 
possible the  accurate  mutual  adjustment  of  the 
contractions  of  antagonistic  muscle-groups  that  is 
essential  for  the  smooth  performance  of  even  the 
simplest  willed  movements. 

Intention  tremor  is  one  of  the  most  char- 
acteristic features  of  disseminated  sclerosis.  The 
arms  are  affected  most  often  and  most  markedly, 
but  careful  observation  will  often  show  that  none 
of  the  voluntary  muscles  escape.  The  head  may 
oscillate  when  the  patient  is  holding  it  up  ;  the 
trunk  may  exhibit  jerky  movements  when  he  sits 

Fig.  296.-Movement8  in  ataxy.  ^^    stands  ;     the    IcgS     whcn    hc   Stauds  Or   Walks, 

The  dotted  lines  show  ti»e  direction  of  the  movement    ^^^^^  ^^^^  discaSC  haS  made  SOmC  progress.      Dis- 

attempted.  seminatcd  sclerosis  is  a  protean  disorder.    Typical 

examples,  however,  may  be  recognized  by  the 
occurrence  of  intention  tremor  (Fig.  295),  muscular  rigidity,  nystagmus,  pallor  of  the 
optic  discs,  and  staccato  or  scanning  speech.  The  deep  reflexes  are  increased  ;  the  gait 
is  spastic  or  ataxic  ;  Babinski's  sign  is  present  ;  subjective  sensory  signs  are  far  commoner 
than  objective  ;  and  control  over  the  sphincters  may  sometimes  be  impaired  fairly  early 
in  the  disease.  In  many  instances,  however,  some,  or  even  many,  of  these  characteristics 
are  absent ;  the  diagnosis  of  disseminated  sclerosis  may  then  be  far  from  easy,  especially 
in  its  early  stages.  In  hysteria,  for  example,  intention  tremor  may  occur  in  just  the  same 
way  as  a  fine  or  a  coarse  tremor  may  ;  and  other  points  of  correspondence  between  hysteria 
and  disseminated  sclerosis  may  often  be  found  in  the  age  and  sex  of  the  patient,  in  the 
remittent  course  pursued  by  either  of  the  disorders,  in  the  frequent  occurrence  and  partial 
recovery  of  various  paralyses  and  of  amblyopia  with  contraction  of  the  visual  fields,  and 
in  exaggeration  of  the  deep  reflexes.  But  distinct  differences  between  the  two  are,  fortu- 
nately, not  wanting.  In  hysteria,  the  objective  sensory  signs  are  well  marked,  the  optic 
discs  are  not  affected,  nystagmus  is  absent,  Babinski's  sign  probably  never  occurs,  and 
control  over  the  sphincters  is  not  lost.  Attention  to  these  points  should  suffice  to  clear 
up  the  diagnosis  between  hysteria  and  disseminated  sclerosis  ;  but  in  the  earliest  stages 
of  the  latter  it  may  be  necessary  to  keep  the  patient  under  observation  for  some  little  time 
before  a  definite  opinion  can  be  pronounced.  Intention  tremor  has  also  been  described 
as  an  exceptional  feature  in  patients  suffering  from  neurastf tenia. 

An  intention  tremor  is  not  very  rare  in  the  familial  and  hereditary  ataxias,  especially 
Friedreich's  disease  and  cerebellar  ataxy  ;    but  the  disturbance  of  movement  in  these 


Fig.  '195, — Movements  in  intention  tremor. 
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disorders  is  characteristically  an  Ataxy  (p.  65).  It  also  occurs  in  some  cases  of  congenital 
or  acquired  cerebral  diplegia  of  backward  or  mentally  defective  children,  occasionally  appear- 
ing as  a  familial  disease,  and  characterized  by  bilateral  spastic  paralysis  affecting  the  limbs, 
or  limbs  and  body.  It  is  athetosis  that  is  characteristic  of  these  cases  ;  but  disordered 
movements  of  all  sorts  occur  in  them.  In  addition,  the  sphincters  are  commonly  affected, 
the  deep  reflexes  are  increased,  optic  atrophy  or  inequality  of  the  pupils  are  frequent ; 
and  if  the  patient  is  able  to  get  about,  a  spastic  or  '  scissor  '  cross-legged  gait  is  to  be  seen. 
Congenital  cerebral  diplegia  in  which  the  spastic  weakness  is  most  marked  in  the  legs  is 
described  as  Little^9  disease.  The  intention  tremor  occurring  in  birth  palsy  or  in  infantile 
hemiplegia  has,  unfortunately  enough,  been  described  under  the  name  chorea  spastica. 

Intention  tremor  has  also  been  recorded  in  a  few  instances  of  lesion  of  the  superior 
cerebellar  peduncle,  corpora  quadrigemina,  or  optic  thalamus,  particularly  when  the 
tegmentimi,  red  nucleus,  and  rubro-spinal  tract  are  involved.  It  may  be  noted  in  patients 
with  extra-cerebellar  tumours  growing  in  connection  with  the  eighth  nerve,  and  occupying 
the  posterior  fossa  of  the  skull  between  the  pons  and  cerebellum.  It  is  seen  in  a  certain 
proportion  of  the  cases  of  cerebellar  atrophy,  whether  the  degeneration  is  primary  paren- 
chymatous, progressive  and  due  to  interstitial  and  vascular  lesions,  or  acute  and  following 
some  acute  specific  fever.  Intention  tremor  is  also  present  in  some  patients  with  olivo- 
pontO'Cerebellar  atrophy.  The  diagnosis  of  these  rare  instances  will  naturally  depend  upon 
the  development  of  other  general  and  localizing  signs  of  intracranial  disease. 

A,  J.  J  ex-Blake, 

TRISMUS,  or  lockjaw,  signifies  a  maintained  closure  of  the  jaws  by  tonic  muscular 
spasm,  so  that  the  mouth  cannot  be  opened.  It  is  seen  best  in  tetanus.  The  term  does 
not  include  mechanical  inability  to  open  the  jaws  owing  to  such  affections  as  mumps, 
alveolar  abscess  with  surrounding  inflammatory  oedema,  angina  ludovici,  quinsy  or  severe 
tonsillitis,  an  odontoma,  epithelioma  of  the  mouth,  myositis  ossificans,  and  so  forth  ;  but 
there  are  at  least  two  mechanical  conditions  that  may  not  at  first  sight  be  obvious,  but 
which  may  lock  the  jaws  together  and  simulate  true  trismus — impaction  of  a  wisdom  tooth, 
and  arthritic  changes  in  the  temporo-maxillary  joint.  These  will  be  diagnosed  as  the  result 
of  a  careful  local  examination  of  the  teeth  and  of  the  joint  respectively,  and  in  the  latter 
case  there  may  be  osteo-arthritic  changes  in  other  joints  also. 

Circumstantial  evidence  will  generally  serve  to  distinguish  trismus  due  to  hysteria 
or  to  facial  neuralgia  ;  and  if  there  is  any  doubt  at  first,  this  will  disappear  if  the  patient 
can  be  watched  for  a  while.  If  there  are  convulsive  seizures  in  a  hysterical  patient  with 
trismus,  they  can  generally  be  distinguished  from  those  due  to  tetanus  or  to  strychnine 
poisoning  by  their  polymorphous  character,  and  by  the  fact  that  touching  the  patient, 
and  other  similar  stimulation,  does  not  bring  them  on  so  certainly  as  would  be  the  case 
with  strychnine  or  tetanus. 

The  rigidity  of  the  face  muscles  in  certain  cases  of  tuberculous  or  posterior  basal  or 
cerebrospinal  meningitis  never  occurs  by  itself,  and  is  a  minor  symptom  amongst  others 
that  point  to  the  correct  diagnosis.     The  same  applies  to  epilepsy  and  to  urcemia. 

Malingering  may  sometimes  take  the  form  of  lockjaw,  and  it  may  be  a  little  while 
before  the  fraud  can  be  detected  ;  sleep  is  sure  to  come  in  time,  and  as  the  result  of  fatigue 
the  malingerer's  muscles  relax  completely. 

Catalepsy  may  include  trismus  amongst  its  varieties  of  maintained  muscular  con- 
tractions ;  the  general  mental  symptoms  will  assist  the  diagnosis,  and  as  a  rule  there  are 
no  convulsive  seizures. 

Trichinosis  is  very  rare  nowadays,  but  if  infected  pork  is  eaten  raw,  or  insufficiently 
cooked,  the  larvae  of  the  parasites  find  their  way  to  many  different  muscles,  and  they  show 
some  predilection  for  those  of  the  tongue,  mouth,  and  jaws.  The  resultant  irritation,  pain, 
and  stiffness  cause  trismus,  whose  nature  may  be  difficult  to  determine  unless  the  history 
points  to  pork  as  the  origin.  The  patient  is  very  ill  in  the  earlier  stages,  with  high  fever, 
and  the  condition  is  often  fatal.  There  may  be  an  epidemic  of  the  malady.  The  blood 
exhibits  eosinophilia.  The  final  criterion  of  the  diagnosis  is  the  discovery  of  the  typical 
parasites  coiled  up  in  their  little  oval  cysts  amongst  the  affected  muscle  fibres.  In  a 
certain  proportion  of  acute  cases  the  embryos  can  be  detected  in  films  prepared  from  the 
centrifugalized  deposit  from  5  c.c.  of  the  patient's  blood  after  the  red  corpuscles  have  been 
laked. 
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Hydrophobia  and  tetany  seldom  exhibit  trismus  as  a  prominent  symptom.  The 
former,  though  it  is  almost  unknown  in  Great  Britain  now,  would  suggest  itself  if  any 
convulsive  illness  developed  after  a  definite  bite  by  a  dog,  wolf,  or  other  similar  animal, 
particularly  if  the  spasmodic  muscular  difficulty  was  markedly  increased  by  efforts  at 
swallowing.  The  symptoms  may  not  develop  for  weeks  or  months  after  the  bite,  so  that 
the  patient  may  fall  ill  when  he  has  come  home  after  being  bitten  abroad.  Tetany,  also 
rare,  is  at  once  distinguished  by  its  tj^jical  carpo-pedal  contractions  {Fig,  1.  p.  3). 

Strychnine  poisoning  gives  rise  to  generalized  twitchings  and  convulsions  long  before 
trismus,  the  lateness  of  the  development  of  the  latter  serving  to  distinguish  it  from  tetanus. 
There  may  be  evidence  of  strychnine  having  been  taken  or  administered,  either  by  the 
mouth  or  hypodermically  ;  the  symptoms  develop  very  acutely,  and  are  apt  to  be  rapidly 
fatal. 

Tetanus  is  the  cause  par  excellence  of  trismus  ;  the  diagnosis  is  often  obvious  if  the 
illness  develops  steadily  in  an  otherwise  healthy  person  or  new-born  infant,  starting  with 
stiffness  of  the  neck  muscles,  spreading  to  those  of  the  face  and  jaw,  and  thence  to  the  rest 
of  the  trunk  and  limbs,  with  a  tendency  to  extremely  painful  exacerbations  on  the  slightest 
stimulation,  even  by  a  stroke  with  a  feather  or  the  banging  of  a  door  ;  risus  sardonicus  ; 
opisthotonos ;  no  complete  relaxation  of  the  stiffening  muscles  unless  chloroform  is  given  ; 
a  duration  of  days  rather  than  hours,  and  a  termination  in  death  more  often  than  in 
recovery  ;  especially  if  all  these  things  follow  a  few  days,  or  a  week  or  more,  after  infection 
of  the  umbilical  cord  or  a  small  penetrating  wound  with  a  rusty  nail,  or  a  piece  of  stick 
or  other  similar  body  that  may  have  been  contaminated  with  tetanus  bacilli  from  the  soil. 
It  may  be  possible  to  demonstrate  the  drum-stick  bacilli  in  films  prepared  from  the 
deeper  parts  of  the  wound  (see  Plate  XXVIII,  Fig.  T,  p.  614).  The  chief  difficulty  arises 
when  there  is  no  clear  history,  or  when  the  wound  has  been  so  small  that  it  has  healed 
or  cannot  be  found.  Even  then,  most  cases  are  so  typical  that  they  can  be  diagnosed  as 
tetanus  without  much  difficulty.  Unnecessary  anxiety  arises  chiefly  in  cases  of  impacted 
wisdom  teeth,  or  of  hysteria,  where  tetanus  may  be  suspected  at  first ;  the  subsequent 
course  of  the  malady  soon  serves  to  exclude  this.  Herbert  French. 

TUMOURS.— (See  Swelling,  pp.  655  to  702.) 

TUMOURS  OF  THE  SKIN.— The  malignant  tumours  which  affect  the  skin  include 
carcinoma,  epithelioma,  Paget's  disease,  sarcoma,  mycosis  fungoides,  and  xerodermia 
pigmentosum. 

As  a  rule,  cancer  en  cuirasse  and  nodular  (lenticular)  cancer  are  secondary  to  cancer 
of  the  breast  or  other  parts,  and  their  diagnosis  is  self-evident.  In  melanotic  carcinoma 
the  tumours  differ  greatly  in  size,  and  also  in  colour,  varying  from  a  slate  tint  to  bluish - 
black  ;  they  appear  more  frequently  on  the  genitalia  and  the  extremities  than  elsewhere. 
The  only  condition  from  which  melanotic  cancer  requires  to  be  distinguished  is  pigmented 
sarcoma,  and  for  this  histological  examination  is  necessary. 

PageVs  disease,  occurring  chiefly  in  women  after  the  age  of  forty,  begins  as  a  reddening 
of  a  patch  of  skin,  usually  on  or  around  the  nipple,  followed  by  branny  desquamation. 
Infiltration  soon  produces  a  bright-red,  granular,  indurated  surface,  with  a  sticky,  yellowish 
discharge,  which  by  forming  crusts  may  obscure  the  nature  of  the  lesions,  save  at  the 
border,  which  continues  to  be  characteristic — sharply  defined,  indurated,  and  sometimes 
distinctly  raised.  After  a  period,  which  is  usually  about  two  years,  but  may  be  much 
longer,  deep-seated  parts  may  become  affected,  this  extension  of  the  disease  showing  itself 
on  the  breast  by  retraction  and  induration  of  the  nipple  and  the  formation  of  a  tumour 
in  the  substance  of  the  gland.  In  the  early  stage  Paget's  disease  has  to  be  distinguished 
from  chronic  eczema,  which  it  resembles  closely.  Its  differentiating  features  are  the  bright- 
red,  granular  surface  exposed  after  removal  of  the  crusts,  the  induration  at  the  well-defined 
edge,  the  intractability,  the  age  of  the  patient,  and  (later)  the  retraction  of  the  nipple. 
The  diagnosis  may  be  made  certain  by  microscopic  examination  of  scrapings  in  iodized 
serum  or  liquor  potassae,  when  the  bright,  oval,  nucleated  bodies  styled  psorosperms  will 
be  seen,  some  still  contained  within  the  host-cells,  others  surrounded  by  distinct  capsules. 

Epithelioma  begins  usually  as  a  single  growth,  superficial,  deep-seated,  or  papillar^% 
but  all  the  forms  alike  are  marked  by  peripheral  extension,  infiltration  and  destruction 
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of  neighbouring  parts,  central  ulceration,  and  (except  in  rodent  ulcer,  for  which  see 
Ulceration  of  Face,  p.  785)  a  tendency  to  the  formation  of  secondary  growths  in 
lymphatic  glands,  in  viscera  and  elsewhere.  Epitheliomata  have  a  predilection  for  the 
natural  orifices,  for  such  moist  parts  as  the  glans  penis,  for  exposed  regions,  and  parts 
exposed  to  friction  and  trivial  injuries.  A  wart,  a  mole,  an  ulcer,  lupus  vulgaris  lesions, 
or  an  ir-ray  cicatrix,  may  be  the  starting-point.  If  the  tumour  begins  in  the  skin,  it 
appears  first  as  a  papule  ;  if  in  a  gland,  as  a  nodule.  In  the  former,  the  more  frequent 
case,  the  papule  becomes  firmer  and  extends  laterally  ;  infiltration  is  evidenced  by  the 
hard,  raised,  pearly  border.  Ulceration  occurs  in  the  centre  of  the  growth  while  extension 
is  proceeding  in  the  depths  and  at  the  sides.  If  the  necrotic  process  involves  the  vascular 
tissue,  there  is  more  or  less  haemorrhage.  If  the  lateral  extension  predominates,  the 
discoid  type  of  epithelioma,  as  in  sweep's  cancer  of  the  scrotum,  is  the  result ;  the  surface 
is  raised,  with  a  steep  border,  and  is  bright-red,  with  a  firm,  granular  surface.  If  the 
granulations  are  of  large  size,  the  growth  is  of  the  papillary  type.  The  chief  diagnostic 
features  of  epithelioma  are  :  the  origin  as,  usually,  a  single  growth,  the  site,  the  starting- 
point,  the  slight  discharge,  the  characteristic  border,  the  secondary  growths  in  glands 
and  elsewhere.  From  a  wart  or  a  mole,  epithelioma  can  be  distinguished  conclusively 
only  by  microscopical  examination  or  by  long-continued  observation,  and  should  signs 
of  ulceration  or  crustation  appear  in  such  growths,  epithelioma  should  be  suspected.  The 
so-called  tubercular  ulcerating  syphilides  are,  as  a  rule,  multiple,  and  not  rounded,  but 
rather  segmental.  (For  the  diagnosis  of  epithelioma  from  lupus  vulgaris,  see  under 
Nodules,  p.  402). 

Sarcoma  of  the  skin  is  most  frequently  secondary  to  growths  commencing  in  the 
lymphatic  glands  or  the  deeper  structures.  Sarcomata  vary  considerably  in  colour,  from 
reddish  to  brown  or  bluish-black,  and  also  in  consistence  ;  those  of  the  spindle-celled  type 
are  fairly  firm,  the  small-celled  ones  soft, -with  all  intervening  grades  of  density.  They 
may  appear  in  any  part  of  the  body,  but  are  often  found  on  moles,  warts,  and  ulcers.  The 
diagnosis  usually  depends  upon  histological  examination,  and  it  must  suffice  to  say  that 
a  tumour  which  arises  in  previously  healthy  skin,  or  in  a  mole  or  wart,  or  at  the  site  of  an 
injury,  which  is  soft  and  reddish  from  the  vascularity  that  is  a  marked  feature  of  this  kind 
of  tumour,  or  bluish  from  pigment,  and  which,  after  a  period  of  slow  growth,  enlarges 
rapidly,  projects  above  the  surface,  and  readily  ulcerates  and  bleeds,  is  probably  a  sarcoma. 

In  the  early  stage  of  mycosis  fungoides  the  lesions  are  dull-red  or  livid  patches,  some- 
times slightly  tinged  with  yellow,  varying  in  size  from  the  area  of  a  finger-nail  to  that  of 
the  palm  of  the  hand,  with  border  sometimes  well  marked,  sometimes  fading  off,  most 
frequently  raised  or  thickened,  but  occasionally  flat.  At  first  the  patches  are  smooth  and 
dry,  afterwards  they  become  scaly,  and  later  still  they  may  be  moist  or  covered  with 
crusts.  Presently  the  surface  becomes  infiltrated,  and  tumours  as  small  as  a  pea  or  as 
large  as  an  apple,  firm  and  lobulated,  broader  at  the  free  than  at  the  attached  end,  and 
somewhat  resembling  tomatoes,  project  above  the  level  of  the  skin  (*  fungoides ').  As 
a  rule,  progressive  thickening  occurs,  leading  on  to  fungation.  The  lymphatic  glands 
may  be  enlarged  throughout  the  body.  In  the  premycotic  or  eczematous  stage — ^which 
is  sometimes  absent — the  diagnosis  may  hesitate  between  mycosis  fungoides  and  an 
eczematous  or  urticario-eczematous  condition,  and  in  some  cases  it  may  be  impossible 
at  this  stage  to  distinguish  definitely  between  the  two  ;  but  in  mycosis  fungoides  the 
lesions  will  make  little  response  to  therapeutic  measures,  the  red  of  the  patches  may  be 
slightly  tinged  with  yellow,  and  they  are  more  persistent  than  those  of  eczema.  The  only 
malignant  condition  which  mycosis  fungoides  in  the  mycotic  stage  at  all  resembles  is 
sarcoma,  but  there  is  seldom  any  difficulty  in  distinguishing  between  the  two. 

The  initial  lesions  of  xeroderma  pigmentosum  (Kaposi's  disease)  are  small  spots 
resembling  freckles,  but  rather  darker,  which  appear  chiefly  on  the  face,  neck,  arms  and 
legs,  and  generally  begin  within  the  first  two  years  of  life.  Usually  they  disappear  in 
winter  and  return  in  summer  ;  but  after  a  time  they  become  permanent,  and  often  quite 
black.  At  first  the  condition  suggests  nothing  but  excessive  freckling,  but  presently  amid 
the  *  freckles '  appear  white,  glazed,  atrophic  spots,  telangiectases,  and  superficial  ulcers 
discharging  pus  which  dries  into  yellow  crusts.  After  some  years,  small,  warty-looking 
growths  develop  on  the  'freckles.'  Tumours  now  form  and  ulcerate,  producing  fungous 
masses,  and  the  process  extends  both  widely  and  deeply,  and  destroys  every  tissue  it 


Digitized  by  CjOOQIC 


732  TUMOURS    OF    THE    SKIN 

encounters,  not  excepting  bone.  It  is  only  in  the  earliest  stage  that  there  can  be  any 
difficulty  in  recognizing  this  very  distinctive  disease.  In  that  stage  it  may  be  mistaken, 
as  is  suggested  above,  for  simple  lentigo,  from  which  there  may  be  nothing  but  the  more 
extensive  distribution  to  distinguish  it.  With  the  appearance  of  the  later  lesions  lentigo 
will  be  dismissed  from  consideration,  and  it  should  be  not  less  easy  to  rule  out  sclerodemnia. 

The  benign  tumours  of  which  the  diagnosis  may  be,  in  very  different  degrees,  open 
to  doubt,  are  sebaceous  and  dermoid  cysts,  fibroma  molluscum,  von  Recklinghausen's 
disease,  neurofibromata,  myoma  cutis,  myxoma,  the  xanthomas,  rhinoscleroma,  molluscum 
contagiosum,  colloid  milium,  benign  adenoides  cysticum,  and  keratosis  follicularis. 

Sebaceous  cysts,  seen  most  frequently  on  the  scalp,  the  face,  and  the  back,  rounded, 
often  somewhat  flattened  on  the  top,  and  sometimes  as  large  as  an  orange,  are  distinguished 
from  fatty  tumours  by  the  absence  of  lobulation  and  the  fact  that  the  sebaceous  contents 
can  be  squeezed  out  when  there  is  an  opening  ;  in  Dercuni's  disease  (p.  410)  the  deposits  of 
subcutaneous  fat  may  be  less  well  defined,  but  the  diagnosis  is  generally  obvious  from  the 
alcoholic  history.  Dermoid  cysts  may  resemble  fibromata,  but  if  they  are  incised  a 
sebaceous-looking  material  escapes.  Fibroma  molluscum,  a  pear-shaped  or  rounded  fibrous 
tumour,  usually  covered  by  smooth  skin  and  pedunculated,  varying  in  size  from  a  pin's 
head  to  an  orange,  and  nearly  always  multiple  {Fig,  291,  p.  711),  differs  from  a  sebaceous 
cyst  by  its  solid  structure,  and  from  a  fatty  tumour  by  its  usual  pedunculation  and  the 
absence  of  lobulation.  Von  Recklinghausen's  disease,  of  which  the  lesions  consist  of 
nodular  tumours,  on  and  around  which  there  is  coffee-coloured  pigmentation,  is 
differentiated  from  ordinary  fibroma  in  that  the  tumours  are  composed  of  fibrous  and 
nervous,  and  not  simply  of  fibrous,  tissue.  There  is  also  a  perceptible  thickening  of  the 
nerves  of  the  arms.  N euro-fibromata,  which  have  their  origin  in  the  tendon-sheaths  or 
the  sheaths  of  the  nerve  fibres,  and  range  in  size  from  a  pin's  head  to  very  large  dimensions, 
are  sometimes  mistaken  for  rheumatic  nodules,  but  instead  of  specially  affecting  the  region 
of  the  elbows  and  the  scalp,  they  occur  on  the  trunk  and  extremities  generally,  nor  is  there 
(except  from  coincidence)  a  history  of  rheumatism. 

Superficial  myoma  cutis  occurs  in  the  form  of  nodular  tumours  on  the  arms,  back, 
chest,  and  cheek  ;  the  deeper  kind,  originating  in  the  subcutaneous  muscular  structures, 
occurs  as  a  solitary  tumour,  commonly  on  the  breasts  and  genitals.  The  former  growths 
are  soft  and  elastic,  and,  like  the  latter,  are  often  painful.  The  distinctive  clinical  feature 
of  myoma  cutis  generally  is  that  it  contracts  under  the  influence  of  cold.  This,  with  the 
pain,  the  absence  of  any  tendency  to  ulceration,  and  the  aspect  and  slow  course  of  the 
growth  or  growths,  should  enable  the  affection  to  be  identified. 

Myxoma,  when  it  arises  in  the  skin — most  frequently  in  the  loose  skin  of  the  scrotum 
and  labia — ^usually  forms  rounded,  pedunculated,  translucent  tumours  which  tend  to 
enlarge  slowly.  They  have  to  be  distinguished  from  molluscum  contagiosum.  This  begins 
by  the  formation  of  small  growths  that  have  been  likened  to  tiny  mother-of-pearl  shirt- 
buttons.  They  are  usually  flattened  at  the  top,  where  as  a  rule  there  is  a  depression  in 
which  can  be  seen  a  small  aperture  leading  into  the  interior  of  the  tumour.  Through  this 
orifice  a  whitish  material,  or  sometimes  a  milky  fluid,  can  be  squeezed  out.  When  they 
are  very  small  the  tumours  resemble  the  vesicles  of  varicella,  but  a  microscopic  examination 
of  the  contents  will  obviate  the  confusion.  A  small  molluscum  body  on  the  genitals  may 
resemble  a  hard  chancre,  but  similar  growths  will  be  found  elsewhere. 

Xanthoma  planum,  often  associated  with  jaundice  and  migraine,  and  characterized 
by  the  formation  of  yellow  or  yellowish-white  plaques  (rarely  nodules),  usually  in  the  upper 
eyelid  and  sometimes  affecting  also  the  lower  lid,  is  easy  of  recognition,  the  appearance 
of  the  yellow  patches  embedded  in  the  corium,  and  almost  imperceptible  to  the  touch, 
being  absolutely  distinctive.  Xanthoma  multiplex,  however,  is  not  identified  quite  so 
easily.  Here  the  lesions  are  nearly  always  nodular,  and  often  observe  a  linear  grouping, 
and  the  colour  varies,  a  blackish  or  reddish  pigment  being  mixed  sometimes  with  the 
yellow.  Usually  the  nodules  occur  in  connection  with  hepatic  disease.  The  condition 
has  been  confounded  with  urticaria  pigmentosa,  but  there  is  no  itching,  there  are  no  wheals, 
and  it  is  impossible  to  produce  factitious  lesions.  The  tumours  may  be  indistinguishable 
from  multiple  dermoids  of  the  skin  until  microscopic  examination  is  made.  Xanthoma 
diabeticorum  differs  from  other  forms  of  xanthoma,  inter  alia,  in  the  presence  of  a  raised 
red  area  around  the  yellow  spots.     This  feature  has  led,  in  the  early  stages  of  the  affection. 
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to  confusion  with  acne,  but  if  the  lesions  are  punctured  they  will  prove  to  be  solid.  In 
the  same  stage  the  lesions  may  simulate  those  of  lichen  planus,  but  the  resemblance  soon 
disappears. 

Rhinoscleroma  begins,  usually  before  the  age  of  forty,  in  and  around  the  nostrils  as 
nodules  in  the  cutis,  and  in  the  deeper  layers  of  the  mucous  membrane.  These  coalesce 
to  form  a  hard,  smooth,  glistening  growth  which  spreads  inwards  from  the  lip  and 
downwards  to  the  pharynx  from  the  posterior  nares.  The  growth  does  not  break  down 
spontaneously,  but  is  generally  slowly  progressive.  It  is  not  likely  to  be  mistaken  for 
anything  but  epithelioma,  which  is  prone  to  ulcerate,  generally  has  infiltrated  edges,  seldom 
attacks  the  upper  lip,  and  usually  begins  later  in  Kfe.  In  rhinophyma,  pustules  are  often 
present,  the  growth  is  soft,  and  there  is  vascular  dilatation. 

In  colloid  milium,  small,  yellow,  cyst-like  formations  containing  a  gelatinous  substance 
appear  in  the  skin,  chiefly  on  the  upper  part  of  the  face.  They  may  become  depressed 
in  the  centre  and  be  absorbed  slowly,  or  may  inflame  and  dry  up.  The  only  condition 
from  which  colloid  milium  needs  to  be  distinguished  is  epithelioma  adenoides  cysticum,  in 
which  the  tumours,  shining  and  translucent,  contain  one  or  more  white,  brightly  refracting, 
milium-like  bodies.  The  face  is  the  part  attacked  most  frequently,  but  the  growths  may 
appear  on  almost  any  part  of  the  body.  They  are  not  yellow,  like  the  growths  in  colloid 
milium,  nor  are  they  soft. 

Keratosis  follicularis  begins  as  small  brown  or  yellow  crusts,  hard  and  dry,  which, 
when  detached  from  the  underlying  tissue,  are  found  to  present  on  their  under  surface 
a  softish  prolongation  which  dips  into  a  follicle.  At  first  discrete,  the  lesions  may  become 
confluent,  and  there  is  thickening  of  the  affected  parts  until  nodular  masses  are  formed, 
from  which  oozes  an  offensive  discharge.  The  affection  is  slowly  progressive.  At  the 
outset  the  condition  may  be  mistaken  for  keratosis  pilaris,  but  it  is  not  confined  to  the 
situations  affected  by  that  disease.  The  prolongation  into  a  follicle  gives  it  some 
resemblance  to  molluscum  contagiosum,  but  it  has  a  less  limited  distribution,  nor  have 
the  growths  the  pearly  appearance  of  the  molluscum  bodies,  while  the  aperture  in  the 
individual  lesions  is  larger.  Malcolm  Morris. 

TYMPANITES.— (See  Meteorism,  p.  388). 

ULCERATION  OF  THE  CORNEA.— The  course  of  all  corneal  ulcers  conforms  to  a 
general  tyi>e,  though  the  clinical  varieties  may  vary.'  The  process  begins  with  an  infiltra- 
tion in  the  substance  of  the  cornea,  either  central  or  peripheral  ;  the  result  of  this  infiltra- 
tion is  a  local  loss  of  transparency,  though  in  early  stages  the  surface  of  the  cornea  may  still 
retain  its  polish.  The  infiltration  proceeds  to  suppuration,  which  is  followed  by  a  loss  of 
substance,  the  corneal  surface  being  dull  and  irregular,  and,  in  the  centre  of  the  ulcer, 
depressed  below  the  surrounding  level.  The  base  of  the  ulcer  is  grey  or  yellowish,  and  the 
surrounding  portion  of  the  cornea  may  be  opaque  with  more  or  less  grey  infiltration. 

The  suppuration  is  followed,  in  cases  which  have  a  favourable  termination,  by  vascular- 
ization, superficial  vessels  from  the  surrounding  conjunctiva  encroaching  on  the  cornea  and 
invading  the  suppurating  area.  The  vascularization  is  followed  by  cicatrization,  the  sur- 
face of  the  cornea  again  becoming  polished  but  flattened  and  opaque.  The  opacities  result- 
ing from  corneal  ulcers  are  localized,  well  defined  and  opaque,  in  contrast  to  the  diffuse 
indefinite  haze  which  follows  such  non-suppurative  forms  of  inflammation  as  interstitial 
keratitis.  Corneal  ulcers  may  not  heal,  but  occasionally  lead  to  perforation  of  the  cornea, 
prolapse  and  adhesion  of  the  iris,  anterior  polar  cataract,  or  panophthalmitis.  Iritis,  irido- 
cyclitis, and  pus  in  the  anterior  chamber  (hypopyon)  may  also  be  associated  conditions. 
The  usual  subjective  symptoms  are  pain,  photophobia,  and  lachrymation.  The  presence 
of  corneal  ulcers  is  demonstrated  most  satisfactorily  by  the  instillation  of  a  drop  or  two  of 
fluorescein,  which  stains  necrotic  corneal  epithelium  or  exposed  corneal  substance,  green. 
The  brightly-stained  ulcer  shows  up  in  marked  contrast  to  the  surrounding  clear  cornea. 

Corneal  ulcers  maj'  occur  in  the  following  clinical  varieties  : — 

Catarrhal,  or  simple  infective  ulcers.  These  usually  occur  as  minute  grey  infiltrated 
spots  in  the  centre  or  periphery  of  the  cornea.  They  heal  very  rapidly  as  a  rule.  They  may 
follow  injury  to  the  corneal  epithelium  by  foreign  bodies,  or  may  be  associated  with  acute 
conjunctivitis  or  rhinitis. 
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Phlyctenular  ulcers  are  associated  with  phlyctenular  conjunctivitis,  the  ulcer  forming 
after  the  epithelium  on  the  top  of  a  phlyctenule  has  been  rubbed  off.  They  are  usually 
martpnal,  but  may  occasionally  make  their  way  on  to  the  cornea,  a  leash  of  conjunctival 
blood-vessels  trailing  after  them.     Similar  ulcers  may  be  associated  with  acne  rosacea. 

Hypopyon  ulcere  or  ulcus  serpens.  This  is  a  shallow  ulcer  affecting  cliiefly  the  super- 
ficial layers  of  the  cornea,  in  or  about  its  centre.  The  middle  layers  of  the  cornea  are  com- 
paratively unaffected,  but  at  the  posterior  surface  the  infiltration  again  becomes  dense, 
with  much  fibrin  and  debris,  associated  with  the  formation  of  more  or  less  pus  in  the  anterior 
chamber.  The  ulcers  often  perforate  ;  they  are  usually  due  to  infection  with  the  pneumo- 
coccus  {Plate  XII,  p.  232).  The  pus  in  the  anterior  chamber  is  always  sterile,  unless  there 
is  perforation  of  Descemet's  membrane.  These  ulcers  do  not  react  to  ordinary  methods 
of  treatment  as  a  rule,  but  require  cauterization,  either  by  pure  carbolic  acid  or  the 
galvano-cautery.     The  hypopyon  then  disappears  rapidly. 

Mooren^s  ulcer,  or  rodent  ulcer  of  the  cornea,  is  a  chronic  serpiginous  ulcer,  usually 
affecting  the  eyes  of  elderly  people.  It  begins  at  the  margin  of  the  cornea  and  spreads 
slowly  over  the  whole  surface,  the  advancing  edge  being  much  undermined.  The  ulcer  is 
always  shallow,  and  perforation  never  occurs  ;  the  ulcer  may  heal  in  places,  but  this  is 
seldom  permanent,  and  the  ulceration  usually  spreads  over  the  whole  surface  of  the  cornea 
whatever  method  of  treatment  may  be  employed  to  arrest  its  progress,  though  recently 
radium  has  been  used  with  some  success.     No  specific  organism  has  yet  been  discovered. 

A  dendritic  ulcer  is  characterized  by  its  peculiar  shape — a  long  central  stem  vrith  small 
linear  ramifications.  It  is  not  really  an  ulcer,  but  an  infiltration  under  the  corneal  epithe- 
lium, which  in  the  later  stages  may  become  necrotic  and  break  down.  It  is  best  treated 
by  rubbing  off  the  affected  corneal  epithelium  with  a  pointed  stick  dipped  in  absolute  alcohol. 

Corneal  ulcers  may  occur  in  association  with  pannus  in  trachoma,  their  usual  site  being 
at  the  margin  of  the  vascular  area.  Occasionally  they  penetrate  more  deeply  into  the  corneal 
substance. 

Corneal  ulcers  frequently  follow  gonorrko'al  and  diphtheritic  conjunctivitis.  They 
spread  rapidly,  and  often  lead  to  perforation  of  the  cornea  and  panophthalmitis.  The 
diagnosis  depends  on  bacteriological  methods  and  the  discovery  of  the  causative  micro- 
organisms. 

Keratomalacia,  a  disease  of  childhood,  is  associated  with  night  blindness  and  xerosis 
or  dryness  of  the  conjunctiva.  Characteristic  foamy  white  patches  are  seen  on  both  sides 
of  the  cornea  {Plate  XII,  p.  232).  The  cornea  becomes  dull,  grey,  and  cloudy,  and 
ultimately  disintegrates  from  purulent  infiltration,  associated  with  very  slight  signs  of 
ocular  inflammation.  The  ocular  condition  is  associated  with  marasmus  and  malnutrition. 
The  prognosis,  both  as  to  eye  and  vision,  is  bad. 

Keratitis  e  lagophthalmo  is  associated  with  paralysis  of  the  seventh  nerve.  Owing  to 
the  failure  of  the  orbicularis  palpebrarum  the  eye  cannot  be  closed,  and  does  not  remain 
closed  during  sleep.  The  lower  part  of  the  cornea  is  exposed,  becomes  dry,  and  the  corneal 
epithelium  dies,  with  consequent  ulceration  of  the  cornea.  The  condition  can  be  cured  by 
diminishing  the  palpebral  aperture  by  sewing  the  eyelids  partially  or  completely  together. 

Similar  exposure  of  the  cornea  and  consequent  ulceration  is  seen  occasionally  in  cases 
of  Exophthalmos  (p.  229),  for  instance  in  severe  Graves" s  disease. 

Keratitis  neuroparalytica.  In  paralysis  of  the  fifth  nerve,  or  as  a  result  of  excision  of 
the  Gasserian  ganglion,  the  cornea  becomes  dull  and  cloudy  and  necroses  in  the  centre, 
only  the  periphery  remaining  clear.  A  hypopyon  forms,  and  in  some  cases  the  whole  eye  is 
destroyed,  though  occasionally  the  keratitis  may  lead  only  to  a  permanent  opacity.  The 
condition  is  due  to  arrest  of  lachrymal  secretion  and  absence  of  corneal  sensation,  which  is 
followed  by  aboHtion  of  the  winking  reflex.  Foreign  bodies  lodge  on  the  cornea  and  are 
not  removed.     The  prognosis  is  bad,  and  is  little  affected  by  treatment. 

Corneal  ulcers  may  be  associated  with  herpes  frontalis,  vesicles  forming  on  the  cornea 
simultaneously  with  the  vesicles  on  the  skin,  especially  along  the  course  of  the  supra-orbital 
nerve.  The  ulceration  is  often  severe  and  may  lead  to  perforation  and  destruction  of  the 
eye,  and  is  in  any  case  followed  by  considerable  corneal  opacity.  The  cornea  is  usually 
insensitive,  and  the  intra-ocular  tension  may  be  raised. 

Tuberculous  ulceration  is  not  common  fortunately,  but  it  should  be  borne  in  mind  as  a 
possibility  in  chronic  or  resistant  cases.     The  diagnosis  depends  on  the  history,  the  presence 
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of  tuberculous  glands  or  other  similar  lesions,  positive  reaction  to  the  various  tuberculin 
tests,  and,  most  conclusively  of  all,  upon  the  detection  of  tubercle  bacilli  in  the  discharge 
from  the  ulcer  itself.  Herbert  L.  Eason. 

ULCERATION  OF  THE  FACE.— The  ulcers  most  often  met  with  on  the  face  are 
lupous,  scrofulous,  syphilitic,  or  malignant.  In  lupus  vulgaris,  the  ulceration  is  extremely 
chronic.  The  lesion  begins  as  a  papule,  develops  into  a  nodule,  and  after  a  while,  in  the 
majority  of  cases,  the  lupous  tissue  breaks  down  and  forms  a  granular  sore  covered  with 
greenish-black  crusts  ;  but  around  the  ragged  edge  will  still  be  seen  the  characteristic 
'  apple-jelly '  nodules  in  different  stages  of  development.  The  ulceration  may  extend 
through  the  whole  thickness  of  the  skin  and  may  become  the  seat  of  warty  vegetations. 
In  the  nose,  where  the  integument  is  thin,  it  may  cause  necrosis  of  cartilage.  The  course 
the  pathological  process  runs,  from  the  papule  onwards,  as  here  described,  and  the  frequent 
presence  of  the  different  lesions  simultaneously,  shed  sufficient  light  on  the  character  of 
the  ulceration.  I  need  only  say  further  that  the  ulcer  of  lupus,  however  deeply  it  may 
extend,  never  erodes  bone.  This  alone  is  sufficient  to  differentiate  lupus  from  the  ulcers 
of  syphilis  and  cancer.     It  nearly  always  begins  before  the  age  of  twenty. 

In  the  ulcers  of  scrofula,  though  they  have  no  absolutely  distinctive  characters,  it 
will  often  be  noticed  that  the  edge  is  undermined  and  the  surrounding  skin  blue  and  of 
low  vitality.  Their  occurrence  in  children  of  strumous  aspect,  or  in  elderly  persons  who 
bear  the  stigmata  of  scrofulous  lesions  dating  from  childhood,  and  their  tendency  to  become 
chronic  owing  to  the  feeble  resistance  offered  by  the  tissues  to  morbid  processes,  leave  no 
room  for  doubt  as  to  their  true  nature. 

It  is  in  the  late  secondary  and  the  tertiary  stages  of  syphilis  that  cutaneous  lesions 
on  the  face,  as  elsewhere,  are  prone  to  ulceration,  instead  of  to  the  resolution  to  which 
typical  secondary  syphilides  tend.  The  whole  structure  of  the  skin,  or  mucous  membrane, 
is  frequently  involved,  the  ulceration  is  deep,  and  the  ulcers,  while  healing  in  the  centre, 
are  prone  to  extend  at  the  margins,  and  so  assume  the  characteristic  circinate  or  serpiginous 
form.  The  appearance  of  the  ulcers,  with  the  history,  and  the  marks  of  earlier  syphilitic 
lesions,  will  supply  all  the  guidance  the  diagnostician  needs  ;  Wassermann's  serum  test 
and  the  effects  of  mercury  and  iodide  of  potassium  or  salvarsan  may  serve  to  clinch  the 
diagnosis. 

As  a  rule  rodent  ulcer  occurs  in  persons  of  more  than  middle  age,  and  its  favourite 
points  of  attack  are  the  outer  edge  of  the  orbit  and  the  side  of  the  nose.  It  begins  as  a 
small,  circumscribed  nodule,  dull  brownish-red  in  colour,  flat,  depressed  in  the  centre, 
and  firm  to  the  touch.  After,  it  may  be,  years,  the  cuticle  covering  it  is  broken,  and  an 
ulcer  is  formed  with  depressed  granular  centre  and  infiltrated  border.  Very  slowly  this 
extends,  both  in  circumference  and  in  depth,  infiltrating  and  destroying  the  subjacent 
tissues,  including  bone.  Usually  the  destruction  of  the  underlying  parts  is  more  marked 
in  the  centre,  so  that  the  ulcer  becomes  crateriform.  Its  invariable  features — the  incon- 
siderable suffering  it  inflicts,  the  singular  slowness  of  its  progress,  its  depressed  centre, 
and  the  firm,  raised,  rolled  edge,  its  failure  to  affect  neighbouring  glands,  and  its 
incurability  except  by  extirpation  or  by  physiotherapy — are  so  characteristic  as  to  leave 
little  scope  for  diagnosis.  Epitheliomatous  in  structure,  it  difl'ers  from  epithelioma  in 
that  the  latter  growth  has  a  very  hard  and  everted  edge,  and  a  foul  base  roughened  with 
granulation,  is  often  attended  by  severe  pain,  is  much  more  rapid  in  its  course,  and  infects 
the  glands  in  its  vicinity.  It  differs  from  lupus  vulgaris  in  its  mode  of  onset,  in  the  absence 
of  the  *  apple-jelly  '  nodules,  and  in  not  being  a  disease  that  starts  in  childhood.  It  may 
be  diagnosed  from  tertiary  syphilitic  ulcers  by  the  characters  described  above,  and  also 
by  its  usually  solitary  character  and  its  resistance  to  treatment.  Malcolm  Morris. 

ULCERATION  OF  THE  FOOT.— The  ulcer  which  attacks  the  foot  specially,  though 
not  exclusively,  for  the  hand  may  be  affected  in  the  same  way,  is  that  known  as  perforating 
ulcer  (Fig.  297).  The  exciting  cause  is  pressure  upon  or  injury  to  a  foot  in  which  there 
is  interference  with  the  nerve  supply,  either  from  peripheral  lesion,  as  in  peripheral  neuritis, 
or  from  damage  to  the  nerve-trunk,  as  in  leprosy,  syphilis,  or  diabetes  mellitus,  or  to  the 
nerve-centre,  as  in  tabes  dorsalis  and  general  paralysis.  The  commonest  situation  of  the 
ulcer  is  at  the  point  of  greatest  pressure — the  under  aspect  of  the  metatarso-phalangeal 
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joint  of  the  big  or  little  toe.  The  ulcer,  which  is  more  a  sinus  than  a  true  ulcer,  usually 
painless,  may  be  simple  or  multiple,  and  both  feet  may  be  affected.  It  often  begins  by 
suppuration  under  a  corn.  When  the  horny  covering  is  cast  off,  a  track  is  seen  which 
extends  downwards  until  the  bone  is  exposed.  The  process  is  usually  very  slow,  and  if 
the  pressure  from  walking  is  continued  the  thickened  epidermis  forms  a  kind  of  corn-shield 
around  the  opening.  The  more  essential  symptoms  of  the  disorder  of  which  perforating 
ulcer  is  but  an  incidental  manifestation  will  disclose  the  true  nature  of  the  lesion.  The 
only  malady  with  which  it  can  be  confused  is  a  suppurating  com.  From  this  it  is  distin- 
guished by  the  absence  or  small  degree  of  pain,  and  by  its  irresponsiveness  to  the  simple 
surgical  treatment  to  which  a  suppurating  corn  yields  readily. 

Ulceration  of  the  foot  is  also  apt  to  arise  as  the  result  of  rubbing,  irritation,  or  other 

injury  to  parts  whose  nutrition  is  impaired,  for 
example  in  cases  of  talipes  from  nerve  disorders, 
or  when  sensation  is  impaired,  as  in  cases  of 
syringomyelia  (p.  ft08),  or  paraplegia  (p.  510). 

Mycetoma  is  a  fungous  disease  that  is  known 
alternatively  as  Madura  foot,  because,  endemic  in 
Madura  and  other  parts  of  India,  it  usually  affects 
the  foot  or  the  leg,  though  sometimes  the  hand, 
and  in  rare  cases  the  shoulders  or  the  scrotum. 
The  affection  appears  in  several  forms,  according 
as  they  are  due  to  different  species  of  discomyces 
and  aspergillus.  The  lesions  may  be  black 
('  melanoid  ')  or  pink  ('  ochroid  ').  The  disease 
begins  with  slight  swelling  and  redness  or  local 
induration,  and  as  it  progresses  the  foot  swells  and 
the  surface  becomes  dotted  with  small  nodules, 
each  containing  the  opening  of  a  sinus  which 
discharges  a  viscid,  syrupy,  slightly  purulent, 
sometimes  blood-streaked  fluid,  in  which  are 
suspended  rounded  greyish,  yellowish,  or  black 
granules.  As  the  foot  enlarges,  the  leg,  from 
disuse,  atrophies.  The  only  condition  from  which 
mycetoma  needs  to  be  discriminated  is  actino- 
mycosis.  This  affection  usually  begins  in  the  bone 
or  other  deep  structures  of  the  jaw,  face,  or  neck, 
may  thence  spread  to  the  surface,  and  may  involve 
the  viscera.  In  the  discharge  the  ray  fungus 
/»?.  2;)7.— rerforotin>,'  ulcer  of  foot :  from  a  ciwe       may  bc  found  in  the  form  of  tiny,  friable,  yellowish 

or  greyish  bodies,  though  microscopical  methods 

and  the  discovery  of  the  characteristic  ray  fungi 

{Plate  XXVIII,  Fig.  S,  p.  614)  will  generally  be  required  before  the  nature  of  the  case  can 

be  confirmed.  Malcolm  Morris. 

ULCERATION  OF  THE  LEG  may  be  classified  under  three  headings  :—(l)  Non- 
infective  Ulcers. — These  include  those  that  are  not  due  to  any  specific  infection,  but  which 
are  caused  by  various  factors  which  interfere  with  the  vitality  of  the  part  by  injury,  lack  of 
circulation,  or  deficient  innervation  of  the  tissue.  (2)  Infective  Ulcers  resulting  from  the 
direct  action  of  a  definite  specific  infection,  e.g.,  tuberculosis  or  syphilis.  (3)  Ulcerating 
Tumours. — These  are  malignant  tumours,  which  have  originated  in  or  invaded  the  skin. 

Non-infective  Ulcers. — Varieties  and  Causes. 

Varicose  Ulcer. — The  presence  of  varicosity  in  the  veins  of  the  leg  diminishes  the  free 
return  of  blood,  and  so  leads  to  congestion  and  interference  with  nutrition,  and  thus  to 
ulceration.  In  the  majority  of  cases  the  ulcer  is  situated  on  the  inner  side  of  the  leg  about 
three  inches  above  the  ankle.  It  may  be  small,  or  may  encircle  the  limb.  For  some 
distance  round  the  ulcer  the  skin  suffers  from  the  effects  of  passive  congestion  ;  it  becomes 
indurated  and  of  a  purplish-brown  colour,  and  numerous  small  varicose  veins  may  be  seen 
in  it.     Any  slight  injury  may  cause  abrasion  of  this  weakened  skin  and  thus  another  ulcer. 
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Fitf.  298. — Diatom  of  a  (nimmatous  ulcer. 
Cleanly  punched  out.    Slough  on  ba«e. 


The  presence  of  varicose  veins  associated  with  an  ulcer  will  usually  lead  to  the  conclusion 
that  the  latter  is  dependent  on  the  former,  and  that  view  will  probably  be  correct,  but  it 
may  not  be  the  whole  truth,  for  syphilitic  and  varicose  ulcerations  may  be  present  at  the 
same  time.  Before  the  introduction  of  Wassermann's  test  for  syphilis  it  was  common 
practice  to  give  antisyphilitic  remedies  in  order  to  clear  up  the  diagnosis,  and  this  may 
still  be  done  when  the  serum  test  cannot  be  carried  out. 

Lymphatic  Obstruction  also  leads  to  loss  of  nutrition,  and  ulceration  may  result.  The 
best  instance  is  seen  in  elephantiasis  due  to  Filaria  sanguinis  hominis.  In  this  country 
elephantiasis  is  rare.  Other  instances  that  may  be  cited  are  swellings  of  the  leg  following 
a  badly  united  fracture  ;  the  cicatricial  contractions  of  extensive  burns  ;  phlegmasia  alba 
dolens,  or  white  leg,  during  pregnancy  or  after  labour. 

Atheroma  of  the  Arteries  leads  to  a  feeble  or  imperfect  circulation  of  the  blood,  and  so 
to  loss  of  nutrition.  Ulcerative  conditions  of  the  lower  part  of  the  leg  are  therefore  common 
in  such  cases,  and  even  gangrene  may  result. 

Old  Age, — Owing  to  a  weaker  condition  of  the  tissues,  ulcers  are  much  more  frequent 
in  old  people  than  in  the  young. 

Cold, — ^A  similar  condition  is  brought  about  by  exposure  to  cold,  especially  in  persons 
whose  nutrition  is  imperfect,  whether  from  bad  or  insufficient  food.  The  first  effect  of 
cold  is  to  produce  a  chilblain  ;   this  if  rubbed  or  irritated  may  degenerate  into  an  ulcer. 

Trauma. — In  a  normal  individual,  any  lesion  of  the  skin  of  the  leg,  such  as  that  caused 
by  a  kick,  a  scratch,  or  a  cut,  will  heal  quickly,  and  no  ulcer  result.  Circumstances  may 
arise  which  interfere  with  the  healing  process.  Perhaps  the  most  frequent  cause  which 
leads  to  the  formation  of  an  ulcer  is  infection  with  pyogenic  organisms,  and  the  prevention 
of  the  discharge  from  the  wound.  Occasionally  there 
is  also  accidental  contamination  of  the  wound  with 
some  specific  organism,  such  as  that  of  diphtheria  or 
phagedacna. 

An  important  cause  of  want  of  healing  of  an  ulcer 
is  interference  with  its  contraction.  If  contraction  is 
impossible,  as  when  a  sore  is  situated  over  and  adherent 
to  a  bone,  healing  may  come  to  a  standstill. 

Deficient  Innervation  leads  to  loss  of  nutrition. 
Examples  are  seen  in  infantile  palsy;  rubbing  of  the 
boot  or  pressure  of  an  instrument  is  prone  to  be 
followed  by  an  obstinate  ulcer.  In  cases  of  hemiplegia, 
even  when  the  patient  is  lying  on  a  water-bed,  ulcera- 
tion in  the  form  of  bedsores  will  occur  much  more 
rapidly  on  the  paralyzed  side  than  on  the  other.  Per- 
forating ulcer  of  the  foot  is  a  well-known  sequel  of  tabes 
dorsalis,  its  other  common  cause  being  diabetes  mellitus ; 
ulceration  and  Gangrene  (p.  255)  are  prone  to  occur 
because  the  resistance  of  a  diabetic  individual  to  micro- 
organisms is  lowered,  also  because  the  arteries  are  often 
atheromatous,  and  possibly  because  the  innervation  of 
the  whole  body  is  interfered  with. 

Infective  Ulcers. — The  legs  may  be  attacked  by 
any  form  of  acute  infective  ulcer,  such  as  anthrax  or 
glanders,  but  such  an  event  is  rare.  The  chief  ulcers 
that  belong  to  this  group  are  chronic,  and  due  to 
syphilis  or  tuberculosis. 

Syphilitic  Ulcers  are  the  result  of  gummata  which 
have  formed  in  the  subcutaneous  tissues.  These  ulcerated  gummata  are  almost  always 
circular,  and  present  a  punched-out  appearance  {Fig.  298)  ;  they  are  generally  multiple 
and  tend  to  run  into  each  other,  so  that  the  ulcer  has  a  serpiginous  outline.  They  tend 
to  heal  at  one  side  while  they  progress  at  another.  The  scars  are  thin  and  supple,  and  if 
in  the  lower  part  of  the  leg,  usually  pigmented  round  the  edges,  white  and  slightly 
depressed  in  the  centre.  Gummata  are  often  found  with  varicose  veins  or  ulcers,  and  it 
seems  probable  that  the  low  state  of  nutrition  of  the  tissues  caused  by  the  obstruction  of 

D  47 


Fiff.  200. — Diagram  of  a  tuberculous  ulcer. 
Undermined  edges  with  perforations  and  tags. 


•  Fig,    300. — DiafjTam  of   an    epitheliomatous 

ulcer.  Growth  in  excess  of  destruction. 
A ,  Normal    skin ;    B,   Ileaped-up    edges ;     C 
Ulcerated  portion. 


Fig.  301.— Dia^jram  of  a  rodent  ulcer. 
A,  Normal  skin  ;    B,  Smooth,  wU^-like  edges 
C,  Shallow  cavitj. 
(From    Introduction    to    Surgrry, 
by    Prof.    Rutfterford    Morison.) 
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venous  return  is  favourable  to  their  formation.  Diagnosis  can  in  most  cases  be  made  on 
the  distribution  and  shape  of  the  ulcer,  especially  if  they  are  on  the  outer  aspect  of  the 
lower  third  of  the  leg ;  on  the  presence  of  other  signs  of  syphilis ;  and  on  the  effect  of  giving 
iodide  of  potassium  or  salvarsan.     In  cases  of  doubt,  a  Wassermann's  reaction  is  of  service. 

Tuberculous  Ulcer  usually  follows  the  formation  and  bursting  of  a  tuberculous  abscess, 
starting  either  in  the  subcutaneous  tissue  or  in  a  bone,  and  the  history  may  help  materially 
in  diagnosis.  The  ulcer  is  very  chronic,  and  is  characterized  by  undermining  of  the  skin 
for  a  considerable  distance  from  the  edge  {Fig.  299).  The  surface  is  pale,  and  the  granu- 
lations are  very  small,  with  here  and  there  small  areas  of  caseation.  Primary  tuberculosis 
of  the  skin,  or  lupus,  is  not  often  found  on  the  leg,  though  it  may  occur  there  as  in  any 
other  part  of  the  skin.  A  useful  guiding  rule  is  that  lupus  never  starts  later  than  the  age 
of  twenty  and  lasts  for  years,  whereas  a  gumma  starts  at  a  later  period  and  tends  to  heal 
spontaneously.  In  lupus  the  chief  characteristic  is  the  presence  of  minute,  semi-trans- 
parent nodules  at  the  margin  of  the  ulcer  and  in  the  skin  around,  resembling  apple  jelly. 
If  further  methods  of  diagnosis  are  required,  a  diagnostic  injection  of  Koch's  old  tuberculin 
may  be  used,  or  von  Pirquet's  skin  test  applied.  A  particular  variety  of  tuberculous  ulcer 
of  the  legs  is  described  on  p.  404  under  the  heading  of  Bazin's  disease,  or  erj^thema 
induratum  scrofulosorum. 

Ulcerating  Tumours. — Epithelioma  may  develop  in  a  simple  varicose  ulcer  that  has 
existed  for  many  years.  The  change  may  be  very  slow,  or  rapid.  The  ulcer  spreads,  the 
edges  become  heaped-up,  everted,  and  indurated  (Fig,  300).  The  femoral  lymphatic 
glands  become  enlarged,  and  if  the  disease  is  allowed  to  progress,  the  bone  is  attacked.  If 
any  doubt  arises  as  to  a  change  in  the  character  of  an  ulcer,  a  piece  from  the  edge  should 
be  removed  for  histological  examination. 

Rodent  Ulcer  (Fig.  301)  usually  attacks  the  face  (p.  735),  though  it  may  be  found  on 
any  part  of  the  body. 

Sarcoma,  starting  in  the  deeper  tissues,  may  fungate  through  the  skin,  which  has  given 
way  before  the  pressure  of  the  tumour.  George  E.  Gask. 

ULCERATION  OF  THE  THROAT.— (See  Sore  Throat,  p.  613.) 

ULCERATION  OF  THE  TONGUE.— To  enable  a  good  view  to  be  obtained  of  the 
affected  part,  the  patient  should  be  seated  in  a  strong  light  and  the  protruded  tongue  gently 
wiped  with  a  piece  of  soft  linen  to  remove  moisture.  The  presence  of  an  ulcer  being 
ascertained,  its  nature  may  be  considered  under  the  following  heads  : — 

1.  Carcinomatous  i    4.  Tuberculous 

2.  Syphilitic  *  |    5.  Dyspeptic 

3.  Dental  -    6.  Ulcer  in  connection  with  stomatitis. 

Carcinomatous  Ulcer  is  much  commoner  in  men  than  in  women,  probably  owing  to 
the  fact  that  chronic  glossitis  due  to  smoking  and  syphilis  is  more  common  in  the  male 
sex.  It  is  practically  unknown  before  the  age  of  thirty,  and  rarely  starts  before  forty- 
five.  The  ill  and  wearied  expression  of  the  patient  may  awaken  suspicion  before  the  tongue 
is  seen,  for  the  pain  and  trouble  caused  by  an  epithelioma  have  a  rapid  and  marked  effect. 
The  tongue  in  a  normal  individual  can  be  protruded  from  one  to  one  and  a  half  inches 
beyond  the  teeth  ;  if  the  protrusion  is  limited,  or  if  the  tongue  is  not  protruded  straight, 
it  can  generally  be  inferred  (except  in  cases  of  paralysis)  that  there  is  some  tumour  binding 
it  down.  The  position  of  the  ulcer  is  to  be  studied,  and  its  relation  to  any  sharp  and  carious 
tooth.  Usually  an  epithelioma  is  on  the  side  of  the  tongue,  but  there  is  no  rule ;  it  may 
be  anywhere  on  the  upper,  lateral,  or  under  surfaces,  or  on  the  floor  of  the  mouth. 

As  regards  the  ulcer  itself,  the  typical  appearance,  when  fairly  developed,  may  be 
described  as  irregular,  deep,  foul,  sloughy,  with  raised  nodular  everted  edges,  and  a  sur- 
rounding area  of  induration.  The  lymphatic  glands  are  enlarged  and  hard,  and  they  may 
be  fixed.  The  submaxillary  set  is  generally  the  first  affected,  but  the  disease  sometimes 
misses  these  and  infects  the  carotid  and  even  the  supracla\icular  glands.  Examination, 
therefore,  should  not  be  concluded  before  the  whole  of  the  neck  had  been  palpated.  The 
diagnosis  should  have  been  made,  however,  before  the  disease  had  developed  thus  far  ;  in 
jts  earliest  stages  an  epithelioma  may  be  represented  by  a  superficial  ulcer  no  more  than 


Digitized  by 


Google 


PLATE    XXXII 

CANCER      OF      THE      TONGUE:        VERY      EARLY      CONDITIONS 
(From  drawings  kindly  lent  by  the  lat<?  Sir  HenBT  T.  Butlin,  P.R.C.8.) 


Fig.  J.— Old  leukoplakia  of  many  years*  duration.  Quite  recent  development  of  epitbeliomn,  in  the  form  of  a  very 
slightly  raised  smooth  red  plaque,  feeling  about  as  thick  as  a  sixpence.  Between  it  and  the  middle  line  is  a  tiny  noduie 
resembling  a  pimple. 

Fig.  li.— Area  of  thin  leukoplakia  on  the  right  border  of  the  tongue,  with  a  small  epithelioma,  which  had  developed 
in  the  site  of  a  bite  received  several  months  previously. 

Fig.  ('.—Leukoplakia  of  many  yenrs'  duration,  with  the  very  earliest  condition  of  epithelioma  to  the  left  of  the 
middle  line  in  the  form  of  a  very  small  area  of  leuko|ilukla  in),  slightly  more  raised  and  a  little  firmer  than  the  rest. 
The  diagnosis  uepended  as  much  on  the  slight  hardening  as  on  the  appearance. 


INDKX    OP    DIAHNOSIS  -To  face  p.  738 
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a  sixteenth  of  an  inch  in  diameter,  by  a  crack  or  a  small  lump,  without  any  enlargement 
of  the  glands.  In  all  these  conditions,  however,  the  ulcer  is  already  hard,  and  very 
resistant  to  any  form  of  treatment.  Any  ulcer  of  the  tongue  occurring  in  a  middle-aged 
man,  and  lasting  for  more  than  two  or  three  weeks,  should  awaken  suspicion. 

Diagnosis  from  Syphilitic  Ulcer, — ^This  may  be  a  very  real  difficulty,  owing  to  the  fact 
that  the  two  conditions  may  exist  side  by  side,  and  that  the  syphilitic  leucoplakia  or 
leucomic  wart  may  be  the  actual  precursor  of  a  cancer.  A  positive  Wassermann's  reaction, 
therefore,  is  not  proof  that  an  epithelioma  is  not  present.  If  a  well-formed  gumma 
is  present,  antisyphilitic  remedies  soon  make  a  great  change  in  its  appearance,  and  a  dia- 
gnosis may  be  made  in  this  way,  but  not  more  than  ten  or  fourteen  days  should  be  allowed 
to  pass  in  uncertainty.  There  are  many  cases  in  which  the  cleverest  surgeon  is  in  doubt, 
and  seeing  the  rapid  course  this  disease  runs,  and  the  vital  importance  of  securing  an  early 
diagnosis,  it  is  urged  here  with  the  greatest  possible  insistence  that  the  only  certain  method, 
and  the  one  to  be  employed  early,  is  that  of  taking  out  a  piece  of  the  ulcer,  or,  if  small, 
the  whole  ulcer,  and  submitting  it  to  histological  examination. 

Diagnosis  from  Denial  Ulcer, — The  ulcer  in  this  case  is  caused  by  a  bad  tooth,  and 
therefore  is  in  a  position  on  the  tongue  corresponding  to  the  latter.  Further,  the  ulcer  is 
soft  to  the  touch,  and  heals  rapidly  when  the  offending  tooth  is  stopped  or  extracted. 
There  is  seldom  difficulty  in  differentiation  except  when  the  ulcer  is  of  very  long  standing. 

Sypbllitic  Ulcer. — This  may  be  primary,  secondary,  or  tertiary.  Primary  Syphilis 
or  Chancre  is  certainly  rare  on  the  tongue  and,  owing  partly  to  its  rarity  and  partly  to  the 
fact  that  it  is  unexpected,  it  is  frequently  missed.  It  is  more  common  in  men  than  in 
women,  but  it  may  occur  even  in  children.  It  starts  as  a  small  pimple,  which  ulcerates 
and  becomes  indurated,  though  the  induration  is  not  so  marked  as  when  it  is  situate  on 
the  glans  penis.  The  appearance  of  a  secondary  rash  with  general  enlargement  of  the 
lymphatic  glands  would  indicate  the  diagnosis  with  certainty,  which  might  be  confirmed 
by  Wassermann's  serum  reaction,  and  the  detection  of  spirochaetae  (Plate  XXVIIIy  Fig.  J, 
p.  614)  in  serum  from  the  sore.  Furthermore,  the  sore  heals  rapidly  under  the  influence 
of  mercury. 

Secondary  Syphilis  manifests  itself  by  the  formation  of  mucous  patches  and  superficial 
ulcers.  The  latter  are  almost  always  multiple,  and  situated  along  the  edges  and  tip  of 
the  tongue,  and  with  them  are  also  found  similar  sores  on  the  mucous  membrane  of  the 
cheek,  lips,  palate,  and  tonsil,  and  at  the  edges  of  the  mouth.  The  ulcers  are  small,  round, 
painful,  with  sharply  cut  edges  and  a  greyish  floor.  Other  secondary  symptoms  will  be 
present  to  make  the  diagnosis  clear. 

Tertiary  Syphilis  or  Gummatous  Ulcerations, — These  are  divided  into  superficial  and 
deep.  Superficial  gummata  begin  as  small  round-celled  infiltrations  in  the  mucous  and 
submucous  tissue.  The  ulcers  are  usually  shallow,  often  irregular  and  associated  with 
chronic  glossitis,  fissures,  and  leucoplakia.  They  are  extremely  important,  for,  as  stated 
above,  such  a  condition  is  often  followed  by  an  epithelioma.  They  are  also  very  resistant 
to  antisyphilitic  remedies  other  than  salvarsan.  The  ulcers  themselves  are  not  at  first 
indurated,  but  if  surrounded  by  interstitial  fibrosis  may  appear  hard  ;  therefore  a  histo- 
logical examination  is  eminently  desirable  if  there  is  the  least  doubt.  A  deep  gumma  starts 
as  a  hard  swelling  in  the  substance  of  the  tongue  ;  later  it  softens,  breaks  down,  and  shows 
itself,  generally  in  the  middle  line,  as  a  deep  cavity  with  irregular,  soft,  undermined 
walls,  and  a  wash-leather-like  slough  at  its  base.  It  is  not  painful,  and  does  not  increase 
progressively  in  size.  The  important  thing  is  to  distinguish  it  from  epithelioma  and 
tuberculous  disease.  Unlike  epithelioma,  it  is  not  hard,  and  its  history  is  short.  Further- 
more, it  yields  very  rapidly  to  potassium  iodide  or  salvarsan. 

Dental  Ulcer  is  due  to  repeated  small  injuries  from  the  sharp  edge  of  a  decayed  tooth. 
It  is  therefore  situated  in  such  a  position,  generally  on  the  side  of  the  tongue,  that  it  is 
opposite  the  tooth.  The  ulcer  is  single,  small,  superficial,  and  not  indurated  unless  it  is  of 
long  standing.  It  is  therefore  not  easily  mistaken  for  any  other  kind  of  ulcer,  or  if  doubt 
arises  it  is  allayed  by  the  healing  of  the  ulcer  on  stopping  or  extracting  the  tooth. 

There  is  a  form  of  dental  ulcer  which  is  found  on  the  fraenum  of  the  tongue  in  children 
suffering  from  whooping-cough  ;  during  the  violent  expiratory  spasms  peculiar  to  the 
illness,  the  under  surface  of  the  tongue  may  suffer  from  rubbing  over  the  lower  incisor 
teeth. 
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Tobercoloos  Ulcer  of  the  Tongue  is  rare,  but  it  occurs  at  that  period  of  life  during 
which  tuberculous  disease  of  the  lung  is  common,  that  is  to  say,  between  the  ages  of  fifteen 
and  thirty-five.  It  is  due  to  infection  with  tubercle  bacilli  brought  up  into  the  mouth,  and 
if  a  patient  is  found  to  be  suffering  from  tuberculous  disease  of  the  lungs  or  larynx  and  also 
from  an  ulceration  of  the  tongue,  there  is  a  strong  probability  that  the  latter  is  of  the  same 
nature  as  the  former.  The  ulcer  itself  may  be  situated  on  the  tip  or  side  of  the  tongue  ; 
it  has  an  irregular  outline,  and  the  base  is  nodular,  sloughy,  or  caseous.  It  has  often  been 
mistaken  for  epithelioma  or  gumma.  The  fact  that  it  is  not  hard,  and  that  phthisis  Is 
present,  should  put  one  on  one's  guard.  As  against  gumma,  a  Wassermann's  reaction 
would  be  negative  ;  moreover,  the  ulcers  are  often  small  and  multiple,  more  nearly 
resembling  dyspeptic  ulcers.  A  von  Pirquet's  test  or  a  diagnostic  injection  of  Koch's 
old  tuberculin  might  be  employed,  but  a  more  reliable  method  is  the  removal  and  micro- 
scopical examination  of  a  piece  of  the  ulcer,  when  the  histological  appearances  of  tubercle 
will  be  seen.     The  tubercle  bacillus  (Plate  XXVIII,  Fig.  K,  p.  614)  is  not  always  found. 

Dyspeptic  Ulcer,  as  the  name  implies,  is  connected  with  disorders  of  digestion.  The 
ulceration  is  often  multiple,  each  ulcer  being  round,  small,  often  covered  with  a  greyish 
slough,  and  with  a  bright  ring  of  inflammation  round  it.  They  are  situated  on  the  dorsum 
and  edges  of  the  tongue  near  the  tip.  The  mouth,  too,  is  very  foul,  there  may  be  similar 
ulcers  on  the  inner  aspects  of  the  lips  and  cheeks,  and  the  cervical  glands  may  be  enlarged. 

Ulcers  in  connection  witb  Stomatitis  (Ulcerative  Stomatitis). — Septic  infection 
of  the  mouth  due  to  a  variety  of  causes,  such  as  irritation  from  decayed  teeth,  alkalies, 
acids,  or  mercury,  may  be  accompanied  by  the  formation  of  small  vesicles  which,  on 
bursting,  give  rise  to  superficial  ulcers.  They  are  not  limited  to  the  tongue,  but  appear  on 
the  mucous  membrane  of  the  cheeks  and  gmns  as  well.  Aphthous  stomatitis  commonly 
occurs  in  conjunction  with  the  febrile  diseases  of  childhood.  It  is  characterized  by  the 
formation  of  whitish  spots  on  the  buccal  mucous  membrane,  and  by  the  shedding  of 
epithelium  small  superficial  ulcers  may  be  formed.  The  ulcers  of  the  tongue  are  here,  so 
to  speak,  accidental,  occurring  in  the  course  of  a  general  inflammation  of  the  mouth,  and 
will  hardly  be  confounded  with  any  other  form  of  ulcer  except  so-called  dyspeptic  ulcers, 
and  there  is  no  real  line  of  demarcation  between  the  latter  and  the  stomatitic  variety. 

George  E.  Cask. 

UNCONSCIOUSNESS.- (See  Coma,  p.  117.) 

UNEQUAL  PULSES.— (See  Pui.ses,  Unequal,  p.  550.) 
UNEQUAL  PUPILS.~(See  Pupil,  Abnormalities  of  the,  p.  551.) 

URATE  DEPOSIT  IN  THE  URINE.— A  precipitate  of  urates  is  often  recognizable 
at  once  by  its  pink  colour,  due  to  their  carrying  down  with  them  the  uroerythrin  pigment 
of  the  urine.  Urates  themselves  are  white,  however,  and  if,  as  is  sometimes  the  case,  there 
is  no  uroerythrin  present  for  them  to  carry  down,  they  form  a  white  precipitate  which 
may  be  mistaken  for  mucus,  phosphates,  or  pus.  They  may  be  distinguished  at  once, 
however,  by  warming  the  urine  back  to  body  temperature  ;  they  re-dissolve  long  before 
boiling-point  is  reached.  They  are  also  soluble  in  liquor  potassae,  unlike  phosphates. 
Microscopically  they  arc  nearly  always  amorphous,  though  in  rare  cases  they  assume  the 
form  of  small  spheres  with  irregular  projecting  spicules — the  so-called  '  thorn-apple  '  or 
'  hedgehog '  crystals. 

Their  only  significance  from  a  clinical  point  of  view  is  that  they  indicate  a  concen- 
trated urine.  It  does  not  follow  that  a  urine  is  not  concentrated  if  no  precipitate  of  urates, 
occurs,  but  the  fact  that  the  urates  re-dissolve  on  warming  serves  to  show  that,  although 
there  may  be  enough  water  to  keep  them  in  solution  at  body  temperature,  the  urine  becomes 
supersaturated  with  them  as  it  cools,  and  precipitates  them  out.  The  reason  for  the  urinary 
concentration  has  to  be  learned  from  collateral  evidence.  It  may  be  that  there  has  been 
much  sweating,  and  in  hot  weather  a  precipitation  of  pink  urates  is  a  very  common  physio- 
logical condition,  which  is  apt  to  alarm  some  patients  when  they  first  notice  it.  On  the 
other  hand,  the  concentration  may  be  due  to  pathological  conditions,  of  which  the 
commonest  are  fevers,  chronic  valvular  disease  with  heart  failure,  and  maladies  which 
lead  to  loss  of  fluid  by  vomiting,  sweating,  or  diarrhoea.  The  urates  themselves  afford 
hardly  any  clue  to  the  cause  of  the  concentration,  and  their  appearance  is  just  the  same 
whether  their  deposition  is  due  to  physiological  or  pathological  changes. 
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The  most  marked  examples  of  u ratio  deposits  are  to  be  seen  in  cases  of  acute  rheumatic 
fever,  lobar  pneumonia,  and  chronic  heart  disease  with  failing  compensation.  It  is  a 
general  rule,  moreover,  that  when  the  kidneys  are  themselves  affected  there  is  decidedly 
less  tendency  for  iiratic  deposits  to  form  than  when  the  primary  disease  is  in  the  heart  or 
lungs  ;  thus  when  one  may  be  in  doubt  as  to  whether  a  given  case  of  chronic  heart  failure 
is  due  to  primary  renal  disease  or  primary  heart  disease,  an  abundant  urate  deposit  affords 
some  evidence  in  favour  of  the  latter  and  against  the  former.  It  is  no  absolute  rule, 
however,  and  almost  any  concentrated  urine  may  precipitate  urates. 

Students  are  a  little  apt  to  confuse  the  significance  of  urates  with  that  of  uric  acid, 
though  the  two  are  entirely  independent  from  a  clinical  standpoint.  Herbert  French. 

URETHRA,  DISCHARGE  FROM.— (See  Discharge,  Urethral,  p.  181.) 

URETHRA,  FiGCES  PASSED  THROUGH,— (See  F^ces  Passed  per  Urethram. 
p.  238.) 

URIC  ACID  DEPOSIT  IN  THE  URINE.— The  most  typical  form  taken  by  a  pre- 
cipitate  of  uric  acid  in  a  urine  is  the  cayenne-pepper  deposit,  seldom  voluminous,  of  character- 
istic light-brown,  prismatic  crystals  (Fig,  302),  arranged  either  as  separate  '  whetstones,* 
or  in  overlapping  bundles,  or  '  rosettes '  ;  occasionally,  crystallizaticn  is  imperfect,  and 
they  appear  as  '  dumb-bells.'  Intrinsically,  they  are  colourless  ;  but  they  differ  from 
all  other  urinary  deposits  in  that  they  carry  down  with  them  the  ordinary  yellowish- 
brown  urochrome  pigment  of  the  urine.  For  clinical  purposes  the  best  test  for  them  is  the 
microscope. 


f 


Fig.  302. — Uric  acid  crystals  of  various  types. 

Besides  the  cayenne-pepper  deposit,  uric  acid  crystals  may  be  present  in  considerable 
numbers  in  the  midst  of  other  precipitates,  such  as  mucus,  or  oxalate  of  lime  ;  in  which 
case  they  may  not  be  discernible  without  the  use  of  the  microscope  ;  or,  again,  they  may 
become  aggregated  together  into  small  pellets  or  calculi,  which  the  patient  may  be  conscious 
of  as  *  gravel '  on  micturition. 

A  deposit  of  uric  acid  is  generally  found  in  a  decidedly  acid  urine  of  high  specific 
gravity  ;  but  it  may  occur  in  urines  of  almost  any  reaction  or  specific  gravity.  A  great 
deal  more  importance  than  it  deserves  has  been  attached  to  the  supposed  relationship 
between  this  uric  acid  and  gout.  A  cayenne-pepper  deposit  by  no  means  indicates  gout ; 
indeed,  it  may  be  perfectly  physiological,  occurring  abundantly  sometimes  in  healthy 
young  persons,  particularly  boys.  It  does  not  even  follow  from  its  occurrence  that  there 
is  excess  of  uric  acid,  either  in  the  urine  or  in  the  tissues  ;  for  the  precipitation  depends 
nearly  as  much  upon  the  relative  proportions  of  phosphates,  chlorides,  and  inorganic 
sulphates  to  uric  acid,  and  upon  the  absolute  and  relative  amounts  of  sodium,  potassium, 
and  other  bases  in  the  urine,  as  upon  the  absolute  amount  of  uric  acid.  The  greater  the 
tendency  of  the  bases  to  form  phosphates,  by  mass  action  or  otherwise  (see  Phosphaturia, 
p.  523),  the  less  the  tendency  for  the  soluble  quadriurates,  and  the  greater  the  liability  for 


Digitized  by 


Google 


742  URIC    ACID    DEPOSIT    IN    THE     URINE 

less  soluble  biurates,  to  be  produced,  the  relatively  insoluble  uric  acid  being  liberated  from 
the  latter  and  deposited  in  crystalline  form. 

Considerable  care  has  to  be  exercised,  therefore,  before  any  useful  clinical  deductions 
can  be  drawn  from  the  fact  that  a  urine  contains  a  deposit  of  uric  acid.  It  is  true  that  a 
persistent  tendency  to  it  is  often  associated  with  gout ;  but  the  latter  should  be  diagnosed 
from  the  collateral  evidence  rather  than  upon  the  uric  acid  crystals  in  the  urine.  Many 
gouty  subjects  precipitate  no  uric  acid  in  their  urine  at  all.  Naturally,  there  will  be  a 
greater  tendency  to  such  deposition  when  the  total  amount  of  uric  acid  present  is  greater 
than  normal.  Uric  acid  in  the  urine  is  derived  from  two  sources — exogenous  and  endo- 
genous. The  exogenous  are  such  foodstuffs  as  are  rich  in  nucleo-proteid,  and  in  the  so- 
called  xanthin  bases,  or  purin,  or  alloxuric  bodies,  xanthin,  guanin,  hypoxanthin,  adenin, 
heteroxanthin,  paraxanthin,  episarkin,  epiguanin,  methylxanthin,  and  camin,  which  are 
mainly  derived  from  nuclein.  Analyses  of  the  various  foodstuffs  as  to  purin  bases  need 
not  be  given  here,  for  it  is  easy  to  remember  that,  broadly  speaking,  these  substances  are 
contained  in  largest  quantities  in  the  richest  food.  A  considerable  proportion  of  the  xanthin 
bases  are  excreted  as  uric  acid,  and  it  is  common  knowledge  that  rich  foods  tend  to  increase 
uric  acid  in  the  urine.  Endogenous  uric  acid,  on  the  other  hand,  is  derived  from  the 
patient's  own  tissue  metabolism.  Birds  excrete  nearly  all  their  nitrogenous  waste  as  uric 
acid  ;  *man  excretes  his  mainly  as  urea,  and  only  to  a  minor  extent  as  uric  acid.  Some- 
times, however,  tOb  much  of  his  nitrogenous  metabolism  stops  short  at  the  stage  of  uric 
acid,  instead  of  the  latter  being  nearly  all  converted  into  urea  ;  he  then  excretes  an 
abnormal  total  quantity  of  uric  acid,  with  the  result  that  it  may  be  precipitated  in  crystal- 
line form.  One  repeats,  that  this  does  not  necessarily  constitute  gout,  however  ;  it  occurs 
in  certain  healthy  subjects,  in  leukaemia,  in  pernicious  ansemia,  during  the  course  of  certain 
fevers,  and  in  some  cases  of  chronic  heart  disease.  Perhaps  one  of  the  best  ways  of 
avoiding  too  narrow  a  conception  in  regard  to  this  uric  acid  is  to  remember  that  in  some 
respects  the  human  body  is  a  fire  ;  fires  may  bum  their  coal  well  or  badly  ;  if  well,  the 
residue  is  but  a  little  ash  ;  if  badly,  the  residue  is  not  ash,  but  clinker  ;  uric  acid  is  the 
clinker  of  the  human  body,  and  many  different  things  that  make  human  nitrogenous 
metabolism  incomplete  may  cause  a  deposition  of  this  clinker  in  the  urine.  Gout  is  one 
such  thing  ;  but  excessive  eating,  deficiency  of  exercise,  biliousness,  and  various  chronic 
imperfections  of  the  circulation,  or  digestion,  may  do  so  ;  and  the  same  may  occur  in 
apparently  healthy  subjects  who  have  never  had  any  untoward  symptoms  at  all.  Oxalate 
of  lime  (see  Oxaluria,  p.  423)  is  possibly  derived  in  part  from  similar  imperfect  combustion 
of  carbohydrates  or  fats,  and  it  is  noteworthy  how  often  crystals  of  uric  acid  and  of  oxalate 
of  lime  occur,  either  together,  or  alternating  with  one  another.  Still  further,  error  of 
metabolism  may  produce  glycosuria  in  association  with  uric  acid  crystals,  so-called  gouty 
glycosuria. 

Besides  being  evidence  of  overloading,  or  of  imperfect  combustion  in  a  general  sense, 
the  occurrence  of  a  uric-acid  deposit  may  be  of  particular  clinical  importance  in  certain 
cases  of  frequency  of  miciuriiion  ;  of  urethritis  ;  and  of  renal  calculus.  Necessity  to  mictu- 
rate frequently,  only  small  quantities  of  urine  being  passed  at  a  time,  is  a  symptom  that 
in  young  people  suggests  cystitis,  possibly  tuberculous  ;  enlargement  of  the  prostate  in 
men  over  sixty  ;  or  some  uterine  or  other  pelvic  malady  in  women.  It  is  important  to 
remember,  however,  that  undue  acidity  of  the  urine,  with  a  tendency  to  deposit  crystals 
of  uric  acid,  or  oxalate  of  lime,  may  produce  the  same  symptom  in  considerable  degree. 
It  is  sometimes  spoken  of  as  irritability  of  the  bladder  ;  the  highly  acid  urine  irritates  the 
vesical  mucosa,  and  it  may  produce  actual  cystitis.  The  same  irritation  may  inflame  the 
urethral  mucosa,  and  produce  a  '  gouty  '  urethritis  ;  and,  perhaps,  epididymo-orchitis, 
which  may  be  mistaken  for  the  gonococcal  form,  unless  pus  films  can  be  shown  to  contain 
no  gonococci. 

If  the  patient  has  suffered  from  renal  colic,  haematuria,  or  vesical  pain,  suggestive  of 
calculus  in  the  kidney,  ureter,  or  bladder,  the  discovery  of  abundant  uric  acid  crystals  in 
the  urine  affords  confirmation  of  the  diagnosis  of  a  uric-acid  stone,  particularly  if  they  are 
obviously  aggregated  together  into  tiny  calculi  ;  there  are  generally  red  corpuscles,  excess 
of  leucocytes,  and  tailed  epithelial  cells  from  the  renal  pelvis,  or  pyriform  cells  from  the 
deeper  layers  of  the  bladder  mucosa,  at  the  same  time. 

The  danger  of  diagnosing  glycosuria  in  the  absence  of  sugar  when  uric  acid  is  abundant 
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in  a  urine  needs  special  mention.  Uric  acid  has  considerable  power  of  reducing  Fehling's 
solution.  It  seldom  gives  the  copious  brick-red  or  orange-yellow  precipitate  that  is  charac- 
teristic of  abundance  of  sugar,  but  it  may  give  just  enough  reduction  or  change  of  colour 
to  make  it  doubtful  whether  sugar  is  present  or  not.  More  than  a  few  proposers  for  life 
insurance  have  suffered  unfairly  on  this  account ;  no  such  partial  reduction  should  be 
regarded  as  due  to  sugar  until  the  presence  of  glucose  has  been  confirmed  by  other  means, 
particularly  the  phenylhydrazine  and  the  fermentation  tests.  Herbert  French, 

URINE,  ABNORMAL  COLORATION  OF.— This  may  be  due  to:  (1)  The  presence 
in  abnormally  large  quantities  of  certain  urinary  pigments,  such  as  uroerythrin  or  haemato- 
porphyrin  ;  (2)  The  presence  of  pigments  formed  in  the  organism,  but  which  are  not  nor- 
mally excreted  in  the  urine,  such  as  haemoglobin  and  the  pigments  of  the  bile  ;  (3)  The 
presence  of  pigmentary  substances  derived  from  drugs  or  foods,  or  administered  directly 
by  the  mouth. 

Urines  of  unusual  tints  may  be  classified  conveniently  according  to  the  colours  which 
they  exhibit,  as  follows  :  (I)  Yellow  and  orange  urines  ;  (II)  Pink  and  red  urines  ;  (III) 
Brown  and  black  urines,  including  such  as  are  of  normal  Hut.  when  passed,  but  darken  on  expo- 
sure to  air  ;  (IV)  Green  and  blue  urines. 

Yellow  and  Orange-ooloored  Urines. — The  normal  yellow  tint  is  wholly  due  to 
urochrome,  for  other  urinary  pigments  are  present  in  traces  so  minute  that  their  presence 
has  no  obvious  effect.  However  much  it  be  diluted,  normal  urine  remains  yellow  as  long 
as  any  tint  is  visible.  In  some  cases  of  diabetes  insipidus  the  urine  is  almost  colourless,  and 
the  abundant  urine  of  diabetes  mellitus  usually  exhibits  a  peculiar  pale  bright  greenish-yellow 
tint  {Plate  XXXIV,  Fig,  11,  p.  748),  which  has  not  yet  been  explained. 

Urobilin,  when  present  in  large  amount,  imparts  a  rich  orange-yellow  colour  ;  and 
when  seen  in  very  thin  layers,  as  near  the  apex  of  a  conical  glass,  urines  rich  in  urobilin  have 
a  pinkish  tint,  due  to  selective  absorption  in  the  middle  of  the  spectrum.  Such  urines, 
when  examined  with  the  spectroscope,  show  a  dark  absorption  band  near  the  solar  F  line 
{Fig,  86,  p.  80). 

Urobilinuria — ^the  excretion  of  excess  of  urobilin — may  result  from  widely  different 
causes,  and  as  a  consequence,  its  clinical  significance  is  not  so  clear  as  might  be  expected. 
The  symptom  is  met  with  in  connection  with  haemolytic  diseases,  such  as  pernicious  ancemia, 
in  diseases  of  the  liver,  such  as  cirrhosis,  and  in  cases  in  which  excessive  bacterial  action  is  going 
on  in  the  intestine.  The  bulk,  if  not  the  whole,  of  the  urobilin  of  urine  is  derived  from  the 
intestine,  where  it  is  formed  by  the  action  of  the  bacteria  present  upon  bilirubin.  It  is 
present  in  abundance  in  normal  faeces,  and  in  traces  in  normal  urine.  The  test  for  it  is 
given  on  page  324. 

Uroerythrin — the  highly  unstable  pigment  to  which  the  colour  of  pink  urate  sediments 
is  due — ^when  abundantly  present  in  solution  in  the  urine  imparts  to  it  a  rich  orange-red 
colour,  which  may  even  be  mistaken  for  that  due  to  blood.  The  colour  is  changed  to  a  pale 
greenish-yellow  by  addition  of  an  alkali.  Hepatic  derangements  of  almost  all  kinds,  includ- 
ing the  most  trifling  functional  disturbances,  may  lead  to  the  appearance  of  uroerythrin  in 
the  urine  ;  but  the  most  intensely  pink  urate  sediments  are  seen  in  cases  in  which  the  liver 
is  the  seat  of  pronounced  morbid  changes,  such  as  cirrhosis,  or  the  passive  congestion  due 
to  cardiac  disease. 

Choluria, — Urine  which  contains  bilirubin  has  a  rich  orange  colour  with  a  greenish  tint 
at  the  edge  of  the  meniscus.  The  foam  formed  by  shaking  it  has  a  yellow  colour,  whereas 
that  of  bile-free  urine,  even  when  deeply  pigmented,  is  colourless.  The  colour  of  the  urine 
may  be  much  modified  by  the  presence  of  biliverdin,  in  addition  to  bilirubin,  and  may 
approach  to  black  or  dark  green. 

The  presence  of  bile  pigment  may  be  demonstrated  by  Gmelin^s  test.  This  is  best 
carried  out  by  allowing  the  urine  to  flow  gently  on  to  the  surface  of  some  nitric  acid  in  a  test 
tube  ;  on  gently  shaking,  the  familiar  play  of  colours  is  seen  at  the  junction  of  the  liquids, 
and  the  urinary  layer  often  retains  the  green  tint  of  biliverdin  for  a  considerable  time. 
Again,  a  green  ring  is  observed  when  diluted  tincture  of  iodine  is  allowed  to  flow  on  to 
the  surface  of  the  urine  in  a  test  tube  {Plate  XXXV,  p.  750). 

When  the  quantity  of  bile  pigment  present  is  very  small,  the  above  tests  may  fail  to 
reveal  its  presence,  and  HupperVs  test  may  then  be  resorted  to.     A  precipitate  is  formed  by 
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the  addition,  to  a  much  larger  volume  of  urine,  of  a  solution  of  barium  chloride  and  bar\^ta 
water,  or  of  calcium  chloride  and  lime-water.  The  precipitate,  which  carries  down  any  bile 
pigment  which  may  be  present,  is  filtered  off  and  washed  into  a  test  tube  with  alcohol. 
Dilute  sulphuric  acid  is  then  added,  and  the  test  tube  is  heated  in  a  beaker  of  boiling  water. 
If  bile  pigment  be  present,  the  acidulated  alcohol  acqiures  a  rich  green  tint,  due  to  biliverdin. 

Choluria  is  merely  a  symptom  of  jaundice,  but  the  appearance  of  bile  pigment  in  the 
urine  may  precede  any  yellow  coloration  of  the  conjunctivae  or  skin,  or,  as  in  cases  of  acho-  . 
luric  family  jaundice  (Plate  XVIII,  p.  332),  the  skin  may  be  tinted  although  the  urine  is  free 
from  bile  pigment.     In  the  very  rare  cases  in  which  a  fistula  exists  between  the  biliary  and 
urinary  tracts,  choluria  of  pronounced  degree  has  been  observed,  apart  from  any  jaundice. 

Certain  drugs  impart  to  urine  a  tint  which,  although  yellow,  is  abnormal.  This  is  seen 
when  santonin  is  administered,  or  chrysophanic  acid,  which  is  a  constituent  of  rhubarb  and 
senna.  In  either  case,  the  urine  turns  pink  on  addition  of  an  alkali,  but  the  pink  colour  is 
far  more  brilliant  after  santonin  than  after  chrysophanic  acid  has  been  taken. 

Pink  and  Red  Urines. — The  conditions  which  lead  to  the  excretion  of  a  pink  or  red 
urine  may  be  classified  as  follows  :  (1)  Haematuria,  in  cases  in  which  the  blood  pigment 
appears  in  the  urine  mainly  as  oxyhsemoglobin  ;  (2)  Haemoglobinuria — usually  in  cases 
which  do  not  belong  to  the  paroxysmal  class  ;  (3)  Haematoporphyrinuria  ;  (4)  Administra- 
tion of  rosaniline  as  a  drug  ;  (5)  Eating  of  sweetmeats  coloured  with  eosin  ;  (6)  Presence  of 
chr>\sophanic  acid  in  an  alkaline  urine. 

Hamaiuria  and  hcetnoglobinuria, — ^For  the  significance  of  these  symptoms,  and  the 
detection  of  blood  pigment  in  urine,  the  special  articles  dealing  with  them  may  be  referred 
to  (p.  275  and  p.  284). 

Hcemaioporphyrinuria  is  a  condition  in  which  urine  is  passed  which  has  a  pink,  port- 
wine,  or  nearly  black  colour,  and  which  contains  considerable,  quantities  of  the  haemo- 
globin derivative,  haematoporphyrin.  In  the  darker  specimens  the  colour  is  mainly  due  to 
other  little-known  pigments  which  accompany  the  haematoporphyrin.  For  the  recognition 
of  the  condition  spectroscopic  examination  is  necessary.  It  is  most  liable  to  be  mistaken 
for  haemoglobinuria,  but  when  the  urine  contains  no  albumin  the  distinction  is  not  difficult  ; 
when  albumin  is  present  in  a  pink  urine,  the  diagnosis  is  more  difficult,  because  the  spectrum 
of  haematoporphyrin  in  the  combination  in  which  it  usually  occurs  in  such  cases  resembles 
that  of  oxyhaemoglobin  somewhat  closely.  However,  the  addition  of  hydrochloric  acid 
changes  the  spectrum  to  that  of  acid  haematoporphyrin  instead  of  to  that  of  acid  haematin 
[Fig.  34,  p.  80). 

If  a  mixture  of  10  per  cent  calcium  chloride  solution  and  lime-water  be  added  to  the 
urine,  the  precipitate  formed  carries  down  all  the  abnormal  pigments,  and  the  filtrate  is 
yellow.  From  the  precipitate  the  haematoporphyrin  may  be  extracted  with  acidified  alcohol, 
and  its  highly  characteristic  spectra  may  be  observed  and  identified.  The  trace  of  haemato- 
porphyrin present  in  normal  urine  escapes  detection  by  such  means,  but  the  increased 
quantities  present  in  a  variety  of  morbid  conditions  may  be  revealed  by  faint  bands,  even 
in  cases  which  do  not  fall  into  the  class  under  consideration,  and  in  which  the  urine  shows 
no  obvious  anomaly  of  pigmentation. 

In  the  great  majority  of  cases,  haematoporphyrinuria  results  from  prolonged  admin- 
istration of  stdphonal  in  medicinal  doses,  and  forms  one  of  a  group  of  toxic  symptoms  of 
much  gravity,  which  often  usher  in  a  fatal  ending.  These  symptoms  may  only  develop 
after  the  drug  has  been  taken  for  months  or  even  years,  and  even  some  days  after  its  admin- 
istration has  been  stopped.  Their  development  calls  for  the  free  administration  of  sodium 
bicarbonate.  It  is  a  remarkable  fact  that  such  toxic  effects  of  sulphonal  are  seldom  seen 
except  in  women,  and  the  few  male  cases  on  record  have  mostly  been  of  a  mild  kind. 

Much  more  rarely,  haematoporphyrinuria,  with  deep  red  urine,  is  met  with  in  cases  in 
which  it  cannot  be  ascribed  to  any  drug.  Several  patients  have  been  sufferers  from  hydroa 
CBstivale,  others  from  tuberculosis,  and  others  from  maladies  so  different  from  each  other 
that  no  definite  diagnostic  significance  can  yet  be  assigned  to  the  symptom.  In  such  cases 
the  haematoporphyrinuria  does  not  appear  to  have  the  grave  import  which  it  has  in  sul- 
phonal cases,  nor  is  there  manifested  any  special  liability  of  the  female  sex. 

Coloration  by  constituents  of  foods  and  drugs, — Rosaniline,  which  was  at  one  time  em- 
ployed in  the  treatment  of  albuminuria,  imparts  a  pink  colour  to  the  urine  which,  provided 
that  it  be  known  that  the  drug  is  being  taken,  offers  no  diagnostic  difficulty.     Aniline  dyes 
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have  also,  ere  now,  been  deliberately  added  to  the  urine  for  the  purpose  of  simulating 
hsematuria. 

Eosin  has  been  employed  extensively  for  the  coloration  of  pink  sweetmeats  and  lozenges, 
and  the  urine  of  those  who  eat  such  sweetmeats  in  considerable  quantities  acquires  a  rich 
pink  colour,  and  shows  a  brilliant  green  fluorescence.  The  nature  of  such  pigmentation 
can  hardly  be  mistaken  by  anyone  who  is  aware  of  the  fact  that  eosin  is  so  employed . 

Drugs  which  contain  chrysophanic  acid  are  used  so  frequently  as  aperients  that  this 
compound  may  rank  as  a  common  constituent  of  urine  ;  and  if,  from  any  cause,  the  urine 
be  alkaline,  it  acquires  a  pink  or  red  colour,  which  may  easily  be  misinterpreted.  However, 
the  history  of  the  taking  of  rhubarb  or  senna,  and  the  fact  that  the  addition  of  an  acid 
changes  the  colour  of  the  urine  to  a  bright  yellow,  renders  the  diagnosis  easy.  The  pink 
colour  which  alkalies  impart  to  the  urine  of  patients  taking  santonin  is  so  fugitive  that  it 
does  not  call  for  consideration  here. 

Brown  and  Black  Urines. — ^The  urine  may  b^*  brown  or  black  in  the  following  condi- 
tions :  (1)  Jaundice  ;  (2)  Haematuria  ;  (3)  Hacmbglobinuria  ;  (4)  Hsematoporphyrinuria ; 
(5)  Indicanuria  ;  (6)  Melanuria  ;  (7)  Alkaptonuria  ;  (8)  Carboluria  ;  and  after  the  admin- 
istration of  certain  other  drugs,  such  as  salol,  salicylates,  resorcin,  gallic  acid,  and  uva  ursi. 

In  some  of  the  above  conditions  the  urine  has  such  coloration  when  passed  ;  but  in 
others,  such  as  melanuria  and  alkaptonuria,  the  urine  is  usually  of  normal  tint  when  freshly 
passed,  and  only  darkens  on  standing  in  contact  with  the  air. 

Brown  and  black  jaundiced  urine  is  met  with  chiefly  in  cases  of  long-standing  icterus, 
in  which  the  skin  has  acquired  a  dull  greenish  tint,  and  the  urine  contains  biliverdin  as  well 
as  bilirubin. 

In  some  of  the  early  recorded  cases  of  black  urine,  the  colour  was  certainly  due  to  blood 
pigment,  and  the  smoky  colour  of  many  urines  which  contain  blood  pigment  in  the  form  of 
methaemoglobin  is  familiar  to  all.  In  paroxysmal  hcemoglobinuria  also,  the  urine  is  not 
infrequently  almost  black.  The  ordinary  tests  for  haemoglobin,  together  with  microscopic 
and  spectroscopic  examination,  serve  to  reveal  the  nature  of  such  cases  (Figs,  30  et  seq,, 
p.  80). 

That  the  urine  of  hcematoporphyrinuria  may  approach  to  actual  blackness,  owing  to 
the  abundant  presence  of  purple  pigments  which  have  no  characteristic  spectra,  has  already 
been  mentioned  in  the  account  of  that  symptom  above. 

Indicanuria, — Urines  which  contain  much  indican  may  show  no  abnormality  of  tint  ; 
but  occasionally,  and  especially  in  extreme  cases,  there  are  present  in  the  urine,  in  associa- 
tion with  the  colourless  indoxyl  sulphate,  other  and  higher  oxidation  products  of  indol, 
which  impart  to  it  a  brown  colour,  intensifled  or  developed  on  exposure  to  air.  This  variety 
of  brown  or  black  urine  is  recognized  less  than  it  should  be,  and  it  is  probable  that  the  condi- 
tion has  been  mistaken  not  infrequently  for  melanuria.  Such  urine  is  not  blackened,  as  that 
of  melanuria  is,  by  the  addition  of  ferric  chloride,  nor  by  nitric  acid  in  the  cold,  but  does 
blacken  when  heated  with  nitric  acid.  The  ordinary  tests  for  indican  reveal  its  presence  in 
large  amount.  Thus,  if  a  specimen  of  the  urine  be  heated  with  an  equal  volume  of  hydro- 
chloric acid,  and  a  drop  of  a  dilute  solution  of  bleaching  powder,  or  a  drop  of  nitric  acid,  it 
becomes  black.  If,  after  cooling,  the  dark-coloured  liquid  be  shaken  with  chloroform,  the 
latter  takes  up  indigo-blue  or  -red  and  acquires  a  deep  purple  colour ;  but  the  supernatant 
liquid  remains  black.  If  the  chloroform  extract  be  separated  and  evaporated  to  dryness, 
the  indigo-red  may  be  dissolved  out  of  the  residue  with  alcohol,  whereas  the  indigo-blue, 
which  is  insoluble  in  alcohol,  may  be  taken  up  afterwards  with  chloroform. 

Indicanuria  signifies  abnormal  amount  of  protein  decomposition  in  the  alimentary 
canal,  brought  about  by  intestinal  bacteria  ;  but  it  is  stated  that  it  may  also  have  its  origin 
in  collections  of  putrid  pus,  such  as  putrid  empyemata.  In  such  a  case  recently  under  the 
writer's  care,  the  abundant  indican  disappeared  from  the  urine  when  a  dose  of  calomel  was 
given,  and  was  probably  of  intestinal  origin. 

Melanuria, — This  is  a  symptom  which  is  met  with  in  some  cases  of  melanotic  sarcoma. 
The  urine,  when  freshly  passed,  contains  a  colourless  chromogen,  melanogen,  and  usually 
has  a  normal  tint.  On  exposure  to  air,  it  darkens  quickly,  owing  to  oxidation  of  the  melano- 
gen to  melanin,  becomes  brown,  and  eventually  quite  black.  When  nitric  acid  is  added  to 
such  a  urine,  it  causes  prompt  blackening,  even  in  the  cold,  and  immediate  blackening  also 
follows  the  addition  of  a  solution  of  ferric  chloride.     This  is  the  most  valuable  and  charac- 
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teristic  of  the  tests  for  melanuria.  Bromine  water  produces  a  yellow  or  brown  precipitate 
which  quickly  blackens. 

As  a  rule,  melanuric  urines,  when  treated  with  liquor  potassae  and  sodium  nitroprusside, 
yield  a  deep  Prussian  blue  on  acidification  with  acetic  acid,  but  this  reaction  is  not  due  to 
the  melanogen  as  such,  is  yielded  by  some  other  urines,  and  cannot  be  taken  as  diagnostic 
of  melanuria. 

It  is  stated  frequently  that  melanuria  may  be  met  with  apart  from  melanotic  growths, 
in  cases  of  wasting  and  other  diseases.  There  is  little  doubt  that  some  of  the  cases  quoted 
in  support  of  this  contention,  and  which  were  recorded  before  the  more  distinctive  tests  for 
the  condition  were  known,  were,  in  reality,  examples  of  indicanuria,  such  as  have  been 
described  above,  and  the  writer  has  never  met  with  true  melanuria  save  in  cases  of  melanotic 
sarcoma.  Even  in  such  cases  it  is  not  seen  so  long  as  the  tumour  is  confined  to  its  primary 
seat,  but  only  when  it  has  invaded  the  viscera,  and  especially  the  liver.  Indeed,  the  quantity 
of  melanogen  excreted  is  apparently  dependent  upon  the  extent  to  which  the  liver  has  been 
invaded,  and  the  amount  of  pigmentation  in  the  growths  of  which  it  is  the  seat.  Hence  it 
happens  usually  that  the  diagnosis  of  the  case  has  already  been  established  before  the 
peculiar  pigmentation  of  the  urine  is  developed. 

Alkaptonuria  is  the  outward  sign  of  a  very  rare  anomaly  of  metabolism  which  is  almost 
always  congenital,  and  persists  through  life  without  any  serious  detriment  to  the  health 
of  its  subjects.  The  peculiar  properties  of  the  urine  are  due  to  the  excretion  in  it  of  an 
aromatic  acid,  homogentisic  or  hydroquinoneacetic  acid,  a  product  of  katabolism  of  tyrosin 
and  phenylalanin.  It  is,  in  all  probability,  a  product  of  normal  metabolism,  which  in 
normal  individuals  undergoes  complete  destruction. 

Alkapton  urine  seldom  exhibits  any  abnormality  of  tint  when  passed  ;  but  darkens 
quickly  on  exposure  to  air,  undergoing  changes  through  brown  to  black,  which  resemble 
in  the  closest  manner  those  seen  in  melanuric  urines.  However,  the  two  conditions  are 
distinguished  readily  by  means  of  simple  tests.  When  a  dilute  solution  of  ferric  chloride 
is  added  to  alkapton  urine,  a  deep  blue  colour  appears  for  a  moment,  and  reappears  after 
each  subsequent  addition  of  the  reagent,  until  oxidation  of  the  homogentisic  acid  is  com- 
pleted. Unless  the  reagent  be  very  dilute,  oxidation  occurs  too  rapidly,  and  the  blue  colour 
is  missed. 

The  addition  of  an  alkali  causes  very  rapid  darkening,  with  absorption  of  oxygen,  and 
heat  increases  the  rate  of  blackening. 

As  homogentisic  acid  is  a  powerful  reducing  agent,  alkapton  urines  give  some  of  the 
reactions  of  glycosuria.  Fehling's  solution  is  reduced  freely  with  the  aid  of  heat,  but  the 
blackening  effect  of  the  alkaline  reagent  gives  a  peculiar  appearance  to  the  reaction.  No 
black  precipitate  is  obtained  with  Nylander's  reagent,  but  the  alkali  therein  causes  con- 
spicuous darkening.  The  safranin  reaction  is  not  obtained,  and  alkapton  urine  is  optically 
inactive.  An  ammoniacal  solution  of  silver  nitrate  is  reduced  rapidly  even  in  the  cold,  a 
reaction  which  is  made  use  of  for  the  quantitative  estimation  of  homogentisic  acid.  It  is 
because  alkaptonuria  is  so  rare,  rather  than  because  its  recognition  presents  any  special 
difficulty,  that  its  properties  are  not  widely  known  and  not  infrequently  fail  of  recognition. 

Ochronosis,  i.e.,  a  blackening  of  the  cartilages,  and  deep  pigmentation  of  regions  of  the 
skin,  a  bluish-black  coloration  of  the  ears,  and  pigment  spots  on  the  conjunctiva  {Plate 
XXXIII),  is  sometimes  the  outcome  of  alkaptonuria  ;  but  there  is  a  group  of  cases  in  which 
similar  pigmentation  results  from  the  application  of  carbolic  acid  to  chronic  ulcers  over 
long  periods  of  years.  There  is  also  some  reason  to  believe  that  the  lesions  of  joints  which 
sometimes  accompany  ochronosis  may  also  be  results  of  alkaptonuria. 

Carboluria. — A  darkening  of  the  urine,  increased  by  exposure  to  air,  is  seen  frequently 
after  the  administration  of  certain  drugs  which  contain  phenol,  in  carbolic  acid  poisoning, 
and  as  the  result  of  outward  application  of  carbolic  acid.  A  carbolic  acid  compress  applied 
to  the  head  of  a  child  for  the  destruction  of  pediculi  quickly  induces  carboluria,  and  the 
taking  of  salol  is  another  common  cause.  The  urine  has  a  smoky  tint,  or  in  cases  of  carbolic 
acid  poisoning  may  be  actually  black.  In  the  slighter  cases  it  is  best  described  as  brown 
with  a  greenish  tinge,  and  the  meniscus,  when  seen  from  the  side,  appears  black. 

There  is  no  direct  chemical  test  for  carboluria,  and  the  diagnosis  is  usually  based  upon 
the  knowledge  that  phenol,  or  some  derivative  or  compound  thereof,  has  been  administered 
or  applied.     After  boiling  the  urine  for  some  time  with  Fehling's  solution,  a  slight  reduction 
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OCHRONOSIS 


The  far«o  is  ooloiircd  dark  brown  (c),  and  boar?;  a  ^trikiiit?  rpseniblance  to  a  rase  of  Addison's  disease  ;  the  ears 
have  a  bhiish  aytpearance,  and  haids  (A)  show  a  <iniihvr  disi'oloration.  Note  the  small  bluish  patch  which  way  present 
on  each  conjvuiciiva  (B). 
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is  observed  ;  but  this  is  in  no  way  comparable  with  that  seen  with  alkapton  urine.  Indirect 
evidence  is  obtained  by  the  addition  of  a  solution  of  barium  chloride,  which  in  cases  of  car- 
boluria  produces  a  very  slight  precipitate  or  none  at  all.  If,  however,  the  urine  be  first 
boiled  with  hydrochloric  acid,  a  precipitate  is  obtained  such  as  is  yielded  by  normal  urines. 
This  is  due  to  the  fact  that,  in  the  presence  of  abundant  phenol  and  oxidation  derivatives 
thereof,  the  sulphates  of  the  urine  are  for  the  most  part,  or  even  wholly,  combined  as  aro- 
matic sulphates,  which  yield  no  precipitate  with  barium  salts,  whereas,  when  the  aromatic 
sulphates  are  broken  up  by  hydrochloric  acid,  a  precipitate  of  barium  sulphate  is  thrown 
down. 

The  diagnosis  of  the  other  varieties  of  brown  or  black  urine  which  have  their  origin  in 
the  administration  of  drugs,  is  based  upon  the  fact  that  salicylates,  or  other  drugs  capable 
of  producing  such  pigmentation,  have  been  taken. 

Green  and  Blue  Urines. — In  some  cases  of  jaundice,  the  bile  pigment  excreted  is  so 
largely  in  the  form  of  biliverdin  that  the  urine  has  a  dark  green  colour :  but  with  this 
exception,  practically  all  green  urines  met  with  in  practice  owe  their  colour  to  the  taking 
of  methylene  blue,  either  as  a  drug  or  in  sweetmeats.  When  the  dose  is  small,  the  tint  may 
be  a  rich  green  ;  but  after  larger  doses,  the  urine  is  frankly  blue.  It  is  not  always  easy  to 
account  for  the  origin  of  such  coloration  of  urine,  for  the  patient  may  be  quite  unaware 
that  he  has  taken  methylene  blue  in  any  form,  although  examination  of  his  urine  may 
leave  no  doubt  that  he  has  done  so.  Sweetmeats  are  sometimes  coloured  with  this  pig- 
ment, as  they  are  with  eosin,  and  it  is  sometimes  used  to  correct  the  colour  of  white  sweet- 
meats. Again,  a  pill  of  methylene  blue  has  before  now  found  its  way,  either  by  accident 
or  design,  into  a  supply  of  pills  of  another  kind.  Absence  of  a  known  cause  does  not,  there- 
fore, by  any  means  exclude  this  kind  of  pigmentation  ;  and  experience  shows  that  unless  it 
can  be  shown,  by  careful  examination,  that  the  colour  of  the  urine  is  not  due  to  methylene 
blue,  it  is  needless  to  search  for  any  other  causation. 

Although  the  green  urine  which  follows  the  taking  of  methylene  blue  may  appear  per- 
fectly limpid,  the  blue  pigment  is  not  held  in  solution  but  in  suspension,  and  is,  to  a  large 
extent,  removed  even  by  a  single  filtration.  The  green  colour  of  the  filtrate  is  greatly 
reduced,  and  the  filter  paper  shows  a  blue  stain.  The  pigment  upon  the  filter  yields  a  blue 
solution  in  chloroform,  and  if  the  chloroform  solution,  or  the  blue  extract  obtained  by 
shaking  the  urine  with  chloroform,  be  shaken  with  liquor  potassae  in  a  test  tube,  the  chloro- 
form is  decolorized,  and  the  supernatant  alkaline  liquid  acquires  a  pink  tint.  The  original 
urine,  or  the  chloroform  extract,  shows  an  absorption  band  in  the  red  of  the  spectrum 
which  may  be  mistaken  for  that  of  indigo-blue. 

There  is  no  reason  to  think  that  indigo-blue  ever  produces  a  green  or  blue  coloration 
of  urine  similar  to  that  due  to  methylene  blue.  By  the  spontaneous  breaking  do^ii  of 
indoxyl-glycuronic  acid,  usually  in  alkaline  urines,  indigo-blue  may  be  set  free,  and  may 
form  a  dark  blue  sediment,  or  may  impart  a  blue  colour  to  the  phosphatic  film  upon  the 
surface  ;  and  when,  in  the  earlier  years  of  the  last  century,  indigo-blue  was  employed  some- 
what frequently  as  a  drug  in  the  treatment  of  epilepsy,  a  dark  purple  colour  of  the  urine  of 
patients  so  treated  was  observed,  but  imder  no  circumstances  are  indigo  pigments  formed 
spontaneously  in  quantities  sufficient  to  bring  about  such  a  result.  A.  E.  Garrod. 

URINE,  ACETONE  IN.— (See  Acetonuria,  p.  3.) 

URINE,  ALBUMIN  IN.— (See  ALBUMmuRiA,  p.  4.) 

URINE,  ALBUMOSE  IN.— (See  Albumosuria,  p.  15.) 

URINE,  BACTERIA  IN.— (See  Bacteriuria,  p.  69.) 

URINE,  BENCE-JONES  BODY  IN.— (See  Albumosuria,  p.  15.) 

URINE,  BILE-PIGMENT  IN.— (See  Urine,  Abnormal  Coloration  of,  p.  743.) 

URINE,  BLACK. — (See  Urine,  Abnormal  Coloration  of,  p.  743.) 

URINE,  BLOOD  IN.— (See  Hematuria,  p.  275.) 

URINE,  CASTS  IN.— (See  Albuminuria,  p.  4.) 
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URINE,  CHYLE  IN.— <See  Chyluria,  p.  108.) 

URINE,  CYSTIN  IN.— (See  Cystinuria,  p.  161.) 

URINE,  DIACETIC  ACID  IN.— (See  Acetonuria,  p.  3.) 

URINE,  DIAZO-REACTION  IN.— (See  Diazo-Reaction,  p.  173.) 

URINE,  EXCESS  OF.— (See  Polyuria,  p.  534.) 

URINE,  FiGCES  IN.— (See  F^ces  Passed  per  Urethram,  p.  238.) 

URINE,  FAT  IN.— (See  Chyluria,  p.  108.) 

URINE,  GAS  IN.— (See  Pneumaturia,  p.  529.) 

URINE,  GLUCOSE  IN.— (See  Glycosuria,  p.  260.) 

URINE,  HiOMOGLOBIN  IN.— (See  Hemoglobinuria,  p.  284.) 

URINE,  INCONTINENCE  OF.— (See  Micturition,  Abnormalities  of,  p.  393.) 

URINE,  INDICAN  IN.— (See  Indicanuria,  p.  314.) 

URINE,  METHii3IIOGLOBIN  IN.— (See  Hemoglobinuria,  p.  284.) 

URINE,  MUCUS  IN.— (See  Mucus  in  the  Urine,  p.  399.) 

URINE,  OXALATE  DEPOSIT  IN.— <See  Oxaluria,  p.  423.) 

URINE,  OXYBUTYRIC  ACID  IN.— (See  Acetonuria,  p.  8.) 

URINE,  PHOSPHATES  IN.— (See  Phosphaturia,  p.  522.) 

URINE,  PUS  IN.-^See  Pyuria,  p.  574.) 

URINE,  RETENTION  OF.— (See  Micturition,  Abnormalities  of,  p.  393.) 

URINE,  SUGAR  IN.— (See  Glycosuria,  p.  260.) 

URINE,  SUPPRESSION  OF.— (See  Anuria,  p.  39.) 

URINE,  URATE  DEPOSIT  IN.-— (See  Urate  Deposit  in  the  Urine,  p.  740.) 

URINE,  URIC  ACID  DEPOSIT  IN.— <See  Uric  Acid  Deposit  in  the  Urine,  p.  741.) 

UTERUS,  BLEEDING  FROM,— (See  Menorrhagia,  p.  385 ;  Metrorrhagia,  p.  390  ; 
and  Metrostaxis,  p.  392.) 

UTERUS,  PROLAPSE  OF.— (See  Prolapse  of  the  Uterus,  p.  538.) 

VAGINA,  BLEEDING  FROM.— (See  Menorrhagia,  p.  385  ;  Metrorrhagia,  p.  390  ; 
and  Metrostaxis,  p.  392.) 

VAGINA,  DISCHARGE  FROM.— (See  Discharge,  Vaginal,  p.  185.) 

VARICOSE  ABDOMINAL  VEINS.— (See  Veins,  Varicose  Abdominal.) 

VARICOSE  THORACIC  VEINS.— (See  Veins,  Varicose  Thoracic,  p.  750.) 

VEINS,  VARICOSE  ABDOMINAL.— The  point  at  which  distention  of  veins  becomes 
varicosity  is  arbitrary  ;  most  conditions  that  produce  undoubted  varicosity  of  the  veins 
of  the  abdominal  wall  in  some  cases,  merely  dilate  them  in  others.  When  this  dilatation 
is  considerable  (Fig,  303),  it  nearly  always  has  much  diagnostic  significance,  particularly 
if  the  direction  of  blood-flow  is  reversed.  Veins,  however,  may  seem  to  be  dilated  when 
they  are  but  unduly  visible  owing  to  wasting  of  the  subcutaneous  fat ;  or  they  may,  in 
very  rare  cases,  be  simply  varicose,  like  veins  in  the  leg,  owing  to  idiosyncrasy  or  hereditary 
predisposition.     In  neither  of  these  cases,  however,  is  the  blood-current  in  them  reversed. 
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URINE      TESTS 


9  10  11  12 

1,  2,  3-  Tli<?  three  st:i<.'PS  of  the  «o<liiirii  iiitropnis^ide  tost  for  a('«>t«iiu\  4,  5.  6-  'I'ho  -;ihh'  in  ;i  nriiip  (><iii- 
tiiiniiiu'  no  olivioiK  acetone.  (1  :in<l  A,  normal  uritio  :  2  '"'il  5,  the  appeanuice  alter  a<MiiiL.'  eiuisth-  s»)<la  ami 
Sfvliuiii  iiitropni-'^iih!  ;  3  !ni.|  6,  tlie  appearatu-i'  aftrr  a.Miii"  acetir  aei'l,  3  Immiil'  p'>~i' i\  •'.  6  ne-itive.  for  a.-etone). 
7.  luitl-.era's  test  for  acetone.  fl.  I'erric  chloride  rea.tioii  of  Uiacetic  acid.  9.  liidicaimria  test.  IC.  Melaimria. 
11.    Diabetic  urine.      12.    The  fluoroceut  reaction  of  iirultilin. 
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To  test  the  direction  of  blood-flow,  part  of  a  vein  should  be  chosen  where  there  are  no  side 
branches,  and  the  blood  should  be  expressed  from  it  by  means  of  two  fingers  pressed  down 
on  the  vein  close  together,  and  then  drawn  asunder,  whilst  pressure  over  the  vein  is 
maintained  by  each  ;  when  a  length  of  the  distended  vein  has  been  emptied  in  this  way, 
one  of  the  two  fingers  is  taken  off,  and  the  time  taken  by  the  vein  in  refilling  is  noted  ;  the 
procedure  is  repeated,  the  other  finger  being  taken  off  this  time  ;  it  is  then  generally  easy 
to  decide  whether  the  vein  fills  from  below  upwards  or  from  above  downwards.  Normally, 
the  blood  flows  from  above  downwards  in  the  veins  of  the  lower  two-thirds  of  the  abdominal 
wall  ;  when  the  blood-flow  is  from  below  upwards  there  is  almost  certainly  obstruction  to 
the  inferior  vena  cava,  the  blood  which  is  unable  to  return  by  it  finding  a  collateral 
circulation  via  the  superior  vena    cava. 

Obstruction  to  the  inferior  vena 
cava  is  due  to  one  or  other  of  three 
main  groups  of  conditions,  namely : — 

1.  Great  general  Increase  In  the 
Intra-abdominal  tension,  owing  to 
such  conditions  as  :  ascites  ;  ovarian 
cyst ;  great  splenic  or  hepatic  en- 
largement. 

2.  Thrombosis  without  external 
obstruction. 

3.  Obstruction  by  local  com- 
pression, especially  by  secondary 
growths  in  the  retroperitoneal  glands. 

When  the  obstruction  of  the 
inferior  vena  cava  is  due,  not  to  the 
vein  itself  being  thrombosed  or  in- 
vaded by  new  growth,  but  to  the 
general  intra-abdominal  pressure  be- 
coming so  great  that  the  vein  is,  so 
to  speak,  flattened  out,  the  varicosity 
of  the  veins  upon  the  abdominal  wall 
is  but  a  late  symptom,  and  the 
diagnosis  will  be  made  from  the  cause 
of  the  great  abdominal  divstention, 
generally  Ascites  (p.  43),  or  a  big 
tumour.  If  there  is  marked  vari- 
cosity of  the  superficial  veins  early 
in  a  case  of  ascites  the  probability 
is  that  both  are  due  to  malignant 
disease. 

When  the  inferior  vena  cava  is  ^  ,,,....  ,      » ... . 

,  .ji_  .        i*i_  !_•  ^^9'  303. — Varicose  thoracic  and  abdominal  veins  m  a  case  of  sjphihtic 

ODStrUCtea     by     '  simple        tnromOOSlS^  mediastinitis  of  some  years*  duration. 

the  probability    is  that   the  clotting 

will  not  have  started  there,  but  will  have  extended  to  it  from  branches  either  in  the  legs 
or  in  the  pelvis.  (Edema  of  the  legs  will  be  a  prominent  symptom  ;  and  if  a  clear  history 
is  obtainable  it  may  generally  be  ascertained  that  one  leg  became  oedematous  and  painful 
before  the  other  ;  when  this  is  so  it  is  always  very  suggestive  of  thrombosis  starting  in  the 
saphenous  or  femoral  veins,  the  other  leg  becoming  affected  later  when  the  clot  has  spread 
up  through  the  iliac  veins  of  the  one  side  to  the  inferior  vena,  and  thence  down  the  iliac 
veins  of  the  other  side.  The  higher  the  thrombus  extends  the  higher  up  the  back  will 
the  oedema  spread  ;  and  when  the  renal  veins  have  been  reached,  albuminuria,  with  tube 
casts,  and  even  hsematuria,  may  ensue.  Ascites  may  also  be  present.  Distention  or 
varicosity  of  the  veins  of  the  abdominal  wall  will  be  of  assistance  in  distinguishing 
such  a  case  from  one  of  acute  or  subacute  nephritis,  besides  which  there  will  be  no  oedema 
of  the  eyelids  or  face. 

If  there  is  no  very  tense  distention  of  the  abdomen  ;   if  the  way  the  case  began  does 
not  suggest  thrombosis  in  one  leg,  or  in  the  pelvis,  extending  upwards  ;  and  if,  nevertheless, 
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there  is  marked  varicosity  of  the  veins  of  the  lower  part  of  the  abdominal  wall,  with  the 
blood-flow  in  them  reversed,  so  as  to  be  from  below  upwards,  the  history  being  a  relatively 
short  one, — the  probability  is  that  the  inferior  vena  cava  is  being  obstructed  by  something 
that  is  in  immediate  contact  with  it.  There  will  very  likely  be  symmetrical  oedema  of  the 
legs,  and  possibly  albuminuria  and  hsematuria.  It  is. surprising  how  seldom  an  aortic 
aneurysm,  or  other  non-malignant  mass,  obstructs  a  large  vein  sufficiently  to  produce  this 
collateral  varicosity  ;  hence,  the  presumption  is  that  such  varicosity  indicates  malignant 
disease.  It  is  worthy  of  note  that  carcinoma  of  the  kidney  is  prone  to  extend  into  the 
renal  veins,  and  thus  into  the  inferior  vena  cava  by  a  process  of  direct  extension  {Fig,  304) 
— sometimes  the  malignant  clot  reaches  as  far  as  the  right  auricle,  and  produces  a  pedun- 
culated polypus  in  the  latter.  In  such  cases  there  has  generally  been  hsematuria  or  other 
renal  symptom  before  evidence  of  inferior  vena-caval  obstruction  arose,  whereby  cases  of 
growth  in  the  kidney  invading  the  inferior  vena  cava  may  be  distinguished  from  cases  of 
secondary  growth  in  the  retroperitoneal  glands,  which  if  they  produced  hsematuria  at  all, 

would  do  so  by  first  obstruc- 
ting the  inferior  vena  cava, 
and  thence  involving  the  renal 
veins.  In  such  cases  there 
are  often  other  symptoms 
pointing  to  primary  growth 
in  some  organ  whose  lym- 
phatics drain  into  the  retro- 
peritoneal glands  ;  the  testes 
and  ovaries  should  not  be 
overlooked  in  this  respect. 

It  is  often  said  that 
cirrhosis  of  Uie  liver  leads  to 
varicosity  of  the  veins  around 
the  umbilicus — the  so-called 
caput  medusas.  It  is  a  very 
rare  condition  indeed,  the 
great  majority  of  cases  of 
cirrhosis  of  the  liver  causing 
no  distention  of  the  super- 
ficial abdominal  veins  until 
such  time  as  the  general 
intra-abdominal  tension  has 
been  greatly  increased  by  the 
tenseness  of  the  ascites  which 
occurs  late.  Not  even  the 
telangiectases  that  occur  so 
commonly  in  men  past  middle 
age  around  the  lower  part  of 
the  chest,  in  a  line  with  the 
attachments  of  the  dia- 
they  are  quite  as  common  in  cases  of  emphysema  without 


/'^."304.^Renal  growth  extending  into  the  inferior  vena  cava  and  right  auricle 
and  ventricle. 


phragm,  indicate  cirrhosis  ; 
cirrhosis. 

In  short,  varicosity  of  the  superficial  abdominal  veins  generally  indicates  either 
thrombosis  of  the  inferior  vena  cava,  secondary  to  direct  spread  of  thrombosis  up  to  it 
from  veins  in  the  pelvis  or  in  the  leg,  or  else  stenosis  of  the  vena  cava  by  secondary 
malignant  disease.  Herbert  French. 

VEINS,  VARICOSE  THORACIC— Much  of  what  has  been  said  above  about  varicose 
abdominal  veins  applies  also  to  those  of  the  thorax.  The  veins  on  the  chest  wall  may 
merely  be  unduly  visible  ;  but  if  they  are  really  distended,  there  is  probably  obstruction 
to  one  or  other  innominate  vein  or  else  to  the  superior  vena  cava  ;  and  the  suspicion  that 
this  is  so  becomes  a  certainty  if  the  blood  current  in  the  distended  veins  can  be  shown  to  be 
from  above  downwards  instead  of  from  below  upwards.     If  the  distention  is  bilateral,  and 
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URINE      TESTS 


1.  Tlic  iodine  t(^t  for  bile  i»i<nnent  in  urine.         2-  C.melin'.s  reaction  for  bile  piLMTient  in  urine. 
3.    (iun.sber',''s  test  for  free  IICl  in  gastric  juice. 
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associated  with  oedema  of  both  arms,  and  both  sides  of  the  neck,  face  and  head,  it  is  the 
vena  cava  that  is  obstructed  ;  if  the  distention  is  unilateral,  with  cedema  of  the  corres- 
ponding arm,  but  little  if  any  of  the  neck  or  face,  the  obstructed  vessel  is  probably  one 
innominate  vein.  The  superficial  varicosity  may  be  only  slight  (Fig.  99,  p.  208),  but  some- 
times it  is  extreme. 

In  arriving  at  a  diagnosis  of  the  cause  of  the  venous  obstruction,  malignant  disease 
within  the  thorax  will  be  uppermost  in  one's  mind — especially  mediastinal  sarcoma,  starting 
in  the  thymus  or  in  the  lymphatic  glands.  It  is  only  when  the  history  and  course  are  too 
long  for  primarj'  or  secondary  malignant  neoplasm  that  other  causes  of  venous  obstruction 
will  be  regarded  as  more  likely,  such  as  thrombosis  extending  to  an  innominate  vein  or  to 
the  superior  vena  cava  from  a  whitlow,  boil,  or  other  inflammatory  affection  of  the  hand, 
arm,  axilla,  head,  face,  neck,  shoulder,  or  front  of  chest ;  or  chronic  fibrous  mediastinitis, 
sometimes  tuberculous  or  gummatcu;  {Fig.  303,  p.  749)  but  often  rheumatic  in  origin,  and 
resulting  from  repeated  attacks  of  pericarditis  and  pleurisy,  with  matting  together,  not  only 
of  the  pleurae  to  the  diaphragm  and  pericardium,  but  also  of  all  the  structures  in  the  superior, 
posterior,  and  anterior  mediastina  to  one  another ;  or,  far  less  commonly,  to  aneurysm  of  the 
thoracic  aorta  or  a  non-malignant  mediastinal  tumour,  such  as  a  hydatid  cyst  {Fig.  137, 
p.  291),  a  dermoid  cyst,  or  a  large  congenital  fibroma,  which  may  have  been  quiescent 
within  the  chest  for  many  years  before  starting  to  enlarge  and  obstruct  structures  in  its 
neighbourhood  ;  the  latter  conditions,  except  aneurysm,  are  rarities,  and  although  an  aortic 
aneurj'sm  does  sometimes  obstruct  the  superior  vena  cava  sufficiently  to  cause  distention 
or  varicosity  of  the  veins  upon  the  chest  wall,  such  varicosity  is  so  much  more  marked  in 
a  case  of  intrathoracic  malignant  disease  that  one  may  say  that  when  the  diagnosis  lies 
between  neoplasm  and  aneurysm  the  presence  of  marked  distention  of  the  veins  of  the 
chest-wall  indicates  the  former  rather  than  the  latter,  though  the  converse  of  this  is  not 
true.  Herbert  French. 

VERTIGO,  popularly  known  as  dizziness  or  giddiness,  depends  upon  a  disturbance  of 
the  sense  of  equilibrium.  In  slight  cases  the  trouble  is  perceptible  to  the  sufferer  either 
as  the  apparent  movement  of  motionless  objects  (objective  vertigo),  or  his  own  body  may 
appear  to  be  moving  in  relation  to  surrounding  fixed  structures  (subjective  vertigo).  In 
more  severe  cases  it  may  lead  to  reeling  or  staggering,  and  unless  the  patient  can  grasp 
some  fixed  support  he  may  fall. 

The  equilibrium  of  the  body  is  maintained  by  the  co-ordinated  action  of  various  groups 
of  muscles,  and  the  nervous  mechanism  for  this  co-ordination  is  situated  in  the  cerebellum. 
Afferent  impulses  are  brought  to  the  cerebellar  centres  from  the  muscles,  skin,  joints,  eyes, 
and  the  semicircular  canals.  The  cerebellum  is  also  connected  with  the  motor  centres 
of  the  cerebral  hemisphere,  and  thus  the  requisite  contraction  of  the  necessary  muscles 
is  ensured.  Disturbances  of  equilibrium  may  therefore  be  the  result  of  a  lesion  in  the 
cerebellum  itself  or  in  one  of  the  afferent  tracts.  True  vertigo  depends  mainly  upon 
interference  with  the  afferent  impulses  from  the  semicircular  canals  or  from  the  eyes,  and 
it  is  often  accompanied  by  nystagmus  during  attacks. 

Occasionally  vertigo  may  be  the  result  of  altered  cutaneous  impulses  due  to  such 
causes  as  anaesthesia  of  the  soles  of  the  feet.  Some  people  experience  a  slight  feeling  of 
giddiness  on  stepping  on  to  some  soft  material  such  as  turf  or  india-rubber  pavement  after 
walking  on  a  hard  road.     Unusual  cutaneous  impulses  are  the  probable  explanation. 

Interference  with  the  afferent  impulses  from  the  muscles  themselves,  such  as  occurs 
in  tabes  dorsalis,  leads  to  reeling  and  staggering  rather  than  to  true  vertigo.  The  ocular 
impressions  correct  the  false  sensations  from  the  muscles,  and  hence  loss  of  equilibrium  is 
more  likely  to  occur  in  the  dark^  or  when  these  impressions  are  cut  off  by  covering  the 
patient's  eyes. 

Vertigo  is  sometimes  divided  into  '  general '  vertigo  and  *  special '  vertigo.  In  the 
latter,  objects  appear  to  move,  or  the  patient  tends  to  fall  in  a  definite  direction.  Special 
vertigo  points  to  a  lesion  of  a  particular  semicircular  canal.  Thus,  if  there  is  a  lesion  of 
the  external  semicircular  canal,  objects  appear  to  move  in  a  horizontal  plane,  and  the 
patient  tends  to  fall  towards  the  affected  side.  When  the  superior  canal  is  the  source  of 
the  trouble,  objects  rotate  in  a  vertical  plane,  and  the  patient  falls  forward.  Temporary 
vertigo,  even  of  a  very  severe  nature,  may  be  produced  readily  in  a  healthy  individual  by 
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prolonged  movements  of  rotation  or  of  swinging.  In  this  case  the  cause  of  the  giddiness 
is  probably  unequal  pressure  in  the  endolymph  in  the  different  semicircular  canals.  The 
dizziness  with  which  many  people  are  affected  when  near  the  edge  of  a  high  cliff  is  most 
likely  ocular  in  origin,  and  depends  upon  the  sudden  cessation  of  visual  impulses  from 
near  objects.  Some  persons  are  exceedingly  susceptible  to  alterations  in  these  impressions, 
and  travelling  by  train  or  the  movement  of  a  boat  may  be  sufficient  to  cause  considerable 
dizziness. 

Vertigo  may  also  be  of  tojdc  origin.  Alcohol  and  tobacco  are  familiar  examples  ;  the 
dizziness  associated  with  ptomaine  poisoning,  and  in  some  cases  of  gastric  disturbance, 
is  also  probably  of  this  nature. 

Vertigo  is  not  infrequently  of  cerebral  origin,  either  with  or  without  some  gross  lesion. 
Thus  it  occurs  in  migraine,  and  is  also  a  frequent  aura  of  an  epileptic  fit.  Vertigo  may 
depend  upon  alterations  in  the  blood -pressure,  and  this  is  the  probable  explanation  of  its 
occurrence  in  arteriosclerosis  and  nephritis,  where  the  blood-pressure  is  increased.  It  may 
also  occur  in  cases  where  the  blood-pressure  is  diminished,  as  in  Addison's  disease,  some 
ancetnic  states,  and  during  convalescence  from  any  prolonged  illness.  Tliis  may  be  due 
to  defective  nutrition  of  the  central  nuclei.  Attacks  of  vertigo  occurring  in  elderly  people 
with  atheromatous  arteries  or  suffering  from  chronic  nephritis  or  arteriosclerosis  must 
always  be  regarded  as  of  serious  import,  since  they  may  be  the  precursor  of  cerebral 
haemorrhage  or  thrombosis.  Severe  vertigo  may  be  one  of  the  symptoms  of  a  cerebral 
tuniour.  It  is  more  likely  to  be  present  when  the  growth  is  in  the  cerebellum,  especially 
if  the  middle  lobe  is  involved.  A  tumour  involving  the  auditory  nerve  in  its  intracranial 
course  will  also  give  rise  to  this  symptom.  A  cerebral  or  cerebellar  abscess  may  also  cause 
vertigo,  but  in  this  case  there  may  also  be  suppuration  in  the  middle  ear,  and  the  giddiness 
may  be  of  labyrinthine  origin.     Optic  neuritis  should  be  looked  for  in  every  case  of  vertigo. 

Vertigo  may  be  of  ocular  origin.  It  is  especially  likely  to  occur  when  there  is  some 
lesion  of  the  nerves  or  muscles  leading  to  diplopia. 

Laryngeal  vertigo  is  a  very  rare  condition  ;  spasm  of  the  glottis  is  accompanied  .by 
severe  giddiness  which  causes  the  patient  to  fall  down,  and  he  may  lose  consciousness  for 
a  few  seconds.  Complete  recovery  ensues  in  a  short  time,  but  the  attacks  are  likely  to 
recur.     This  trouble  may  be  of  an  epileptic  nature. 

Vertigo  is,  however,  most  commonly  of  aural  origin,  and  is  a  frequent  symptom  of 
diseases  of  the  ear,  especially  of  the  internal  ear  or  labyrinth.  In  its  most  intense  form 
it  is  one  of  the  symptoms  of  *  M^nidre^s  disease.^  Its  onset  is  then  sudden,  and  so  severe 
that  the  patient  falls  to  the  ground  and  even  loses  consciousness.  Associated  with  the 
giddiness  are  severe  tinnitus,  and  unilateral  or  bilateral  deafness,  while  nausea,  vomiting, 
and  pallor  of  the  face  are  frequently  present.  The  vertigo  passes  off  after  a  few  hours  or 
days,  but  impairment  of  hearing  and  tinnitus  persist.  The  attacks  tend  to  recur.  Meniere's 
disease  is  probably  caused  by  a  sudden  increase  in  pressure  in  the  endolymph,  and,  in 
some  cases  at  any  rate,  appears  to  be  due  to  haemorrhage  into  the  semicircular  canals.  In 
some  cases  an  embolism  may  be  the  cause.  True  Meniere's  disease  is  very  rare  ;  but  the 
occurrence  of  the  symptoms,  viz.,  vertigo,  deafness,  and  tinnitus,  in  a  less  acute  and  sudden 
form,  is  by  no  means  uncommon.  They  may  be  present  without  any  obvious  lesion  of  the 
middle  or  external  ear,  though  sometimes  there  is  some  abnormality  in  one  of  these  portions 
of  the  auditory  apparatus.  Vertigo  may  be  traumatic  in  origin,  e.g.,  after  a  fracture  of 
the  base  of  the  skull. 

Syphilitic  disease  of  the  internal  ear  may  produce  symptoms  closely  resembling  those 
of  Meniere's  disease,  in  that  giddiness,  tinnitus,  and  labyrinthine  deafness  are  associated, 
the  onset  being  quite  sudden.  Vertigo  is,  however,  occasionally  absent.  The  trouble  is 
usually  unilateral,  and  may  occur  in  the  secondary  or  tertiary  stages.  The  diagnosis  will 
depend  on  the  history  of  syphilis  or  other  evidences  of  the  disease.  Similar  symptoms 
may  occur  in  congenital  syphilis,  usually  between  the  ages  of  ten  and  fifteen  years,  though 
occasionally  much  later.  Eustachian-tube  obstruction  is  usually  present  also,  but  treat- 
ment of  this  fails  to  improve  the  hearing,  and  other  characteristic  troubles,  especially 
interstitial  keratitis,  may  be  found.  Aural  vertigo  may  also  be  associated  with  some  lesion 
of  the  external  or  middle  ear.  Thus  in  the  former  case  there  may  be  a  foreign  body,  or  even 
a  plug  of  impacted  cerumen,  as  the  exciting  cause. 

Vertigo  is  not  infrequently  present  in  chronic  middle-ear  suppuration.     This  may  be 
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due  to  labyrinthine  inflammation  or  irritation,  but  a  definite  labyrinthine  lesion  is  not 
necessarily  present.  In  many  cases  the  giddiness  is  caused  by  pressure  on  the  stapes  or 
the  fenestra  rotunda.  Some  patients  with  a  perforation  of  the  tympanic  membrane 
become  giddy  whenever  the  ear  is  syringed.  Occasionally  the  use  of  unduly  hot  or  cold 
lotions  produces  this  trouble.  It  is  usually  the  result  of  pressure  on  the  stapes,  though 
occasionally  the  vertigo  may  have  the  special  character  associated  with  a  lesion  of  the 
external  semicircular  canal  {mde  supra).  When  this  is  the  case  there  is  probably  some 
erosion  of  the  bony  external  canal.  Similar  giddiness  may  occur  from  a  like  cause  on 
syringing  the  ear  after  a  radical  mastoid  operation. 

Vertigo  may  occur  in  otosclerosis,  though  it  is  not  common  in  this  disease,  and  is 
always  of  less  importance  than  the  Deafness  (p.  168)  and  Tinnitus  (p.  722).  Gout  and 
gouty  dyspepsia,  with  or  without  evidence  of  arteriosclerosis,  may  also  be  the  cause  of 
attacks  of  vertigo. 

When  a  patient  complains  of  vertigo,  the  ears  should  always  be  examined  carefully. 
The  hearing  should  be  tested,  and  if  the  cause  of  the  trouble  is  in  the  labyrinth,  the  deafness 
will  have  the  characters  of  nerve  deafness  (p.  166).  The  onset  of  the  trouble  must  be 
investigated  carefully,  and  any  associated  symptoms  ascertained.  The  eyes  and  ocular 
muscles  must  be  examined,  and  if  nystagmus  is  present  the  character  of  the  movements 
should  be  observed.  A  general  examination  of  the  patient  should  also  be  made  for  some 
general  constitutional  cause  such  as  gout,  albuminuria,  or  arteriosclerosis.      Philip  Turner, 

VESICLES. — One  of  the  primary  lesions,  the  vesicle  may  be  defined  as  a  circum- 
scribed epidermal  elevation  varying  in  size  from  a  pin's  head  to  a  small  pea,  and  containing 
serous  fluid,  which  may  become  sero-purulent  or  be  mixed  with  blood.  Serous  elevations 
larger  than  a  small  pea  are  classified  as  BuiXiE  (p.  96).  To  bulte,  therefore,  vesicles 
bear  the  same  relation  as  papules  bear  to  tubercles.  They  differ  from  bullse,  however, 
not  only  in  size,  but  in  their  mode  of  formation.  They  are  always  the  result  of  an  inflam- 
matory process,  whereas  in  the  case  of  buUse  there  is  a  veritable  cleavage  of  the  epidermis. 
Vesicles,  again,  often  contain  a  number  of  chambers,  at  any  rate  in  the  beginning,  whereas 
bullse  are  from  the  outset  unilocular.  They  may  originate  as  vesicles,  or  may  develop 
from  papules.  Vesiculation  may  be  either  parenchymatous  or  interstitial.  In  the  one 
case,  as  in  varicella,  the  plasma  accumulates  wiihin  the  Malpighian  cells,  and  the  unicellular 
vesicles  which  are  thus  formed  run  into  each  other.  In  the  other  case,  as  in  eczema,  the 
plasma  accumulates  between  the  Malpighian  cells. 

In  shape,  vesicles  are  usually  rounded,  conical,  or  acuminate  ;  but  they  may  tend 
to  the  oblong  form,  as  in  scabies,  or  they  may  be  both  oblong  and  irregular,  as  in  dermatitis 
herpetiformis.  The  larger  ones  are  occasionally  umbilicated,  as  in  variola,  and  instead 
of  being  tense,  as  is  usual  with  vesicles,  may  be  flaccid,  as  in  herpes  and  dermatitis  herpeti- 
formis. At  first  the  liquid  they  contain  consists  almost  invariably  of  pure  plasma,  and 
is  quite  clear,  or  with  the  faintest  tinge  of  yellow  ;  but  exceptionally  the  fluid  is  from  the 
beginning  mixed  with  blood.  After  a  time  the  clear  fluid  becomes  turbid.  In  some  condi- 
tions, as  in  varicella  and  miliaria,  they  remain  discrete  and  few  in  number  ;  but  usually, 
as  in  herpes,  eczema,  and  dermatitis  herpetiformis,  there  is  a  plentiful  crop  of  them, 
forming  groups  or  closely-set  clusters.  As  a  rule,  they  are  of  short  duration  :  either  they 
rupture  and  crust  over,  as  in  eczema,  or  they  dry  up  and  a  crust  is  formed,  as  is  usual  in 
herpes  ;  or  they  enlarge  into  blebs,  as  frequently  occurs  in  dermatitis  herpetiformis  ;  or 
they  are  transformed  into  pustules,  as  in  variola.  On  mucous  membranes  and  the  lips, 
and  in  folds  of  the  skin,  they  break  more  quickly  than  in  other  situations,  and  leave 
excoriations.  Since,  as  already  stated,  vesicles  are  the  result  of  a  more  or  less  inflamma- 
tory process,  they  usually  give  rise  to  much  burning  and  itching,  though  in  some  conditions, 
as  in  hidrocystoma,  these  symptoms  are  absent. 

The  most  distinctively  vesicular  affections  are  herpes  simplex  and  herpes  zoster.  In 
simple  herpes  the  face  and  the  genital  organs  are  affected  chiefly.  The  characteristic 
lesion  is  a  cluster  of  transparent  vesicles  varying  in  number  from  two  or  three  to  twenty 
or  more,  seated  on  an  erythematous  patch,  and  surrounded  by  a  narrow  red  zone.  First, 
a  slightly  red  spot  appears  on  the  skin  ;  effusion  quickly  takes  place  under  the  epidermis, 
and  vesicles  are  formed  ;  these  become  opaque — sometimes  purulent — shrivel  up,  and 
form  yellowish-brown  crusts,  which  after  a  few  days  become  detached,  usually  leaving  no 
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scar,  but  a  brownish  stain  that  slowly  fades  and  disappears.  These  four  stages  in  the 
evolution  of  the  lesion  are  styled  the  congestive,  vesicating,  desiccating,  and  macular 
stages.  On  mucous  membranes  the  lesion  runs  a  rather  different  course.  Here  the 
vesicles  are  quickly  reduced  to  a  whitish  pulp,  which  presents  the  appearance  of  a  false 
membrane.  When  this  becomes  detached,  it  reveals  a  number  of  roundish  excoriations, 
either  scattered  about  irregularly  or  running  into  each  other  and  forming  largish  ulcers. 
The  favourite  situations  of  the  vesicles  in  herpes  genitalis  are,  in  men,  the  prepuce, 
especially  its  inner  surface,  the  meatus,  the  sulcus,  and  the  glans  ;  in  women,  the  labia 
and  the  cervix.  In  men,  the  vesicles  are  usually  discrete,  and  the  patient  complains  only 
of  the  itching  and  burning  ;  but  if  they  are  neglected,  or  irritated  by  the  application  of 
caustics,  there  may  be  severe  and  extensive  ulceration,  with  swelling  of  the  inguinal  glands. 
In  women,  the  vesicles  tend  to  become  confluent,  and  the  perineum,  the  inside  of  the 
thighs,  and  the  ihons  veneris  may  be  invaded.  There  may  be  a  great  deal  of  swelling, 
excoriation,  and  discharge,  with  intense  itching  and  burning,  and,  as  in  men,  there  may 
be  enlargement  of  the  neighbouring  glands.  The  vesicles  of  genital  herpes  are  too 
characteristic  to  be  mistaken  if  they  are  seen  before  their  real  significance  is  obscured  by 
ulceration.  If,  however,  the  ulceration  is  considerable,  and  especially  if  there  is  much 
suppuration,  the  herpes  may  be  mistaken  for  chancroids.  Generally,  however,  soft  sores 
are  multiple,  have  a  fouler  base,  excavate  more  deeply,  and  the  healing  process  is  much 
slower.  Soft  sores,  fm1;her,'are  flattened  at  the  base,  secrete  very  little  liquid,  and  are 
auto-inoculable.  In  some  cases  there  may  be  doubt  as  between  herpes  genitalis  and  true 
chancre,  especially  as,  according  to  Fournier,  a  chancre  not  infrequently  develops  in  the 
midst  of  a  premonitory  eruption  of  herpes.  The  points  of  differentiation  are  the  absence, 
in  herpes,  of  induration,  the  less  considerable  and  more  transitory  gland-enlargement, 
the  multiplicity,  irregular  form,  and  small  size  of  the  ulcers,  and  the  intense  burning  and 
itching. 

In  the  crusted  stage,  facial  herpes  may  resemble  impetigo,  but  the  rapid  course  it 
runs,  its  limited  distribution,  the  facts  that  it  is  not  auto-inoculable,  and  that  in  impetigo 
the  lips  are  seldom  attacked,  should  suffice  to  obviate  the  confusion.  The  points  which 
distinguish  herpes  facialis  from  vesicular  eczema  are  touched  upon  below. 

In  herpes  zoster  (zona,  shingles),  clusters  of  vesicles  seated  on  an  erythematous  base 
appear  in  the  region  of  skin  distribution  of  one  or  more  of  the  posterior  spinal  nerve  roots, 
preceded  or  accompanied  by  neuralgic  pain*  and  tenderness  in  the  part.  The  erythematous 
patches,  more  or  less  oval,  with  the  long  axis  parallel  to  the  underlying  nerve,  come  out 
in  crops,  the  number  of  lesions  varying  from  two  or  three  to  twenty  or  thirty.  Soon  the 
surface  of  the  patches  is  studded  with  papules,  which  are  quickly  transformed  into  vesicles, 
from  'ten  to  twenty  on  each  patch,  sometinjes  discrete,  sometimes  running  into  each 
other  to  form  bullae.  An  important  diagnostic  feature  of  the  eruption  is,  that  in  the  great 
majority  of  cases  it  is  unilateral,  and  appears  much  more  frequently  on  the  right  side  than 
on  the  left.  In  rare  cases,  however,  it  forms  a  complete  girdle  round  the  body.  The 
usual  limitation  to  one  side  of  the  body,  the  distribution  in  one  or  more  nervous  territories, 
and  the  preceding  or  accompanying  neuralgia,  usually  suffice  to  distinguish  herpes  zoster 
from  erythema  multiforme  and  from  dermatitis  herpetiformis.  Another  important  point 
in  diagnosis  is  the  history,  for  zoster  is  not  a  recurring  disease.  These  various  characters 
serve  to  distinguish  it  also  from  herpes  simplex  and  herpes  genitalis.  The  neuralgic  pain 
may  be  mistaken  at  first  for  pleurisy,  but  the  course  the  affection  runs  soon  clears  up  the 
confusion.  I  should  add  that  in  herpes  zoster  the  forehead,  the  conjunctiva,  and  the 
eyeb^l  are  frequently  attacked,  and  sometimes  the  mouth,  especially  the  tongue.  In  rare 
cases  the  lesions  on  the  tongue  are  not  associated  with  an  eruption  on  the  lips  or  the  palate. 

Although  the  vesicular  stage  is  not,  as  some  authorities  consider,  a  necessary  phase 
in  the  evolution  of  eczema,  the  vesicle  is  undoubtedly  the  most  constant  of  all  the  primary 
lesions  met  with  in  that  condition.  Usually,  following  sensations  of  itching  and  burning, 
an  erythematous  blush  appears,  which  is  soon  studded  with  numerous  tiny  vesicles.  These 
grow  larger  and  often  coalesce,  but  they  soon  rupture  or  are  broken  by  scratching,  and  a 
clear  fluid  exudes,  the  '  weeping '  continuing  as  later  vesicles  break.  In  mild  cases,  the 
inflammation  subsides  gradually,  and  as  the  discharge  ceases,  scales  or  crusts  are  formed  ; 
but  much  more  frequently  fresh  crops  of  vesicles  start  up  around  the  edge  of  the  earher 
patches,  while  new  centres  are  formed  in  other  parts,  until  nearly  the  whole  cutaneous 
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surface  may  be  involved.  In  some  cases  papules  are  the  predominant  feature,  in  others 
erythematous  lesions  ;  in  yet  others  pustules,  and  in  extensive  cases,  the  several  kinds  of 
lesions  may  be  all  present  simultaneously.  From  herpes  in  general,  eczema  is  distinguished 
by  the  characteristic  exudation,  by  the  crowds  of  tiny  vesicles,  which  coalesce  without 
forming  distinct  groups,  by  the  slower  evolution  of  the  disease,  and  by  the  fact  that  as  a 
rule  there  is  some  inflammatory -thickening.  From  herpes  zoster  it  is  differentiated  by 
the  peculiar  distribution  of  the  vesicles  in  that  affection  (see  above). 

Acute  vesicular  dermatitis  is  precisely  similar  to  acute  eczema  in  its  actual  lesions, 
but  differs  from  it  in  that  a  definite  irritant  cause  exists  and  it  does  not  recur,  as  does 
eczema,  spontaneously,  but  only  if  the  external  cause  is  re-applied.  The  effects  of  certain 
plants,  notably  primula  obconica  and  rhus  toxicodendron,  are  familiar  in  this  respect ;  so 
also  is  the  vesicular  eruption  produced  in  some  individuals  by  sugar  (grocer's  dermatitis), 
by  the  use  of  certain  soaps  (soap  dermatitis),  by  the  sawdust  of  satin-wood,  by  the  use  of 
lime  in  making  mortar,  by  the  hairs  of  certain  caterpillars,  and  by  various  applications 
and  lotions  (application  dermatitis),  including  tincture  of  arnica  montana, .  mesotan, 
essence  of  vanilla  ;  and  of  course  all  the  well-known  vesicating  drugs  such  as  cantharides, 
croton  oil,  capsicupi,  mineral  acids,  caustic  alkalies,  strong  iodine  or  turpentine,  and  so  on. 
The  diagnosis  is  afforded  by  a  knowledge  of  exposure  to  any  of  these,  and  in  obscure  cases 
is  sometimes  suggested  by  the  fact  that  exposed  parts  only  are  affected,  or  that  the  patient 
is  ill  only  when  living  in  certain  places  or  doing  certain  work. 

Doubt  can  seldom  arise  as  between  eczema  and  dermatitis  herpetiformis.  It  is  true 
that  the  earliest  and  perhaps  the  most  characteristic  lesion  of  the  latter  disease  is  a 
vesicular  eruption,  appearing  on  an  erythematous  base  ;  but  the  disposition  of  the  vesicles 
in  herpetiform  groups  should  prevent  confusion  between  the  two  conditions.  The  vesicles 
soon  dry  up  and  form  scabs,  but  later  they  tend  to  coalesce  into  bullse,  which  scarcely 
ever  burst  spontaneously  but,  as  their  contents  thicken,  slowly  shrink,  and  finally,  if  left 
to  themselves,  shrivel  up  to  a  thick  brown  scab.  The  '  weeping '  of  eczema  is  therefore 
absent  in  dermatitis  herpetiformis,  of  which,  further,  multiformity  is  a  more  pronounced 
feature — erythematous,  vesicular,  pustular,  papular,  and  urticarial  elements  being  mingled 
in  all  stages  of  evolution.  Eosinophilia  is  more  pronounced  with  dermatitis  herpeti- 
formis than  it  is  with  eczema  (p.  99). 

The  vesicles  of  impetigo  contagiosa  are  distinguishable  from  those  of  eczema  by  the 
larger  size  and  discrete  character  of  the  former,  and  by  their  tendency  to  dry  and  form 
yellowish  crusts  without  breaking,  or  as  soon  as  they  have  broken.  Even  when  the  lesions 
run  together  and  large  crusts  are  formed,  there  will  be  discrete  vesicles  and  papules  which 
will  point  to  the  true  nature  of  the  affection.  .  ^   . 

Miliaria  rubra  may  sometimes  resemble  the  vesicular  stage  of  eczema,  but  here  again 
the  lesions,  though  numerous,  remain  discrete  :  they  do  not  run  together  to  form  patches, 
they  do  not  rupture,  and  there  is  no  '  weeping.'  Miliaria  of  all  forms  is  a  very  transitory 
affection,  and  instead  of  the  intense  itching  of  eczema,  the  patient  describes  his  sensations 
as  those  rather  of  pricking  and  tingling.  In  the  form  of  miliaria  known  as  hidro- 
cystoma,  or  dysidrosis  of  the  face,  small  vesicles  like  those  of  miliaria  appear  on  the  face, 
but  they  are  so  grouped  as  to  form  patches,  which  show  no  tendency  to  spontaneous 
involution. 

Scabies  is  another  affection  in  which  the  vesicles,  like  those  of  impetigo  and  of 
miliaria,  are  discrete.  Sometimes  the  lesions,  usually  consisting  of  papules  and  pustules 
as  well  as  of  vesicles,  take  on  an  eczematous  character,  but  they  are  not  localized  as  are 
those  of  eczema,  and  instead  of  being  small,  acuminated,  or  circular,  they  tend  to  be  linear. 
In  uncleanly  persons,  the  burrows  between  the  fingers  and  elsewhere  which  mark  off 
scabies  from  all  other  affections,  can  hardly  be  overlooked.  When  they  cannot  be  found, 
either  because  they  have  not  yet  been  formed  or  because  they  have  been  laid  open  by 
scratching,  the  diagnosis  of  scabies  must  rest  upon  the  irregularity  of  the  lesions — ^vesicles, 
bullae,  and  pustules  being  mingled  with  the  marks  of  the  finger-nails  and  the  results  of 
secondary  inoculations — and  upon  the  distribution,  the  parts  most  affected  being  those 
where  the  skin  is  least  thick,  namely,  the  webs  between  the  fingers  and  toes,  the  front  of 
the  wrist,  inside  the  umbilicus,  on  the  lower  abdomen,  the  genitalia,  the  nipples  in  women, 
and  the  axillary  folds.     The  face  nearly  always  escapes,  except  in  infants  in  arms. 

Another  vesicular  condition  in  which  the  hands  are  specially  attacked  is  cheiropom* 
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pholyx,  in  which  numerous  minute  vesicles  deeply  imbedded  in  the  skin,  and  showing 
through  the  epidermis  like  boiled  sago-grains,  are  distributed  symmetrically  on  the  extremi- 
ties— always  on  the  palms  and  fingers,  and  frequently  also  on  the  soles  and  toes.  The 
general  features  of  the  affection — the  limitation  of  the  vesicles  to  the  hands  and  feet  and 
their  proneness  to  unite  and  form  buUse  which  dry  up,  the  tendency  to  recovery  followed 
by  repeated  recurrence,  and  the  constant  association  of  the  eruption  with  the  summer 
season — ^are  sufficiently  distinctive,  and  the  diagnosis  is  seldom  in  doubt.  In  some  slight 
cases  there  is  a  general  resemblance  to  certain  subacute  and  limited  cases  of  eczema  in 
which  the  lesions  may  present  the  sago-grain  aspect ;  but  instead  of  rupturing  and 
'  weeping,'  the  vesicles  in  cheiropompholyx  tend  to  run  together  into  bulte,  which  shrink 
and  crust  over.  This  formation  of  bullae  by  coalescence  of  vesicles  differentiates  the 
condition  also  from  pemphigus. 

In  erythema  multiforme  the  vesicle  can  seldom  be  difficult  of  interpretation,  even  in 
erythema  iris,  or  as  it  is  also  styled,  erythema  vesiculosum.  In  one  form  of  this  affection 
a  small  red  spot  appears,  upon  which  is  formed  a  vesicle  that  is  quickly  surrounded  by 
a  zone  of  redness.  When  the  central  vesicle  dries  up  it  leaves  a  small  scab,  and  a  ring  of 
secondary  vesicles  soon  appears  on  the  red  zone.  On  the  separation  of  the  central  scab, 
the  skin  beneath  has  a  blue,  congested  appearance.  The  whole  process  may  be  repeated 
time  after  time  until  the  concentric  rings  of  vesicles  and  reddened  skin  suggest  comparison 
with  a  target.  In  the  form  of  erythema  iris,  which  sometimes  is  infelicitously  called  herpes 
iris,  a  large  central  bulla  is  encircled  by  vesicles  of  considerable  size.  Outside  the  first 
ring  of  vesicles  another  circle  may  develop,  and  outside  the  second,  sometimes  a  third. 
The  symptoms  of  vesicular  erythema  multiforme  are  so  characteristic  that  the  affection 
can  hardly  be  mistaken  for  anything  else. 

Lichen  planus  is  so  characteristically  a  papular  affection  that  the  absence  of  vesicles 
is  one  of  the  points  which  distinguish  it  from  eczema.  In  some  cases,  however — very 
rarely  in  adults,  and  rather  less  infrequently  in  children — ^vesicles  appear,  but  never  so 
as  to  confuse  the  diagnosis.  In  lichen  urticatus  a  vesicle  appears  on  the  summit  of  the 
small  wheal,  and  the  condition  may  offer  some  resemblance  to  eczema  ;  but  the  individual 
lesions  do  not  tend  to  run  together  nor  to  spread  centrifugally,  as  in  eczema,  and  the  itching; 
is  usually  more  intense. 

The  vesicular  form  of  secondary  syphilis  is  so  rare  that  by  some  authorities  its  existence 
is  not  recognized,  and  Stelwagon,  who  has  never  met  with  a  case,  justly  points  to  the 
possibility  of  its  being  due,  at  any  rate  occasionally,  to  drug  idiosyncrasy.  The  vesicles 
are  reported  as  occurring  in  several  forms  :  they  may  be  minute,  eczematoid,  disseminated 
and  grouped,  or  larger,  irregularly  scattered,  or  disposed  in  herpetiform  groups  ;  and 
cases  have  been  reported  which  simulate  herpes  zoster.  The  vesicles  in  syphilis  are  usually 
associated  with  papules,  and  they  have  a  papular  base,  the  disappearance  of  which  leaves 
a  long-persisting  dark  stain.  The  papular  base  and  the  slow  evolution  are  important 
diagnostic  points  ;    and  usually  other  signs  of  syphilis  will  be  present. 

In  lymphangioma  circumscriptum,  even  more  than  in  vesicular  syphilis,  the  significance 
of  the  vesicles  can  hardly  be  missed.  In  circumscribed  areas  of  the  skin  there  is  an 
eruption  of  clusters  of  small,  deep-seated,  thick-walled  vesicles,  straw-coloured,  some- 
times marked  with  red  strise,  and  filled  with  a  clear  alkaline  fluid  which  contains  a  few 
lymph-corpuscles.  The  affection,  which  consists  in  the  over-growth  and  dilatation  of 
lymph -vessels  and  the  formation  of  new  ones,  is  probably  congenital,  though  not  generally 
noticed  until  early  childhood. 

Varicella — to  come  to  the  eruptive  fevers — is  an  essentially  vesicular  affection  :  only 
occasionally  do  the  vesicles  develop  into  pustules.  They  are  usually  preceded  by  reddish 
spots  of  slight  elevation,  and  the  commonest  situations  are  the  face,  chest,  shoulders,  back, 
and  scalp,  but  they  may  also  be  found  on  the  mucous  membrane  of  the  palate,  mouth, 
or  lips.  As  a  rule  the  rash  comes  out  within  twenty-four  hours.  Often  there  is  but 
trifling  systemic  disturbance.  In  the  infrequent  cases  in  which  the  varicellar  eruption 
becomes  pustular,  it  may  possibly  be  confused  with  a  pustular  syphilide  ;  but  in  the 
syphilide  the  lesions  are  pustular  from  the  outset,  or  develop  out  of  papules,  and 
although  the  lesions  of  varicella  start  as  papules,  these  are  almost  invariably  small  and 
evanescent.  The  absence  of  itching  in  syphilis  is  another  point  of  difference.  In 
exceptional  cases  of  strophulus  the  vesicle  on  the  summit  may  develop  until  it  becomes 
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visible  macroscopically,  and  it  may  then  be  confused  with  varicella ;  but  the  cases  are 
so  rare  as  to  be  negligible. 

It  is  with  small'pox  that  chicken-pox  is  most  often  confused.      In  small-pox  the 
vesicles  are  usually  multilocular  ;    in  chicken-pox  they  are  usually  unilocular.     In  small- 
pox they  are  frequently  umbilicated  ;    in  chicken-pox  they  are  never  umbilicated,  and 
seldom  even  dimpled.    The  differences  between  the  two  exanthems  in  respect  of  the  rash 
and  the  lesions  generally,  as  summarized  by  Ricketts  in  **  The  Diagnosis  of  Small-pox," 
are  these  :  In  variola,  the  rash  is  most  abundant  on  the  face  and  limbs,  and  least  abundant 
on  the  abdomen  and  chest  (Fig.  805) ;    in  varicella,  the  abdomen  and  chest  are  covered 
as  thickly  as  the  face,  if  not  more  thickly.     In  variola,  the  rash  is  much  more  abundant 
on  the  back  than  on  the  abdomen  ;   in  varicella,  the  abdomen  and  the  back  receive  equal 
attention.     In  variola,  the  rash  is  more  abundant  on  the  shoulders  than  across  the  loins, 
and  on  the  chest  than  on  the  abdomen  ;    in  varicella,  the  distribution  as  between  these 
parts  is  indifferent.     In  variola,  the  rash  favours  the  limbs  and  is  distributed  centrifugally  ; 
in  varicella  it  tends  to  avoid  the  limbs,  and  when  it  invades  them  is  centripetal.     In 
variola  the  rash,  unlike  that  in  varicella,  favours  prominences  and  surfaces  exposed  to 
irritation,   and  tends  to  avoid  protected  surfaces  and  depressions.     As  to  the  lesions 
generally,  in  variola  they  are  deep- 
seated  and  have  an  infiltrated  base ; 
are  generally  circular  in  outline  and 
homogeneous  in  character ;  whereas 
in  varicella  they  are  superficial  and 
have   no    infiltrated  base,   are  fre- 
quently irregular  in  outline,  or  else 
oval  or  elongated,  and  are  not,  as 
a  rule,  homogeneous. 

Vaccinal  ertiptions  may  consist 
(1)  of  tiny  vesicles  or  small  super- 
ficial papules,  or  of  a  combination 
of  those  elements  ;  or  (2)  of  a  small 
papule  with  a  vesicular  or  pustular 
head.  In  the  second  case  the  erup- 
tion may  simulate  modified  small- 
pox, but  almost  always  the  vaccinal 
lesions  are  more  superficial  than 
those  of  the  mildest  cases  of  small- 
pox, and  show  a  preference  for  the 
trunk. 

In  eruptions  due  to  the  use  of 

bromides,   iodides,   and    other    drugs,  f,,,    305.-SmaII-pox :     showi,.-,-   distnl.ntion   of   tl.e  emrtion. 

the    vesicle    is    but    one     of  the   ele-  particularly  on  the  tace  and  limbs  rather  than  on  the  neck  nntl 

ments,      and       the      nature      of      the  (From  a  phoh>graph  bn  Dr.  D.  S.  Jtanr^.) 

affection  is  usually    indicated  with 

sufficient  distinctness  by  the  history  of  the  case,  the  remission  that  occurs  when  the  drug  is 
withheld,  and  the  recurrence  that  takes  place  when  its  administration  is  resumed.  Vesicles 
that  follow  the  bites  or  stings  of  gnats,  mosquitoes,  etc.,  are  always  easily  recognizable  from 
the  history,  and  from  the  central  punctum  to  be  seen  in  the  lesions  ;  nor  can  there  be 
any  doubt  as  to  the  significance  of  those  due  to  such  accidental  causes  as  frostbite  and 
pressure  from  splints.  Malcolm  Morris. 

VISION,  DEFECTS  OF.— This  subject  may  be  considered  in  the  following  order  :— 
(/)  Xormal  vision,  (II)  Amblyopia,  (III)  Partial  blindness,  (IV)  Complete  blindness, 
(V)  Colour  blindness,  (VI)  Abnormal  sensations  of  size,  (VII)  Day-  and  Night-blindness. 

NORMAL   VISION. 

1.  Visual  Acuity. — The  act  of  vision  comprises  the  perception  of  form,  colour,  and 
brightness  ;  and,  in  vision  with  two  eyes,  the  perception  of  space  and  distance.  These 
faculties  are  possessed  by  all  parts  of  the  retina,  though  in  varying  degrees,  and  the}-  arc  of 
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varying  importance.  It  is  necessary  to  distinguish  between  peripheral  and  central  vision  ; 
or,  in  other  words,  between  merely  seeing  a  thing  and  looking  at  it.  An  object  is  seen  by 
any  portion  of  the  retina  that  has  visual  perception  ;  but  an  object  is  only  looked  at  when 
its  image  falls  upon  a  particular  portion  of  the  retina,  the  yellow  spot,  which  is  situated  at 
the  posterior  pole  of  the  globe  on  the  outer  side  of  the  optic  disc.  The  act  of  so  directing 
the  eye  that  the  image  of  a  given  object  shall  fall  upon  the  yellow  spot,  is  termed  *  fixa- 
tion.' The  vision  obtained  by  the  fixation  of  the  eye  is  termed  '  central  vision,'  and 
owing  to  the  anatomical  structure  of  the  retina  at  the  yellow  spot,  the  vision  here  is  the 
most  acute  of  which  the  eye  is  capable,  though  its  area  is  very  limited.  In  the  normal 
eye,  central  vision  is  capable  of  distinguishing  two  points  or  parallel  lines,  which  are  separ- 
ated by  a  space  which  subtends  an  angle  of  1' — approximately  the  diameter  of  a  sixpenny- 
piece  at  200  feet — ^and  it  is  on  this  basis  that  ordinary  test-types  are  constructed.  Central 
vision,  however,  though  acute,  is  very  limited  in  extent,  and  it  is  estimated  that  the  field 
of  acute  vision  is  only  about  the  size  of  the  thumb-nail  held  at  arm's  length,  all  vision  out- 
side this  area  being  comparatively  blurred  and  indistinct.  This  limitation  of  the  field  of 
acute  central  vision  is  barely  appreciated  under  ordinary  circumstances,  owing  to  the 
rapidity  with  which  the  retina  receives  consecutive  visual  impressions,  and  the  constant 
movements  of  the  eyes.  Compared  with  the  visual  acuity  of  the  central  portion  of  the  field 
of  vision,  peripheral  vision  is  relatively  poor,  though  it  is  of  extreme  value  in  a  different  way. 
To  appreciate  the  importance  of  peripheral  vision  it  is  oiily  necessary  to  try  to  walk  about 
looking  through  a  roll  of  music  ;  though  central  vision  is  unimpaired,  and  the  smallest 
object  can  be  seen  distinctly,  locomotion  is  almost  impossible,  owing  to  the  inability  to  see 
where  one  is  going  or  to  ascertain  one's  position  in  relation  to  surrounding  objects,  the 
peripheral  portion  of  the  field  of  vision  being  responsible  for  the  automatic  appreciation  of 
these.  On  the  other  hand,  a  person  from  some  cause  deprived  of  central  vision  can  see  to 
get  about  quite  well,  and  has  useful  vision  for  many  purposes,  though  he  is  unable  to  read 
or  write,  recognize  people  when  looking  directly  at  them,  or  do  any  work  in  which  fine 
vision  is  required. 

2.  Colour  Vision. — ^A  person  with  normal  colour  vision  can  recognize  six  or  seven 
distinct  colours  in  the  solar  spectrum,  and  is  able  to  appreciate  many  hundreds  of  varieties 
of  colour  caused  by  mixtures  of  them,  and  the  colour  perception  of  the  normal  person  is 
most  acute  in  the  central  portion  of  the  field  ;  but  the  field  of  vision  for  colours  under  equal 
illumination  has  by  no  means  the  same  boundaries  as  the  field  of  vision  for  white.  The 
fields  of  vision  for  all  colours  are  smaller  than  that  tor  white,  and  the  fields  for  red,  green, 
and  blue  vary  in  extent  among  themselves.  The  field  for  blue  is  the  largest,  for  red  is  next 
in  point  of  size,  and  the  field  of  vision  for  green  is  the  smallest  of  all,  being  roughly  only 
about  half  to  a  third  the  diameter  of  the  field  for  white. 

3.  Brightness  Perception. — ^The  central  and  peripheral  portions  of  the  field  of  vision 
vary  very  much  in  their  perception  of  brightness.  In  ordinary  illumination  the  central 
portion  of  the  field  is  the  most  efficient,  but  in  a  very  weak  illumination  the  peripheral  por- 
tion has  a  higher  efficiency  than  the  central  part :  in  other  words,  there  is  in  very  dim  lights 
a  relative  central  scotoma  or  loss  of  vision.  This  fact  has  long  been  known  to  astronomers, 
who  have  found  that  in  counting  stars  of  low  magnitudes,  vision  is  much  better  if  the  parti- 
cular constellation  or  group  of  stars  is  not  looked  at  directly,  the  Pleiades  being  a  well-known 
example  ;  more  of  these  stars  can  be  counted  when  the  vision  is  directed  to  a  point  a  little 
above  or  below  them  or  to  one  side,  whereas  direct  vision  is  comparatively  dim  and  confused  ; 
and  the  same  holds  good  of  vision  for  any  object  in  a  dim  light.  Walking  along  a  country 
road  on  a  dark  night,  it  will  be  found  that  a  foot-path  or  track  can  be  seen  more  easily  if  the 
gaze  is  directed  forwards  and  not  at  the  groimd  itself.  These  facts  concerning  vision  may 
be  correlated  with  the  actual  anatomical  structure  of  the  retina  itself.  It  is  found  that  in 
the  region  of  the  yellow  spot — the  area  of  the  retina  endowed  with  acute  vision — ^the  cones 
are  very  numerous,  with  few  rods  ;  towards  the  periphery  of  the  retina  the  cones  become 
fewer  and  the  rods  more  numerous.  It  is  now  generally  held  that  the  function  of  the  cones 
is  to  work  in  light  of  considerable  brilliance,  that  they  are  capable  of  extremely  acute  vision 
for  small  objects,  and  are  also  concerned  in  the  perception  of  colour.  The  rods,  on  the 
other  hand,  have  no  perception  of  colour  ;  their  perception  of  form  is  poor  compared  Mrith 
that  of  the  cones  ;  but  in  verj^  weak  lights  their  visual  acuity  is  greater  than  that  of  tlie 
cones.  In  support:  of  this  theory  may  be  mentioned  the  fact  that  the  retinae  of  nocturnal 
animals  are  more  fully  provided  with  rods  than  cones. 
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AMBLYOPIA. 

Amblyopia  is  the  term  applied  to  defective  vision  in  which  there  is  little  or  no  evidence 
of  any  ocular  condition  which. might  account  for  the  visual  defect.  It  is  not,  therefore, 
employed  where  there  is  any  obvious  intra-ocular  or  intracranial  lesion.  The  commoner 
forms  of  amblyopia  are  (1)  Amblyopia  ex  anopsia  ;  (2)  Uraemic  ;  (3)  With  nystagmus  ;  (4) 
Due  to  alcohol,  tobacco,  lead,  quinine,  organic  forms  of  arsenic  such  as  atoxyl ;  (5)  Migraine  ; 
(6)  Cortical  or  crossed  amblyopia  ;    (7)  With  hysteria. 

Amblyopia  ex  Anopsia  is  usually  associated  with  a  squinting  eye,  which  may  or  may 
not  have  been  put  straight  by  operation.  It  is  still  open  to  discussion  whether  the  amblyopia 
in  such  conditions  is  due  to  the  loss  of  use  by  reason  of  the  squint,  or  whether  the  squint  is 
due  to  the  visual  defect ;  but  the  fact  remains,  that  in  many  squinting  eyes  the  visual  acuity 
is  very  much  below  normal,  though  objectively  the  eye  exhibits  no  abnormal  symptoms. 

Urfcmic  Amblyopia,  or  Amaurosis,  may  be  recognized  by  its  association  with  renal 
disease,  whether  complicated  by  pregnancy  or  not.  It  is  characterized  by  its  comparatively 
sudden  onset,  vision  failing  either  partially  or  completely  within  a  few  hours.  The  failure 
of  vision  may  be  accompanied  by  well-marked  retinitis  in  both  eyes  ;  but  in  many  cases 
this  is  absent  and  the  discs  appear  quite  normal.  The  failure  of  vision  lasts  for  from  thirty- 
six  to  forty-eight  hours,  and  then  slowly  disappears,  the  whole  attack  lasting,  as  a  rule, 
under  a  week.  In  the  majority  of  cases,  unless  there  is  some  definite  injury  to  the  optic 
nerve  or  retina  as  the  result  of  retinitis,  the  vision  recovers  entirely.  In  some  cases  of 
uraemia  the  blindness  is  complete. 

Amblyopia  with  Nystagmus  is  usually  associated  with  evidence  of  visual  affections 
in  very  early  life.  At  birth,  fixation  is  not  developed,  and  the  higher  visual  acuity  is  only 
acquired  after  the  first  few  months  of  infant  life.  Any  affection  of  the  eyes,  therefore,  that 
obscures  the  vision  during  the  earlier  weeks  or  months  of  life,  prevents  the  due  development 
of  central  vision  and  leads  to  a  permanent  amblyopia,  as  a  rule  associated  with  nystagmus. 
Such  affections  are  ophthalmia  neonatorum,  which  leaves  more  or  less  corneal  opacity  ; 
perforation  of  the  cornea  with  anterior  polar  cataract  as  the  result  of  this  ophthalmia  ;  con- 
genital defects,  such  as  a  persistent  hyaloid  artery  or  macular  coloboma  ;  and  any  retinitis 
or  choroiditis  affecting  the  region  of  the  yellow  spot. 

The  Amblyopia  due  to  Lead,  Alcohol,  Tobaeoo,  Quinine,  or  Atoxyi,  is  usually 
described  as  a  toxic  amblyopia,  and  the  symptoms  are  somewhat  simUar  in  all  the  varieties., 
In  tobacco  amblyopia  there  is  a  central  loss  of  vision  for  colours,  green  only  in  the  earlier 
stages,  subsequently  green  and/ed,  and  in  extreme  cases  even  a  central  scotoma  for  white  ; 
total  blindness  is  practically  unknown.  The  patient  also  states  that  he  sees  better  in  a  dull 
than  in  a  bright  light,  and  that  he  is  incapable  of  reading  or  writing,  or  distinguishing  silver 
from  gold  coins.  The  ocular  signs  are  usually  very  slight,  being  limited  to  some  redness 
and  blurring  of  the  optic  disc  in  early  cases,  or  pallor  of  the  outer  side  of  the  disc  in  later 
stages.  Alcoholic  amblyopia  resembles  in  most  of  its  symptoms  the  amblyopia  due  to 
tobacco,  though  vision  for  red  is  usually  lost  before  vision  for  green.  Amblyopia  due  to 
lead  or  atoxyl  is  rare,  but  it  is  also  usually  characterized  by  a  central  scotoma  associated 
with  some  slight  optic  neuritis  or  atrophy.  In  quinine  amblyopia  the  retinal  vessels  are 
extremely  constricted,  the  disc  is  pale,  and  the  field  of  vision  is  diminished  peripherally. 

The  Amblyopia  of  Migraine  is  usually  transitory,  and  may  occur  either  in  the  form 
of  a  central  scotoma,  hemianopia,  or  monocular  blindness.  It  is  more  rarely  seen  in  the 
form  of  a  quadrant  hemianopia  or  a  ring  scotoma.  In  all  cases  the  diagnosis  is  compara- 
tively easy,  as  the  amblyopia  seldom  lasts  more  than  a  few  minutes,  and  is  followed  later 
by  the  characteristic  headache  and  sickness  of  migraine. 

Amblyopia  has  also  been  described  as  due  to  disease  of  the  Visual  Cortex,  and  rare 
cases  have  been  described  of  a  Crossed  Amblyopia  or  defect  of  vision  in  one  eye  due  to 
disease  of  the  visual  cortex  of  the  other.  The  loss  of  vision  is,  however,  usually  associated 
with  some  slight  defect  of  vision  in  the  opposite  eye,  and  hemianopia  is  much  more  com- 
monly the  symptom  of  disease  of  the  visual  cortex. 

Hysterical  Amblyopia  may,  like  other  hysterical  affections,  take  various  forms,  such 
as  loss  of  visual  acuity,  a  loss  of  colour  vision,  or  diminution  in  the  visual  field.  The  charac- 
teristic form  of  the  visual  field  in  hysteria  is  either  a  spiral  contraction  or  an  extreme  con- 
centric limitation.  The  symptoms,  however,  vary  very  much  at  different  examinations,  a 
point  of  much  importance  in  diagnosis.     In  certain  cases  there  may  be  a  functional  loss  of 
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vision  in  one  or  both  eyes,  which  can  be  recognized  as  hysterical  by  the  employment  of 
Snellen's  coloured  types  or  some  other  device  for  deceiving  the  patient. 

PARTIAL    BLINDNESS. 

Tliis  may  be  (1)  Definite,  or  (2)  Indefinite » 

1.  Definite  :    (a)  Hemianopia  ;    (b)  Central  scotoma  ;    (c)  Peripheral  constriction. 

(a),  Hemianopia  (see  Hemianopsia,  p.  800). 

(b).  Central  Scotoma, — ^A  scotoma  is  a  local  defect  in  the  visual  field,  and,  from  its  posi- 
tion, may  be  either  central  or  peripheral ;  it  may  also  be  negative  or  positive.  A  negative 
scotoma  is  one  where  the  defect  of  vision  exists,  but  where  the  patient  notices  nothing  abnor- 
mal. The  best  example  of  a  negative  scotoma  is  the  blind  spot  in  the  field  of  vision  caused 
by  the  entrance  of  the  optic  nerve.  This  area  is  blind,  but  the  individual  is  not  conscious 
of  any  visual  defect.  Scotomata  of  this  character  exist  where  there  is  some  injury  of  the 
visual  layers  of  the  retina  itself,  or  of  the  optic  nerve  or  tract. 

A  positive  scotoma  is  one  in  which  the  visual  defect  is  noticed  as  a  black  or  coloured 
spot  or  cloud  which  obscures  the  vision  in  some  part  of  the  visual  field.  Such  positive 
scotomata  are  due  to  lesions  of  the  retina,  such  as  haemorrhages  or  patches  of  pigment 
which  do  not  destroy  the  visual  layers.  Vision  still  remains  ;  but  it  is  obscured  by  some 
unusual  opacity  in  the  retina  itself  or  in  the  adjacent  portion  of  the  vitreous. 

Scotomata  frequently  exist  in  the  peripheral  portion  of  the  field  of  vision  without 
being  noticed,  as  they  are  of  little  importance  in  direct  vision,  and  arc  not  discovered  unless 
looked  for  carefully.  A  central  scotoma,  on  the  other  hand,  is  noticed  at  once,  however 
minute,  because  it  affects  direct  vision  and  produces  a  considerable  defect  in  the  visual 
acuity.  A  central  scotoma  may  be  either  relative  or  absolute,  and  may  exist  for  colours 
only  or  for  objects.  Central  loss  of  vision  for  colours,  more  particularly  red  and  green,  is 
associated  with  tobacco  and  alcohol  poisoning.  The  colours  cannot  be  recognized  in  small 
objects  when  looked  at  directly,  though  a  red  or  green  object  in  the  peripheral  portion  of 
the  field  of  vision  will  be  recognized  as  such.  This  scotoma  is  associated  with  greater  or 
less  diminution  of  the  general  visual  acuity,  and  vision  in  such  cases  is  generally  better  in  a 
dull  than  in  a  bright  light. 

Absolute  central  scotomata  are  met  with  in  disseminated  sclerosis,  in  certain  forms  of 
hereditary  optic  atrophy,  and  may  persist  after  the  acute  affection  of  the  optic  nerve  known 
as  retrobulbar  neuritis,  or  in  rare  cases  after  severe  attacks  of  migraine.  In  nearly  25  per 
cent  of  all  cases  of  disseminated  sclerosis  a  central  scotoma  exists,  and  the  diagnosis  in  such 
a  case  will  be  confirmed  by  its  association  with  the  general  symptoms  of  the  disease  and 
with  other  ocular  symptoms,  such  as  optic  atrophy,  paralysis  of  accommodation,  paralysis 
of  the  extrinsic  ocular  movements,  or  nystagmus.  There  is  usually  some  pallor  of  the  optic 
disc,  though  this  is  no  indication  as  to  the  amount  of  visual  defect.  The  diagnosis  of  a 
hereditary  optic  atrophy  depends  to  a  great  extent  upon  the  history  of  a  similar  affection 
among  family  relations  and  its  usual  period  of  incidence,  namely,  early  adult  life.  It  is 
associated  with  either  neuritis  or  atrophy  of  the  optic  disc.  Retrobulbar  neuritis  usually 
occurs  in  young  adults,  commonly  attacks  one  eye  only,  and  is  sudden  in  its  onset,  vision 
failing  from  normal  to  no  perception  of  light  in  a  few  hours.  In  the  great  majority  of  cases 
vision  commences  to  return  after  the  lapse  of  a  day  or  two,  and  is  ultimately  restored  in  a 
fortnight  or  three  weeks.  If  any  defect  remains  it  is  usually  central,  and  is  due  to  some 
injury  to  those  axial  fibres  of  the  optic  nerve  which  supply  the  macular  region.  Central 
scotomata  after  migraine  are  rare,  but  may  be  ascribed  to  that  cause  when  there  is  a  definite 
history  of  sudden  loss  of  sight  associated  with  the  characteristic  hemicrania  and  vomiting. 
It  is  to  be  noted  that  central  scotomata  are  not  always  easy  to  map  out  on  a  chart,  owing  to 
the  patient's  loss  of  power  of  fixation  ;  a  careful  use  of  the  perimeter  by  an  experienced 
observer  is  necessary.  A  small  central  scotoma  may  cause  considerable  failure  of  vision, 
even  though  it  is  too  small  to  chart  on  the  ordinary  perimeter.  Scotomata  may  also  be 
paracentral,  in  the  immediate  neighbourhood  of  the  fixation  point,  but  not  actually  upon 
it,  or  may  take  an  annular  or  ring  form. 

(c).  Peripheral  Constriction. — Peripheral  constriction  of  the  visual  field  occurs  com- 
monly in  affections  such  as  acute  or  chronic  glaucoma,  optic  atrophy,  disseminate  choroido- 
retinitis,  retinitis  pigmentosa,  and  vario^is  functional  conditions.  The  constriction  of  the 
visual  field  in  glaucoma  is  usually  most  marked  on  the  nasal  side,  and  can  be  recognized 
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from  its  association  with  the  acute  symptoms  of  glaucoma,  the  circumcomeal  injection, 
steamy  insensitive  cornea,  dilated  fixed  pupil,  hazy  vitreous,  and  general  symptoms  such 
as  trigeminal  neuralgia,  headache,  and  sickness.  In  chronic  glaucoma  it  will  also  be  associ- 
ated with  atrophy  and  cupping  of  the  optic  disc  {Plate  XX,  Fig.  F,  p.  418).  Central  vision 
may  remain  quite  good,  even  though  the  field  of  vision  is  extremely  limited.  The  field  of 
vision  is,  as  a  rule,  most  limited  in  retinitis  pigmentosa,  where  the  failure  of  sight  will  be 
found  to  be  associated  with  night-blindness  and  characteristic  ophthalmoscopic  appearances, 
a  small,  ill-defined,  waxy-looking  disc,  slender  vessels,  and  diffuse  superficial  pigmentation 
of  the  periphery,  the  retina  in  patclies  resembling  Haversian  bone  corpuscles.  This 
condition  often  occurs  in  two  or  more  members  of  the  same  family,  and  may  exist  where  the 
parents  have  been  first  cousins.  A  limitation  of  the  field  similar  to  that  of  retinitis  pig- 
mentosa is  often  met  with  in  cases  of  disseminate  choroido-retinitis  (Plate  XIX,  Fig,  G,  p. 
416)  and  consequent  optic  atrophy ;  but  may  be  distinguished  from  it  by  abundant  evidence 
in  the  eye  of  deeper  changes  in  the  retina  and  choroid.  Constriction  of  the  field  of  vision 
may  also  occur  in  certain  functional  states,  but  may,  as  a  rule,  be  recognized  by  its  variable 
character  and  the  absence  of  all  evidence  of  organic  ocular  or  general  nervous  disease. 

2.  Indefinite. — A  defective  visual  acuity  may  exist  with  no  evidence  of  any  ocular 
or  nervous  disease  (see  Amblyopia,  p.  759).  Defective  vision  may  also  be  due  to  errors  of 
refraction,  to  opacities  of  the  cornea,  aqueous,  lens,  or  vitreous,  to  affections  of  the  choroid 
and  retina,  and  to  lesions  of  the  optic  nerve.  Opacities  of  the  cornea  can  easily  be  recog- 
nized on  illumination  of  the  eye  with  a  strong  light  concentrated  by  a  lens,  and  intra-ocular 
causes  of  defective  vision  can  be  discovered  by  ophthalmoscopic  examination.  Detailed 
differential  diagnosis  of  all  the  ocular  causes  of  diminished  vision  requires  a  special  know- 
ledge of  ophthalmology. 

COMPLETE    BLINDNESS. 

Total  loss  of  vision,  blindness,  or  amaurosis,  may  be  (1)  Bilateral,  (2)  UnilateraL 

Bilateral  Blindness. — ^Total  blindness  in  both  eyes  may  be  congenital  or  acquired. 
Congenital  blindness  may  be  due  either  to  absence  of  the  eyes  themselves,  congenital  anoph- 
thalmos,  or  to  congenital  defects  in  the  development  of  the  eyes  themselves.  Nearly  90  per 
cent  of  all  cases  of  total  blindness  in  the  United  Kingdom  are  due  to  ophthalmia  neana- 
torum.  Such  cases  can  be  recognized  by  the  history  of  profuse  inflammation  or  discharge 
shortly  after  birth,  by  the  diffuse  opacity  on  the  surface  of  the  cornea,  associated,  in  some 
cases,  with  thinning  and  protrusion  of  the  anterior  part  of  the  eye,  and  more  or  less  nys- 
tagmus. There  is  a  peculiar  congenital  malady  known  as  amaurotic  familial  idiocy,  in  which 
several  members  of  a  family  suffer  from  complete  blindness  owing  to  bilateral  optic  atrophy 
associated  with  idiocy  due  to  slow  development  of  the  brain.  The  diagnosis  is  made  from 
the  family  history  and  from  the  presence  of  optic  atrophy  dating  from  infancy. 

Total  blindness  may  also  be  caused  by  bilateral  inflammatory  affections  of  the  eyes, 
such  as  iritis  with  blockage  of  the  pupils  and  consequent  glaucoma,  or  ultimate  shrinking 
of  the  eyes,  bilateral  primary  glaucoma,  optic  atrophy,  or  lesions  of  the  optic  chiasma.  It 
is  seldom  due  to  lesions  of  the  optic  tracts,  as  this  would  only  be  caused  by  a  bilateral  lesion 
totally  destroying  the  optic  tract  on  both  sides. 

Total  blindness  of  a  transient  nature  may  also  occur  in  renal  disease,  and  is  termed 
urcemic  amaurosis.  This  condition  is  recognized  by  its  association  with  the  symptoms  of 
renal  disease,  whether  in  pregnancy  or  not,  and  by  its  sudden  onset  and  short  duration,  the 
whole  attack  as  a  rule  lasting  not  more  than  four  or  five  days.  In  the  majority  of  cases 
there  is  some  evidence  of  renal  retinitis,  though  in  others  the  eyes  are  normal.  The  pupils 
usually  react  to  light,  though  occasionally  the  light  reflex  is  absent. 

Another  form  of  transient  blindness  occasionally  met  with,  is  apparently  due  to  spasm 
of  the  retinal  arteries.  In  these  cases  the  loss  of  vision  may  last  only  a  few  hours,  and  during 
its  continuance  it  will  be  found  that  the  retinal  arteries  are  of  a  very  slender  calibre.  It  is 
to  be  noted  that  no  cataract  ever  causes  total  blindness.  Provided  that  the  rest  of  the  eye 
is  normal,  a  patient  with  the  densest  cataract  can  always  perceive  light,  and  also  has  tlie 
power  of  projection,  or  the  recognition  of  the  direction  from  which  the  ray  of  light  is  coming. 

Unilateral  Blindness. — It  is  evident  that  unilateral  blindness  must  be  due  to  some 
lesion  in  the  eye  itself,  or  between  the  eye  and  the  optic  chiasma.  Lesions  of  the  optic 
tract  above  the  chiasma  do  not  cause  monocular  blindness,  but  Hkmianopsia  (p.  800). 
Monocular  blindness  may  be  either  sudden  or  gradual. 
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Gradual  blindness  may  be  due  to  any  of  the  inflammatory  affections  of  the  eye  men- 
tioned above,  or  to  such  progressive  diseases  as  optic  atrophy  or  glaucoma. 
Sudden  blindness  in  one  eye  may  be  due  to  one  of  the  following  causes  : — 

Detachment  of  the  retina  (Plate  XX,  Fig.  T,  p.  418) 

Embolism  of  the  central  artery  (Plate  XX,  Fig.  S) 

Thrombosis  of  the  central  vein  (Plate  XX,  Fig.  O) 

Vitreous  haemorrhage 

Acute  glaucoma  (Plate  XX,  Fig.  V) 

Injur}'^  to  the  optic  nerve  due  to  an  accident  or  fracture  of  the  base  of  the  skull 

Compression  of  the  optic  nerve  from  haemorrhage  or  dilatation  of  the  nasal  sinuses 

Retrobulbar  neuritis 

Migraine. 
The  diagnosis  of  the  majority  of  these  causes  is  simple,  owing  to  the  characteristic  ocular 
or  ophthalmoscopic  appearances.  The  only  cases  which  present  any  obscurity  are  those  in 
which  there  is  sudden  loss  of  vision  without  any  visible  ocular  changes.  These  cases  are 
usually  due  to  retrobulbar  neuritis,  an  acute  affection  of  the  optic  nerve  of  obscure  origin, 
characterized  by  sudden  loss  of  sight,  with  some  pain  and  tenderness  on  movement  of  the 
eye.  The  loss  of  vision  as  a  rule  lasts  for  not  more  than  twenty-four  or  thirty-six  hours, 
and  coincidently  with  the  return  of  vision,  more  or  less  definite  neuritis  appears  at  the  optic 
disc  (Plate  XIX,  Fig.  K,  p.  416).  In  the  majority  of  cases  vision  returns  entirely,  but  if 
there  is  a  permanent  defect  it  usually  takes  the  form  of  a  central  scotoma. 

Blindness  due  to  compression  of  the  optic  nerve  by  dilatation  of  the  accessory  nasal 
sinuses  can  only  be  recognized  after  a  thorough  examination  of  the  nasal  passages  ;  sinus 
disease  of  any  duration  is  always  accompanied  by  certain  well-defined  appearances  in  the 
nose  itself. 

Monocular  blindness  may  also  occur  in  migraine,  but  in  these  cases  it  is  of  extremely 
short  duration,  seldom  more  than  ten  minutes  or  a  quarter  of  an  hour,  and  is  followed  by 
the  characteristic  headache  and  sickness. 

COLOUR   BLINDNESS. 

Defects  in  colour  vision  may  be  either  congenital  or  acquired.  In  congenital  colour 
blindness  there  is  inability  to  recognize  in  the  spectrum  the  six  or  seven  definitely  distinct 
colours  which  may  be  apparent  to  a  normal  eye.  The  commoner  cases  of  colour  blindness 
are  those  who  can  only  see  three  colours  in  varying  shades  of  black  and  white,  or  people  who 
can  only  distinguish  two  colours,  the  spectrum  being  made  up  of  yellow  and  blue,  the  one 
gradually  passing  into  the  other.  Red,  orange,  yellow,  and  green  are  seen  as  one  colour, 
blue  and  violet  as  the  other.     Scarlet  and  grass-green  appear  very  similar  to  these  persons. 

Cases  of  congenital  colour  blindness  can  be  recognized  by  examination  with  coloured 
wools,  as  in  Holmgren's  test,  or  with  much  more  precision  and  certainty  in  a  dark  room  by 
means  of  a  lantern  with  properly  coloured  glasses. 

Acquired  loss  of  colour  vision  may  also  occur  in  tobacco  blindness  or  in  optic  atrophy. 

Colour  Defects. 

Rainbow  Vision. — Objects,  especially  lights,  may  be  seen  surrounded  by  a  ring  con- 
taining the  colours  of  the  spectrum.  The  causes  of  this  are,  as  a  rule,  either  conjunctivitis — 
in  which  there  is  a  thin  film  of  mucus  on  the  surface  of  the  conjunctiva — or  glaucoma.  The 
diagnosis  in  the  two  cases  should  present  no  difficulty,  because  the  rainbow  vision  of 
glaucoma  will  be  associated  with  the  other  important  symptoms  of  this  disease,  viz.,  steami- 
ness  or  lack  of  brilliancy  in  the  cornea,  a  shallow  anterior  chamber,  dilatation  of  the  pupil, 
and  some  limitation  of  the  field  of  vision,  especially  on  the  nasal  side. 

Erythropsia,  or  red  vision,  occurs  after  prolonged  exposure  to  white  or  violet  light  in 
conditions  such  as  electric  or  snow  blindness.  It  is  accompanied  by  much  inflammation 
and  redness  of  the  eyes,  conjunctival  discharge,  and  intolerance  of  light.  It  may  also  occur 
in  slight  vitreous  or  retinal  haemorrhages,  though  in  severe  vitreous  haemorrhages  vision  is 
abolished  entirely.  Erythropsia,  and  in  some  cases  blue  vision,  may  occur  after  cataract 
extraction,  and  appears  to  be  due  to  some  fatigue  of  the  retina. 

Xanthopsia,  or  yellow  vision,  has  been  said  to  occur  in  jaundice  or  in  poisoning  by 
santonin,  amyl  nitrite,  cannabis  indica,  or  picric  acid,  but  it  is  hardly  ever  met  with  in 
practice. 
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ABNORMAL   SENSATIONS   OF    SIZE. 

Objects  may  appear  rapidly  to  increase  or  diminish  in  size  in  the  preliminary  stages 
of  an  attack  of  epilepsy  ;  and  this  variation  in  size  of  objects  is  a  fairly  common  symptom 
in  the  slight  delirium  of  infantile  febrile  disorders.  Micropsia,  or  abnormal  diminution 
in  the  size  of  objects,  also  occurs  to  many  normal  people  during  the  act  of  reading.  The 
book  appears  suddenly  to  recede  to  a  great  distance,  and  it  and  the  type  appear  extremely 
minute,  though  absolutely  clear.  No  satisfactory  cause  has  yet  been  adduced  for  this 
phenomenon.  It  may  be  relieved  by  a  momentary  rest,  and  is  of  no  pathological  signifi- 
cance. A  similar  condition  may  be  produced  by  the  use  of  certain  drugs,  particularly 
cannabis  indica  and  its  products. 

DAY-BLINDNESS   AND    NIGHT-BLINDNESS. 

Day-blindness,  or  hemeralopia,  is  caused  most  commonly  by  tobacco  poisoning,  it  being 
probable  that  this  condition  is  due  to  a  direct  poisoning  of  the  retinal  cones,  which  are 
endowed  with  the  faculty  of  effective  vision  in  lights  of  high  brilliancy.  In  snow-blindness, 
also,  vision  improves  directly  the  light  begins  to  fail,  and  defective  vision  in  bright  light  is 
a  common  symptom  of  albinism.  Except  in  the  case  of  albinos,  the  retina  may  show  no 
abnormal  signs. 

Night-blindness,  or  nyctalopia,  occurs  most  frequently  in  retinitis  pigmentosa,  in  which 
on  ophthalmoscopic  examination,  the  characteristic  appearance  of  a  small  ill-defined  optic 
disc,  thin  thready  arteries  and  veins,  and  the  characteristic  spider-like  pigment  cells  may 
be  seen  at  the  periphery  of  the  fundus.  It  also  occurs  in  cases  of  quinine  amblyopia,  xerosis 
of  the  conjunctiva,  disseminate  choroido-relinitis,  and  in  scurvy.  Patients  suffering  from 
high  myopia  may  also  suffer  from  defective  vision  in  dim  lights.  Herbert  L,  Eason. 

VISION,  DOUBLE.— (See  Diplopia,  p.  174.) 

VOICE,  ABNORMALITIES  OF  THE— (See  Speech,  Abnormalities  of,  p.  623.) 

VOMITING. — Strictly  speaking,  the  term  vomiting  implies  the  return  and  expulsion 
from  the  mouth  of  part  or  the  whole  of  the  stomach  contents.  There  are  several  conditions 
in  which  vomiting  may  be  simulated  closely,  although  the  vomited  matter  has  never 
reached  the  stomach.  It  will  be  convenient  to  deal  with  these  before  discussing  the 
causes  and  differential  diagnosis  of  true  vomiting  or  gastric  regurgitation. 

In  certain  diseases  of  the  oesophagus,  food  may  be  swallowed  and,  after  a  varying 
interval  of  time,  brought  up  again.     These  conditions  are  : — 

Malignant  disease  '   Pressure  from  without,   as   by   aneurysm, 


Fibrous  stricture 
Spasm 


new  growth,  etc. 
*  Idiopathic  *  dilatation 
Diverticula — *  pressure  '  pouches. 


If  the  obstruction  be  of  long  standing,  and  near  the  lower  end  of  the  oesophagus,  the 
interval  between  taking  food  and  its  regurgitation  may  be  prolonged  considerably,  especi- 
ally in  cases  in  which  the  lumen  has  undergone  much  dilatation.  This  may  occur  with 
fibrous  stricture,  slow-growing  carcinoma,  or  the  very  rare  cases  known  as  '  idiopathic ' 
dilatation  of  the  cesophagus. 

A  *  pressure '  pouch  produced  by  a  hernia-like  protrusion  of  the  mucous  membrane 
through  the  muscular  coats  of  the  upper  part  of  the  oesophagus,  becomes  filled  gradually 
and,  in  addition  to  dysphagia  caused  by  the  pressure  it  exerts  on  the  oesophagus  below, 
may  simulate  vomiting  when  its  contents  are  voided. 

The  differential  diagnosis  of  these  oesophageal  causes  of  vomiting,  or  rather  regurgita- 
tion, is  usually  easy.  The  returned  matter  is  practically  unaltered,  and  is  undigested. 
It  may  be  diluted  freely  with  mucus.  Blood  may  be  present,  and  even  portions  of  growth 
in  cases  of  carcinoma.  In  oesophageal  pouches,  food  may  be  retained  for  long  periods  and 
returned  unchanged.  The  most  important  point  to  recognize  is,  that  in  such  oesophageal 
conditions  the  returned  matter  is  alkaline  or  neutral  in  reaction.  The  diagnosis  is  con- 
firmed by  examination  with  a  bougie,  or  by  the  ar-rays  after  administration  of  bismuth 
emulsion  {Fig,  96,  p.  196). 
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Certain  individuals  may  acquire  the  power  of  voluntarily  regurgitating  portions  of 
the  stomach  contents  into  the  mouth,  which  may  be  ejected  or  again  swallowed.  There 
is  no  accompanying  nausea.  This  condition,  known  as  '  rumination '  or  '  Merycism  ' 
(p.  388),  must  be  distinguished  from  vomiting. 

Mention  must  also  be  made  of  conditions  in  which  the  mechanism  of  deglutition  is 
deranged,  and  in  which  swallowing  is  interfered  with  to  such  an  extent  that  the  food  or 
drink  is  returned.  This  may  occur  in  cases  of  bulbar  paralysis,  myasthenia  gravis,  etc. 
Again,  in  diphtheritic  paralysis  the  return  of  fluids  through  the  nose,  owing  to  the  paralysis 
of  the  soft  palate,  may  be  mistaken  for  vomiting.  A  similar  mistake  has  been  made  in 
cases  the  writer  lias  met  with  of  bronchiectasis  in  which,  during  the  act  of  coughing,  large 
quantities  of  pus  have  gushed  up,  not  only  from  the  mouth  but  also  through  the  nose. 

The  regurgitation  of  milk  in  healthy  breast-  or  bottle-fed  infants  after  a  hearty  meal 
is  met  with  frequently,  and  is  often  wrongly  regarded  as  vomiting.  It  is  due  to  simple 
overfilling,  or  sometimes  to  too  rapid  feeding  ;  air  that  has  been  swallowed  is  belched  up, 
and  drives  out  some  of  the  milk  with  it. 

A  brief  account  of  the  mechanism  of  vomiting  will  facilitate  a  classification  of  its  causes. 
The  parts  concerned  are  the  muscular  coats  of  the  stomach  ;  the  sphincter  at  the  cardiac 
orifice  ;  the  diaphragm,  and  the  abdominal  muscles  ;  the  vomiting  centre  situated  in  the 
medulla  ;  the  efferent  nerve  fibres  in  the  vagus  supplying  the  musculature  of  the  stomach, 
the  phrenics  the  diaphragm,  and  the  spinal  nerves  the  abdominal  muscles. 

In  the  act  of  vomiting,  the  walls  of  the  stomach  contract,  the  diaphragm  is  pushed 
violently  downwards  in  full  inspiratory  position,  while  powerful  contractions  of  the  abdo- 
minal muscles  take  place.  At  the  same  time  the  cardiac  sphincter  is  relaxed,  and  the 
gastric  contents  are  expelled,  chiefly  as  the  result  of  the  pressure  thus  exerted  on  the 
stomach  by  the  diaphragm  and  the  abdominal  muscles,  aided  to  some  extent  by  reversed 
peristalsis.  The  pyloric  sphincter  is  usually  closed,  but  it  may  become  relaxed,  in  which 
case  bile  and  intestinal  contents  may  enter  the  stomach  and  be  found  in  the  vomit.  The 
vomiting  centre  may  be  excited  to  action  by  stimuli  reaching  it  from  the  stomach  itself, 
by  afferent  fibres  in  the  vagus,  or  from  other  parts  by  many  different  afferent  channels. 
The  centre  may  also  be  thrown  into  action  by  toxic  substances  acting  on  it  directly. 

In  retching,  forcible  contraction  of  the  stomach  wall,  and  of  the  diaphragm  and 
abdominal  muscles  takes  place  as  in  vomiting,  but  there  is  no  relaxation  of  the  sphincter. 
In  the  condition  known  as  waterhrash  or  pyrosis,  in  which  a  quantity  of  clear  fluid  is  brought 
up  into  the  mouth,  usually  on  rising  in  the  morning,  the  complete  act  of  vomiting  does  not 
occur  ;  relaxation  of  the  cardiac  sphincter  takes  place  without  attendant  muscular  con- 
traction of  the  diaphragm  and  the  abdominal  muscles. 

It  is  obvious  from  the  above  that  the  causes  of  vomiting  must  fall  into  two 
great  groups  :  (I)  Those  acting  directly  on  the  vomiting  centre,  such  as  certain  poisons,  e.g., 
apomorphine  ;  (II)  Those  acting  reflexly  on  the  centre.  The  second  group  is  a  very  large  one, 
as  it  includes  practically  all  the  pathological  states  of  the  stomach,  many  visceral  diseases, 
and  disturbances  of  special  senses. 

I.     CENTRAL  CAUSES. 

Certain  dnigs  -  i  Acute  yellow  atrophy  of  the  liver 

Apomor|)hine  I  Addison's  disease 

Tobacco  I  Onset  of  acute  infections,  especially  in  children 

Anaesthetics  I  Pregnancy 

Ura'niia  I  Recurrent,   periodic   or  cyclical   vomiting   in 

Diabetes  I      children. 

There  may  be  some  doubt  as  to  whether  Addison's  disease,  pregnancy,  and  recurrent 
vomiting  should  be  included  in  this  group,  as  their  pathology  is  not  fully  known.  The 
vomiting  of  pregnancy  may  be  partly  reflex,  but  there  is  strong  evidence  that  a  toxic 
element  exists,  and  is  probably  the  chief  exciting  cause.  The  differential  diagnosis  of  these 
conditions  presents  little  difficulty.  The  examination  of  the  urine  will  give  evidence  of 
the  existence  of  renal  disease  in  uraemic  vomiting,  and  the  onset  of  drowsiness  and  coma 
in  a  diabetic  patient  may  be  attended  by  vomiting.  Persistent  vomiting  occurring  in  a 
case  of  jaundice  of  apparently  the  common  catarrhal  variety  should  arouse  suspicion  of  its 
proving  acute  yellow  atrophy.     The  size  of  the  liver  should  be  determined  carefully,  and 
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any  diminution  noted  ;  the  urine  should  be  examined  for  leucin  (Fig.  147,  p.  333)  and 
tyrosin  (Fig.  148,  p.  333).  Vomiting  associated  with  asthenia,  characteristic  pigmentation 
of  skin  and  buccal  mucosa  (Plate  XXI,  p.  526),  and  a  persistent  low  blood-pressure,  would  be 
diagnostic  of  Addison's  disease.  The  form  of  vomiting  met  with  in  young  children,  termed 
'  periodic,'  or  *  cyclical,'  is  very  severe,  and  is  accompanied  by  great  wasting.  The  sym- 
ptoms pass  off  after  a  few  days,  but  tend  to  recur  at  intervals  of  months.  The  urine  during 
the  attacks  often  contains  acetone  and  diacetic  acid,  and  the  condition  may  be  regarded 
as  an  auto-intoxication,  probably  an  acidosis  (see  Acetonuria,  p.  3).  The  vomiting  so 
frequently  met  with  as  one  of  the  earliest  symptoms  in  specific  fevers,  especially  in  children, 
is  chiefly  due  to  the  direct  action  of  the  specific  toxin  on  the  cerebral  centre,  though  reflex 
action  may  also  have  a  share  in  it.  The  diagnosis  does  not  usually  present  difficulty  ;  the 
acute  onset,  vomiting,  general  malaise,  headache,  pyrexia,  sore  throat,  rash,  etc.,  speedily 
give  the  clue  to  the  cause  of  the  vomiting.  In  older  patients,  scarlet  fever  is  the  commonest 
specific  fever  to  begin  with  nausea  and  vomiting. 

We  must  next  consider  the  chief  characteristics  of  the  vomiting  due  to  reflex  causes. 


II.     REFLEX  VOMITING. 


1.  Gastric  Causes. 


Irritating  articles  of  food  (hard,  indi- 
gestible substances) 

Emetics,  such  as  zinc  sulphate, 
mustard,  etc. 

Poisons  :    Corrosives,  irritants 

Gastritis  : 

(a)  Acute-    1^*^    Simple, 

W  Acute.    j(ii)  Phlegmonous 

(6)  Chronic 
Dilatation   and   '  hour-glass  '    contrac- 
tion 


Pyloric  obstruction  : 

Malignant  disease 

Fibrous  stricture 

*  Hypertrophic  stenosis  '  in  infants 

Pressure  on  pylorus  from  without 
Venous    congestion,    as    in    morbus     cordis, 

portal  obstruction,  cirrhosis  of  the  liver 
Ulcer 
Malignant  disease. 


2.  Intestinai,  Peritoneal,  and  General  Visceral  Causes. 


Intestinal  obstruction 

Appendicitis 

Intestinal  worms 

Following  administration  of  enemata 

Henoch's  purpura 

Peritonitis 

Biliary  colic 

Renal  colic — movable  kidney  (*  Dietl's 

crises ') 
Acute  pancreatitis 

Certain  conditions  of  the  female  genital 
organs : 

Pregnancy 

Retroversion  of  the  uterus 

Ovarian  disease 

Extra-uterine  gestation 


Affections  of  the  Central  Nervous  System. 

Special  Senses : — 

Offensive  smells,  tastes,  repulsive  sights. 


Phthisis — ^vomiting  may  be  of  central   origin 
or  due  to  irritation  of  the  bronchi  or  fauces 
Irritation  of  the  fauces  or  bronchi  by  direct 
stimulation,  or  by  severe  coughing  : 
Pertussis 
Bronchiectasis 
Fibroid  lung 
Shock — blows  on  the  epigastrium,  injury  of  a 
testicle,  a  kick  upon  the  internal  semilunar 
cartilage  of  the  knee,  etc. 


Brain  : — 
Concussion 
Cerebral  tumour  or 

abscess 
Meningitis 
Hydrocephaly 


Cerebral  haemorrhage 
Thrombosis  of  cerebral  sinuses 
Middle-ear  disease  ;    Meniere's 

disease 
Migraine 


Epilepsy 
Sea-sickness 

Functional  or  hysterical 
vomiting. 


Spinal  Cord: — 

Tal>cs  dorsalis,  gastric  crises. 


Certain  general  lines  may  be  laid  down  of  great  importance  in  the  accurate  diagnosis 
of  the  cause  of  vomiting.  Attention  should  be  paid  to  its  relation  to  food,  if  any,  and  at 
what  interval  after  a  meal  it  occurs  ;  whether  preceded  or  not  by  pain  ;  whether  attended 
or  not  by  nausea.     The  absence  of  nausea  is  a  point  of  great  significance  ;   this  is  usually 
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present  in  vomiting  due  to  abnormal  states  of  the  alimentary  tract  and  visceral  organs,  but 
is  often  absent  in  diseases  of  the  brain. 

The  vomited  matter  should  be  inspected  carefully,  and  its  quantity  and  general 
character  noted.  Alcohol,  and  certain  poisons  such  as  carbolic  acid  and  prussic  acid,  may 
be  recognized  by  their  smell,  or  a  faecal  odour  may  be  distinguished.  Blood  may  be  present, 
either  dark  or  bright  red,  or  dark  brown,  resembling  coffee-grounds.  Slight  streaks  of 
blood  are  common  with  severe  vomiting,  and  are  usually  due  to  rupture  of  small  vessels 
in  the  cesophagus  or  pharynx.  In  whooping-cough,  blood  is  often  mixed  with  mucus  from 
the  respiratory  passages,  and  the  contents  of  the  stomach  are  ejected  during  the  paroxysms. 
The  condition  of  the  food  remains  should  be  noted  carefully  ;  the  presence  of  substances, 
such  as  currants  or  seeds,  taken  it  may  be  many  hours  or  some  days  previously,  would 
point  to  motor  insufficiency  of  the  stomach,  either  with  or  without  pyloric  obstruction  ; 
shreds  of  meat  returned  unaltered  some  hours  after  a  meal  indicate  deficient  protein 
digestion. 

The  reaction  should  be  ascertained  :  in  corrosive  poisoning  this  may  be  strongly  acid 
or  alkaline  according  to  the  toxic  agent.  It  need  hardly  be  said  that  in  any  case  of  sus- 
pected poisoning  the  vomit  should  be  kept  for  analysis.  Microscopical  examination  may 
show  sarcinae  (Fig.  121,  p.  241),  yeast  cells,  the  Oppler-Boas  bacillus,  or  cell  elements  from 
a  malignant  growth.  Intestinal  contents  may  be  mixed  with  the  vomit.  BUe  is  often 
present  in  severe  or  protracted  vomiting,  and  is  recognized  readily  by  its  colour  and  the 
usual  tests.  Relaxation  of  the  pyloric  orifice  in  such  cases  allows  of  the  return  of 
the  duodenal  contents  into  the  stomach.  Foeccd  matter ,  when  present,  is  recognized  by  the 
characteristic  odour  and  the  brownish  coloration  it  imparts  to  the  vomit ;  it  usually  occurs 
as  the  result  of  intestinal  obstruction.     Gastro-colic  fistula  may  give  rise  to  fsecal  vomiting. 

Gastric  Causes. — Most  corrosive  and  irritant  poisons  cause  vomiting  immediately  after 
swallowing,  accompanied  by  intense  burning  pain  in  the  epigastrium.  The  vomit  contains 
food,  blood,  mucus,  and  may  have  the  characteristic  odour  of  the  poison.  With  some 
irritant  poisons,  e.g.,  arsenic,  or  phosphorus,  the  vomiting  may  come  on  later  and  resemble 
that  of  an  acute  gastritis.  The  diagnosis  will  depend  largely  on  the  chemical  analysis  of 
the  vomit,  and  the  associated  signs  and  symptoms. 

In  acute  gastritis  there  is  repeated  vomiting,  usually  very  severe,  and  attended  by 
nausea  and  abdominal  pain.  Vomiting  occurs  shortly  after  taking  food,  and  causes  some 
relief  of  pain.  The  vomited  matter  consists  at  first  of  food  ingested,  later  of  mucus  and 
bile.  There  are  often  accompanying  diarrhoea  and  febrile  disturbances,  especially  in 
children.  In  the  phlegmonous  form  the  constitutional  symptoms  are  exceedingly  grave  ; 
pus  is  rarely  found  in  the  vomit,  bile  is  often  present. 

In  chronic  gastritis  the  vomiting  is  associated  with  nausea  and  epigastric  pain.  There 
is  usually  much  flatulence.  The  vomited  matter  consists  of  partially  digested  food,  mucus, 
and  a  considerable  quantity  of  sour-smelling  fluid.  Hydrochloric  acid  is  usually  reduced 
greatly  in  amount,  or  may  be  absent.  When  dilatation  of  the  stomach  is  present,  the 
quantity  of  fluid  ejected  is  often  very  large  ;  portions  of  food  taken  many  hours  previously 
may  be  returned.  Fermentation  takes  place  in  the  stagnant  gastric  contents,  so  that  the 
vomit,  when  collected  in  a  glass  vessel,  often  shows  an  uppermost  layer  of  brown  froth,  a 
middle  greenish-grey  layer  of  fluid  containing  streaks  of  mucus,  and  below  this  a  semi- 
solid deposit  containing  food  remains,  sarcinae  (Fig,  121,  p.  241),  yeast  cells,  and  bacteria ; 
chemical  tests  show  the  presence  of  lactic  acid  and  a  diminution  or  absence  of  free  or  active 
hydrochloric  acid. 

'  Hour-glass '  contraction,  due  to  transverse  constriction  of  the  stomach  by  fibrous 
tissue,  may  be  a  cause  of  vomiting  which  resembles  in  most  respects  that  associated  with 
dilatation.  Examination  with  the  a;-rays  after  a  bismuth  meal  will  generally  establish 
the  diagnosis  (Fig.  128,  p.  268). 

The  vomiting  due  to  pyloric  obstruction  in  adults  presents  no  characteristics  other  than 
those  associated  with  the  dilatation  of  the  stomach  which  usually  results  from  it.  The 
absence  of  free  hydrochloric  acid  in  the  vomit  would  favour  the  diagnosis  of  carcinoma, 
the  presence  of  free  hydrochloric  acid  that  of  fibrous  stricture  ;  the  presence  of  the  Oppler- 
Boas  bacillus  is  regarded  by  many  as  diagnostic  of  carcinoma.  Persistent  vomiting  in 
young  infants,  especially  if  breast-fed,  attended  with  wasting  and  constipation,  should 
always  arouse  suspicions  of  the  existence  of  '  hypertrophic  stenosis  of  the  pylorusJ*       The 
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vomiting  in  these  cases  is  very  forcible,  the  milk  being  pumped  up  violently,  often  very 
shortly  after  a  feed,  and  with  little  alteration.  Visible  gastric  peristalsis  and  the  presence 
of  a  small  tumour  in  the  epigastrium  would  complete  the  diagnosis. 

Vomiting  due  to  gastric  ulcer  (non-malignant)  is  very  common.  Pain  occurs  soon  after 
taking  food,  and  is  relieved  by  vomiting,  which  usually  occurs  within  an  hour.  The  vomit 
consists  of  food,  more  or  less  digested,  according  to  the  time  which  has  elapsed  after  a  meal. 
It  almost  always  contains  at  least  the  normal  quantity  of  free  hydrochloric  acid,  and  blood 
may  be  present  in  varying  quantity. 

With  malignant  disease — carcinoma  of  the  stomach — though  the  general  character  of 
the  vomit  may  be  very  similar  to  that  in  simple  ulcer,  there  is  usually  a  great  diminution 
or  complete  absence  of  free  hydrochloric  acid,  and  lactic  acid  and  the  Oppler-Boas  bacillus 
are  often  present.  Sarcinae  may  be  present  also  when  there  is  accompanying  dilatation. 
Occasionally  portions  of  the  growth  may  be  found  in  the  vomited  matter.  In  both  simple 
and  malignant  ulcer,  blood  may  be  detected  in  the  vomit  microscopically  or  spectro- 
scopically  (see  Blood  per  Anum,  p.  75)  when  it  is  not  recognizable  by  the  naked  eye. 
A  bismuth  and  a?-ray  examination  is  almost  essential  {Fig,  130,  p.  269,  Fig,  131,  p.  270, 
Fig.  132,  p.  270). 

Intestinal,  Peritoneal,  and  General  Visceral  Causes. — In  intestinal  obstruction 
vomiting  sets  in  after  an  interval,  the  length  of  which  may  depend  on  the  situation  of  the 
blocking.  The  vomiting  is  severe  and  persistent ;  the  contents  of  the  stomach  are  returned 
first,  and  later,  mucus,  bile,  and  intestinal  contents.  Faecal  vomiting  should  be  recognized 
at  once  by  its  odour  ;  obvious  pieces  of  fsecal  matter  are  rarely  distinguishable,  but  the 
vomit  may  have  a  brownish  colour.  The  vomiting  is  more  severe  the  higher  the  obstruc- 
tion is  in  the  intestinal  canal. 

Vomiting  is  commonly  present  in  appendicitis^  but  in  slight  cases  does  not  persist  after 
the  onset.  In  the  severe  forms  of  the  disease  the  vomiting  may  be  a  prominent  symptom, 
and  resemble  that  met  with  in  intestinal  obstruction  ;  it  is  sometimes  faecal  in  character. 

Intestinal  worms  are  a  cause  of  vomiting  in  children,  probably  owing  to  the  reflex 
irritation  they  set  up.     Occasionally  a  round-worm  is  found  in  the  vomit. 

Enemata  in  certain  individuals  cause  vomiting,  and  rare  cases  have  been  described  in 
which  the  fluid  injected  per  rectum  has  been  returned  by  the  mouth. 

Vomiting  is  a  common  symptom  in  the  condition  known  as  Henoch's  purpura,  and  may 
be  due  to  either  gastric  or  intestinal  stimulation.  The  vomit  may  contain  blood  due  to 
haemorrhages  from  the  mucous  membrane  of  the  stomach.  It  is  usually  accompanied  by 
abdominal  pain,  sometimes  of  an  acute  and  agonizing  character  closely  simulating  that 
occurring  with  intestinal  obstruction,  these  symptoms  being  due  to  haemorrhage  into  the 
intestinal  wall  or  the  mesentery,  which  occasionally  simulate  or  even  give  rise  to  intus- 
susception. Recurrent  attacks  of  vomiting  and  abdominal  pain  associated  with  a  purpuric 
eruption  in  a  boy  or  girl  would  point  to  the  existence  of  this  not  uncommon  disease. 

In  acute  peritonitis  vomiting  is  an  early  symptom,  and  causes  great  pain  ;  rarely  the 
vomit  may  have  a  fsecal  odour.  The  history,  together  with  the  rigidity  and  immobility  of 
the  abdominal  wall,  generally  indicates  the  need  for  early  laparotomy. 

In  biliary  and  renal  colic  the  vomiting  accompanying  the  attacks  of  agonizing  pain 
presents  no  special  features.  The  pain  in  the  thorax  and  upper  part  of  the  abdomen,  and 
the  onset  of  jaundice,  distinguish  biliary  colic  from  that  due  to  renal  calculus,  in  which  the 
pain  is  in  the  loin  or  lower  abdomen,  shooting  down  towards  the  groin  and  testicle. 
Jaundice  is  absent  if  the  stone  is  in  the  cystic  duct. 

Acute  pancreatitis  may  simulate  intestinal  obstruction  closely  in  that  it  is  attended  by 
nausea  and  vomiting,  constipation,  and  severe  abdominal  pain.  The  vomit  is  not  faecal 
in  character ;  there  is  usually  localized  tenderness  over  the  region  of  the  pancreas.  The 
diagnosis  is  seldom  made,  however,  imtil  laparotomy  is  performed  on  account  of  the 
urgency  of  the  symptoms,  when  typical  fat  necrosis  will  be  found  in  the  omentum. 

The  other  visceral  causes  of  vomiting  call  for  no  special  notice. 

Affections  of  tlie  Central  Nervous  System. — It  has  been  pointed  out  that  in  most 
of  the  preceding  conditions  nausea  accompanies  vomiting,  and  this  brings  us  to  a  most 
important  distinction,  namely,  that  in  intracranial  disease  a  special  type  of  vomiting  is 
met  with,  generally  known  as  '  cerebral  vomiting.'  In  this,  nausea  is  absent,  vomiting 
occurs  suddenly  and  often  without  warning,  and  bears  no  relation  to  the  ingestion  of  food. 
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The  whole  or  part  of  the  stomach  contents  are  returned.  Vomiting  of  this  type,  es|>ecially 
if  accompanied  by  headache  or  ocular  changes,  should  arouse  grave  suspicion  of  the  exist- 
ence of  organic  cerebral  disease, — such  as  tumour,  abscess,  meningitis,  or  sinus  thrombosis. 
'  Cerebral  vomiting  '  may  also  occur  in  hydrocephaly  due  to  increased  intracranial  pressure. 
Optic  neuritis  {Plate  XIX,  p.  416)  should  be  looked  for  in  all  cases  of  vomiting  associated 
with  headache. 

Cerebral  hcemorrhage  may  be  attended  by  vomiting,  more  often  when  the  cerebellum 
is  the  part  affected  than  when  other  parts  of  the  brain  are  involved. 

In  Minihe's  disease  vomiting  may  follow  the  attack  of  vertigo.  Nausea  and  vomiting 
frequently  accompany  the  severe  headache  associated  with  attacks  of  migraine. 

Functional  or  hysterical  vomiting  is  not  attended  by  nausea  or  pain  ;  portions  of  a  meal 
are  brought  up,  usually  fluids  ;  and  although  the  vomiting  may  be  a  frequent  occurrence, 
the  general  state  of  nutrition  often  remains  good.  Other  hysterical  manifestations  are 
generally  present  in  these  patients  (p.  465).  Cases  have  been  recorded  in  which  the  vomit 
contained  feecal  matter. 

The  gastric  crises  in  tabes  are  attacks  of  vomiting  accompanied  by  severe  epigastric 
pain.  The  attacks  usually  last  for  several  days,  and  tend  to  recur  at  intervals  of  weeks. 
Nausea  may  be  absent.  During  the  intervals  digestion  may  be  carried  on  normally.  The 
diagnosis  depends  on  the  presence  of  the  characteristic  Argyll  Robertson  pupil  and  the  loss 
of  the  knee-jerk. 

The  influence  of  anaemia  upon  vomiting,  and  the  manner  in  which  gastric  ulcer  may 
be  simulated  thereby,  have  been  discussed  in  the  article  on  ANiGMiA  (p.  86). 

//.  Motley  Fletcher. 

VOMITING  OF  BLOOD. — (See  II^matemesis,   p.  265.) 

WALKING,  PECULIARITY  IN.— (See  Gait,  Abnormalities  of,  p.  2.51  ;  and 
Limping  in  Children,  p.  362.) 

WATERBRASH.— (See  Heartburn,  p.  296.) 

WEIGHT,  LOSS  OF. — Loss  of  weight  sooner  or  later  accompanies  all  cases  of  cancer, 
phthisis,  starvation  from  lack  of  food  or  from  inability  to  swallow,  and  similar  conditions  ; 
but  in  most  such  cases  there  are  other  symptoms  pointing  to  the  diagnosis.  The  present 
article  is  concerned  chiefly  with  those  cases  in  which,  without  other  definite  symptoms, 
the  patient  has  been  losing  weight. 

In  the  case  of  children,  the  commonest  causes  are  malnutrition  from  injudicious 
feeding,  the  eating  of  sweets  between  meals,  gastro-intestinal  infections,  and  latent 
tuberculosis  (see  Marasmus,  p.  384). 

If  the  patient  is  an  adult  and  the  loss  of  weight  has  been  considerable,  the  first 
suspicion  will  almost  certainly  be  that  there  is  either  phthisis  pulmonalis,  deep-sealed  or 
latent  carcinoma  or  sarcoma,  tuberculosis  other  than  pulmonary,  or  diabetes  mellitus.  All 
the  systems,  including  the  urine,  the  rectum,  and,  if  need  be,  the  vagina,  will  need  careful 
routine  examination.  Any  sputum  that  may  be  obtainable  should  -  be  examined  for 
tubercle  bacilli ;  the  physical  signs  at  the  apices  of  the  lungs  should  be  watched  with 
extreme  care,  particularly  if  there  is  any  difference  in  the  amount  of  subcutaneous  fat 
on  the  two  sides  in  this  region  ;  the  a?-rays  may  be  of  value  in  detecting  mottling  (Fig.  70, 
p.  159)  at  one  or  other  apex  when  the  mischief  is  too  far  from  the  surface  to  give  abnormal 
physical  signs  to  percussion  or  auscultation.  Those  who  believe  that  the  opsonic  index  to 
tubercle  bacilli  is  of  diagnostic  significance,  would  estimate  it  before  and  after  inoculations 
with  small  or  moderate  doses  of  tuberculin  ;  the  family  history  might  be  of  assistance  in 
indicating  the  likelihood  of  a  lung  lesion,  whilst  the  personal  history  as  to  the  drinking  of 
much  unsterilized  milk  would  indicate  the  possibility  of  infection  by  so-called  surgical  tuber- 
culosis in  the  lymphatic  glands,  abdomen,  a  joint,  or  the  spinal  column  ;  von  Pirquet's  skin 
reaction  (Plate  XXXVI,  p.  768),  or,  if  thought  advisable,  Calmette's  ophthalmic  reaction  to 
tuberculin  may  be  tested  (Plate  XXXVII,  p.  770).  Von  Pirquet's  is  nowadays  preferred  to 
Calmette's  reaction  on  account  of  the  occasional  ill-effects  of  the  latter  upon  the  eye.  The 
test  is  performed  upon  the  skin  by  a  procedure  analogous  to  that  of  ordinary  vaccination, 
but  using  tuberculin  in  place  of  calf  lymph ;  the  degree  of  positivity  of  the  von  Pirquet  test 
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PLATE     XXXVI 

TUBERCULIN       REACTIONS 


CiTAXKors  Kr.vcTiox  {von  Pir>;uet). 

A.  Control ;  B,  riuioturo  tlirouu'li  hum  im  old  tuberculin  ;  C,  I'uiicture  through  bovine  old  tuberculin  ([io«;iiivc  reaction). 
A  puncture  (a)  is  made  throuu'h  the  epidermis  with  a  small  toothed  lancet,  to  serve  as  a  control.  A  similar  puncture 
(3)  is  madcclose  by,  throuu'li  a  drop  of  2,')  per  cent  sohition  of  old  tuberculin  fbuman),  and  a  third  puncture  (C)  C'luidistant 
from  the  others,  throu'jh  a  drop  of  L*o  per  cent  solution  of  old  tuberculin  (t)ovine).  A  positive  reaction  consists  in  the 
])roduction  of  a  hvpenwmic  area  in  t\vent3'-four  ho>irs,  which  later  l.»ecomes  'i  definite  pHp!de,  sometimes  surrounded  by  a 
distinct  aureola  of  inflammatory  reaction. 


A  «3 

Dermal  REACnON  {Woodcock) 

A.  Area  of  skin  deiuded  of  eiMdcrmis  l)v  a[)plication  of  blister  plaster  (control)  ; 

B,  Simil.u-  area  treated  witli  old  tuberculin — hyperajirnia  and  tt-dema  (])ositivc  reaction). 

Tl)e  cfiiilermis  is  removed  from  two  adincerit  skia  areas,  by  the  application  of  small  circles  of  blister  plaster.  Twenty - 
five  per  cent  solution  of  old  tuberculin  is  rultbed  on  to  one  of  the  denuded  surfaces  and  allowed  to  dry — -tlie  other  serves 
as  a  control.  JvK^h  circle  is  covered  w ith  a  small  piece  of  protective  guize,  A  positive  reactioii  is  indicated  by  the  fcdema 
and  hypenimia  of  the  inoculated  area  as  contrast  el  with  the  control  area. 
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is  ascertained  by  using  5,  10,  15,  20,  and  25  per  cent  strengths  of  tuberculin,  supplied  ready 
for  the  purpose  by  bacteriological  laboratories  ;  any  reaction  shows  itself  within  twenty-four 
hours  {Plate  XXXVI).  A  negative  von  Pirquet's  reaction  is  of  more  value  in  excluding 
tuberculosis,  however,  than  is  a  positive  one  in  proving  that  the  patient's  symptoms  are 
due  to  tubercle  ;  so  many  persons  have  latent  tuberculous  foci  in  glands  or  elsewhere  that 
they  may  give  a  positive  tuberculin  reaction  though  their  actual  symptoms  may  be  due 
to  some  entirely  different  malady  which  has  developed — a  colibacilluria  for  instance,  or 
something  else  that  is  non-tuberculous.  A  positive  von  Pirquet  reaction  shows  that  the 
patient  is  the  subject  of  tubercle,  but  it  does  not  prove  that  the  symptoms  one  is  investi- 
gating in  his  case  are  due  to  the  tuberculous  infection  so  discovered.  Sometimes,  when 
there  is  doubt  as  to  whether  there  is  organic  disease  or  not,  the  nails  afford  a  clue  ;  whereas 
longitudinal  ridges  on  them  matter  little,  a  definite  transverse  ridge  at  the  same  level  across 
all  the  nails  is  evidence  of  dystrophy  due  to  illness  at  a  time  corresponding  to  that  at  which 
the  ridged  part  Was  being  produced  from  the  matrix  ;  roughly  speaking,  it  takes  a  nail 
between  four  and  six  months  to  grow  from  matrix  to  tip,  and  of  this  time  about  two-thirds 
applies  to  the  visible  nail,  one-third  to  the  part  that  is  growing  but  not  yet  visible  ;  if, 
therefore,  there  is  a  definite  transverse  ridge  on  all  the  nails  (Fig,  300)  about  half-way  along 
each,  the  patient  was  in  bad  health  between  three  and  four  months  previously.     There 

may  have  been  a  definite  acute 
illness  such  as  pneumonia  ;  but 
quite  often  the  dystrophy  is 
due  to  less  definite  illness,  and 
particularly  to  the  effects  of 
developing  phthisis. 

Notwithstanding  the  most 
careful  investigations,  however, 
doubt  as  to  the  cause  of  the 
loss  of  weight  in  not  a  few  cases 
remains  until,  in  the  course  of 
time,  the  patient  either  recovers 
the  lost  ground  and  gets  quite 
well,  or  else  develops  other  signs 
or  symptoms  of  growth,  tubercu- 
losis, or  other  definite  disease. 
„     „^^    .^  .,,,.,,        ,  ^  .  ,  ,  Young    persons    mav    lose 

Fig.ZOG. —  rransverse  nclifing  of  nails  due  to  lobar  pneumonia  four  raotitha  .    ,  ,  ,        •     .  "  • 

previously.  Weight  as  the  result  of  change  of 

surroundings,  for  instance  from 
active  out-door  school  life  to  work  in  a  city  office  ;  care  and  anxiety  ;  the  undertaking 
of  serious  responsibilities  ;  sorrow  ;  love  ;  too  strenuous  a  life  of  pleasure  ;  irregularity 
of  meals  ;  too  long  hours  of  work ;  these  are  amongst  the  everyday  causes  of  what  at  the 
time  may  appear  to  be  serious  loss  of  weight. 

Any  affection  of  the  alimentary  tract  interfering  with  proper  digestion  and  absorption 
of  food  may  produce  loss  of  weight,  especially  if  there  is  cause  for  sapra^mia  at  the  same 
time;  one  may  mention  in  this  donnection  loss  of  appetite  from  too  much  smoking, 
excessive  drinking,  monotony  of  food  or  of  existence,  carious  teeth,  ill-fitting  tooth  plates, 
pyorrhoea  alveolaris,  dyspepsia,  flatulence,  the  abuse  of  purgatives,  and  the  constipation 
which  results  therefrom  ;  gastric  or  duodenal  ulcer  ;  colitis  in  its  many  forms.  The 
wasting  is  seldom  severe  in  any  of  these  ;  but  when  gastric  symptoms  are  prominent  for 
instance,  it  may  be  very  difficult,  for  the  time  being,  to  tell  whether  the  mischief  should  be 
labelled  merely  dyspepsia,  or  actual  carcinoma  ventriculi.  Analyses  of  the  gastric  juice 
were  at  one  time  thought  to  be  valuable  in  deciding  between  simple  and  malignant 
affections  of  the  stomach,  but  this  is  by  no  means  always  the  case  (p.  270).  If,  under 
observation  and  treatment,  the  patient  succeeds  in  gaining  weight,  or  even  ceases  from 
losing  more  over  a  period  of  some  weeks,  the  argument  is  against  carcinoma  ;  but  if 
doubt  remains,  and  surgical  measures  are  to  be  adopted  before  carcinoma  has  passed  the 
stage  of  curability,  it  will  often  be  wise  not  to  postpone  laparotomy  too  long  as  a  means 
of  settling  the  diagnosis.     It  is  too  late  if  one  waits  until  there  is  a  tumour. 

Any  malady  which  produces  sleeplessness  or  pain,  or  both,  may  lead  to  serious  loss 
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of  weight,  and  thus  to  difficulty  in  the  diagnosis.  A  thoracic  aneurysm,  for  instance, 
tnay  erode  the  vertebrae  and  produce  severe  intrathoracic  pain,  which  in  turn  produces 
insomnia,  and  may  thus  cause  so  much  loss  of  weight  that  neoplasm  may  be  suspected. 

Chronic  microbial  infections  may  not  be  obvious  in  themselves,  and  yet  they  may 
produce  loss  of  weight  by  interfering  with  the  general  nutrition  ;  one  sees  this  in  many 
persons  who  have  returned  from  the  tropics  after  infection  there  by  dysentery,  yello-w 
fever,  malaria,  dengue,  and  so  forth.  At  home,  chronic  infections  of  joints,  of  the  skin, 
the  alimentary  tract,  the  uterus,  and  genital  organs  may  produce  loss  of  weight  in  a  similar 
way.  One  would  mention  in  particular  a  common  malady  that  has  been  recognized  only 
of  recent  years,  namely,  coli  bacilluria  (see  Bacteriuria,  p.  69),  the  diagnosis  of  which 
is  possible  only  on  bacteriological  examination  of  the  urine,  though  it  may  be  suggested 
by  the  discovery  in  the  latter  of  a  trace  of  albumin  and,  on  microscopical  examination, 
excess  of  leucocytes. 

Liver  affections  exert  a  prominent  influence  upon  general  nutrition,  and  the  loss  of 
weight  exhibited  by  some  sufferers  from  cirrhosis  is  familiar,  though  in  the  early  stages 
the  patient  may  be  fat,  and  towards  the  end  loss  of  weight  may  be  masked  by  a 
false  increase  due  to  ascites.  Pernicious  ansemia  is  diagnosable  with  certainty  only  by 
blood  examination  (see  Anjemia,  p.  24),  though  it  may  be  suggested  by  the  primrose- 
yellow  colour  of  the  skin  ;  but  one  marked  feature  of  the  malady  is,  that  although  the 
patient  does  not  at  first  decrease  much  in  bulk,  the  tissues,  from  conversion  into  or  replace- 
ment by  fat,  become  of  less  specific  gravity  than  normal,  so  that  he  diminishes  materially 
in  weight. 

The  effect  of  alcohol  upon  body  weight  is  variable,  some  persons  becoming  exceed- 
ingly stout,  others  not  changing  much,  and  others  becoming  extremely  thin.  Broadly 
speaking,  it  is  spirit  drinkers  who  decrease  in  weight,  and  in  some  cases  serious  doubts 
may  arise  as  to  whether  the  loss  in  such  a  patient  is  due  to  alcoholic  habits  only,  or  whether 
there  is  not  some  new  growth  or  tuberculous  affection  as  well.  When  alcoholism  leads 
to  peripheral  neuritis  there  is  rapid  and  extreme  loss  of  weight  as  the  result  of  the  muscular 
atrophy,  and  the  same  applies  to  other  conditions  of  multiple  peripheral  neuritis  (p.  63). 

Certain  drugs  have  the  power,  especially  in  certain  individuals,  of  reducing  weight 
materially,  even  though  the  diet  remain  the  same  ;  the  best  known  of  these  is  thyroid 
extract,  whilst  a  long  way  second  comes  fucus  vesiculosus.  It  will  seldom  happen  that 
either  of  these  is  being  taken  accidentally,  so  that  the  diagnosis  of  loss  of  weight  due  to 
them  is  generally  obvious. 

It  is  very  difficult  sometimes  to  be  sure  whether  the  loss  of  weight  that  may  be 
complained  of  in  a  patient  of  sixty  or  seventy  years  of  age  is  due  merely  to  old  age^  or 
whether  it  is  due  to  underlying  growth  or  senile  phthisis. 

Diabetes,  especially  diabetes  mellitus  in  young  subjects,  may  have  loss  of  weight  for 
its  earliest  and  most  prominent  symptom  ;  but  the  diagnosis  is  easy  when  the  urine  has 
been  examined. 

Addison's  disease  is  another  affection  in  which,  besides  the  progressive  asthenia,  loss 
of  weight,  though  not  essential,  is  sometimes  marked.  There  may  or  may  not  have  been 
syncopal  or  gastric  attacks  ;  the  diagnosis  depends  almost  entirely  upon  the  discovery  of 
abnormal  pigment  deposits  in  the  form  of  patches  or  spots,  not  only  upon  the  skin  of  the 
neck,  limbs,  and  trunk,  but  also  beneath  the  mucous  membranes,  particularly  of  the 
mouth  (Plate  XXI,  p.  526),  where  they  are  generally  best  seen  inside  the  lips,  or  within  the 
cheeks.  The  blood-pressure  is  sometimes  very  low  in  these  cases,  and  if,  on  actual  measure- 
ment, it  is  found  to  be  70  or  80  mm.  Hg,  this  fact  tends  to  confirm  the  diagnosis. 

Just  as  the  administration  of  thyroid  extract  diminishes  weight,  so  may  loss  of  weight 
be  a  prominent  feature  in  cases  of  Graves" s  disease  ;  sometimes,  indeed,  it  may  be  the  first 
symptom  to  attract  attention,  especially  in  those  cases  in  which  there  is  no  exophthalmos. 
Tachycardia,  nervousness,  fine  tremor  of  the  outstretched  fingers,  and  symmetrical  but 
not  extreme  enlargement  of  the  thyroid  gland,  would  confirm  the  diagnosis. 

Anorexia  nervosa  is  a  disease  in  which  wasting  from  disinclination  to  eat  any  kind 
of  food  except  in  the  smallest  quantities  is  the  most  prominent  symptom  ;  the  patient 
is  nearly  always  a  female,  between  the  ages  of  fifteen  and  twenty-five  ;  there  may  or  may 
not  be  other  evidence  of  functional  nerve  disorders.  The  patient,  perfectly  robust  until 
puberty  or  shortly  afterwards,  begins  to  lose  all  appetite,  the  body  wastes,  and  the  weight 
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PLATE    XXX VI I 

TUBERCULIN        REACTIONS 


Deiimal  E faction  {Morn) 

raimlcs  resulting  from  iriuiu-tion  of  old  tubcmilin  iiirori«onited  with  lanolin. 

OKI  tuberculin,  inoori)oratrrl  with  an  equal  bulk  of  lanolin,  is  thorou'-'hly  rubbed  into  the  -kin  over  an  area  of  1  or 
2  cm.,  b\'  means  of  a  glass  spreader.  A  jtositive  reaction  is  shown  by  tlie  aj)fiearance,  in  from  fort\--ei!7lit  to  seventy-two 
hours,  of  hypentmia  over  the  treated  area,  and  the  subsequent  appearance  of  a  crop  of  small  papules,  whu-li  lasts  for 
some  days. 


Xo-mal  coitrol  eve  OpI'osite  eye  after  instillation   of    1  ])er  ce,.l 

.vo.mu  co.uroi  e\ e.  ^^    tuberculin    (L'lycerin-free)    into     conjunctival 

s  ic  !   hyjienuinia  of  caruncle  ami  plica  •ieniiluniri< 

(positive  reaction). 


Later  sta^je  with  injection  of  conjunctival  vessels. 

Ol'HTItAL>IO-TE.ST  {Calmettf) 

One  or  two  drops  of  a  1  per  cent  solution  of  old  tuberculin  fi^'lyceriu-free)  are  instilled  into  the  coniuuctival  sac  of 
one  eye.  A  positive  reaction  is  indicated  by  the  appeamuce,  within  twenty-four  hour*',  of  hypeneinia  of  tlu'  caruncle  :in<l 
I>lica  semilunaris  of  the  treated  eye,  as  compared  with  the  untreateil  or  control  eye.  l.^iter,  injei-iion  of  the  conjunctival 
vessels  may  be  noted,  lachrymation  and  even  nmcopuru'.cat  exulation. 

{From  Dratcinjs  Ulustralinj  Prof.  J.  W.  II.  Kyrt's  Uuntcrian   frrfnrr  nn   Tiihrniihjsi'(  of  f/ic  Cnntrnclra.) 
INDICX    OF    niAONOSIS— 7'o  facf  p.  770 


Digitized  by 


v^joogle 


Digitized  by 


Google 


WHEALS  771 

declines  even  to  so  little  as  four  or  three  and  a  half  stone.  One  sometimes  sees  girls  of 
5  ft.  10  in.  or  more  weighing  less  than  five  stone  as  the  result,  not  of  any  organic  disease, 
but  of  the  simple  functional  absence  of  appetite — anorexia  nervosa.  In  arriving  at  the 
diagnosis  it  is  important  to  exclude  the  possibility  of  some  deep-seated  tuberculous  lesion, 
especially  phthisis  pulmonalis  or  tabes  mesenterica.  One  of  the  best  means  of  excluding 
these  is  the  thermometer,  for  in  anorexia  nervosa  there  should  be  little  if  any  pyrexia. 
Very  careful  examination  of  all  the  systems,  including  von  Pirquet's  and  perhaps  Calmette's 
tuberculin  reactions,  will  lead  to  negative  findings,  and  the  diagnosis  will  be  confirmed 
by  the  rapid  increase  in  weight  when  measures  for  treatment  by  the  Weir-Mitchell  method 
arc  adopted.  Herbert  French, 

WHEALS. — The  characteristic  lesion  of  urticaria  may  be  defined  as  a  flattish, 
evanescent  elevation  of  the  skin,  the  result  of  an  oedema  of  the  derma.  It  may  be  regarded 
also  as  a  special  variety  of  the  papule  or  the  nodule.  It  is  related  to  erythema,  and  is  the 
expression  of  angioneurotic  excitation,  internal  or  external,  which  causes  a  dilatation  of 
the  vessels  that  permits  an  exudation  of  plasma.  Wheals  disappear  rapidly  as  a  rule 
without  leaving  any  trace.  They  are  usually  pale  in  the  centre,  with  a  red  periphery  ; 
but  they  may  be  uniformly  rose-red,  or  may  have  a  whitish  periphery  ;  or,  as  the  result 
of  haemorrhage  into  them,  they  may  be  purplish.  In  size  they  vary  from  a  pin-head 
upwards.  The  smaller  ones  may  take  the  form  of  conical  or  acuminate  papules,  frequently 
surmounted  by  a  tiny  vesicle.  As  a  rule,  they  are  flat  or  very  slightly  raised  ;  but  the 
larger  ones,  when  not  the  result  of  coalescence,  are  hemispherical.  They  may  also  be 
linear,  several  inches  in  length,  and  by  running  together,  may  form  roughly  circular 
plaques.  They  usually  appear  suddenly,  and  last  only  a  few  hours,  but  may  be  succeeded 
by  others.  They  are  always  accompanied  by  itching  or  burning,  which  may  be  intense. 
The  commonest  causes  are  dietetic  ;  some  persons  are  more  susceptible  than  others,  but 
the  kinds  of  food  most  likely  to  cause  the  symptoms  are  fried  fish,  crab,  lobster,  mussels 
and  other  shell-fish  ;    strawberries  constantly  produce  an  attack  in  certain  individuals. 

It  is  not  necessary  to  give  a  detailed  description  of  the  different  forms  of  urticaria  ; 
the  only  other  affection  in  which  wheals  appear  is  urticaria  papulosa  (strophulus), 
the  differential  diagnosis  of  which  has  been  given  elsewhere.  The  sudden  onset,  the 
presence  of  the  wheals,  the  usually  fugitive  character  of  the  eruption,  the  irregular 
distribution,  and  the  severe  itching,  make  up  a  clinical  picture  which  is  generally  unmistak- 
able. In  bullous  urticaria,  however,  in  which  the  wheal  is  crowned  or  is  replaced  by  a 
bleb,  the  affection  may  be  confused  with  pemphigus  or  with  the  er^'thematous  stage  of 
<lermatitis  herpetiformis  ;  but  its  true  nature  is  indicated  by  the  history  of  the  case,  the 
course  of  the  eruption,  and  the  almost  invariable  presence  at  some  points  of  typical 
lesions.  In  cases  in  which  the  constitutional  symptoms  are  pronounced,  the  rash  may  be 
iiiistakcn  at  first  for  that  of  scarlet  fever,  or  even  for  erysipelas  ;  but  the  course  of  the 
lesions  will  (quickly  correct  the  error. 

When  wheals  are  due  to  such  local  and  accidental  causes  as  the  bites  of  insects,  or 
contact  with  the  stinging-nettle,  the  diagnosis  is  furnished  by  the  history,  and  in  insect 
bites  by  the  central  punctum  ;  when  due  to  drugs,  knowledge  of  what  the  patient  has 
been  taking  is  the  basis  of  the  diagnosis  ;  the  commoner  remedies  that  may  produce 
urticarial  wheals  are  antipyrin,  sulphonal,  veronal,  aspirin,  salicylates,  iodides,  bromides, 
morphia,  antimony,  quinine,  santonin,  copaiba,  and  various  normal  or  antitoxic  sera. 

Malcolm  Morris. 

WIND. — (See  Flatulence,  p.  240  ;   and  Meteorlsm,  p.  388.) 

WORMS. — (See  Parasites,  Intestinal,  p.  519.) 

WRIST-DROP.— (See  Atrophy,  Mcscllar,  p.  5:i.) 

XANTHOPSIA.— (See  Vision,  Defects  of,  p.  762.) 
YELLOW  VISION.— (See  Vision,  Defects  of,  p.  762.) 
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of  stomach 

peritonitis  . . 

ascites 

bladder  causing 

from     carcinoma     . , 

cirrhosis 

Abdominal  distention,  con 

ditlons  causing 

constipation  with 

in  cretinism  (i-'tjy.  lOS) 

by  cyst 

—  -  from  cystic  kidncvH  . . 

—  from    enlarged   spleen  628 

—  in   Hirschsprung's  dis- 

,ease..         127,  130, 

—  -  hill  diarrhoea 

—  h3'stcria 

Abdominal  distention,  from 
intestinal    obstruction 

115,  130,316, 

—  malignant  peritonitis 

—  -  meteorism 

—  mitral  regurgitation..  211 

—  -  obesity  . .         . .     45 

—  orthopnoea  from       . .  418 

—  from     ovarian     new 

urowth         ..  ..  690 

—  paiuTeatitis    . .  . .   594 

—  peritonitis       ..      115,  425 

—  jihantom  tumour  caus- 

ing    45 

—  -  i'l  ]»seudo-leukicmia  . .     37 
-  from  strangiilated 

hernia  . .         . .  452 


515 
655 


173 
592 


43,  418 
..  45 
..  77 
115 


44 

123 

233 

418 

1! 


389 
173 
418 


,  522 

49 

388 


Abdominal  disten.y  conttl.     PAOK 

by  tumour      . .  . .  418 

tympanites     ..         ..  418 

from  volvulus  . .  452 

-  fullness,  in  typhoid  fever    76 

-  injury  (see  Injury,  Ab- 

dominal)        . .         . .  173 

-  muscles,  lacerated         . .  593 
pamlj'sis      of,      from 

diphtJieria  . .         . .  15 1 

Abdominal  neuralgias  425,  426 

-  pain  (see  under  I'ain) 

-  reflex   (see   Reflex,   Ab- 

dominal) 

-  rigidity  (see  Rigidity  of 

the  Abdomen) 

-  section  (see  Laparotomy) 

-  tenderness    (see  Tender- 
I  ness.  Abdominal) 

!  -  tumour  (see  Swelling, 
Abdominal,  and 

Tumour,    Abdominal) 

I  -  veins,  varicose  (see  Veins, 
Varicose  Abdominal) 

-  wall,  loaded  with  fat    . .     45 

Abdominal  wall,  swellings 

of 655 

reddening     of,     from 

tuberculous  perito- 
nitis  631 

liver  abscess         . .  655 

tuberculous  infiltration 

of 48 

Abductor    hallucis,   nerve 

supply  of        . .         . .  498 

-  minimi      digiti,      nerve 

supply  of       ..       498  501 

-  paralysis  (see  Paralysis, 

Abductor) 

-  pollicis,  affected  in  ulnar 

paralysis         ..  ..110 
ape's       hand       from 

atrophy  of . .         . .  110 

nerve  supply  of        . .  504 

wasted  in  progressive 

muscular  atrophy . .  110 
Abortion,  acute  peritonitis 

after 592 

pain     in     the     pelvis 

from  ..  ..468 

-  from  plumbism  . .     34 
Abortion,  threatened,  dia- 
gnosis of                  . .  393 

•  -  metrostaxis  from     . .  392 
Abortion,  tubal     . .        . .  690 
(and  see  Ectopic  Gesta- 
tion) 
Abr{n,h»moglobinuria  from  284 
Abscess,    alveolar,    actino- 
mycosis simulating  . .  683 

bleeding  gums  from  . .     72 

face  swollen  from     . .  674 

Abscess,  alveolar,  general 
account  of  . .  683 

-  -  gumboil  and  . .         . .  683 

necrosis  of  jaw  from. .  683 

sites  of  pointing  of  . .   683 

toothache  with  . .  683 

trismus  simulated   by  729 

Abscass  of  antrum  of  High- 
more,  general  account 
of  . .     180,  462 

-  appendicular,   acute   as- 

cites from       . .         . .     47 

albumosuria  with     . .     16 

aniemia  from  . .     35 

bacilluscoliin652,  653,  680 

bladder  opened  bv  238, 

283,  575."  581,  582 

constipation  with     . .  665 

erythema  over  . .  222 

gall-bladder  simulating  678 


361 
652 


47 
5S7 


.Ibscess,  append. y  could.       PAGE 

gas  in . .  .        . .       652.  853 

infiltration    of     abdo- 
minal wall  from    . .  655 

local  rigidity  over     . .  692 

loucocytosls  with  360,  361 

pain     in     right     iliac 

fossa  from . .  . .  665 

pelvic  swelling  due  to  688 

phantom  tumour  simu- 
lating ..         ..659 

pyoAalpinx  simulating  678 

pyrexia  from         582,  665 

pyuria  from  283,  575,  582 

rigors  from    . .      582,  595 

rupture  into  cnecum. .  557 

simulating        typhoid 

fever 

succiMsion  in . . 

suppurative  peritonitis 

from 

swelling   In    Douglas's 

pouch  from 

right  iliac  fossa  from 

582,  665 
ureteral  calculus  simu- 
lated by     ..         ..  582 
vomiting  with  . .  665 

-  axillary,  from  empyema  666 

erythema  over  . .  222 

Abscess,   axillary,   general 

account  of  •  k.  . 

from  inflamed  elands 

lipoma  simulating    . . 

-  tuberculous    . . 
from  whitlow 

-  of     back,     from    spinal 

caries  . . 

-  Bartholin 

-  of  bone,  sarcoma  simu- 

lating   672 

-  breust    (sec     Abscess, 

Mammary) 

-  broad  ligament . . 

-  cerebellar,  ankle   clonus 

from 

ataxy  from     . . 

bradypnoea  from 

from  bronchiectasis  . .  592 

cerebellar  tumour 

simulating  . .         . .  517 

convulsions  with       . .   146 

disseminated   sclerosis 

simulating  . .         . .  51 7 

intention  tremor  from  577 

knee-jerk     increased 

from  ..         ..  517 

nystagmus  from        ..  617 

from  otitis  media  517,  592 

paraplegia  from        ..  514 

pyrexia  with..  ..  517 

retracted   head  from 

589,  592 

scanning  speech  from    517 

slims  thrombosis  simu 

lating 

slow  pulse  with 

vertiifo  from  . . 

vomiting  from 

-  cerebral,  aphasia  from . . 

Rabinski's    sign    with  681 

brachi;U      monoplegia 

from 502 

bradycardia  from    84,  5l>2 

bradypiHBa  from      84.  502 

-  -  from  bronchiectasis 

84, 

causes  of 

chokoti  disc  from 

coma  from     . . 

-  first  sign  of 


666 

666 
666 
666 
666 

169 
474 


678 

517 

517 

84 


597 
592 
752 
697 
626 


I 
502 
147  , 

306  I 

117  I 

118  i 


convulsions  from   146,  117 


Abscess^  cerebral,  contd.        PAQB 

Abscess,  cerebral,  distinc- 
tion from  tumour     . .    84 

from     frontal     sinus 

disease       . .  . .  502 

giddiness  from  . .  306 

headache    from     147, 

306,  502,  626,  768 
hemianopsia  from     . .  301 

-  hemiplegia    from    68, 

303,  306 

hyperacusis  from      . .  308 

hyperpyrexia  from  . .  309 

hypertension  of  cere- 
brospinal fluid  with  304 

latent 306 

leucocytosis  with      . .  360 

from  mastoid  disease    502 

optic  neuritis  from 

84,   147,  306,  502,  626 

from  otitis  media    81,  .S06 

pupil  small  with       . .  552 

pyrexia  from  306,  663,  567 

absent  with         84,  306 

rigors  from     . .         . .  595 

rupture  through  ear..  423 

septictemia  from       . .  567 

simulating  trance      . .  120 

sinus  tlirombosis  simu- 
lating ..         ..  597 

softening  round        . .  306 

Abscess,  cerebral,  subnormal 

temperature  wtth  602,  574 
from  ulcerative  endo- 
carditis      . .         . .  502 

unilateral     headache 

from  ..         ..294 

paresis  from  ..118 

uremia  simulating  . .     85 

vertigo  from  . .         . .  752 

vomiting  from  147,  306, 

502.  697,  626,  765,   768 

-  of  chest  wall     . .       168,  169 

-  cholecystic,  pus  in  stools 

from 557 

-  dental,  bacteriuria  from    69 
erythema  over  . .  222 

-  erythema  round  . .  222 

-  above  eye,  from  frontal 

sinus  empyema         ..   181 

-  fasculent,  bacillus  co\i  in  238 

-  femoral,  frpm  sore  toe  . .  674 

-  gas-containing  . .      530, 

531,  651,  662,  653 

-  In  heart,  in  pyaamia  212,  596 

-  hepatic,  acute  congestion 

of  liver  simulating  . .  334 

peritonitis  from     . .  592 

ago  incidence  of         . .   369 

albuminuria  with     . .  370 

albumosuria  with      . .     16 

amoebic,   amcebaa   ab- 
sent from  pus  in    . .  644 

amcebte  in      . .         . .  369 

ansemia  from  . .      35 

anchovy  sauce  sputum 

from  ..      149,  291 

apyrexial  intervals  with  370 

ascites  from  . .         . .  330 

chocolate  pus  from  . .  253 

from  cholangitis        . .   332 

colour  of  pus  in     332,  369 

common  site  of        . .  370 

dome-shaped   didlness 

with..         ..      291,  370 

after  dysentery     253, 

291,  .3.12,  369,  597 

empyema  from      104,  KM; 

erythema  over  . .  222 

foul  sputum  from     . .  644 

taste  from  . .  . .   705 

from  gall-stone         . .  36»^ 
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ABSCESS,    HEPATIC    —    ABSCESS,    SUBDIAPHRAGMATIC 


AbicesJi^  fiepatic,  contd 

Aliscatt,    hepatic,    osnerat 
account  of  . .  £69 

general  wasting  from     59 

from  gumma. .  . .  253 

gumma  simulating    . .  334 

-  iuemoptysls  from  287,  291 
Iiiocough  from  . .  308 

-  -  fromhjdatid  253,  369,  370 

influenza  simulated  by  370 

from  injury    . .  . .  309 

interscapular     pain 

from  ..      401,  462 

jaundice    from      325, 

320,   330,  332,  335,  370 
li4>arotom7  in  diagnos- 
ing   253 

leucocytosis  with  360, 

361,  362,  370 

-  liver  dullness  increased 

upward  with  . .  367 

enlarged    with   820, 

380,  369,  658 

malaise  from  . .  597 

malaria  simulated  by 

362,  370  i 

simtdating  335,  361 

Abwott,  hepatic  mutthile    332 

needling  in  diagnosis    353 

from  new  growth     . .  253 

Abscost.  hepatic,  notes  on    597  , 

oedema    and    redness  | 

over 370 

pain  in  axilla  from  . .  597 

chest  from         431,  709 

epigastrium        487,  462 

hypochondrium  with  I 

450.  697 

hypogastrium   from  462 

-^ shoulder  from     475,  597  ' 

from  perinephric    ab- 
scess ..         ..369 
phantom  tumour  simu- 
lating ..  ..659 

pleural  effusion  from    597 

*  -  pleurisy  from  . .  106 

pneumonia  from       . .  370 

polymorphonuclear 

cells  increased  wilh  362  | 

-  -  pus  sterile  in  . .       291,  369 

-  -  from  pylephlebitis  332, 596 

pyrexia  with  . .      369,  597 

race  incidence  of     . .  369 

redness  of  abdominal 

wall  from  . .  . .  655 

-  -  rigors  from  291,  326, 

370,  595,  597 

rupture  into  intestine  370 

Abscost.    hepatic,    rupture 
through  luno  149,  287, 
291.  33?,  ?70,  644.  705 

into  stomach         . .  370 

sallow  complexion  from  332 

sex  incidence  of        . .  369 

simuhiting     enlarged 

gall-bladder        262,  253 

empyema   . .         . .  103 

skodalc  resonance  with  61 1 

subdiaphragmatic   ab- 
scess from . .      451 ,  658 

sweating  from       370,  597 

swelling  in  right  hypo- 
chondrium from   . .  655 

tenderness     in     chest 

from  ..         ..709 

tropical  congestion 

simulating  . .  . .   369 

-  -  in  Tropics       291,  332,  309 

tuberculous    . .         . .    "5 

visible  tumour  due  to  370 

wasting  with..  ..   370 

x-rays  in  detecting  . .  370 

-  iliac  . .  . .  . .   575 

-  psoas     distinguished 

from  ..  ..  680 

pyuria  from    . .  . .   575 

rupture    into    bladder 

575,  581,  582 
swelling  in  right  iliac 

fossa  from  . .  . .   065 
in  typhoid  fever       . .  459 

-  inguinal,  from  appendi- 

citis  080 

erythema  over  . .   222 

Abscess,  inoulnal,  o^noral 
account  of  . .  660 

from  hernia    . .  . .  080 


Abscess^  inguinal^  contd. 

from  hip  disease       . .  080  , 

sacro-iliac  disease     . .  080 

spinal  caries  . .         . .  680 

suppurating    glands. .  680 

-  ischiorectal,      felt      per 

rectum  . . "        . .  587 

from  foreign  body    . .  584 

tenesmus  from  . .  718 

-  of  kidney  (sec  Absce»», 

llenal) 

-  of    liver    (see    Abscess, 

hepatic) 

-  of  lung,  from  embolism  260 

haemoptysis  from      . .  286 

leucocytosis  with      . .  360 

in  pyiemia      . .         . .  260 

in  septic  pnetunonia    286 

simulating     empyema  103 

-  mammary,  from  mastitis  685 

-  mastoid,  erythema  over  222 

-  meningitis  from        . .  590 

from  otitis  media     . .     84 

otorrfacea  from  . .  423 

-  pain    and    tenderness 

over  . .  . .  202 

rapid  pulse  with        . .     84 

rupture  through  ear. .  423 

simulated  by  inflamed 

mastoid  gland       . .  203 

-  mediastinal,  pain  in  the 

chest  from      . .  . .  435 

tenderness     of    spine 

from  ..      713,  714 

-  omental,     from    gastric 

ulcer 661 

-  of  orbit,  diplopia  from     177 

-  -  eyeball  fixed  by        . .   177 
proptosis  from  . .  177 

-  ovarian,  obscure  pyrexia 

due  to  . .         . .  573 

-  parametric,  felt  per  rec- 

tum      687 

I'oupart's    ligament 

bulge<l  by  . .  . .  670 
swelling  in   Douglas's 

pouch  from  . .  687 

-  parotid,  rupture  through 

oar 423 

-  pelvic,  from  appendicitis  474 
bearing-down         pain 

from  ..         ..427 

-  from  diverticulitis    . .  453 

hip  disease     . .  . .  680 

heematuria  from    276,  283 

irritation  of  rectum  by  427 

-  pain  in  iliac  fossa  from 

462,  451 

mucus  in  stools  due  to  427 

pelvic  swelling  due  to  688 

pus  in  stools  from    . .  557 

pyuria  from  . .         . .  575 

rupture    into    bladder 

575,  581 
from  salpingo-oophor- 

itls 691 

tenderness     of     spine 

from  ..      713,  714 

-  pericolic  . .         . .  663 

-  perigastric,  pus  in  stools 

from 557 

umbilicus        inflamed 

with  ..  ..656 

-  perineal,    leucocytosis 

with 360 

-  perinephric,    abscess    of 

liver  front       . .         . .  309 

from  appendicitis      . .   353 

carcinoma  coli  . .   853 

empyema  from  . .   10-1 

-  -  loin  filled  out  by  352,  451 
pain  in  hypochondrium 

from  ..      450,  451 

loin  from    . .         . .  451 

pus  in  stools  from    . .  557 

I rigors  from     . .  . .   695 

Abscess,  perinephric,  signs 

I         of        353 

j from  suppurating  haj- 

matoma      . .  . .  353 

tenderness     of     spine 

I  from  ..      713,  714 

]  -  periosteal,  from  injury..  008 

osteomyolitis  with     . .   008 

I typhoid  bacilli  from..   070 

-  poripro«itati<\    diverlicu- 

litifl  .simulating  . .   453 


.46*rf*»,  periprostaiie,  contd. 

pain  in  iliac  fossa  from  452 

retention  of  urine  from  049 

strangury  from         . .  049 

tenesmus  from  . .   718 

—  periproctal,  acute  ascites  i 

from 47  ' 

anaemia  from. .         . .  719 

anxDStlietic  in  diagnos- 
ing   719 

from  carcinoma        . .  719 

carcinoma     simulated 

by 719 

—  diverticulitis  simulat- 

ing   458 

—  from  foreign  body     . .  584 
Abscess,  periproctai,  general 

account  of  585,  7 19 

—  loss  of  sleep  from      . .  719 

—  loss  of  weight  from  . .   719 

—  pain    in     iliac     fossa 

from  ..         ..452 

—  from  piles  ..719 

—  l>olypus  . .         . .  719 
retention  of  urine  from  649 

—  strangury  from         . .  649 
suppurative    perito- 
nitis from   ..         ..47 

tenesmus  from      718,  719 

—  peri-ureteral,    from   cal- 

culus     307 

fistula  from    . .         . .  397 

—  peri-urethral,     fistuki 

from 397 

oedema     of     scrotum 

from  ..         ..697 

I  —  pain  in  scrotum  from  697 

scrotal  fistula  from  . .  621 

Abscess,  popilteal  . .        . .  692 
from  periostitis         . .  693 

—  postpharyngeal,  age  inci- 

dence of         198,  616,  647 

I cyanosis  from  ..  157 

dysphagia  from         . .  198 

dyspnoea  from        198,  010 

—  •    larynx   obstructed   by 

157,  418.  051 
I  —  menmgiiis     simulated 

'  by 590 

orthopncea  from       ..  418 

sore  throat  from    613,  010 

, from  spinal  caries     . .  647 

' spinal  caries  simulat- 
ing   616 

I  —  stertor  from  . .         . .  647 

stridor  from  . .         . .  051 

tenderness    of     spine 

from  ..      713,  714 

—  prostatic,  aching  in  peri- 

neum from     . .  . .  474 

acute  ascites  from    . .     47 

arthritis  from  . .   339 

from  calculus  . .  68 1 

felt  per  rectum      182.  620 

Abscess,  prostatic,  general 

account  of  ..581 

' from  gonorrhcBa        ..  4  71 

hematuria  from        . .  583 

—  increased  frequency  of 

micturition  from  . .  470 
after  instrumentation    620 

—  pain    on    micturition 

1  with  ..         ..182 

in  penis  from  409, 

470,  471,  473 

perineal  sinus  from  . .  620 

prostate  swollen  in    . .  182 

pyrexia  from  182,  470,  581 

pyuria  from    . .         . .  675 

rectal  examination    in 

diagnosing  470.  581,  587 

retention  of  urine  from 

182,  .396 

—  -  rigors  from   182,  581,  595 
rupture   into    bladder 

575,  581 

rectum        . .         . .   681 

uretlira       . .  . .  581 

suppurative    peritoni- 
tis from       ..         ..47 

tenderness  with         ..   182 

from  tuberculosis     . .  581 

urethral  discharge  from  020 

—  -  after    urethritis     182. 

470,  473,  681 

—  psoas,  ancpmia  with     . .     35 


Abs<xss,  pmaXy  contd. 

angular  curvature  with  673 

appendicitis  simulated 


by 


4*;i 

C76 


bursa  simulatini? 

Abscess,  psoas,  general  ac 

count  of  ■  -    364 

in  groin  . .  . .    ♦J*''^ 

hernia  simulated  by.  .    fteM* 

-  impulse  on    coug^hint? 

in       ..      674,  675,   6^^> 

-  lameness  from  . .    713 
lardaceous  disease  from  375 

-  -  leg  movements  with. .      6S 

-  limping  from  . .    363 

-  pain  in  iliac  fossa  from 

452,    454 
l^from      ..  ..713 

-  -  pointing  in  back         . .    713 
through  chest         .  .    169 

-  position  of  leg  with. .    364 
Pott*s  curvature  with   364 

-  pus  in  stools  from      . .    557 
pyuria  from  . .  . .    575 

-  -  reducible       674,  675,  680 
rupture   into   bladder 

575,  r>81,  5S2 

ureter         . .  . .   5S:f 

simulating  hip  disease  364 

-  spnial  caries  and    361, 

516,  5»-',  «iH4».  713 

-  swelling  in  iliac  lue^^a 

from  ..       582,  665 
inguinal  region  from  5S3 

-  ureteral  calculus  simu- 

lated by      . .  .  -    461 

-  pulmonary  (see  Atscess 

of  Lung) 

-  renal,  from  infarct         . .    576 

injury  . .  .  .    576 

kidney  enlarge<l   from  352 

leucocvtosis  with       .  .    SfiO 

normal  urine  with     .  .    577 

peritonitis  from  . .    592 

from  pyelonephritis.  .    576 

pyuria  from   ..  ..    575 

from  renal  ca  leu  las  - .    279 

-  retropharyngeal  (see 

Abscess,    Postpharvn- 
geal) 

-  at  root  of  nose,  from  fron- 

tal sinus  empyema    ..    181 

-  sacral,  felt  per  rectum. .    5S7 

-  sacro-iliac,    swelling     iti 

right  iliac  fossa  from       665 

-  spinal,  intei costal  neural- 

gia simulated  by  .  .    707 

in  pyjemia      ..       713.   714 

tendeniess     in     spine 

from  . .    714 

-  of  spleen,  acute  perito- 

nitis from  . .  . .    592 
excessive  rarity  of    . .    632 

-  subcutaneous,   gumma 

simulating  ..    403 

from  inflamed  gland. .    381 

leucooytostis  with       . .    36<> 

pain  in  the  back  from  42S 

in  pyemia      . .  . .    596 

-  subdiaphragmatic,  abdo- 

minal swelling  from  655 

adhesions  round         . .   367 

albumosuria  with      . .      16 

from  appendicitis 

103.  100,  451.  658 

-  -  bacillus  coli  in       65 1^  652 
bismuth  meal  in  dia- 
gnosing      . .  . .   532 

bronchiectasis  from . .   292 

bulging  epigastrium..  658 

from  carcinoma  of  sto- 
mach 

coin  sound  over 

diaphragm  raised  by 

from  duodenal  ulcer 

052, 
empyema  from      103. 


531 
451 

658 
451, 

058 
KV4, 

292 
705 
531, 


fibroid  lung  from 

—  foul  taste  from 

gas-containing      451 

532,  656.  652,  658 

from  gastric  ulcer  1<)3.  531 

451,  652,  658 

Abscess,  subiiapliniimatic 
oeneral  account  of  451,  S58 

heart  displaced  by  052,  059 
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Abscess,  subdiaphra{fm.^  contd. 

from  hepatic  abscess     451 

kidney  sepsis. .  . .  658 

leacocytosis  with  451,  «58 

liver  depressed  by    . .  367 

-  —  dullness      increased 

upwards  bj  . .  S67 

not  pushed  down  by  451 

from  liver  suppuration  658 

-  -  pain  In  chest  from    . .  658 

episrostrium  from . .  658 

hypocbondrinm  from 

450,  451 

-  -  physical  signs  of       . .  658 

pleurisy  from . .      451,  658 

simulated  by         . .  658 

-  -  pleuritic  effusion  from  659 

-  -  pneumonia  from       . .  870 

pneumothorax  from      531 

simulated  by  653,  658, 

«5I» 

-  -  pointing  through  chest  169 
pyopneumopcricar- 

dium  from  . .         . .  652 

-  -  pyrexia  with         451,  658 

-  -  resonance  orer  ..  451 

rigors  from    ..     695,  658 

rub  over        . .         . .  658 

-  -  ruptured  into  lung    . .  70.'> 

-  -  septic  look  with        . .  658 
shortness    of     breath 

from 658 

-  -  simulating?  empyema     103 
skodaic  resonance  with  61 1 

-  -  suocussion  in..      651,  65'J 

-  -  tenderness     of     spino 

from    ..         ..      713,  714 
umbilicus  inflnmed  with  656 

-  -  x-rays  in  diagnosing     451, 

532,  652,  658,  659 

-  submammary    . .         . .  686 
pain  from       . .  . .  429 

-  subphrenic  (see  Abscess, 

Subdiaphragmatic) 

-  temporosphenoidal,  noises 

in  the  hea<l  from       . .  406 

-  of  testis,  aching  at  exter- 

nal abdominal  ring  in  632 

-  from  chronic  torsion      622 

enlarged  prostate      . .  622 

in  fevers         . .         . .  622 

AbtCMS  of  tottlt,  QonMnl 

account  of  621,  822 

from    instrumentation  622 

orchitis  . .         . .  478 

pyrexia  from  . .         . .  622 

-  rigors  from     . .  . .  622 
spermatic  cord  thick- 
ened with  . .         . .  622 

-  -  t<«tis  enlarged  by    . .  622 
■  -  nicer  of  scrotum  from  622 

• from  urethritis  . .  622 

-  tonsillar  (see  Quinsy) 
Abtc8tt,tuberculous.  of  bono  669 
lipoma  simulated  by    667 

-  thyroid,  in  pycemia      . .  722 

-  umbilical,  in  tuberculous 

peritonitis      ..         ..  483 

-  urethral,  aching  in  peri- 

neum from     . .         . .  474 
Abscesses,  albumosuria  with  16 

-  metastatic,    in    pvosmia  596 

-  in  lungs,  in  pytpmia      ..596 

-  miliary,  in  newborn     ..  '557 

-  in  throat,  prolonged  py- 

rexia from      . .  . .  667 

'septicajTiia  from       ..  667 

Absentmindcdncjs  in  epi- 
lepsy  ..         ..  ..   1.16 

Absinthe,  comi  from       . .  118 

-  heart  irregular  from     . .  486 

-  palpitation  from       48-1,  486 

-  tremor  from       ..      724,  726 
Academy  headache  . .   296 
Acanthosis  iiisricans,    fin- 
gers alTprted  by        . .   240 

-  prurigo  and        . .  . .   489 
Acarus  w  ibiel,  burrows  on 

wrlsus  and  fingers      ..   540 

-  -  eosinophilia  rare  fro  n  219 

(and  spo  .Scabies) 
ACCENTUATION  of  heart- 
sounds  . .         . .       I 

-  pulmonary  second  sound, 

with  mitral  regurgita- 
tion       210 

reduplication  and  588 


Accessorius,  nerve  supply  498 
AccMontal  albuminuria   ..     15 

Accommodation,  defective, 
after  diphtheria        . .     64 

-  paralysis  of,  in  dissemin- 

ated sclerosis  . .  760 

-  pupil  constricted  in  . .  661 
ACCOUCHEUR'S  HAND  2 
Acetabulum,    bulged    into 

pelvis 349  j 

Acetanilide,  bulUe  from   . .     96  | 

-  cyanosis  from    . .         . .   157  ' 

-  methaamoglobiniu'ia  after  157 

-  polycythaamia  from      . .  533 

-  reducing    substances    in 

urine  after     . .         . .  167 
Acetate  of  cellulose,  in  aero- 
plane varnish  . .  334 

-  of  lead,  in  Cammidgc's 

re  iction  . .  . .  100 
test  for  cystin        ....   161 

-  sodium,  in  phenylhydra- 

zine  tcit  . .         . .  262 

-  zinc,  in  urobilin  test    . .  325 
.A.cetic  acid  (see  Acid,  Acetic) 
Aceto-ocotic  acid  (see  Acid, 

Diacetic) 
Acetone,  in  aeroplane  var- 
nish      334 

-  breath 264 

-  diabetes  . .         . .     261,  264 

Acetone,  toet  for  . .  3 

-  -  (Piitte  XXXIV)  ..  748 
ACETONURIA  3 

-  in  cyclical  vomiting  381,  765 

-  diabetes  mellitus  . .  636 

-  diaceturia  and  ..  ..  170 

-  relation  to  coma  . .  3 

Acetonuria,  varloue  cauioc 
of       4 

-  without  glycosuria       . .       4 

Achalazia 198 

Aches  and  pains,  blue  brain 

and 163  , 

Achillis-jerk    (see    Ankle- 
jerk) 
Aching  all  over,  in  Kirk- 
land's  disease            . .  616 
from    sorura    injec- 
tions     223 

-  in   back,   in   phosphitic 

diabetes  . .  523 

-  general  in  paralysis  agi- 

tans 725 

-  in  groin,  from  spermato- 

cele       481 

-  -  syphilitic  testis         . .  479 

-  kidnev,  from  carcinoma 

of  bladder      . .         . .  680 

-  loins  from  bacteriuria  . .     70 

from  movable  kidney  280 

o\aluria         . .         . .  281 

pyelonephritis  . .  676 

renal  calculus  . .  278 

new  growth  . .  278 

stone  in  kidney         . .  577 

tuberculous    kidnev 

279,  577 
ureteric  calculus       . .  578 

-  lumbar  region,  from 

spermatocele  . .  481 

syphilitic  testis     . .  479 

vesical  growth       . .  277 

-  lumbosacral  region,  from 

pvo'Hipinx      ..         ..  6J2 

-  perineum   (see   Pain    in 

the    Perineum) 

-  shoulder  (see  Pain  in  the 

Shoulder^ 

-  in  testicular  abscess    . .   622 

-  testis,  from  spermatocele  481 
Acholuric  juu;idice    324,    325. 

332,  383,  74  \ 

in  acute  yellow  atrophy  333 

in  cirrhosis     . .  . .  332 

Acholuric  Jaundice,  fanfih 
Hal  ..   332,  634 

-  -  iPlaif  XVII f)  ..  332 

spleen  enlarged  in      631 

from  septicaemia       . .  335 

Achontfroplath  (F'i7. 117)  237 
Achondroplasia,    qonoral 

account  of  (Fi7.  Hr.)  |87 
Achorlon  schonleinii,  favus 

due  to 216 

Achylin,  diarrhopa  from  .     172 

-  dyspe|)sia  from  ..  318 


Achiflta,  contd. 

-  gastric  contents  with  . .   319 

-  -  HCl  deOcient  in       . .  270 
Acid,    amido  -  oxybutyric, 

acetone  with  . .         . .       3 

-  acetic,  in  acetone  test  . .       3 
AcM,    acetic.    In    bollino 

test  for  albumin       4.  424 

carbonates     dissolved 

by 4 

in   clearing  up   phos- 
phates 4,  108,  183,  521, 574 

effervescence  of  urine 

with  ..         ..       4 

in  extracting  blood  . .     81 

gastric  contents        . .  320 

Hofmeister's  test     . .     16 

melanuria  test  . .   746 

nucleoproteid  precipi- 
tated by     . .         . .       4 

in  occult  blood  test  . .  171 

stool  examinations  . .   1 70 

urobilin  test  . .         . .  325 

-  l>enzoic,  erytliema  from  222 
glycuronlc  acid  from    261 

-  reduction     by     urine 

after  ..         ..261 

-  boric,  erythema  from  . .  222 

in  lavage  of  bladder.. 575 

urethral  irrigation    . .  581 

-  butyric,  in  gastric  con- 

tents    320 

-  carbolic,  bulla;  from     . .     97 

in  carbol-fuchsin       . .  641 

coma  from     . .         . .  118 

diozo  reaction  from. .  173 

erythema  from         . .  222 

ferric  chloride  reaction 

after  ..         ..170 

glycuronic  acid  from     261 

luematuria  from       . .  275 

hnmoglobinuria  from    284 

hypothermia  from    ..  311 

ochronosis  from    528,  746 

reduction     by     urine 

after  ..  ..261 

scales  from     . .         . .  602 

tinea  circinata  simu- 
lated by     . .         . .  223 

in  treating  pediculosis  746 

ulcers  . .  . .   746 

ulcus  serpens         . .   734 

Uffelmann's  test       . .  320 

urine  after     . .         . .  1 70 

in  vomit         . .  . .   766 

-  chromic,   hemoglobin- 

uria from       ..         ..  284 

-  chrysophanic,  alkali  test 

for 744 

pink  urine  from        . .   745 

-  -  in  rhubarb     . .     744,  746 

senna  . .         . .      744,  745 

yellow  urine  from     . .  744 

-  diacetic,  association  with 

acetone       . .  . .       3 

in  cyclical      vomiting 

384,  765 

-  -  diabetes         261,  264,  536 

-  -  test  for  ..         ..170 

{Plate  XXX  fV)    . .   718 

in  urine  . .         . .   170 

from  starvation     . .       4 

-  gallic,  black  urine  from    745 
thirst  from     . .         . .  720 

-  glycuronic,    fiial's    test 

for 261 

bismuth  salts  reduced 

bv 262 

Fehling's  solution  re- 
duced by    ..         ..261 

osazone  crystals  from  262 

phenylhydrazine  crys- 
tals from    . .         . .  100 
phloroglucin  test  for. .  261 

-  -  in  urine  after  drugs  . .  261 

-  hmmatin  spectrum  (Fig. 

34) 80 

-  hippuric,  Fehling's  solu- 

tion reduced  bv        . .  261 

-  homogentisic,   alkapton- 

uria and  . .  . .  746 
estimation    by    silver 

nitrate  ..  ..746 
reducing  power  of     . .   746 

-  hydrocldoric,    in    Bial'd 

test 261 

Cammidge's    reaction  100 


Acid,  hydrocldoric,  contd. 

carboluria  and  . .   747 

in  diazo- react  ion      . .   173 

gastric,  deficient  with 

carcinoma  of  stomach 
316,    436,    630,   653. 

766,  767 

in    gastrectasis  . .   766 

gastritis  . .         . .   766 

in  duodenal  ulcer  . .  451 

gastric  ulcer  and  . .   767 

Add,  hydrochloric  In  gas- 
tric Juice  270,  316,  31 «,  766 
Add,  hydrochloric  In  gas- 
tric Juice  tbience  of..    33 

iPUUe  XXX  V)  . .   750 

hsmatoporphyrin  and  744 

hsBmoglobinuria    from  284 

indican  and    . .  . .   745 

-  -  in  Perl's  test  . .         . .     24 
phloroglucin    test    for 

pentose  . .  . .  261 
tests  for  free  . .  . .  320 

-  hydroquinone-acetic,  al- 

kaptonuria and        . .  746 

-  indoxylglycuronic,    blue 

urine  from     . .         . .   747 

-  lactic,  in  gastric  contents  318, 

320,  766 

with  carcinonxn  of 

stomach       ..      316,  767 

-  -  test  for  . .  . .  320 
in  vaginal  secretion..  185 

-  methylsalicylic,    erythe- 

ma from         . .  . .  222 

Add.  nitric  albumin  tost 

with  4,  5 

albumose  ring  with   15,  16 

brown   ring   in    urine 

with 314 

-  -  bulla  from    . .         96,  97 

hflomoglobinuria    from  284 

indican  and    . .  5,  745 

melanuria  and  . .   745 

nucleoproteid  and      5,  424 

te^t  for  bile  pigme  it. .   743 

urea   decomposed    by       5 

-  oemic,    in    staining    fat  108 

-  oxalic,  anuria  from      . .     40 

from  vegetables        . .  424 

coma  from     ..         ..118 

Add,    oxalic    exogenous 
sources  of  ..424 

hiemoglobinuria    from  284 

hypothermia  from   ..  311 

nephritis  from  . .       9 

poisoning  by,  oxaluria 

after  ..  ..268 
strangury  from     649,  660 

-  oxybutyric,     association 

with  acetone  . .         . .       3 
in  diabetes     . .         . .  264 

-  phosphotungstic,     albu- 

mose test       ..         . .     16 

-  picric,  creatinin  and    . .  262 

lactose  and    . .         . .  262 

Add,  picric  test  for  sugar  262 

xanthopsia  from       . .   762 

yellow  skin  from       . .  529 

-  prussic.  in  vomit  . .   766 

-  pyrogollic,   hemoglobin- 

uria from        . .  . .  284 

-  salicylic,  purpura  from     553 

-  succinic,    leucocytosU 

from 360 

-  sulphanilic,  in  diazo  re- 

action ..         ..   173 

-  sulphuric,  in  bile  test  . .  744 

hiemoglobinuria    from  284 

in  Ziehl-Neelsen  stain- 
ing        641 

-  tannic,  thirst  from       . .  720 

-  tartaric,  in  inflating  nto- 

mach  ..         317,  318,  319 

-  uric  261 

in  birds  . .         . .   742 

calculus  and    . .  . .   742 

tlie  clinker  of  the  l)0<lv  712 

crystals      9  {Fig.  302)  741 

diminisbed,    in    acute 

yellow  atrophy  . .  383 
Fehling's  solution    rp- 

duceil  by    ..       261.  743 

in  fevers  . .         . .   742 

frequent       micturition 

and 742 

glycosuria  simulated  by  712 
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ACID,    URIC    —    AGE 


320 


523 

319 


170 


Aeid^  vric,  c&nUh 

Acid,  uric,  oout  and  741,  742 

gravel  due  to  . .  . .  74 1 

in  heart  disease  . .   742 

leukaemia        . .  . .  742 

life  insurance  and     . .   743  | 

oxalate  crystals  wiUi  424 

irom             ..  424, -742 

of  lime  and  . .  742 

in    pernicious  anamiia  742 

Acid,  urie,  sources  of  . .  742 

urethritis  and. .  . .  742 

Acid-iaei  bacilli     . .  . .  U4i 

Acidity,  Qtstrlc,  estimation 

AcMlty  of  normal  urine, 
oeneral  account  of   . . 

-  sense  of,  from  dyspepsia 

-  of  stool,  from  fermenta- 

Uon 

-  urine,  excessive,  frequent 

micturition  from       . .   742 

-  vaginal  secretion  . .   185 
Acidosis,  in  cyclical  vomit- 
ing      ..          ..      384,  765 

Acidosis,  general  account  of 

-  relation  of  hepatic  glyco- 

gen to 
Acids,  fatty,  bacillus  aero- 
genes  capsulatus  pro- 
ducing 

-  gangrene  from  . . 

-  haematemesis  from 

-  mineral,  cystin  dissolved 

by       .. 

dermatitis  from 

erythema  from 

-  strong,  sore  throat  from  613 

-  ulcerative  stomatitis  from  740 
Acne,  from  bromides       . .     98 

-  decalvans  ..         ..   710 

-  from  iodides      . .         . .     98 

-  papules  in  . .       487,  489 

-  rosacea  (see  Rosacea) 

-  septiccemia  from  . .  637 

-  tenderness  of  scalp  from  710 

-  vulgaris,  age  incidence  of  559 
comedones  in   241,   489, 

559,  50O,  563 

Acne  vuioaris,  ganeral  ac- 
count of  . .  489 

milium  in       . .  . .  489 

parts  affected  by  489,  560 

puberty  and  . .         . .  489 

-  -  pustiilea  in     489,  557,  559 
rosacea    distinguishod 

from  ..  ..241 

sebaceous  glands  and  489 

small-pox  simulated     562 

sycosis  simulating    . .  559 

syphilide  simulating      560 

xanthoma    simuiatiiig  73H 

Aconite,  bradypnoca  from    84 

-  ptyalism  from 
Acoumeter,  Polltzer's  (Fig. 

73)       .. 
Acromegaly,    amenorrhoeu 


3 


256 
255  I 
265  ' 

161 
755  , 
222 


542 


..   164 


Acromegaiy,  bone  chanpes 
in  . .      406,  f  85 

-  diabetes  insipidus  and . .  537 

-  enlarged  feet  in. .  . .  537 

fingers  in        . .  . .   Ill 

forehead  in    . .  . .  204 

hands  in         . .         . .  537 

and  feet  in  . .  204 

head  in  . .      352,  537 

jaw  in  . .  . .   204 

skull  processes  in      . .  237 

tongue  in       .,      237,  698 

-  facies  in  . .  . .  . .   352 

Acromegaly,  facies  of  {Fig. 

116) 237 

Acromegaly,    general    ac- 
count of  . .  237 

-  hemianopsia  in  . .  . .  302 

-  irritability  in      . .  . .   323 

-  noises  in  the  head  from  406 

-  pituitary  body  and       . .  409 

-  from    pituitary    tumour 

302,  537 

-  polyuria  in         . .      536,  537 

-  pulmonary    osteothro- 

pathy  simulating      . .   352 

-  teeth  wide  apart  in      . .   237 

-  type  car^e  . .  . .   237 

-  a"-rays  in  diagnosing     . .  537 


AcropariBSthesia,  general 
account  of  ..  444 

Actinomyces,  lung  affected 

by       290 

-  occupation  and . .         . .  645 

-  (Plate  XXVIII)  ..614 

-  in  sputum  . .  . .  645 
Actinomycosis  of  appendix  677 

-  black  granules  in  ..  677 

-  bleeding  gum  from  . .  72 
Actinomycosis   of   c»cum 

458,  677 

appendicitis  simulated  458 

carcinoma     simulated 

by 468 

laparotomy  for         . .  458 

pain  in  iliac  fossa  from  454 

swelling  in  iliac  fossa 

from  ..  ..  677 

-  chest  wall  affected  by  . .  458 

-  from  cotton       . .  . .     74 

-  liaomoptysis  from  . .  287 
Actinomycosis  Of  Jaw  ..  683 
Actinomycosis  of  ]aw, 

gum,  cheek    . .        . .    74 

-  -  {Plate  AX  A)  ..158 
Actinomycosis  of  liver  375,  458 

-  madura  foot  simulating  736 

-  microscope  in  diagnosing 
74,  458 


-  mycelium  in 

-  parts  affected  by 

-  pleura  affected  by 

-  potassium  iodide  for 

-  ray  fungi  in 

-  sinuses  in  neck  from 

-  of  spine  . 

-  from  straw 


683 
7.16 
458 
458 
458 
683 
713,  714 
..  74 


streptothrix  in  . .         . .  677 

-  sulphur  coloured  granules 

in        375 

-  tongue  swollen  from     . .  698 

-  yellow  granules  in    677,  683 

-  ulceration  of  cheek  from  458 
jaw  from        . .  . .  458 

-  vaccine  treatment        . .  458 
Acute  anterior  poliomyeli- 
tis (see  Poliomyelitis) 

-  cerebellar  ataxia  . .     58 

-  conjunctivitis  {Plate  Xl}  230 

-  fevers  (see  Fevers) 

-  inflammations  of  the  eye 

{Plates  XI.  XII)  230,  232 

-  iritis  {Plate  XI)  . .   230 

-  rheumatism  (see  Rheum- 

atism, Acute) 

-  rheumatoid  arthritis  (see 

Arthritis,  Rbeuma  toid) 

-  yellow  atrophy,  in  aero- 

plane varnishers       . .   334 

age  incidence  of    . .  273 

albumosuria  with . .     16 

bleeding  gums  in  . .     72 

catarrhal     jaundice 

simulated  by     . .  273 
from  chloride  of  sul- 
phur       ..         ..334 

delirium  in  . .   273 

from  dinitrobenzenc  334 

drowsiness  in        ..  273 

epistaxis  in  . .  273 

fright  and  . .  . .  273 

Acute  yellow  atrophy,  gen- 
eral account  of     273,  333 

hcBmatemesis  in  265,  273 

from  high  explosives  334 

hyperpyrexia  from     309 

jaundice  in  273,  325,  764 

leucin  in     . .      273,  765 

liver  dullness  dimi- 
nished in       273,  366 
loss  of  appetite  in. .  273 

-  -  -  malaise  in  . .  . .  273 

mcliena  in  . .  . .  273 

nausea  in  . .  . .  273 

phosphorus   poison- 
ing simulating. .   336 

pregnancy  and      . .  273 

purpura  in  . .  . .  273 

restlessness  in       . .  273 

in  nibber  workers. .  334 

-  -  sex  incidence  of     . .  273 
sordes  in     . .  . .     72 

-  -  -  from    tetrachloro- 

thane        ..  ..334 

tongue  dr3'  and 

brown  ui  . .  ..273 


Acute  yelloic  atrophy,  conld. 

from     trinitrotoluol  334 

tyrosin  in   . .      273,  765 

urea  in        . .  . .  273 

vomiting  In        273,  704 

yellow   fever  simu- 
lating       ..          ..336 
Adamson,  on  bullous  im- 
petigo   401 

-  pemphigus    neonatorum  401 

-  seborrhceic  dermatitis  of 

infancy  . .         . .  401 

Adder  bite,  general  account 
of       337 

Addison's  anaamia  (see  Per- 
nicious Ansmia) 

-  disease,  amenorrhoea  in     18 

-  -  asthenia  in  33, 526, 765, 770 

cachexia  simulating      527 

coma  in         . .         ..117 

diarrbosa  with  . .  172 

eosinophilia  in         . .  219 

fainting  in      . .         . .  526 

gastric  attacks  in     . .   770 

headache  from         . .  296 

hypothermia  in         . .  311 

-  loss  of  weight  in      . .   770 

-  low  blood-pressure  in 

33,  82,  626,  752,  765,  770 

-  negro  blood  simulating  526 
pernicious         anmmia 

simulating       {Plate 
XXII)         ..         ..528 

pigmentation    in    82, 

526,  765,  770 

of  the  mouth  in  33, 

628,  770 

-  -  {Plate  XXI)  . .         . .  526 
simulated  by  amyloid 

disease      . .      '  . .     527 

effects  of  arsenic  . .     64 

in  Graves's  disease  722 

pernicious  anaamia    526 

syphilis       . .  . .  527 

-  syncope  in     . .       33,  770 

tuberculin  reactions  in     34 

vertigo  from  . .        . .  752 

vomiting  in 

33,  526,  764,  765 
Adductor     brevis,     nerve 

supply  of       . .         . .  498 

-  longus,  nerve  supply  of  498 
ossification  of  tendon  of  693 

-  magnus,  nerve  supply  of  498 

-  obliquus  hallucis,  nerve 

supply  of  . .  . .  498 
pollicis,  nerve  supply  of  504 

-  transversus         hallucis, 

nerve  supply  of       . .  498 

-  pollicis,n6rve8upply  of  504 
Adductores  femoris,  nerve 

supply  of  . .  . .  499 
Adenin,  uric  acid  from  . .  742 
Adenitis,  cervical,  epidemic, 

general  account  of  . .  616 
sore  throat  in       . .  613 

-  from  scarlet  fever       . .  227 

-  suppurative        . .         . .  379 
Adenoides  cjrsticum,  skin 

tumours  from  . .   732 

Adenoids,  anosmia  from  . .  612 

-  in  children        . .         . .  615 

-  earache  from     . .         . .  202 

-  epistaxis  from  ..      22(t,  221 

-  headache  from  . .         . .  294 

-  from  hypertrophic  rhitx- 

itis 179 

-  insomnia  from  . .         . .  321 

-  large  tonsils  with        . .  615 

-  nightmare  and  . .         . .  402 

-  otitis  media  from         . .  202 

-  paralysis  of  palate  after 

removal  of     . .  . .  589 

-  removal  of ,  enuresis  cured 

by       218 

-  sniffing  tic  from  . .  136 

-  snoring  due  to  . ,  . .  613 

-  sore  throat  with  . .  613 

-  stertor  from      . .         . .  647 

-  taste  impairment  from. .  706 

loss  from       . .         . .  705 

Adenoma   of   liver,   simu- 
lating hydatid  . .   374 

-  prostate   (see    Prostate, 

Enlarged) 
Adenoma  of  rectum       ..718 
tenesmus  from         . .   718 


Adenonia.  cvntd. 

-  thyroidgland,goitre  from  721 

hflsmorrhagc  into  .  .   721 

malignant     diseajse 

simulated  by      .  -    721 
Adherent  pericardium  (see 
Pericardium,  Adhereat> 
Adhesions,  appendicular. .   13*> 

dysmenorrhcea  from. .   457 

pain  in  iliac  foesa  from 

454,  457 
operation  in  diagnosing?  4.W 

-  from  caseous  mesenteric 

glands..         ..  ..    1311 

-  constipation  from         . .    12«> 

-  from  gall-stones        254,  32n 

-  iritic        ..         ..       &5I,  733 

-  pelvic,  dyspareunia  from  19S 
intestinal   obstruction 

by    ..         ..       130,  4.>i* 

pain  from      . .  . .  467 

rectal  examination  for  IJo 

from  salpingo-oophcHl- 

tis 10.^ 

vaginismus  from       . .   193 

-  perigastric,     epigastric 

pain  from      . .  . .   437 

-  peritoneal  from  appendi- 

citis      13') 

bile-duct    obstruction 

by    . .         . .  . .  525 

from    caseous   mesen- 
teric glands  . .   13»' 

encysted  ascites  from  657 

intestinal   obstruction 

from  130,  388,  45? 

jaundice  from  . .   325 

from  tuberculous  peri- 
tonitis        ..  ..  12 J 

-  pleural,  apical  pyopneu- 

mothorax from         . .  G52 

from  empyema         . .  532 

pain  in  back  from    . .  716 

chest  from. .  . .  iZt 

partial  pneumothorax 

due  to        . .  . .  531 

-  -  in  phthisis     . .      432,  532 
tenderness  from        . .  70;? 

-  plcuro-pericardial  . .     54 

-  pyloric    . .         ..  . .  17t 

-  round  subdiaphragmatic 

abscess       . .  . .  367 

-  in  shoulder-joint  . .  .W6 

-  from  tuberculous  perito- 

nitis ..  ..ISO 

Adiposis  dolorosa,  age  inci- 
dence of        . .  . .  431 

alcohol  and    . .  . .  431 

fat  deposits  in  . .  431 

Adiposis  dolorosa,  general 
account  of  . .  410 

obesity  in      . .  . .  40!f 

pain  in  arm  from     . .  44S 

chest  from  . .  431 

sex  incidence  of       . .  431 

AdolesGence.  album  Inuiia  Of  15 
Adrenalin,  asthma  relieved 
by 535 

-  in  irrigating  bladder    . .  277 

-  as  vesical  styptic  . .  58!) 
.£gophony     over    pleural 

effusion  ..  ..29? 

-  with  pleuritic  effusion  - .  165 
Aerophagy 246 

-  age  and  sex  incidence  of  2*> 

-  borborygmi  with  . .     82 

-  flatus  'from        . .  . .  246 

-  indicated     by     rapidly 

repeated  eructations     245 

-  indigestion  simulated  by  316 

-  from  sense  of  fullness  . .  245 

-  x-rays  in  diagnosing  . .  215 
.Aeroplane  varnishers,  acute 

yellow  atrophy  in  . .  334 
^Estivo-autumnal  malaria  31 
Africa,  Eala-azar  in         . .  633 

-  South,  bilharaia  in  . .  28i 
Mediterranean  fever  in  566 

-  West  Ck>ast  of,  malaria  on  31 
After-pains  . .  . .  46S 
Agar-agar,  for  greedy  colon  123 
Age,    accentuated     aortic 

second  sound  with    . .      1 

-  atrophy  of  testis  in     . .     6«j 

-  baldness  in  old  . .  . .     71 

-  blood -pressure     changes 

with 81 
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ye,    Contd. 

Age 

— 

bradypna?a  from 

85 

— 

conf<tipation  from 

123 



_ 

dementia  from  .. 

19 

Age 

— 

effect  on  plantar  reflex 

69 

- 

-  pulmonary  second  sound    1 

— 

— 

and  functional  albumin- 

uria    . . 

15 

_  - 

_ 

bearing  variations  with 

165 

—  - 

_ 

livpoplusia  of  bowel  from 

123 

-  _ 

Age  incidence  o:  acne  -189, 

559 

— 

— 

rosacea        . .      ii42, 

489 

-  — 

- 

-  of  acroparsBsthesia    . . 

441 

Aoe 

— 

-  acute  encephalitis    . . 

120 

— 

j»ancreatiti8 

131 

-  _ 

_ 

rheumatoid  arthritis 

342 

- 

yellow  atrophy  273, 

333 

— 

-  adiposis  doloros\ 

431 

- 

-  aerophagy 

240 

- 

-  aneurysm        ..      190, 

437 

— 

— 

-  angioma 

371 

— 

-  anorexia  nervosa 

770 

-  - 

— 

-  aortic  disease  14,  93, 

-  - 

209, 

210 

-  - 

— 

-  apoplexy 

147 

-  - 

— 

-  asthenic  dyspepsia  . . 

319 

— 

-  bacteriuria     . . 

69 

- 

-  bath  pruritus 

540 

— 

— 

-  bronchopneumonia   . . 

289 

- 

-  bulbar  paralysis 

589 

— 

-  carcinoma  of  bladder 

-  - 

472, 

580 

— 

breast 

687 

— 

— 

-  -  coli  . .         126,  130, 

172 

_  _ 

- 

OESophagus..      195, 

380 

— 

- 

rectum         79,  129, 

585 

- 

stomach      269,  316, 

053 

_  _ 

- 

testis 

696 

-  - 

- 

thyroid  gland 

721 

— 

- 

tongue 

738 

— 

— 

-  caseous         bronchial 

— 

glands 

385 

_  _ 

- 

-  catarrhal  jaundice    . . 

329 

— 

— 

-  cerebral   embolism 

-  _ 

119,  133, 

147 

_  _ 

- 

haemorrhage 

_  _ 

84,  119,  147, 

303 

-  - 

- 

thrombosis. . 

133 

- 

-  Cheyne-Stokes  breath- 

— 

ing  

107 

_  _ 

- 

-  chorea . . 

133 

_  _ 

_ 

-  chloroma 

556 

_  _ 

- 

-  cJilorosis 

36 

_  _ 

_ 

-  chronic     mediastinitis  435 

_  _ 

- 

nephritis     . . 

10 

_  _ 

- 

-  cirrhosis 

371 

-  - 

- 

-  cofliac  disease 

171 

_  _ 

- 

-  congetutal     syphilitic 

— 

deafness 

166 

- 

-  cough  . . 

149 

— 

99  ' 
..  261 
..  132 
125,  130  I 
. .  453 
..  696  I 
..  132 

93  I 

742 

221 


—  cystic  epididymis     . .  607 
kidneys       . .  . .     12 

—  dermatitis     herpeti-  | 

formis 

diabetes  melUtus 

diplegia 

diverticula  coli 

—  diverticulitis  . . 

—  embryoma  testis 
encephalitis    . . 

—  endocarditis  , . 

—  enlarged  prostate 

8,  281,  394,  396, 

—  -  epistaxis 

—  epithelioma  of  bladder  281 
penis  . .  . .   619 

—  erythema  nodosum  . .  404 

—  erythromelalgia         . .  441 

—  familial  acholuric  jaun- 

dice  332 

—  fibro-adenoma  of 

brea^st         . .  . .  687 

—  filariasis  . .  . .   109 

fra;;ilitas  ossium       . .   242     

—  Friedreich's  ataxy  

60,  113,  140,  513    Age 

—  functional  albuminuria    15 
liiccough     . .  . .   307 

—  funeating  endocarditis  304 

—  -  gall-stone       116,  316,  328     -  - 

—  ga«tralgla       . .  . .  437 

—  -  gastric  ulcer  . .        30,  268 

—  -  gastrostaxis    . .  . .   266 

—  glaucoma        . .  . .   232 

—  -  tjout 344 

—  Graves's  disease       . .   722 

—  hematuria     . .  . .   277 


:  incidence^  contd. 
Uanot's  cirrhosis      . .  372 
heart  disease..         ..     14 
I  IncMenoo  of  hsmiplMla 

303,  304 
Henoch's   purpura 

76,  343,  556 
hepatoptosis  . .  . .  368 
Hirschsprung's  disease  130 
Huntitigdon's  chorea  134 
hypersthenic  dyspepsia  319 
impacted  fseces  . .  1 72 
I  incidenct  of  Insomnia 

321,  322 
intermittent  olaudicu- 
tion..         306,  440,  441 

-  hydrarthrosis  . .  349 
intestinal  obstruction 

129,  130 
intussusception 

78,  585,  678,  717 
kraurosis  vulvie  . .  701 
lateral  sclerosis  . .  140 
leukoplakia  vulvaa  . .  701 
lichen  scrofulosorum  488 
lupus  179,  402.  735,  738 
■  erythematosus  . .  710 
lymphatic  leukssmia  25 
macular  choroiditis  . .  416 
malignant  peritonitis  49 
meningococcal  menin- 
gitis  304 

menstruation . .  . .  17 
mitral  stenosis  . .  96 
myocardial  affections 

14,  53,  90 
myopathies  . .  . .  60 
myxoedema    . .  . .  414 

nightmares  . .  . .  402 
noises  in  the  head  . .  407 
osteitis  deformans  . .  670 
oxaluria  . .  . .  424 

oxyuris  vermicnlaris  520 
Paget's  disease  . .  730 
papilloma  recti  . .  79 
parenchymatous  goitre  721 
paroxysmal  hemo- 
globinuria . .  . .  284 
pcliosis  rheumatica  . .  556 
perl«iche  . .  . .  366 

pernicious  anremia  ..  21 
phantom  tumour  ..  691 
pneumococcal  arthritis  3 10 
poliomyelitis  acuta  . .     01 

-  chronica  . .  . .  140 
polycystic  kidney  . .  280 
post-hemiplegic  chorea  134 
postpharyngeal       ab- 

is  198,  616,  647 

primary  athetosis  . .  132 
progressive    muscular 

atrophy      . .          . .     61 
pseudo-bulbar  paraly- 
sis     589 

pscudo-leuktemia  . .  37 
pupil  sizes      . .  . .  551 

pyometra       . .  . .   1 86 

Raynaud's  disease  ..  441 
rectal  polypi  . .  . .  78 
renal  calculus  . .     40 

rhabdomyoma  . .  350 


rheumatic  nodules  338,  405 


242 


pleurisy 
-  purpura 
rhinoscleroma 
rickets  154 

Rledel's  lobe. . 
retrobulbar  neuritis 
rodent  ulcer  179. 

Rose  Bradford  kidneys 


sarcoma  of  breast  . .  687 

-  testis  ..  ..696 
scrofula  . .  . .  735 
scrofulodermia  . .  559 
scurvy  rickets  . .  670 

Incidence    of    sleep 
requirements  . .        . .  320 

spasmophilia  . .  . .  420 
8|)lnal  carles  . .  . .   713 

splenoraegalic  cirrhosis 

332,  633 
spondylitis  deformans  715 
Stokes- Adams  disease  146 
syphilitic  aortic  disease  210 

-  pseudoparalysis     . .  348 
tetany . .         . .  ..151 

tic  douloureux  ..   447 


Age  incidence,  contd. 

Tooth's  peroneal  palsy 

tropical  abscess 

tuberculosis   .. 

tuberculous  bladder 

282,  397, 

dactylitis    . . 

glands 

kidney 

joints 

meningitis  . . 

peritonitis  . .        48, 

tongue 

umbilical  hernia 

undue  abdominal 

aortic  pulsation    . . 

urethral  calculus 

urticaria 

vesical  calculus 

Weil's  disease 

-  old,  insomnia  from 

nocturnal  mania  from 

oedema  of  legs  from 

411, 

pupils  small  in 

sterility  from 

tremor  in 

ulcer  of  1^  from 

varieties    of    Hright's 

disease  in  . . 
weight,  loss  in 

-  rise    of    blood  -  pressure 

with 

Aoeustia 

Agglutination  test,  in  dia- 
gnosing paratyphoid 

dysentery 

for  Gaertner's  bacillus 

in  Mediterranean  fever 

paratyphoid  (and  see 

Widal's  Test) 

Agraphia 

A  true  (see  Malaria) 
Ague-cake  spleen  . . 
Air,     bad.     shortness     of 

breatli  from  . . 
Air-cells,   ethmoidal,   etc., 

(see  Sinus,  Ethmoidal, 

etc.) 
Air -hunger,      bradypncea 

witli 

-  in  diabetes 

Airmen,  noises  in  head  in 
Alr-swallowino   (see  Aero- 
phagy) 
Albinism,  distinction  from 
Icucodermia   . . 

-  hemeralopia  from 

-  nystagmus  from 
Albumin  in  ascitic  fluid    48 
Albumin,  boiling  test  for. 

precautions  In 

-  in  cerebrospinal  fluid  . . 

-  ear  dischari?e     . . 

-  and     globulin,     relative 

proportions  In  urine  . . 

-  in  liquor  cotunnii 

-  phosphates  mistaken  for 

-  ill  pleuritic  fluid 

-  sputum 

Albumin,  tests  for. . 
ALBUMINURIA    .. 

-  from   abdominal   aneur- 

ysm    . . 

-  in  acute  nephritis       42, 
rheumatism   . . 

-  of  adolescence   . . 

-  albumose  with  . .         16, 

-  from  alcoholism 

-  in  angioneurotic  oedema 

-  ankylostomiasis 

-  arsenical  poisoning 

arteriosclerosis  1 ,  406, 

-  from  ascites 
Albuminuria  of  athletes  .. 

-  from  bacilluria  . . 

-  bacteriuria 

-  blistering 

-  In  blood  diseases 

-  from        bothrioccphalus 

latus    . . 

-  bronchopneumonia 

-  Bright's  disea,se  55,  105, 

-  burns  or  scalds  . . 
Albuminuria  In  cachexias 

-  cachexia  with    . . 

-  efl!ect  of  calcium  salts  on 


Albuminuria,  contd. 

60 

-  from  cantharldcs 

14 

309 

-  carcinoma  coli  . . 

364 

355 

of  kidney 

750 

rectum 

7 

471 

-  cancerous  cachexia 

13 

008 

-  cerebral  htomorrhage  and 

380 

84,  119,  303, 

515 

279 

-  in  cholera 

13 

347 

-  chlorosis 

37 

590 

-  from  chronic  ascending 

483 

nephritis 

8 

740 

-  in  chronic  nephritis    76, 

191, 

483 

212,  274,  298, 

408 

peritonitis 

47 

513 

-  chyluria  with     . . 

109 

283 

-  from  cirrhosis    . . 

13 

489 

-  cold  and 

15 

471 

-  from  coli  bacilluria  465, 

530 

330 

-  con\  ulsions  and . . 

144 

322 

-  from  corrosives.. 

268 

322 

-  cyclic 

Albuminuria   from    cystic 

15 

415 

kidneys         . .       12, 

.-37 

551 

-  from  cystitis 

578 

046 

-  in  diabetes 

J3 

724 

-diphtheria          ..         13 

,  14 

737 

-  dysentery 

13 

-  eclampsia 

146 

6 

-  after  eggs 

15 

770 

15 

-  from  emphysema 

217 

1 

-  with  empyema  . . 

13 

705 

-  from  enlarged  prostate  8 

,  13 

-  in  epilepsy 

144 

665 

-  erysipelas 

13 

172 

-  essential 

15 

554 

-  in  exophthalmic  goitre. . 

13 

666 

Albuminuria,  febrile,  gen- 

eral account  . . 

13 

637 

-  from  fibroid  lung 

14 

626 

-  follicular  tonsillitis 

13 

89 


529 
763 
407 
,  50 

424 

305 
421 

4 
421 
524 
102 
644 
4 
4 

7 

281 
13 
15 

,  16 
13 
13 
13 
13 

537 
13 
15 

770 

70 

14 

7 

13 
13 
412 
13 
13 
99 
15 


-  functional  . .         . .     15 
Albuminuria,  functional  . .  537 

-  I 'I  f  ungating  endocarditis      7 

-  German  measles  . .     13 

-  and    glycostiria,    asso<*i- 

ated 12 

-  from  gonorrhoea  ..     13 

-  from  granular  kidney  1 .  406 
Albuminuria    from    heart 

failure  . .  14,  63.  65 

-  hiccough  with  . .         . .  308 

-  with  high  blood-pressure 

212,  406,  485 

-  In  Hodgkin's  disease    . .     13 

-  influenza  . .  . .     13 

-  intermittent       ..  ..15 

-  in  Eirkland's  disease    . .  616 
Albuminuria  In  lardaceous 

disease     7,  8.  35,  537,  636 

-  laryngeal  paralysis  with  495 

-  and  life  Insurance         . .     15 

-  with  liver  abscess         . .  370 

-  in  lymphadenoma        . .     13 

-  malaria   ..         ..  13,31,273 

-  measles  . .  . .         . .     13 

-  from  meningitis  . .     13 

-  in  raercnrialism  . .     13 

-  microscopic  examination 

essential  in     . .  . .       5 

-  from  mitral  regurgitation 

210,  211 

-  movable  kidney  . .  460 

-  with    myocardial    affec- 

tions   ..         ..         ..14 

-  in  mvxoedema  ..       5S,  414 

-  nephritis..  10.  Iti9,  420 

-  from  new  growth  of  kid- 

ney     . .         . .  . .       7 

-  after  nocturnal  emission     15 

-  noises  in  the  head  with . .  406 

-  nucleoproteid  fallacy  in 

testing  for      ..         ..424 

-  witli  oedema  of  legs      ..  412 

-  orthostatic         . .         . .     15 

-  orthotic 15 

-  from  ovarian  cyst  7,  13 

-  pale  granular  kidney    . .  537 

-  parasites  . .  . .     13 

-  with  paroxysmal  hoBmo- 

globinuria      . .         . .  285 

-  from  pelvic  tumour      . .       7 

-  in  pemphigus     ..  ..     13 

-  pernicious  anjemia        . .     13 

-  phosphorus  poisoning  . .     13 

-  phthisis  . .         . .  . .     13 
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Albuminuria,  contd. 

AllHiminuria,  physiolooical 

15.  537 

-  pleural  elTusion  and      . .   104 

-  from  plambism  ..     34 

-  ID  pneiunonia     ..         13,  14 

-  polycystic  disease        . .  357 

-  from  portal  obstruction  272 

-  postural  . .         . .         . .     16 

-  in  pregnancy     . .  9,  13 

-  of  puberty  . .         ..15 

-  from  pyelitis      . .      570,  578 

-  pyelonephritis   . .         . .  578 

-  in  pyuria  . .  . .  570 

-  with  raised   blood-pres- 

sure    . .         . .         . .       1 

-  in  Raynaud's  disease   . .     13 

-  from  red  granular  kidney  537 

-  renal  calculus    . .         . .       7 

infarct  . .  7,  8 

new  growth   . .         . .       7 

-  -  thrombosis     . .         7,  749 

-  tumour  . .         . .     51 

-  rosaniline  in  treating  . .  744 
Albaminuria  of  rowing  men  15 
AlkiimlnurU     in     scarlet 

13 


-  scarlet  fever  14,  224,  227,  CI 7 

-  secondary  syphilis        ..   334 
Albumlnarii     In     levere 

tnamla  ..13 

-  slight  when  due  to  blood     12 
pus 12 

from  snake-bite..  ..  413 

-  with  sore  throat  . .     14 

-  in  splenic  anaemia  . .     13 

-  from  stricture    . .  . .     13 

-  sugar  testing  and  . .  261 

-  in  syphilis          . .  . .     13 

-  tube  casts  and   . .  . .   537 
Albuminuria     with  tube 

casts    and    no    pus, 
causes  of  . .  6, 7 

in  tuberculosis  . .         . .     13 

-  from  tuberculous  kidney 

7,  279,  577 

-  in  typhoid  fever  13 

-  with  unemia     85,  14«,.315, 

417,  594 

Albuminuria,  uterine  causes    8 

-  from  uterine  fibromyoma       7 
Albuminuria,  various  causes 

ofsiloht  ..13 

-  in  variola  . .  ..13 

-  T— omotor  neuroses  13 

-  from  yeimcKfaJ  obstruc- 

tion       760 

thrombosis         7,  13,  85 

-  in  Weil's  disease  . .     13 

-  yellow  fever       13,  273,  336 
Albuminuric   retinitis  (see 

Retinitis,  Albuminuric) 
Albumose,  association  with 
albumin         . .         . .     15 

-  deutero- 16 

-  mistaken  for  albumin  . .     16 

-  tests  f or  . .         . .         . .       5 

Albumose,  tests  for         15,  16 
ALBUMOSURIA   ..         ..15 

-  in  acute  rheumatism    . .     16 

-  with  albuminuria  ..     16 

-  Rence-Jones's    . .         . .       4 
Albumosuria,  Bonce-Jones's, 

oenoral  account  of    ..     16 
Albumosuria,  various  causes 

of       16 

Alcohol     (and    see    Alco- 
holism). 
Alcohol,  absolute,  In  treat- 
ing dendritic  ulcer    . . 

-  acne  rosacea  from 

-  acute  gastritis  from 

-  aoroparipsthesia  and     . . 

-  amblyopia  from 

-  aneurysm  and    . . 

-  loss  of  appetite  from 

-  in  bile  test 
Alcohol,  body  weloht  and 


734 
..  726 
..  267 
..  444 
..  759 
..  196 
43,  51 
..  744 
.   .      .770 

-  bradypnoea  from  . .     84 

-  catarrh  of  small  intestine 

from    . .  . .  . .   1 72 

-  central  scotoma  from  . .   7G0 

-  cirrhosis  from      51.  266, 

272.  332,  370,  5.'>5 

■  colour  blindness  from  759,760 

■  coma  from  85    118.  144,  310 
congestion  of  liver  from    ."69 


Alcohol,  conta. 

-  contractures  from 

-  convulsions    from    144, 

145. 
-cramps  from      ..  51, 

-  deafness  from    . . 

-  dehydration  with 

-  delirium  from    . .      169, 

-  Dercum's   disease    from 

410,  431, 

-  diarrhoea  from  . . 

-  dyspepsia  from  . . 

-  emaciation  from 

-  erythema  from  . . 

-  fatty  liver  from . . 

-  furred  tongue  from       43, 

-  gastritis  from    . .       43, 

-  in  hflsmatoporphjrrin  test 

-  headache  from  . . 

-  heart  irregulu*  from     . . 

-  hiccough  from   . . 

-  hypothermia  from  . 

-  in  indican  test   . . 

-  infantilism  from 

-  insomnia  from  . . 

-  jumpiness  from. . 

-  leucopenia  from 

-  liver  lobe  dwarfed  by  . . 

-  medulla    oblongata    de- 

generation from 

-  mental        deterioration 

from    . . 

-  moral  deterioration  from 

-  morning    sickness    from 

51, 

-  musculM*  twitching  from 

-  myocardial  change  from 

-  nervousness  from 

-  neuritis  from     . . 

-  noises  in  ears  and 

-  oedema  from 

-  pain  in  the  limbs  from  66, 

-  palpitation  from       484, 

-  panesthesia  from 
Alcoliol,  peripheral  neuritis 

from  56,  61,  66,  lis, 

256,    443,    465,    505, 

555, 

-  polyuria  from    . . 

-  priapism  from    . . 

-  pupils  dilated  and  fixed 

from    . . 

-  restlessness  from 

-  retention  of  urine  and   . . 

-  rosacea  from       51,  241, 

-  tachycardia  from      703, 

-  tremor  from      146,  233, 

724, 

-  «fteot  <m  urethritis 

-  venous  stigmata  from . . 

-  vertigo  from 

-  in  vomit 

-  vomiting  from  . . 

-  weakness  from  . . 
Alcoholic   heart  primary, 

symptoms  of  (and  see 
Heart,  Primary  Alco- 
holic) . .  . .  14,  46, 

Alcoholism  (and  see  Alco- 
hol). 

Alcoholism,  albuminuria 
from 

-  acute,  Babinski's  sign  in 

congestion  of  liver  from 

pancreatitis  and 

-  amenorrhoca  from 

-  aneurysm  from  . . 

-  aortic  disease  from    209, 

-  ataxy  from 

-  brachial  neuralgia  and . . 

-  chronic,  bottle  nose  from 
distended       umbilical 

veins  from      . . 

epistaxis  from 

Alcoholism,  chronic  gsnerai 

account  of  51, 

inco-ordination     from 

liver  large  from 

memory  illusions  in . . 

nausea  from  . . 

paramnesia  in 

piles  from 

sensory  perversion   in 

telangiectases    from . . 

tremor  of  tongue  Irom 

-  colic  from 

-  congenital   diplegia   and 


'  Alcoholism^  contd. 
140     -  diabetes  simulated  by.. 
-  disseminated       sclerosis 


116 

si!nuiating 

51/ 

,  66 

-  fatty  heart  from       210, 

212 

166 

-  fibroid  heart  from 

210 

391 

-  flushing  from     . . 

241 

170 

US 

-  gangrene  of  lung  in      . . 

259 

732 

-  glycosuria  from          85, 

264 

172 

-  heart  changes  from  58, 

319 

54,  306,  210, 

214 

66 

-  heat  stroke  simulating. . 

310 

222 

-  hippus  in 

552 

376 

-  insomnia  from  . . 

322 

,  51 

-  irritability  from 

323 

317 

Alcoholism,      Korsal(Ow*s 

744 

syntfrome  from       20, 

465 

295 

-  memory  defects  from  . . 

20 

486 

Alcoholism,   mental   sym- 

307 

ptoms  from 

465 

311 

-  mitral  regurgitation  from  214 

745 

-  myocardial  affection  from    14 

189 

726 

726 

-  pachymeningitis  from.. 

516 

726 

-  pancreatitis  with 

100 

^Gl 

3G6 

mulating 
-  pupil  not  reacting  to  cosi- 

310 

197 

vergence  in    . . 

.-iSl 

-  purpura  from    . .     553, 

555 

726 

-  rubicund        complexion 

726 

from 

35 

-  from  secret  drinking    . . 

555 

267 

-  speech  loss  from 

623 

726 

704 

lesions 

58 

726 

-  stertor  from 

647 

140 

-  temperature  low  in 

310 

723 

-  tricuspid  regurgitation 

412 

from 

214 

460 

-  vacant  facies  of . . 

233 

486 

AKixia,  general  account  of  625 

726 

Algidity  in  malaria 

30 

Alimentary  albumosuria.. 

16 

Alkali,  alkapton  and 

746 

-  test     for     chrysophanic 

770 

acid 

744 

534 

santonin 

744 

538 

uroerythrin     . . 

743 

Alkalies,  an»mia  from 

99 

170 

-  appendicular    dyspepsia 

726 

relieved  bv     . . 

316 

395 

-  bad  health  from 

99 

726 

99 

704 

-  dermatitis  from . . 

755 

-  in  diabet€s 

118 

726 

-  emaciation  from 

99 

184 

-  erythema  from  . . 

222 

726 

-  gangrene  from  . . 

255 

752 

-  h«matemesl8  from 

265 

766 

-  pallor  from 

99 

7«6 

-  sore  throat  from 

613 

726 

-  idocrative  stomatitis  from  740 

Alkaline    tuomatin.    spec- 

trum of  iFig.  33) 

80 

Alkalinity   of  stool,   from 

418 

putrefaction  .. 

170 

-  uterine  secretion 

185 

Alkapton,    Fehlintr's   solu- 

tion reduced  by 

261 

13 

-  Moore's  t€fit  and 

262 

69 

-  optically  inactive 

746 

334 

-  reducing  power  of 

746 

131 

Alicapton,  tests  for 

746 

18 

-  dark  urine  from 

261 

291 

Alkaptonuria,  otneral  ac- 

210 

count  of 

746 

56 

-  joint  lesions  with 

746 

442 

-  ochronosis  and  . .     628, 

746 

51. 

ALLOCHEIRIA     .. 

17 

-  in  tabes  . . 

609 

51 

Alloxuric  bodies,  list  Of    .. 

742 

51 

ALOPEeiA 

-  areata,  billiard-ball  bald- 

70 

726 

ness  in 

249 

140 

distinguished         from 

51 

tinea 

249 

146 

favus       distinguished 

51 

from 

247 

146 

hair  changes  in 

71 

51 

note  -  of  -  exclamation 

146 

hairs  in 

249 

51 

pseudo-pelade  and    . . 

710 

51 

simulating        pseudo- 

117 

pelade 

71 

132 

ringworm    . . 

71 

Alopecia^  contd. 

-  premature  . .  . .      71 

-  from  syphilis  ^ .  403 
Altitude,  high,  noises  in  the 

head  from      . .  . .    40« 

polycytluemia       from 

532,  551 
Alum,  thirst  from  . .  . .    I'J*} 

Alveolar  abscess  (see   Ab- 
scess, Alveolar) 

-  echinoooccus  disease  . .  376 
Amaurosis,     from     severe 

hffimorrfaage  . .  . .    1 20 

Amaurosis,  ummic  759,  '61 
Amaurotic  familial  idiocy  761 
Amblyopia,  from  alcohol . .  759 
Amblifopia,  itneril  accMint 

of       75S 

AMENORRHCEA  ..  ..  17 
Amenorrhsa.  causes  of  •  •     18 

-  in  chlorosis        ..        37,  274 

-  from    deficient    ovariaji 

activitv  . .  . .   646 

-  with  hydrops  amnii      .  .      45 

-  from  hyperiuvolution    . .  646 

-  internal  secretions  and . .      19 

-  in  myxoedema  . .  . .   S-^S 

-  from  ovarian  cysts  .  .  3?*6 
tumour  ..       G31,  GSd 

-  phantom  tumour  and..   6»l 

-  from  pregnancy  19,  393,  6*8, 

6S9 

-  primary  . .  . .  17 
Amenorrhsa.   relation    of 

ovarian  tfieoasat  to    ■ .     19 
America,    Central,    yellow 

fever  in  . .  .  .    33€ 

-  South,  hydatid  disease  in  658 

yellow  fever  in  .  .    336 

Amido-oxybutyric        at- id, 

association   with    twji- 
tone     . .  . .  . .        3 

Ammonia  in  acetone  test .  .        3 

-  anosmia  from    ..  ..012 

-  cystin  dissolved  by       .  ,    161 

-  in  diazo-reaction  .  .  173 

-  erythema  from  . .  . .   222 

-  nasal  discharge  from    . .    1 7S 

-  in  normal  urine. .  .  .    524 

-  Parry's  test       ..  ..    2»JI 

-  sore  throat  from  .  .   613 

-  stridor  from      . .  .  .   6->j 

-  in  urine,  in  phosplioms 

poisoning        . .  .  .    3S6 

Ammoniacal  urine  .  .    524 

Ammonlo-maonosic    phos- 
phate   524 

Ammonium  phosphate,  so- 
lubility of       . .  .  .    523 

-  sulphate  in  acetone  teste       3 

-  sulphide,  in  reducing  o\y- 

hasmoglobin    ..  .'.   284 

test  for  lead    . .  .  .      r.5 

AMNESIA 19 

-  (and  see  Memory) 
Amniotic    bands,    ccdetna 

from 410 

Amoeba  coli  (Fig.  25)  . .  77 
in  dysentery  . .  , .    173 

-  dysenteriffi,   disappoar- 

•   '  ance  after  emetine    ..      77 

-  dysentery  from..  ..    716 

-  histolytica  (/"v.  25)  ..  77 
Amcebae,  in  hepatic  pus  . .  369 
Amoiba.  method  of  soarch- 

ino  for  . .     77 

Ampelopsifi,  rhus  toxicolen- 

dron  in  place  of  .  .    224 

Amphoric  breathing,   over 

fibroid  lunp    . .  . .    216 

Amphoteric  reaction  .  .    323 

Ampulla  of  Vater,  carcino- 
ma invading  .  .    53«l 

gall-stone  in  . .       lOi),  597 

jaundice  from  obstruc- 
tion of         . .  .  .    525 
Amputation,  in  error        . .    692 

-  for  hysterical  swellini;  .  .  411 
Amyl   alcohol   in    urobilin 

test      . .  . .  . .    325 

-  nitrite,   angina   pectoris 

relieved  by     . .  . .   476 

xanthopsia  from         .  .    762 

Amyloid  disease  (R€»e  lArda- 

ceous  Disease) 
Amyotrophic  lateral  sclero- 
sis, ankle-clonus  in  62,  517 
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Amyotrophic  lat.  sclerosig^  contd. 

electrical  reactions  ia  508 

extensor  plantar  re- 
flex in        62,  68,  517 

fibrillar  contractions 

in  ..      135,  508 

Amyotrophic  latoral  tclero- 
sit,  o«nenii  account  of  508 

knee-jerks  increased 

in..  ..        62,  517 

-  —  lesions  in  cord  in  . .  508 
luusclo    wasting    in 

61,  6:',  517 
no  pain  in  . .  . .  508 

-  —  paraplegia  from    . .  514 
penile  erection   ab- 
sent in    ..         ..  313 

R.D.  in        61,  135,  517 

reflexes  in  . .         . .  508 

no   sensory   loss   in 

508,  517 
Amyotrophic  latoral  tcloro- 

sit,  signs  of    . .        . .    62 
simulated  by  syrin- 
gomyelia . .     62 
transverse     mye- 
litis        ..         ..62 

sphincter  trouble  in     62 

ANiEMIA 2U 

-  Ironi  acute  rheumatism      34 

-  alkalies 90 

-  amenorrlicca  Irom        . .     18 

-  from  ankylostomiasis   33,  81 

-  in  aortic  regurgitation..  20/ 
A  nam  la,    aplastic,    blood 

changes  in      . .  . .     24 

ascites  in        . .  46,  55 

bleeding  gums  in      . .     72 

fatty  heart  from       . .     53 

leucopenia  in..         ..  361 

-  -  low  colour  index  in  . .     55 
myelocytes  in  . .     23 

-  -  unnamed  anemias  and    37 

-  from    appendicular    ab- 

scess      35 

-  arsenic 33 

-  with  arthritis     ..         ..32 

-  from  beri-beri    . .         . .     33 

-  blood  examination  in  dia- 

gnosing ..         ..  487 

-  from   bothriocephalus  . .     33 

-  witli  bronchiectasis      . .     35 

-  bruit  de  diable  in     90,  01, 

02,  723 

-  due  to  cachexia     21,  33,  99 

-  capillary  pulsation  in  . .     93 

-  due  to  carcinoma  21,  33, 

126,    270,    271,    316, 

317,  569,  630,  661 

-  caseous  glands  . .  . .     32 

-  chlororoa  ..        32,  39 

-  chlorosis  . .  . .     32 

Anamla,  chlorotic,  oaiMral 
account  of  ..36 

(and  sec  Chlorosis) 

-  from  chronic  nephritis  1 1 , 

34,  76,  274 
tubal  nephritis  . .     32 

-  cirrhosis  35,  332,  635 

-  from  colitis        . .  . .     34 

-  constipation       ..        32,  412 

-  in  convalescence  . .     32 

-  from    deflcient    ovarian 

activity  . .  . .  646 

-  deflnitions  of     . .  . .     20 

-  delirium  from    . .  , .   169 

-  different  types  of         ..     20 

-  dilated  heart  from        . .     36 

-  from  dru^ 

-  duodenal  ulcer  . . 

-  in  dysentery 

-  from  elephantiasis 

-  empyema 

-  endometritis 

-  epistaxis 

-  exercise  and 

-  in   familial   acholuric 

jaundice  ..      332,  634 

-  fatty  heart  from  . .  212 

-  functional  bruit  with    ..  721 

-  -  thrill  witli      . .  . .   721 

-  from  f ungating  endocar- 

ditis     7,  21,  34,  569,  640 

-  (rastric  ulcer      ..        36,  269 

-  gastric  ulcer  simulated  in  768 

-  from  hffimatemesis       32,  36 

-  haemic  aortic  bruit  with     92 


..  33 
36,  271 
..  34 
28 
•  34 
35 
32 
487 


32 


Anamta^  contd.  i 

Anamla  from  hamophllla    33  ' 

-  h»moptysis        ..  ..32 

Anamla  from  hamorrhago 

21,  32,  418 

-  headache  from  . .         . .  296 

-  with  heart  disease        . .     34 

-  from  hepatic  abscess  35,  370 

-  in  Uodgkiu's  disease   37, 

55,  64,  635,  679 

-  severe,    hyperujsthcsia 

from 610 

-  indigestion  and . .         . .     32 

-  in  indoor  workers         . ,     32  ■ 

-  in  infantile  scurvy        . .     99 

-  infective  synovitis        . .     32 

-  insomnia  from  . .      321,  323 

-  intestinal  neuralgia  and  115 

-  intratropical      . .         . .     99 

-  with  lardaceous  disease 

35,  636  I 

-  lateral  sclerosis  . .         . .  140 

-  in  lead  poisonhig  32,  34 

-  leukmmia      24,  99,  283,  723 

-  lymphadenoma  . .        64,  671) 

-  lymphatic  leukaamia  25,  556 

-  duo  to  malaria   21,    29,    33, 

637 

-  mediastinal  growth   434,  435 

-  with  meUena     . .         . .     36 

-  from  menorrhagia        . .     32 

-  menorrhagia  from        . .  387 

-  from  mercury   . .        33,  726 

-  metrostaxis       . .         . .     32 

-  myxoedema       . .         . .     38 
>  noises  in  the  bead  from  295 

-  from  obesity      . .         . .     32 

-  uedema  from     ..      412,  413  ' 

-  from  GDSophagcal  stenosis    33  '' 

-  oral  sepsis         . .  . .     32 

-  ovarian  disease..         ..     32 

-  pallor  distinct  from     . .     21 

-  palpitation  from      484,  487 

-  from  parasites  . .   26,  33,  413  1 

-  with     parenchymatous  ' 

goitre 722 

-  from  paroxysmal  hiemo-  , 

globinuria      ..  ..   285 

-  pediculosis         . .         . .  378  I 

-  periproctitis       . .         . .  719 

Anamla    pomldous    (sec 
Pomlclsus  Anamla) 

-  due  to  phthisis  , 

21,  32,  35,  572  ! 

-  pica         99  I 

-  pleuritic  eflusiou  with  , .  106 

-  profoufld,  from   various 

parasites         . .  . .     26 

-  prolonged  pyrexia  with    569 

-  in  pscudoleukflsmia    37, 

55,  634 

-  psoas  abscess     . .         . .     35 

-  pulmonary  systolic  bruit 

in        91 

-  from  purpura    . .         . .     32 
pyorrhoea       . .         . .     74  , 

-  pyosalpinx         . .         . .     55  I 

-  rectal  blood  loss  . .     32 

-  in   rheumatoid  arthritis    35  . 

-  from  salicylates . .         . .     34 

-  in  scurvy..            38,  72,  273  ' 
rickets 670  i 

-  secondary  v.  primary  . .     21 

-  in  septicsomia    . .         . .  597  ' 

-  severe,  aches  and  pains  in  467 

albuminuria  in         . .     13  i 

from  amyloid  disease    527  ' 

ankylostomiasis        . .  521 

ascites  with    . .  46,  55 

Babinski's  sign  in     . .     69 

blood  changes  common 

in 21 

from    bothriocephalus 

latus  ..  ..521 

cord  degenerations  in      69 

diazo-reaction  in       ..173 

fatty  liver  from       . .  375 

after  htomorrhage     . .  406 

from  liyperlactation. .     35 

in  kala-azar   . .  . .     29 

leucopenia  in..  .,  361 

noises  in  the  head  with  406 

pain  in  limbs  in        . .  463  j 

photophobia  from    . .  525 

poikolocytosis  in       . .  572 

-  -  polyorrhomenltis  with  J  07 
pyrexia  in      .,        25,  572 


Anamia,  severe^  contd. 

some  causes  of 

spinal    cord    changes 

from 

from  syphilis 

tenderness  of  bones  in 

Anamla,  tovore,  unnamod 
typot  of 

-  shortness  of  breath  from 

-  with  sinus  discharges  . . 

-  specks  before  eyes  in    . . 
Anamla,      splenic      (^e 

Splenic  Anamla) 

-  in  splenomegalic  cirrho- 

sis 

-  starvation 

-  sterility  from    . . 

-  in  Still's  disease         35, 

-  with  suppuration         3-i 

-  due  to  syphilis     21,  33, 

-  systolic  apical  bruit  from 
pulmonary  bruit  from 

-  in  tabes 

-  tachycardia  from      703, 

-  in  thymic  infantilism   . . 

-  tinnitus  from    . . 

-  from  toxic  conditions  . . 

-  in  tuberculosis     32,  33, 

-  with  tuberculous  joints 
peritonitis 

-  with    undue    abdominal 

aortic  pulsation 

-  in  unomia 

-  from  urethral  noivus    . . 

-  uterine  disease  . .        32, 
Anamla,  various  types  of 


-  vertigo  from 

-  vomiting  due  to  36,  412, 

-  from  worms 
Anaosthcsia     from     cauda 

equina  tumour 

-  cerebellar  artery  lesions 

-  cervical  rib        . .      444, 

-  combined  scleroses 

-  cord  compression 

-  of  cornea,  in  glaucoma . . 

-  cotton- wool  in  testing. . 

Anasthesia,  definition  of 
605. 

-  in  diabetes 

-  dissociative,    from    hai- 

matomyelia    . .     509, 

post.    iuL    <wrBfcollT 

artery     tlirombosis 
(Fig.  264)  . . 

svringomyelia 

110,  257,  608, 

Anasthesia,  dissoclathfe.  In 
syrinoomyella 

-  in  Erb's  palsy    . . 

-  of  face,  from  fifth  nerve 

lesion 

mid-brain  tumour     . . 

-  from  fracture  of  sacrum 

(Ffff.  259)       . . 

-  fracture-dislocation      of 

spine   . . 
Anasthesia,  oeneral  notes 


-  glove  or  stocking  typo 

56,  134,  465,  600, 

-  from  haamatomyelia     . . 

-  hemi-    (see    Hemianoos- 

thesia) 

-  hyperalgesia  with 

-  from  hysteria  134,  468, 

498,  503, 

-  in  Elumpke's  palsy     . . 
Anasthesia  In  leprosy    63, 

383.  404, 

-  local,  in  examining  larynx 

-  in  musculoepiral  paraly- 

sis        

-  from  myelitis    . . 

-  in  neurasthenia. . 

-  from  neurosis    . . 

-  from  new  growth  in  spine 

-  paralysis  of  sciatic  nerve 

-  peripheral  neuritis 

56,  465,  514,  606, 

-  sciatica 

-  severe  pain  with 

-  of  soles,  vertigo  and    . . 

-  in  spastic  paraplegia    . . 

-  from  spinal  injury 

-  in  tabes  ..         460,  514, 
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Amesthfgia,  contd. 

-  of    tongue,    lu     bulbar 

paralysis         . . 
lllth  nerve  lesion 

-  from  transverse  myelitis 

0-',  140, 

-  tumour  of  liilh  nerve  . . 

-  ulnar  nerve  division     . . 
Anajsthetic  in  diagnosis;  . . 

of  abdominal  tumour 

carcinoma  coli 

cause  of  anal  spasm  . . 

gastric  carcinoma     . . 

-  -  hysteria         114,  142, 

I hysterical  contracture^ 

pancreas  tumour 

phantom  tumour 

'  45,  390,  059, 
simple  coiiiis 

I subphrenic  abscess   . . 

I  Aniesthetics,     acetouuria 

'  after 

-  aspiration       pneumonia 
I  after        

-  Babinski's  sign  during. . 

-  bronchopneumonia  after 

-  coma  from 

-  ior  curettage     . . 

-  death  from 

-  delirium  from    . . 

-  erythema  from  . . 

-  hypothermia  from 

-  status  lymphaticus  and 

-  tinnitus  from     . . 

-  vomiting  from  . . 

Anal  canal,  congenital  nar- 
rowness of     . . 

Analgesia,  in  Brown-S<'- 
quard  paralysis 

-  from    cerebellar    artery 

lesions 

-  cervical  rib 

-  cord  lesions  and 

I  Analgesia,  definition  of   . . 

'  -  of  muscles,  in  tabes 

-  pin  in  testing    . . 

-  from  post.  inf.  cerebellar 

artery  thrombcsis  ( ^V. 
264) 

-  in  syringomyelia  02,  O.H, 

97,  508,  516, 

-  tabes  {Fig.  263)  440,  007, 

-  ulnar,  in  tabes  . . 
ATwnjjfoplnstrc  infant  llisra 

{Fiq.  91) 

Anaphylaxis 

Anarthria 

Anasarca,  in  ankylosto- 
miasis.. 

-  chronic  mediastinitis   . . 

-  henrt  disease     . .       104, 

-  pleural  effusion  with    . . 

-  from  renal  disease      42, 

40,  64,   104, 

-  vulval  swelling  from  7oi), 

(and  see  OCdema) 
Anaisteoplasia,  clavicles  ab- 
sent in . . 

-  face  small  in 

Anatomy  of  axillary  lymph 

olands 

Anatomy  of  Inouinal  olands 

-  regional,  of  abdomen  . . 
Anchovy  paste  pus 

-  sauce  sputum,  from  he- 

patic abscess  . . 
Anconeus,  nerve  supply  of 
Aneurysm,  abdominal,  jipe 
'and  sex  incidence  of 

albuminuria  from     . . 

bruit  over 

carcinoma  of  stomaeii 

simulating  {Fig.   288) 

chronic  nephritis  from 

colic  simulated  by    . . 

epigastric  tumour  from 

271,  514, 

hcematemesis    irom 

205, 

-  htematoma  from 
jaundice  from 

-  -  leaking  ..     031, 
pain  in  the  abdomen 

from  271,  331. 

back  from  271,  437, 

pulsatile  tumour  from 

271, 
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ANEURYSM 


ANIMAL    INOCULATION 


Aneurysm,  abdominal^  conld. 
rarity  iti  women        ..   6H 

-  renal  tube  casts  duo  to      7 
rupture  of,  peritonitis 

simulated  by         . .  594 
Into  stomach      265,  271 

-  -  sex  incidence  of     437,  GiU 
simulated    by    undue 

pulsation  of  acrta. .  544 

syphilis  and  271,  437,  064 

vertebnn  erode  1  by , .  06 1 

x-rays  in  dia^nosiug. .  437 

-  acute  cyanosis  from     . .   159 

dyspncea  from  . .   159 

pain  on  perforation  of  431 

-  .acute,  in  fungatinj,'  endo- 

carditis      ..  ..  010 

-  a£!«  incidence  of  190,437 

-  alcohol  and        . .       190,  291 

-  angina  pectoris  from  434,  709 

-  art«riovenous,  exophthal- 

mos from        . .  . .   229 
of  orbit           . .         . .  094 

-  arthritis  simulated  by..  470 

-  asthma  simulated  by  . .  535 
Aneurysm  of  axillary   ar- 

Mtn 667 

-  blanching  due  to       43J,  031 

-  bloated  facies  from      . .   159 

-  blood  per  anum  from  . .     76 

-  brachial  plexus  pressed 

on  by 63 

-  brassy  coush  from        . .   158 

-  Bright's    disease    simu- 

lated by  . .         . .  413 

-  bronchiectasis  from      . .   292 

-  bronchus    stonosed     by 

195,  209,  259,  291.  292 

-  bruit  over  92,  208,  331,  092 

-  bulging  of  chest  by       . .   208  ' 
due  to         . .  . .   168 

-  carotid  pulses  uneriual. .  208 

-  cerebral  . .         . .         . .  (540 

-  -  convulsions  with       ..   HO 

headache  from      294,  295 

noises  in  the  head  with  295 

-  cervical  sympathetic  af- 

fected bv        . .  . .   05 1  I 

-  cirsoid  (P/o/e- .r.VA7)  ..  091  ' 

-  clot  in 258 

-  clubbed  lingers  from    ..   Ill 

-  collapse  from  rupture  of  43  4 

-  cough  from        ..      It9,  150 

-  cyanosis  from    . .       159,  208 

-  danger  of  bougie  ruptur- 

ing        195 

-  of  descending  aorta,  few- 

ness of  signs  of  ..   195 

-  diastolic  bruit  from      . .  208 

-  dilated  pupil  from        . .  552 

-  dissecting,     acute     pain 

due  to  . .         . .  434 

pain  1*1  the  chest  from  430 

peritonHis     simulated 

by 594 

-  dullness  over  92,  93,  20S,  720 

-  dysphacia  from         195,  431 

-  egg-shell  crackling  with     093 

-  embolus  from    . .  . .  258 

-  enlarged     mediastinal 

glands  simulating     . .  381 

-  erosion  of  bone  bv  434, 

483,  616,  69.3.  713,  770 

-  of  external  Iliac  artery . .  670 
sarcoma  simulated 

by        ..  ..681 

-  femoral    . .  . .      040,  074 

-  fibroid  lung  from  . .   292 
Aneurysm  of  first  part  of 

aorta,  symptoms  and 
sipnsof  ..208 

-  fusiform  . .  . .  . .   210 

-  gangrene  from  . .      255.  259 
Aneurysm,  general  account 

of        434 

-  cirdle  pain  from  . .  434 

-  growth  of  lung  simulat- 

in£7       . .  . .  . .   159 

-  of  heart  . .  . .       91,  213 
systolic    apical    bruit 

from  . .  . .     89 

-  hard  work  and    196,291,510  , 

-  of  hepatic  arterv,  ascites 

from    ..         '..         40,  51  | 

from  embolism      ..   331 

in    funirating  endo-  ' 

carditis   ..        51,  331 


400 
587 


432 

707 
431 

720 
723 
208 


Anrurysm  of  Ifft.  cwtery^  cnnld. 

jaundice  irom      51, 

325,  331 
portal  vein  obstruc- 
tion by    . .  40,  51 

-  hnomatemesis  from    265,  207 

-  hsDmoptysis  from     149, 

287,  290,  292 

-  -  first  sign  of    ..  ..  291 

-  of  iliac  artery    ..         ..678 
expansile    tumour 

from 

felt  per  rectum 

pain    in   iliac   fossa 

from       452,  454,  400 
thiffli  from         . .  460 

-  indigestion  simulated  by 

316,  429 

-  insomnia  from  ..  ..   770 

-  intercostal    nerves    irri- 

tated by 

-  neuralgia  simulated  by 

430, 
suggesting  . . 

-  internal        haimorrhagc 

from    . . 

-  intracranial,  bruit  with 

-  large  heart  from        206, 

-  leaking,  blanching  from  120 

coma  from     . .  . .   120 

into  mediastinum     ..   120 

retroperitoneal  tissues  120 

-  loss  of  weight  from       ..   770 

-  lung  compressed  by  195,  434 

-  malingering  simulated  bv 

432,  467 

-  mediastinal  fibrosis  simu- 

lating   159 

new  growth  simulating 

267,  435 

-  neoplasm  simulated  by     770 

-  new  growth  of  spine  simu- 

lating   714 

-  oedema  from      ..      411,  415 

-  -  fsico   and   arms   from 

159,  413 

-  cpsophageal    obstruction 

from    ..  ..      195,  763 

Aneurysm,  orbital,  account 
of        230 

-  orthopnoKi  from  418, 

419,420 

-  pain  in  the  arms  from  . .  434 

-  -  back  from    195,  290, 

428,  429,  461,  710 

chest  from    290,  430,  432 

Ansurysm,  pain  in  the  chest 
from    ..       434,  435,  770 

neck  from       . .  . .  434 

shoiilder  from       474,  476 

testis  from     . .         ..    "^' 

-  palpitation  from 

-  paraplegia  from 

-  peripheral,  from  fungat- 

ing  endocarditis 

-  phthLsis  simulated  by  . . 

-  pneumogastric  irritation 

by        ..         ..     703 
Aneurysm  of  popliteal  ar- 

tery  640,  (Plate  XXX)  692 

ligature  of  femoral 

artery  for  . .   258 

obstruction  of  veins 

by  ..  ..   411 
oedema  of  leir  from    411 

-  presenting  through  back 

108,  429 
through  chest  . .   108 

-  pulmonary,  in  phthisis. .   287 

-  pulsitile  aorta  mistaken 

for       004 

-  pulsatile     tumour    from 

70.   92,    93,   108,  208, 

271,    3.31,    428,    429, 

437,    460,    516,     093, 

714 

-  one  pulse  delayed  by    . . 

-  regui"gitation  du-;  to  93, 

196,  207,  208, 

-  ribs  eroded  by   . . 

-  rigidity  of  back  from    . .   401 

-  rupture  into  air  passages  434 
bowel 120 

bronchus  120,  287,  290,  292 

coma  from     . .  . .   118 

fatal  haimoptysis  from  2H7 

hito  hcjirt      *. .  ..131 


483 
485 
514 

34 
291 

701 


,  720 
550 


209 
434 


.  I  ncurysm,  rupiurf,  contd. 

into  intesthie  . .     70 

-  -  lung     ..  ..      287,  290 

-  mediastinum  . .  . .   120 
oesophagus    120,    266, 

267,  434 

-  -  pericardium    93,  120,  443 
peritoneum    . .  . .  434 

-  pleura  . .  . .  434 

-  -  pulmonary  artery     . .     92 

pulmonary  veins       . .  434 

spinal  canal    ..  ..434 

-  -  stomach  76,  120,  265,  371 
superior  vena  cava  92,  159 

-  -  trachea  . .      130,  287 

-  sex  incidence  of. .      435,  437 

-  simulated   by   atheroma 

of  brachial  artery     . .  551 

-  simulating  carcinoma  of 

oesophagus     ..         ..195. 

-  skiagram   of  {Fig.   100) 

209,  4.35 

-  spinal  caries  simulated  by  516 

simulating  . .  . .   714 

curvature  from         . .  714 

-  spine    eroded    by    434, 

483.  516,  713,  770 

-  sternum  eroded  by       . .  434 

-  stridor  from      . .         . .  051 

-  of  subclavian  artery,  ac- 

cessory rib  simulating  694 

clubbed  Angers  from  111 

CDdema  of  arm  from  411 

osteo-arthropathy 

from        ..  ..   352 
pain  in  arm  from  . .  443 

-  sudden  death  from  rup- 

ture of  93,  120,  434 

-  syphilis   and    196,    291, 

331,  435,  516,  714 

-  systolic  thrill  from        . .   720 

-  tachycardia  from      703,  704 

-  tenderness  of  spine  from  713 
sternum  from  . .   708 

-  tracheal  obstruction  by 

418,  419,  651 

-  transverse  myelitis  from 

389,  516 

Aneurysm,  unequal  pulses 
from    ..        550,  551.  692 

-  unilateral    sweating    of 

face  from       . .  . .  654 

-  varicose    thoracic    veins 

from' 208 

-  veins  of  neck  dilated  from  208 
seldom  occluded  by  . .   750 

-  vena    cava    obstruction 

bv  {Fuj.  09)  158,  159, 
(Fij7.99)  208,413,  415, 

673,  751 
opened  by  . .         . .  159 

-  vocal  cord  paralysis  from  495 

-  vomiting  due  to  . .   703 

-  Wassermann  test  and  435, 714 

-  wasting  of  arm  from  61,  63 

-  x-rays  in  diagnosing  63, 

92,  93.  160,  159,  195, 
208,  209,  210,  290, 
291,  411,  419,  429, 
435,    437.     461,    476, 

681,  708,  714,  720 

Angina  abdomlnalis        . .  437 

abdominal  pain  from    310 

from  arteriosclerosis . .  115 

diuretin    in    relieving 

310,  4.38 

flatulence  with  . .  310 

from  cout      . .  . .   115 

-  hiematemesis  from   ..  310 

nitroglycerin  relieving  115 

therapeutic  test  for  ..  310 

-  -  vomiting  from  . .  316 

-  Ludovici,   angioneurotic 

oedema  simulating    . .  699 

asphyxia  in    . .  . .   099 

bacteriological  diagno- 
sis of  . .  . .  413 

brawny     swelling     of 

neck  from  . .         . .   1 58 

cyanosis  from  . .   158 

dysphagia  from         ..   198 

dyspnoea  from  . .  158 

Angina   Ludovici,   general 

account  of  ..699 

oedema  from  ..  ..415 

of  glottis  in  . .   099 

face  and  neck  from  413 


I   Ariyina  Ludovici^  contd. 

rigor  in  . .  . .  C,^'> 

stomatitis  with  . .  542 

streptococci  in  . .  C&;* 

stridor  from  . .  . .  651 

tongue    swollen    from 

198,  698,  C9> 
trismus   simulated  by  7i.* 

-  maligna  . .  . .  . .  G17 

-  pectoris,  from  adherent 

pericardium  . .  709 

amyl  nitrite  relieving    476 

from  aneurysm       434,  70* 

with  aortic  l*»8ion      . .  5S5 

from  aortic  regnrjjita- 

Uon  ..53,  207,  433,  709 

aortitis  . .       433,  703 

arteriosclerosis  434, 535, 70C< 

atheroma        . .  ..  b^ 

coronary     artery     ob- 
struction     . .         . .  4>4 

sclerosis      . .  . .  798 

dissecting  aneurysm  . .  434 

distribution  of  pala  in  435 

electrocardiogram     in 

diagnosing  ..  47G 

emotion  causing       . .  434 

exertion  causing    316, 

433,  434 

Angina  pectoris,  falie     . .  43> 

fibroid  heart  with    . .    53 

flatulence  with      241, 

316,  709 

Angina    pectoris,    general 
account  of  . .  433 

heart  as  if  caught  in 

vice  in        . .  . .  433 

liigh  blood-pressure  and 

316,  535.  709 

indigestion    simulated 

by 316 

juvenile  . .         . .  191 

with  myocardial  affec- 
tions          . .         . .    14 
nitroglycerine     reliev- 
ing   476 

Angina  pectoris,  notes  on 
pain  of  ..  7N 

pain  in  the  chest  from  430 

distribution  in    535,  708 

in  left  arm  with  310, 476 

precordia  from      ..  476 

shoulder  from    474,  476 

pale    abundant    urine 

after 453 

pericarditis     causing 

pain  like     . .  . .  433 

polyuria  from  ..  535 

precordial    tenderness 

after  ..  ..70S 

sense     of     impending 

dissolution  in        . .  433 

sex  incipience  of       ..  434 

from  syphilis  53,  2Ki 

-  Vincent's,  sore  throat  in  613 
Angiokeratoma,  fingers  af- 
fected by       ..  ..239 

Angioma  of  kidney,  liaema- 
turia  from      . .      275,  27S 

-  laryn.^     . .  . .       287,  293 

-  liver         374 

-  nose,  epistaxis  from     . .  it) 

-  tongue    . .         . .      098,  fi99 

-  vulval  swelling  from  . .  TO*' 
Angioneurosis,  oedema  from  41^ 
Angioneurotic  oMfema  (sec 

CEdoma,  Angionmirotic) 
Angiosarcoma,     hyperne- 
phroma and  '. .         ..  H^ 

-  of  tongue  . .  . .  693 
Anglo-Indians,     hypother- 
mia in . .         .'.          . .  Si; 

Angular  gyrus,  alexia  from 
lesion  of         . .         . .  62J 

speech  centre  in       ..  C2i 

Anidrosis 654 

Aniline,     niethtomuglobin- 
romia  from     . .         ..  ICI 

-  sulphhajmogiobmsoniia 

from    . .         . .         . .  1  »1 

-  dyes,  bullfls  from         ..    96 

erythema  from         ..  2J2 

hiomaturia    simulated 

by 744 

Animal  inoculation  in  dia- 
gnosing   tubercle    48, 

104,  105,  577 
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ANIMALS    —    AORTIC    REGURGITATION 
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&.riimals,     experimental 

hiomoglobinuria  in    . .   284 

-  trypanosomos  in  . .     28 
ANKLE-CLONUS..        ..     39 

-  in    amyotropljic    lateral 

sclerosis  . .       C3,  517 

-  with      brachial     mouu- 

plejria 502 

-  In  Hro\vn-S<!rquartl  para- 

lysis      497 

-  cerebellar  abscess        ..517 
tumour  . .         ..517 

-  dissemiuttted  sclerc-sis 

y07,  517 

-  in  hemiplegia      39,  139,  303 

-  ill  hysteria        ..         ..141 

-  with  increased  kncc-jcrk 

39,  35S 

-  lateral  column  lesions  and  510 

-  from  lateral  sclerosis..    517 

-  method  of  eliciting      . .     39 

-  from  new  growth  in  spine  714 

-  in  paraplesria     . .         . .     39 

-  physiological      . .         . .  13(i 

-  significance  of    . .  . .     39 

-  in  spastic  parapl<^la    ..  512 

-  • tendency  to  '   . .        . .     39 

-  from  transverse  myelitis    02 
Ankle-jerk,  absent  in  tabes  515 

-  exaggerated,    in     hemi- 

plegia  303 

in  hysteria      . .         . .  497 

syringomyelia  . .  508 

-  lost,      in      intermittent 

claudication   ..         ..441 

in  peripheral  neuritis    440 

sciatica  . .  . .  438 

tJibcK     . .  . .  . .  615 

Ankle-joint,     disease     of, 

rickets  simulating    ..  3C1 

-  fracture     into,     talipes 

from 114 

hsomophilic  arthritis  of    350 

-  hflamorrhage  into  . .  3C2 

-  osteo-arthritis  of  ..  347 

-  sprained,  talipes  from  , .   114 

-  suppurative  arthritis  of  302 

-  tuberculous  disease  of  . .  34  7 

limping  from  . .   302 

pain  In  foot  from     . .  3U2 

talipes  from  ..         ..114 

-  yaws  affecting   . .  . .  403 
Ankles,    large,    in    rickets 

(Fig.  85)         . .  . .    180 

-  oedema  of  (see  (Edema) 

-  paialysLs   of  (see   Para- 

lysis, and   Foot-drop) 

-  position  in  tetany        . .       2 

-  puffiness  of,  hi  nephritis      42 
Ankylosis,    from    arthritis 

142,  341,  648 

-  Thomsen*s  disease  simu- 

lating   584 

Ankylostomiasis,  albumin- 
uria in  . .  . .     13 

-  ansemia  from  33,  81,  413,  521 

-  anasarca  from  ..  521 

-  asthenia  from  . .  521 
Ankylottomlasis,    blood 

chanott  with  . .        . .    26 
picture  in      . .         . .  52 1 

-  boils  from  . .         ..521 

-  in  Brazil  ..         ..521 

-  cachexia  from  . .  . .     99 

-  colour  index  high  in     . .  521 

-  in  Cornwall        . .  . .  520 

-  Egypt 521 

-  eosinophilia  from       219,  521 

-  '  flowers'  of       . .         . .  521 

Ankylottomlatis,    o^nenil 
account  of  ..521 

-  in  India  ..        81,  521 

-  .Inmaica  . .  . .   521 

-  lead  miners        . .  . ,  520 

-  no  leucocytosis  in        ..  521 

-  melaena  from     ..  ..521 

-  in  mines  and  tunnels  . .     81 

-  mode  of  infection  with       521 

-  occult  blood  from         .,     81 

-  a'dema  of  legs  from 

413,  415,  521  i 

-  parasites  in  fteces  in      . .  521 

-  pernicious  ana;mia  simu- 

lated by     ..  ..521 

-  in  St.  Cothard  Tunnel       521 

-  severe  anosmia  from     . .     13 

-  shortness  of  breath  from  521 


Ankytostomum  duodenale    520 

-  -  (Fuf.  27)         . .  . .      79 

-  -  ova  (Figs,  28,  29)  80,  521 

in  fffices      . .         . .     81 

thymol  for     . .  ..521 

-  -  in  situ  {Fig.  220)  521 

Anode        583 

Anophthalmos,   congenital  701 
Anorexia  (and  sec  Appetite, 

Loss  of) 

-  from  bacteriuria          . .  70 

-  in  bullous  dermatoses  . .  99 

-  from  carcinoma  coli    . .  120 

-  gastric  carcinoma        . .  270 

-  nervosa  . .         . .         . .  43 

amcnorrhoea  In        . .  18 

carcinoma  of  stomach 

shnulating  . .         . .  407 
Anortxia  nervosa,   o^neral 
account  of  ..770 

general  wasting  from      59 

-  from  polymyositis       . .  404 

-  after  serum  injection  . .  554 

-  in  tuberculosis  . .         . .  50(J 

-  typhoid  fever    . .         . .  030 
Anasteoplasia,  dentition  de- 
layed in         . .         . .  187 

-  dwarfism  from  180,  187 

-  skull  in 187 

Anosmia,  list  of  causes  of  612 
Anterior  chamber,  shallow, 

from  dislocated  lens. .   175 
glaucoma    . .     233,  702 

-  cornual  cell  changes  in 

syringomyelia    . .     02 

transverse    myelitis    62 

cells,   in   amyotrophic 

lateral  sclerosis . .  508 

lesion  of,  in  Tooth's 

palsy       ..        01,  513 
poliomyelitis  affect- 
ing ..         ..  132 

-  crural  nerve  (see  Nerve, 

Anterior  CJrural) 
Anterior  crural  neuralQla. .  439 
Anterior  crurltis   ..        ..439 

-  poliomyelitis  (sec  Polio- 

myelitis) 

-  thoracic  nerve   ..         ..504 
Anteversion     of     uterus, 

from  pendulous  belly    200 
Anthelmintics,    for    anky- 
lostomiasis    ..         I.  521 
Anthracosis  ..  ..288 

Anthrax,  bacilli  in        559,  674 

-  bacteriological  diagnosis 

of         ..  ..      413,559 

-  gangrene  from  . .  . .  255 

-  hemoglobinuria  from  . .  284 

-  of  leg 737 

-  malignant  pustule  of     . .  559 

-  occupation  and         559,  07  t 

-  cedema  from       ..      4i5,  071 
of  face  and  neck  from  413 

-  rigor  rare  in      . .         . .  695 

-  scab  in    . .         . .  . .  074 

-  vaccinia  simulating      . .  074 

-  vesicles  In  . .  . .  074 
Antiformin,    in    detecting 

tubercle  bacilli    385, 

488,  042 
Antimoniuretted  hydrogen, 

jaundice  from  . .  325 

Antimony,  bradypnoea  from  84 

-  catarrh   of  small   intes- 

tine from       . .  . .  172 

-  diarrhoea  from  ..  ..172 

-  htsmatemesis  from    205,  208 

-  ptyalism  from  . .  . .   542 

-  urticaria  from    ..  ..771 
Antipyrin,  erythema  from  222 

-  purpura  from    . .  . .  553 

-  tinnitus  from     . .         . .  723 

-  urticaria  from   ..  ..   771 
.Antitoxic  sera  (see  Senim) 
Antrum  of  Highmore,  car- 
cinoma of        . .  . .   180 

disease  of,   pus  from 

nose  in       ..  . .   179 

Antrum  of  Highmore,  em- 
pyema of  ISO.  462 

infection,    foul    taste 

from  ..  ..705 

legions,  blood-spitting 

from  ..  ..   2?5 

neoplasm  in  . .  . .  403 

sarcoma  of      . .  . .  085 


5ro 

0J2 

403 
085 
39 
40 
40 
40 

39 


;  A  ntrum  of  Highmore^  contd. 

suppuration  in,  menin- 

I  gitis  from  . . 

I subjective     smells 

from 

I transillumination     of 

j  {Fig.  84)     ..      ISO, 

tumours  of    . . 

ANURIA 

,  -  aching  in  loin  with 

I  Anuria  from  calculus       39, 

-  from  can  thar ides 

-  from  carcinoma  recti    . . 
uteri    . . 

I  Anuria    from    carcinoma 
I        vesica  .S9,  41 

-  after  catheterization  42,  390 

, in  enlarged  prostate. .  396 

,  Anuria,  causes  of..        39,  40 
I  -  hiccough  with    . .  . .     42 

I  -  malingerer  simulating  . .     42 

Anuria,  non-otistructlve  41,  42 

-  from  phosphorus  . .     4<> 

-  restlessness  witli  . .     42 

-  retention    of    urine  dis- 

tinct from      . .  . .  395 

I  -  twitchings  with  . .     42 

-  unemia  with      . .         . .     40 

-  without  other  symptoms    4o 
:  Anas,  carcinoma  of  381. 02t»,  079 

-  coli       bacilluria      after 

operations  on  . .     70 

I  -  condylomata  of  400,  620,  7oo 

-  epithelioma  of  (see  Car- 

cinoma of  Anus) 

-  fissure   of  (see    l-'issure. 

Anal) 

-  fistula  of  ..        78,  lO.*? 
.  -  glands  draining. .  . .  079 

-  lunmorrhage  through  (see 

Blood  per  An  urn; 

-  imperforate   (^Figs.   249, 

252) 580 

-  intussusception  protrud- 

ing through    . .         . .   717 

-  irritation    round,    from 

oxyuris     vermicularis  520 

-  pigmentation  of,  in  Addi- 

son's disease  . .  . .  528 

-  pityriasis  rosea  affecting  On  4 

-  pruritus  of        . .         . .  5JU 

-  retention  of  urine  after 

operations  on  . .   390 

-  syphilitic  papules  round  401 

-  ulcer  of  (see  Ulcer,  Anal) 
Anxiety,  dyspepsia  from. .  337 

-  occupation   cramp   from  151 
Aorta,   aneurysm  of    (see 

Aneurysm) 

-  atheroma  of  (see  Athe- 

roma) 

-  dilated,  acrtic  regurgita- 

tion from       ..         ..  210 

from  syphilis..         ..  210 

systolic  bruit  from    . .  208 

•'  thrill  from  . .  . .   720 

-  opened  by  foreign  body 

265,  207 

mediastinal        new 

growth  ..      205,  207 

-  pulmonary  artery  arising 

from    . . 

-  site  of  bifurcation  of 

-  systolic  bruit  over  abdo- 

minal . . 

Aorta,  undue  pulsation  of 
abdominal 

Aortic  area,  bruits  in  (see 

lirult) 
definition  of  . .  . .     92 

-  disease,  after  acute  rheu- 

matism ..  ..  209 

age  incidence  of      14,  209 

from  alcohol  ..     209,  210 

aniemia\\ith  ..         ..34 

angina  pectoris  with . .  535 

capillary  pulsation  in  211 

cardiac    impulse    di-*- 

placed  in     . .  . .   207 

Aortic  disease,  causes  of . .  209 

after  chorea   . . 

-  from  congenital   nial 

formation   . . 

endocarditis  . . 

Aortic  disease,  general  ac- 
count of  ..20? 

-  -  from  hard  work         . .  211 


157 
004 


. .  513 
543 


209 


209 
209 


Aortic  dixmse^  contd. 

heart  failure  from     . .   418 

hyperiBSthesia  of  arm 

from  . .  . .  445 
lelt  ventricle  enlarged 

from   90,    94,    200, 

211,  212 
mitral  regurgitation 

from  2,90,  211,212,  308 

nutmeg  liver  with     . .  368 

orthopnrea  from       ..  418 

-  -  pain  in  left  arm  from    445 

shoulder  from       . .  474 

rbeumati?,    age    inci- 
dence of     . .         . .  209 

after  scarlet  fever     . .  209 

from  sclerosis  . .  209 

sex  and  . .  . .     14 

site  of  impulse  with. .  299 

splashing  pulse  in      ..  211 

-  -  from  strain    . .         . .  209 

-  -  syphilitic         . .        14,  209 

age  incidence  of    ..  210 

sex  incidence  of    . .   210 

after  tonsillitis  . .   209 

-  regurgitation,   age   inci- 

dence of      . .  . .     93 

antemia  with  . .         . .  207 

aneurysm   with   190,   207, 

208,  209 

-  -  angina  pectoris  with      53, 

207,  210,  433,  709 
from  aortic  valve  rup- 
ture . .         . .  210 

apical   diastolic   bruit 

from  . .         . .     93 

arteri*^   forcibly    pul- 

SJiting  in     . .         . .  207 

ascites  from    . .         . .     40 

I from  atheroma  ..  207 

back  pressure  from  . .     40 

Aortic  regurgitation,  bruit 

of  93,207 
without  bniit  . .  485 

-  -  capillary     )>ulsation 

with  ..  ..207 
cardioc    impulse    dis- 
placed in    ..         ..     91 

-  collapsing  pulso  with 

217,  485 
due  to  congenital  mal- 
formation  . .  . .     93 

diastolic    bruit    from 

209,  406,  720 

thril!  with  . .  . .   720 

from  dilated  aortic  ring 

93,  210 
dilatotion  of  left  ven- 
tricle with  . .         . .     95 

dizziness  from  . ,  207 

Duroziez's  sign  in     . .     93 

dyspncra  from  . .  207 

-  excessive    pulsation 

from  . .  . .  543 
exercise  bringing  out 

bruit  of      .,         ..485 

faintness  from  . .  207 

femoral  bruits  in       . .     93 

fibroid  hciirt  with    . .     53 

-  -  Flint's  bruit  with     . .  207 
due  to  fungating  endo- 
carditis      ..         ..93 

hojmoptysis  from      . .  288 

headache  from  . .  207 

heart  failure  from     . .     46 

bypertrophv    of    left 

ventricle'from  90, 94, 206 

insomnia  from  . .  322 

irregular  heirt  from. .   207 

mitral  disease  with  . .  209 

regurgitation     from 

40.  90,  288 

noises  in  the  head  with  40<» 

ODdema  from  . .  . .   207 

piin  in  arm  from    207,  433 

back  from  . .  . .  433 

precordia  from  207,  433 

shoulder  from       . .  207 

palpitation  from    207,  484 

presystolic  biuit  with     95 

pulmonary     incompe- 
tence simulating    ..   217 
pulsatile  arteries  with  217 

-  -  rheumatic      . .  40.  93 
due  to  rupture  of  valve 

segment  . .  93,  209 
solerogis  of  vaKes   . .     93 
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AORTIC    REGURGITATION    —    ARMS 


Aortic  regurgilcUiany  contd. 

■  -  simulating  pericarditis    93 

-  -  syphilitic    46,  S3,  93,  207, 

210 
systolic  bruit  with    . .  *J08 

-  -  thrill  with      . .         . .  207 

-  -  tlirobbinjf  from         . .  207 

-  -  tinnitus  from  . .   723 

-  to-and-fro  bruit  in    . .     93 
violent  arterial  pulsa- 
tion with        ..         ..  C94 

-  -  watcrhammer  pulse  in   94. 

207,  208,  720 

-  lin?,  dilatation  of        ..     93 

-  second     sound,     accen- 

tuated . .         . .       1 
from  high  blood- 
pressure         . .     81 
relation  of  ather- 
oma to  . .       1 

-  —  loud,  in  arterio- 

sclerosis . .         . .     n 

- chronic    nephritis     11 

-  —  ringing    in    chronic 

nephritis  . .     10 
with  raised  blood- 
pressure  . .       1 

-  stenosis,  ascites  from    ..     40 

-  -  atheroma  simulating     208 

-  -  back  pressure  from  . .     4Ci 

bradvcardia  from     . .  208 

Aortic  stenosit,  bruit  of  92, 207 
bruits  simulating      . .  208 

-  -  haemoptysis  from     . .  288 

-  -  heart  failure  from     . .     40 

-  -  hvpertrophy    of    left 

*  ventricle  from  90, 92, 200 

-  -  large  heart  with        . .  208 

-  -  mitral   regurgitation 

from  40,  90,  288 

-  -  palpitation  from       ..  481 

-  -  pulse  in  . .         . .  208 

-  -  rheumatic  . .  . .  40 
Aortic  stenosis,  slons  of  92,  208 
syphilitic        . .  . .     46 

-  -  thrill  with  92,  93,  207, 

208,   720 

-  valve,  rupture  of  . .     93 

Aortic  valvo.  rupture  of, 
general  account  of   . .  210 

Aortitis,  acute,  angina  pec- 
toris from       ..      433,  709 

-  pain  in  the  back  from  ..  710 

-  -  cliest  from     ..      430,  433 

-  from  rheumatism         . .  433 

-  syphilis 433 

Apathy,  in  myxoedema  . .  234 
Aperients,    chrysophanic 

acid  in  . .  . .   745 

-  'Olio  from  ..         ..124 

-  constipation  from      124,  709 

-  incontinence     of     fjBces 

after 314 

-  intestinal  constipation..   122 

-  pink  urine  after. .  ..   745  , 

-  tenesmus  from  . .  . .  718 
Ape'p  hand,  in  progressive  I 

muscular  atrophy     ..  110  | 

syringomyelia  ..   110 

Aphasia,  Broca's  area  and  303 

-  cerebral  lesions  causing  624 

-  from  cerebral  syphilis..  116 

-  <lefinition  of       . .  . .   024 

-  in  disseminated  sclerosis  148  | 
Aphasia,    dysarthria    dis- 
tinguished from   302, 

026,  627 

-  of»ilepsy  represented  by  626 
Aphasia,  general  account  of  624 

-  in  general  paralysis      ..  624 

-  hemiplegia  with  303,  620 
Aphasia,  lesions  causing..  628 

-  in  migraine  . .  . .  026 
Aphasia,  motor    . .        . .  626 

-  -  BrocA's  area  and       . .  026 

-  mutism    distinguished 

from 024 

Aphasia,  sensory  . .     625,  626  l 
Aphonia,  functional        . .  494  ' 

cured     by     electrical 

treatment   . .  . .   495 

-  -  -  suggestion  . .  . .  495 

-  clobus  hystericus  with. .  495 

-  from  hvsteria  ..  197,  405 
Aphonia,  in  hysteria    628,  05i 

-  from  laryngeal  paralysis  494 

vocal  cord  paralysis  . .  028 


Aphrodisiac  drugs  . .  538 

Aphthous  patches  in  mouth    74 
Aphthous  Stomatitis        ..  740 

Aplastic  anaamia  (see  A»iaj- 

roia.  Aplastic) 
Apnoea,  in  Biot's  breathing  107 

-  Cheyne-Stokcs      breath- 

ing       107 

Apomorphino,    vomiting 

from    . .  . .  . .   764 

Apoplexy,  age  incidence  of  147 

-  from  arteriosclerosis     . .     11 

-  athetosis  after    . .  . .   133 

-  due  to  cerebral  botmor- 

rhago 117 

-  coma  in  . .         . .      144,  147 

-  convulsions  with  144, 147,148 

-  dizziness  before . .         ..  147 

-  due  to  embolism  . .   147 
Apoplexy,  general  account 

of 147 

-  (and     see    Ummorrhage, 

Cerebral) 

-  from  granular  kidney  . .     11 

-  headache  before  . .  117 

-  from  high  blood-pressure    81 

-  onset  of  . .         . .  . .   147 

-  pancreatic  (see  Hasmor- 

rhage  into  the  Pancre.is) 

-  pulmonary,  from  mitral 

stenosis  . .  . .   289 

-  short  thick  neck  with  . .  107 

-  simulating  epilepsy      . .   148 

-  in  Stokes-Adam*  disease  146 

-  due  to  thrombosis        ..   147 

-  tingling  before  ..         ..   147 

-  weakness  before  . .   147 
Appearance  (see  Facies) 
Appendicitis,       abdominal 

pain  from       . .  . .   116 

-  abscess  in  groin  from   . .  080 

-  acute    abdominal     pain 

from    . .         . .  . .   1 93 

peritonitis  from    131,  592 

-  adhesions  from  . .         . .   130 

-  alkalies  relieving  pain  of  316 

-  atypical  in  children      . .  316 

-  bands  from        . .  . .   130 

-  colic  simulated  by       ..   115 

-  collapse  from     ..  ..436 

-  congested  circumflex  iliac 

vein  with        . .         . .  454 

-  constipation  after         . .   126 

-  -  with     . .  . .      131,  677 

-  diarrhoea  with   ..         ..  172 

-  distention  of  cax;um   . .  457 

-  duodenal  ulcer  simulated 

by       450 

-  dyspepsia  from  . .         . .  297 

-  empyema  from  . .     104,  106 

-  frequent  micturition  from 

394,  582,  677 

-  furred  tongue  with      . .  677 

-  gall-stones  simulating  . .  451 

-  gangrenous      . .         . .     436 

Appendicitis,    general   ac- 
count of  . .  454 

-  general  peritonitis  from 

388,  453 

-  hsamatemesis  from       . .  274 

-  hsemattu-ia  from        275,  283 

-  heartburn  from . .  ..   297 

-  hunger-pains  from    316,  451 

-  indicanuria  from       314,  451 

-  indigestion  simulated  by  316 

-  intestinal    obstruction 

from 130 

-  jaundice  after    . ,         . .  326 
Appendicitis,  Icldney  tumour 

simulated  by  . .        . .  354 

-  left-sided  . .  . .  452 

-  leg  drawn  up  from        . .  677 

-  leucocytosls  in  . .  . .  677 

-  operation   in    436,    450,   454 

-  ovaritis  simulated  by  . .  678 

-  pain  in  the  back  from  . .  428 

epigastrium  from      . .  436 

hypochondrium    from 

450,  451 

iliac  fossa  from  352,  454, 

077 

left  iliac  fossa  from  . .  452 

lumbar  region  from . .  354 

pelvis  from    . .         . .  408 

penU  from      . .  . .  474 

right  iliac  fossa  from 

116,  124,  283 


A  ppmdicUis^  con(d. 

-  pain  in  testis  from       . .  483 

-  paiuful  micturition  from 

582,  077 

-  pelvic  abscess  from      ..4  74 

lesion  simulated  by  . .  468 

swelling  due  to         . .  088 

-  perinephric  abscess  from  353 

-  pleurisy  from     ..      106,  400 

-  pneumaturla  from        . .  530 

-  portal    vein    thrombosis 

from    . .         . .         . .     51 

-  in  pregnancy     . .         ..091 

-  prolonged  pyrexia  from  567 

-  pulse-rate  raised  in  454,  077 

-  pylephlebitis   after  326, 

333,  567 

-  pyrexia  in  116,283,454, 

460,  567,  677 

Appendicitis,  pyuria  from . .  582 

-  rectal  examination  in  re- 

cognizhig     116,  283,  454, 
077 

-  recurrent  monthly  pains 

from 457 

-  rigidity  with      . .      454,  677 

-  rigors  after        . .  . .  326 

-  septicaomia  from  . .  567 

-  sex  incidence  of  . .  451 

-  shock  from        . .         . .  436 

-  simulated  by  actinomy- 

cosis . .         . .  458 

coll  bacilluria    . .      . .  456 

Dietl's  crisis  . .  665 

dysmenorrhoca  . .   193 

ectopic  testis         482,  681 

ileocaxMil  kink  . .  457 

inflamed  elands         . .  459 

ovary  simulating  . .  456 

injury  . .  . .  457 

movable  kidney      460,  605 

ovarian  neuralgia     . .  665 

ovaritis  . .  . .  665 

periostitis  of  ilium    . .  454 

plenrisy  . .         . .  432 

pneumonia      . .  . .  460 

pylephlebitis  . .         . .  567 

renal  colic      . .         . .  451 

retained  testis  . .  457 

salpingitis       . .         . .  456 

scybala  . .         . .  665 

spastic  constipation  . .   124 

spinal  lesions..         ..  461 

stercoral  ulcers         . .  459 

-  -  stitch 457 

-  suppurative  nephritis    594 

tuberculouscaocum  458,677 

glands         . .  . .  677 

twisted  ovarian  pedicle 

456,  691 
typhoid  fever  . .  459 

-  undue  abdominal  aor- 

tic pulsation  . .  543 

ureteral  calculus  281,  578 

colic 454 

ureteritis        . .         . .  465 

-  subdiaphragmatic       ab- 

scess from  103, 106, 451, 658 

-  suppurative  pylephlebitis 

from  ..  ..  596 

-  swelling  with     . .  . .   454 

in  left  Iliac  fossa  from  452 

iliac  fossa   from    354,  677 

Appendicitis,  symptoms  of   677 

-  tenderness  with  . .  454 

in  iliac  fossa  from    . .  677 

over  M'Buruey's  spot 

with  ..     451,  454 

-  thrombosis  of  Iliac  veins 

from 106 

-  t4>ngue  coated  in         . .  454 

-  vomiting  in      454,  677,  765, 

767 
Appendicular  abscess  (see 
Abscess,     Appendicu- 
lar, and  Appendicitis) 

-  colic  (see  Colic,    Appen- 

dicular) 
Appendix,  felt  per  rectum  587 

-  in  hernia. .         . .         ..  683 

-  vermiformis,    actinomy- 

cosis of  . .  . .  677 
APPETITE,  ABNORMAL  42 
in  diabetes     . .         . .  260 

-  deficient,  from  worms  , .  519 

-  increased,  in  diabetes 

43.  260,  204  I 


Appetite^  contd. 

Appetite,  increased,  vMiaral 

account  of      . .         42,  43 
from  hyperchlorhydria     42 

-  -  hysteria         . .  .  .      41 

pregnancy      . .  .  .    2*i  I 

tape-worms    . .  .  -      43 

-  loss  of,  in  acute  jel  low- 
atrophy       . .      273,   ^S3 

bad  ventilation  .  .    321 

carcinoma  of  stomach 

43,   316 

catarrhal  jaundice     .  .    32^ 

chronic  alcoholism    .  .      Al 

-  -  cfarhoais  . .  43,  51 

from  defective  teeth . .      43 

dyspepsia       . .  . .      43 

-  erythema    scarlatinK 
forme  ..  ..    2^7 

-  -  gastritis          ..  43,  317 

hip  disease     . .  . .  363 

hysteria          . .  . .  43 

with  insanity . .  . .  43 

leuktemia       . .  . .  2o 

mitral  disease  - .  4  3 

nephritis         . .  . .  4Z 

phthisis          . .  . .  2»s 

-  renal  lesions  . .  . .      42 

rheumatoid  arthritis        35 

from  serum  injections  223 

-  tetrachorethano 

-  tobacco 

tuberculosis   . . 

iiraamia  . .        40, 

-  pt  rverted,  in  children  . . 

insanity 

pica     . . 

' pregnancy 

-  voracious,  in  hypopitui- 
tarism.. 

j from  worms  . . 

Apple -jellv    nodules,      in 
lupus    179,  402,   GO  I, 

735,  73-* 
Apples,  colic  from 

-  unripe,  diarrhoea  from . . 
I  Apprehension,  sense  of,  as 
I  an  aura  of  epilepsy    . . 

Aqueous  humour,  particles 
I  in         

-  turbid,  in  iritis  . . 
Arachnoid      hnmorrha^e, 

j  convulsions  from 

Axan-Duchenne    type     of 
amyotrophic   *  lateral 
sclerosis 
I  Arcus  senilis,  hiccough  with  3uS 
Argyll     Robertson     popiU 

(see       Pupil,  Argyll 

Robertson) 
!  Argyria       . .         . .  . .   yj9 

Arm,  athetoses  of..  ..   13j 

t  -  contracture  of     61,  141,  iiO 

-  muscles  of,  root  inner- 
vation of       . .  . .  50J 

-  myopathy  of     ..  ..514 
Arm,     nerve    supply     of 

muscles  of  . .  584 

-  pain  in  (see  Pain  in  the 
Arm) 

-  paralysis  of  (see  Parol  jsis 
of  Arm) 

-  sores  on,  inflamed  axil- 
lary glands  from      . .   3^0 

-  spasticity  in      . .  . .  502 

-  wasting  of,  from   aneu- 
rysm  , .         . .  . .     63 

cervical  rib    . .          . .  6*j 

elbow  joint  dtsea;^e    . .  r.I 

thoracic  new  growth . .  C5 

Armpit  (see  Axilla) 

Arms,  chorea  affecting    . .  133 

-  diplegia  affecting          ..  13; 

-  cpilepsv  confined  to     . .  14i 

-  intermittent  claudication  1G3 

-  local  fatness  of,  iu  Der- 
I  cum's  disease  . .  410 
I  -  multiple  benign  sarcoid 
I           affecting         . .          . .   403 

-  myoma  cutis  of  . .    732 
I  -  cedema  of  (sco  CEUlema 

of  Arms) 
I  -  pneition  in  tetany         2,  151 

-  short,    from    achondro- 
plasia   187 

-  swelling  from  aneurysm 
I  opening  vena  cava  . .   15» 
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Arms^  could. 

■«yingouiyella  aflfecting     fiOS 

t  romor  of,  from  mercury     65 

AriiicA,  bullte  from  ..     90 

Arnica  montaita,  dermatitis 

from    . .  . .  . .   755 

-  orythoma  from         . .   222 

-  -  sore  finders  from  . .  239 
Artiald's  nerve  . .  . .  148 
Arrhythmia  of  heart,  from 

auricular  flhruiation. .  645 
aiternatmK  pulse  tyi»e  643 

-  -  excitement  and        . .   646 

-  extrasjatoles  . .         . .  546 

neart-block  typo       ..   646 

holdini^  of  breath  and  546 

Arrhythmw  of  heart,  sinus 
type  Of  . .  545 

swallowlnz  and         . .   545 

ArrliytliinU  of  hoart  total  548 

(and  see  I'ulae,  irrej^u- 

lar) 
Arsenic,  Addison's  disease 

simulfite<l  from         . .     64 

-  albuminuria  from         ..     13 

-  amblyopia  from  . .   759 

-  ansemia  from     . .       33,  612 

-  In  atoxyl  . .  . .   224 

-  beer         ..  00,  520,  529 

-  bleeding  ^ums  from      72,  73 

-  blood  per  anum  from  . .     78 

-  in  blood  disesises  ..     01 

-  catarrh  of  small  intestine 

from 172 

-  chemical  analysis  in  dia- 

gnosing . .         . .   718 

-  choleraic  diarrhoea  from  717 

-  in  chorea  . .        00,  717 

-  clammy  skin  from       . .     78 

-  cold  simulated  by        . .  178 

-  colic  from  . .  . .     04 

-  collapse  from     ..  ..717 

-  contractions  from         . .   140 

-  coryza  from       . .  . .     04 

-  criminal    administration 

of        718 

-  diorrhopa   from   04,    73, 

78,  171,  172,  533 

-  erythema  from  . .     222,  224 

-  fatty  heart  from  ..     53 

-  in  food 718 

-  foul  tasto  from  . .  . .   705 

-  gastritis  simulated  after  700 

-  hcomatemesis  from       . .   205 

-  in  hair  34,  06,  73,  529,  718 

-  headache  from  . .  . .     04 

-  herpes  zoster  from       . .     04 

-  hyperkeratosis  from   34, 

04,  73 

-  hysterical  administration 

of        718 

-  leucopenia  from  . .   361 

-  lichen  planus  relieved  by  489 

-  in  Manchester  cuidomic 

520,  629 

-  Marsh's  test  for  . .     78 

-  mucus  in  stools  from    . .     78 

-  uasjil  catarrh  from       ..   612 

-  -  discharge  from  ..    178 

-  neuritis  from      . .  . .    140 

-  noises  in  the  head  from  400 

-  ledema  from  ..  ..415 
of  face  from  . .  . .  413 

-  pain  in  epigastrium  from     78 

-  -  limbs  from     . .       04,  466 

-  panw>thc<;ijB  frotn         ..     64 

-  periplieral  neuritis  from 

3  J,  61,  64,  65,  66,  73, 
256,    443,    405,    400, 

606,  529 

-  in  pernicious  anromia  33, 

66,  526,  717 

-  photophobia  from        . .   525 

-  pigmentation      of      the 

mouth  from   ..        33,  520 

skin  from  33,  04,  73, 

520,  528 

Arsenic,  pigmentation  of 
the  skin  duo  to  (Plate 
vir> 64 

Arsenic  poisoning,  acute, 
symptoms  of  . .        . .    78 

Arsenic  poisoning,  general 
account  of     ..    717,  718 

Arsenic  poisoning,  sym- 
ptoms of  64,  268 

-  polycythajmia  from     . .  633 


512 
78 
663 
78 
224 
224 
717 
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'  Arsenic^  contd. 

-  ptyalism  from  . . 

-  pulse  irregular  from 

-  piurpura  from  . . 
j  -  Reinach's  test  for 
'  -  in  salvarsan 

-  in  sodium  cacodylate 

-  suicide  by 

-  syphUis  and 

-  tenderness  ia   abdomen 
I  from    . .         . .         . .     78 

I  -  tenesmus  from  ..         ..717 

I  -  In  vomit 78 

I  -  vomiting   from   64,    73,    78, 

171,  706,  717 

-  in  woter. .         . .         . .  718 

j  Arseniuretted     hydrogen, 

hmmosrlobinuria   from  284 
I  -  -  jaundice  from        325,  337 
Arterial  tension  (see  Blood- 
pressure) 
Arteries,  cerebral,  atheroma 
I  of   (see    Atheroma   of 

I  Cerebral  Arteries) 

-  forcibly     pulsatile,     in 

Graves's  disease       . .  215 

-  sensitiveness  of  . .  434 

-  thickened,     in     chronic 

nephritis         ..  ..   274 

-  tortuous,      in      chronic 

nephritis        . .         . .  274 

-  visibly    pulsating,    with 

aortic  regurgitation  . .   217 
Arteriosclerosis,     accentu- 
ated    aortic     second 
*  sound  in        . .         . .     90 

-  albuminuria  from     406,  637 
Jlrst  sign  of    . .  . .     13 

-  angina  abdomUia lis  from  116 
pectoris  from  434,  535,  709 

-  apical  systolic  bruit  in. .     89  I 

-  apoplexy  from  . . 

-  ascites  from 

-  and    atheroma,    associ- 
I  at  ion  between 

-  back  pressure  from    46 

-  cerebral     haamorrhagc 

from    ..  12,  117, 
tumour  simulated   by 

-  Cheyne-Stokes     breath- 

ing from 

-  cyanosis  from    . . 

-  dead  fingers  from      10; 
j  -  diabetes  with     . . 
I  -  epistaxia  from  . . 

I first  symptom  of     . 

!  -  gangrene  from  . 

Arteriosclerosis, 
diagnosis  of  .. 

-  giddiness  in 
I  -  and     granular     kidney, 

close  relationship   1k;- 
tween  ..  ..   1,  11,  212 

'  -  ha&matemesis  from       ..271 

-  hiematuria  from  . .   276 

-  hajmoptysis  with  . .  287 
I  -  headache  from   294,  295,  296 

-  heart  enlarged  in  2,  11, 

54,  206,211,212,588 

-  -  failure  from  14, 46, 161, 418 
sounds  with    ..  ..     11 

-  high  blood-pressure  with 

2,  11,  14,  46,  90,  81, 
'  161,    163,    211,    212, 

296,  406,  418,  484,  543,  588 
!  -  hyperacusi^  in  . ,  . .   309 

-  hypothermia  In..  ..  311 
I  -  insomnia  from  . .  321,  323 
I  -  juvenile  . .         . .         . .   101 

-  menorrhagia  from     380,  388 

-  metrorrhagia  from       . .  390 

-  mitral  regurgitation  from 

2,   89,   90,  211,   212 

-  with  neplu-itis  . .  . .  42 
I  -  nocturnal       micturitioa 

I  with 12 

-  noises  in  the  head  in    . .  400 

-  non-concentration         of 

mind  in         . .         . .     11 

-  with  normal  radial  artery      1 

-  nutmeg  liver  from       . .  308 

-  orthopncpa  from  ..  418 

-  pain  in  the  back  from  . .   710 

-  palpitation  from  . .   484 

-  pancreatitis  with  . .    100 

-  pericarditis  with  ..  11 
I  -  peritonitis  with  . .     11 
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ArteriondcrosiSf  rontd. 

-  pleuritic  illusion  with . .     11 

-  with  polycystic  kidneys 

42,  357 

-  polyuria  with  12,  90,  530,  637 

-  precordial  pain  m        ..     11 

-  ptyalorrhGDA  from        . .  643 

-  radial  artery  thickened  in    90 

-  reduplication     of     first 

sound  with     . .         . .  588 
second  sound  from    . .  588 

-  retinitis  in         . .         . .     90 

-  senile  gangrene  and     . .   268 

-  nnging  in  ears  in         . .     11 

-  tinnitus  from     . .  . .  723 

-  Stokes  •  Adams    disease 

and 140 

Arteriosclerosis,  symptoms 
and  signs  of  ..        ..  i,  2 

-  tube  uuits  from. .         ..  63/ 

-  uterino   vessels   allected 

by       388 

-  vertigo  from      407,  752,  763 

-  vessels  atyected  by      . .       1 

-  vomitmg  trom  . .  . .   29i> 
Arteriovenous  aneurysm  ui 

orbit    .  .694 

Artery,  brachial,  atheroma 

of         551 

forcibly  pulsating,  wuh 

aortic  regurgitation  207 

-  carotid,  lorcibly  pulsat- 

ing, with  aortic  regur- 
gltotion  ..  ..207 

-  cocliac  axis,  aneurysm  of  331 

-  comes     nervi     mediani, 

collaterally  enlarged. .   650 

-  coronary,    atlieroma    of      1 

heart-block  with  . .     83 

heart        tlmmpings 

from         ..  ..486 
fibroid  heart  from  ob- 
struction of           ..  213 

obstruction,        angina 

pectoris  from         ..  434 

pain    in    the    chest 

from        . .         . .  434 
sclerosed,  angina  pec- 
toris from        43  i,  709 

extrasystoles     from  547 

pain    in    the    back 

from        ..  ..   716 

chts^t  from  . .  434 

rheumatism  of  shoul- 
der slmulnted  by    708 

syphilitic    obstruction 

of 213 

-  dorsal  is  pcJis,  ccs^satlon 

of  pulsation  in         . .     34 

-  femoral,   bruit  over,  in 

aortic  regurgitation..     93 

ligature   of,   gangrene 

from  ..         ..258 
for   popliteal   aneu- 
rysm       ..  ..258 

-  hepatic,  aneurysm  of  325,  331 

-  hyaloid,  persistent,  nys- 

tagmus from..  ..   759 

-  iliac,  aneurysm  of,  (see 

Aneurysm      of      Iliac 
Artery) 

-  innominate,  aneurysm  of 

{Fig.  184)       ..  ..435 

-  intercostal,  replacing  pul- 

monary ..  ..   Ill 

-  internal  carotid,  commu-  j 

nicating    with   caver- 
nous sinus     . .  . .   094 
erosion  of  . .         . .  421 

-  middle  cerebral,  embol- 

ism of  (SCO  Embolism, 
Cerebral) 

endarteritis  of  3ai,  617 

hemianopsia     from 

lesion  of..  ..  301 

hemiplegia        from 

lesion  of..  ..  303 
speech  centres  sup- 
plied by  . .         . .  625 

-  ophthalmic,  communica- 

ting   with    cavernous 
sinus 694 

-  pancreatic,    opened    by 

gastric  ulcer  . .         . .  268 

-  po))liteal,   aneurysm  of, 

(see  Aneurysm  of  Po- 
pliteal Artery) 


Artery^  contd. 

-  posterior  cerebral,  hemi- 

anopsia    from    lesion 

of         301 

inferior     cerebellar, 

thrombosis  of       58,  010 

-  pulmonary,  aortic  aneur- 

ysm opening  into       . .     92 

arising  from  aorta    . .   157 

atheroma  of   . .     287,  291 

from  mitral  stenosis  215 

-  embolism  of  (see  Em- 

bolism,   Pulmonary) 
supplied  by  intercostals  1 1 1 

-  radial,  abnormal  . .  650 
cessation  of  pulsation 

in 34 

embolism  of    . .  . .  651 

thick    and     tortuous, 

with  chronic  nephri- 
tis     212 

liigh     blood-pres- 
sure    ..         ..   212 
thickened    in   arterio- 
sclerosis     . .         . .     90 

cerebral     atheroma 

with         ..  ..  406 
in  interstitial  nephri- 
tis           ..          ..90 

-  retinal,  embolism  of  (see 

Embolism,  Retinal) 

spasm    of,     blindness 

from  ..         ..   761 

-  spinal,  thrombosis  of  (see 

Thrombosis,  Spinal) 

-  splenic,  opened  by  gas- 

tric ulcer       . .         . .   268 

-  subclavian,  aneurysm  of 

(see  Aneurysm  of  Sub- 
clavian Artery) 

atheroma  of  . .  . .  55 1 

stcnosed    by    cervical 

rib 551 

stenosis  of  cesophagus 

by 196 

-  tibial,  cessation  of  pulsa- 

tion in  . .  . .     34 

-  temporal,  tortuous,  cere- 

bral atlieroma  with  . .   406 
Aryteno-epiglottidean  folds. 

pallid  swelling  of      . .   199 
Arytenoid   cartilage,   peri- 
chondritis of  . .         . .   613 

-  fixed,  simulating  laryn- 

geal paralysis  . .   494 

ARTHRITIS      (and      see 

JOINTS,  AFFECTIONS 

OF  THE) 
Arthritis,  acute  secondary    341 

-  adhesions  from  ..   143 

-  alkaptonuria  and         . .   746 

-  ankylosis  from  . .  . .   142 

-  Charcot's  (see  Charcot's 

Disease  of  Johits)    ..   349 

-  in  congenital  syphilis  . .   235 

-  contractures  simulating     351 

-  crepitus  from    . .         . .   150 

-  deformans  . .  . .   343 

-  diphtheria  with  . .  340 

-  dysentery  with  . .  . .  340 

-  ecchond roses  from        . .   14.H 

-  exostoses  from  . .  . .   143 

-  septic,  fixation  of  joints 

after 339 

-  glanders  with    ..  ..310 
gonococcal    deformity 

from  . .     142,  341 

Arthritis,  gonococcal, 

general  account  of   . .  340 
joints  chiefly  affected 

by .140 

overlooked  in  women    340 

mistaken     for     acute 

rheumatism        338,  340 

progressive  muscular 

atrophy  . .  . .  3-10 

tuberculous  joint  . .   341 

muscle  atrophy  with     310 

nodules  with  . .  . .   3.1S 

pain  in  the  limbs  in  . .  403 

8alicylat4?s    ineffectual 

in  (Fif/.  150)      338,  341 

suppuration  rare  in  ..   311 

tendons     and     fa^icia) 

atTected  in  . .  . .  310 

-  goutv  (see  (iout) 
Arthritis,  hamophiilc      . .  350 
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ARTHRITIS,    H.^^lMOPfYSIS 


ASCITES,    SIMULATED 


Arthrills  luemopiysls  uiul  287 

-  haeinorrhai^Mc,  inHeiioch's 

purpura  . .  . .     76 

-  liysierical  . .  . .   350 

-  infective,  anaamia  with. .     32 

-  -  ankylosis  from  . .   G48 

after  diphtheria        ..   048 

cpitrochlear  Rland  cii- 

larKed  from  . .   381 

flbroaitis  and  ..   475 

myositis  and    ..       ..  475 

from  pyorrhoea         . .     74 

after  scarlet  fever     . .  048 

Arthrttlt,  Intactlve,  of  ^lina  648 
pain   Id   iliac  fossa 

from  452,  454 
interscapular     pain 

from        . .  . .  401 

-  -  after  tonsillitis  . .  648 
still  neck  from          . .  048 

-  influence    of    salicylates 

on  pains  of     . .  . .  339 

-  Influenza  with    . .  . .   340 

-  from  Injury        . .  . .  476 

-  iu  Malta  fever  . .      340,  460 

-  measles  with      . .  . .   340 
with  meningococcal  me- 
ningitis          ..          ..340 

-  muscle  atrophy  with  01, 

340.  351,  303,  583 

-  needlini?  of  joint  in  dia- 

gnosing ..  ..340 

-  neuritis  simulated  by  . .  500 

-  occupation   neuroses  si- 

mulating       . .         . .  470 

-  ochronosis  and  . .  . .   740 

-  osteo-  (see  ()steo-arthritis) 

-  pain  in  the  shoulder  from  47t 

-  paralysis  simulated  by. .  601 

-  with  peliosis  rheumatica  550 

-  pigmentation  in  . .  527 
Arthrttlt,   pMumoMcetl. 

oenenil  acctunt  of   ■ .  338 
Arthrttlt,     in     rhoiimatic 
favor,  oonoral  account 
of       337 

-  rheumatoid,  anaaroia  in  35 
appendicitis  simulated 

by 401 

-  -  appetite  impaired  with  36 
Arthrttlt,  rhoiimatoid,  bac- 

torta  causing  •  •        ■ .    35 

absence       of        bony 

chanffes  in..  . .   343 

age  incidence  of        . .  342 

bftctcriuriii  witli        . .     OU 

in  children  (see  StilPs 

Disease) 
Arkhrttii.  rhoumatoid,  con- 
stitutional   symptoms 
wHh 35 

-  -  contractures  from  . .  142 
distinctions     from 

acute  rheumatism  313  , 
Arthrttlt,         rhoumatoid, 
oonoral  account  of  34 1, 342 

grating  In       . .  . .  343 

joints  affected  in       . .  343 

loss  of  weight  in        . .     35 

lymphatic  glands  en-  | 

larged  in       35,  313,  S.'iS 

massage  in     . .         . .  343 

muscular    atrophy    in 

34.1,  340 
oeteo-arthritis       con- 
fused with  . .  343 
Arthrttlt,  rhoumatoid.  osteo- 
arthrttls    distinguishod 

from 346 

pain  In  the  bock  from  428 

hand  from  . .         . .   151 

limbs  in      . .  . .   463 

passive  movements  in  343 

pigmented  skin  in    35,  342 

pulse    rate     in     341, 

342,   346 

from  pyorrhcBa  alveo- 

laris  ..  ..648 

pyrexia  with  . .        35,  341 

rarefaction     of     bone 

in  (Fiff.  156)  343, 

344 
recurrent       exacerba- 
tions of  . .  . .   343 

salicylates   inefTectnal 

in..  ..      339,  341 
sex  incidence  of        . .  342 


Arthritis,  rhtnmatoid,  couUl. 

spindled      lingers      in 

{Pig.  153)  342,  378 

spindlp-jrints  in         . .     35 

spleen  enlarged  in     . .     35 

stiiT  neck  Irom  . .  648 

Still's  type  of..  ..     35 

sweating    hands    and 

feet  in     . .  . .  342 

temperature  chart  in  341 

Tiiomsen's  disease  si- 

rnulaltii:;     ..  ..   581 

ulnar     dfilectiin      in 

{Fig.  154)       342,  313 
ureteral  calculus  simu- 
lated by      . .  . .  461 
writer's  cramp   simu- 
lated bj      ..          ..151 
x-rays  iii  diagnosing..  34:i 

-  scarlatirnl  ..  310 

Artnntit,    aoptlc,    osnttal 
account  of  ..338 

-  septic,  leucocytosis  witli  339 
mistaken  for  rheuma- 
tic fever      . .  . .   3.19 

pyrexia  of      ..  ..   339 

sources    of    infection 

causing       . .  . .  339 
sweats  due  to            . .   339 

-  of    shoulder,    aneurysm 

simulating      . .          . .  470 
hydatid  cyst  simulat- 
ing   470 

mediastinal  new  growth 

simulating  . .  . .  470 

-  small-pox  with  . .  . .  310 

-  spinal,  rigidity  of  back 

from 461 

j-rays  in  diagncsing. .  461 

-  suppurative,      albumos- 

uria with        . .         . .     10 

of  ankle  ..  ..   302 

limping  from  ..  ..   362 

mistaken     for     acute 

rheumatism  ..   338 

rheumatic  fever    . .  34 1 

from  osteomyelitis    ..  311 

pain  in  foot  from      . .   362 

septicrtsmla  from       . .   341 

Arthrttis,  syphlittic,  OMoral 

account  of  ..848 

Arthrttis.  in  syrinoomyolla  348 

-  talipes  from       . .  . .   Ill 

-  teiuporomaxillary,    tris- 

mus simulated  by      . .    729 

-  tmumatic,  mistaken  for 

nt^*ute  rheumatism      338 
tubercle  and  . .  . .  318 

-  tuberculous,     age     inci- 

dence of     ..  . .  317 

anteniia  from  . .     35 

Baker's  cyst  with       . .   692 

Charcot's  joint  simu- 
lating ..  ..   319 

contractures  from     . .   112 

Arthritis,  tuborculous,  oon- 
oral account  of        . .  347 

gonococcal    arthritis 

mistaken  for  . .  341 

Arthrttis,    tuborculous,    of 
hip.  oonoral  account  of  363 

hysteria  simulating  ..   142 

injury  preceding       . .   348 

joints  affected  br     . .   347 

lardaceous  disease  with 

8,  .118 

limpine  from  . .  362 

mistaken     for     acute 

rheumatism  . .   338 

muscle  wasting  with. .  348 

pallor  with     . .  . .  318 

phthisis  rare  with     ..   318 

syphilitic  joint  simu- 

latitig  ..  ..318 

Arthrttis,  typhoidal,  oanoral 
account  of  ..340 

streptococci  in  ..   311 

Arthritism,  pruritus  from    540 
Arthropathy,      pulmonary 
(see  Pulmonary  Osteo- 
arthroputliy) 
Artichokes,  oxalate  from. .   424 
Articulation,  cerc'hellar    ..     69 
defective,  in  buli>ar  para- 
lysis      U:* 

-  raeclianism    of  . .  . .  020 

-  -  (and   sih;  Sj>ee<.'li) 


.\saf(Ptida,  foul  taste  from  705 
Ascarts  lumbricoidos       . .  526 

up|K*tite   increa'ieil    by     13 

bile  -  duct    ol'structcd 

by    ..  ..       325,  328 

no  blood  changes  with     20 

eosinophilia  rare  from  219 

jaundii*e  from  . .   ."{■-'5 

length  of        . .  . .   328 

ovum  of  {Fig.  217)  ..  520 

pjussed  [M?r  rectum     . .  520 

In  vomit  . .         . .   707 

without  symptoms    ..   52i» 

Ascending  cerebellar  tracts, 
role  in  co-ordination . .     55 

-  nepiiriti*"      (see       under 

Xepliritis) 

-  nephritis,      causes      of 

t          chronic           . .         . .       7 
ASCITES 43 

-  abdominal        distention 

from       ..13,  118,  6.>5,  O.-.O 

-  from  abdominal  tubercle  171 

-  abdominal  veins  distend- 

eil  from  . .  . .      II 

-  from  abst^ess  of  liver     . .   33o 

-  acute  peritonitis  ..     17 

-  acute,       from       twistctl 

ovarian  pedicle  . .    150 

-  from    adherent    pericar- 

dium  . .         . .  . .     10 

-  albuminuria  from         . .     13 

-  from  aortic  disease       . .     4«5 

-  aplastic  annsmia  H'.,  55 

-  with  arteriosclerosis     11,  10 

-  back  pressure       40,  52,  212 

-  Itright's  disease  . .     40 
Ascttos      wtth      Brioht's 

disoaso  ..54,55,105 

-  bronchiectasis  from      . .   292 

-  from  broncliitis  . .     10 

-  carcinoma  of  colon  19. 51,  329 
duodenum      . .  . .     51 

-  -  liver    ..  46,  63,  330,  373 

ovary  . .  . .  . .     49 

peritoneum    ..         ..657 

rectum  . .  . .     49 

stomach  49,  61,  329 

suprarenal      . .  . .     51 

-  cardiac  impulse  displac«Hj  44 
Ascttos,  causos  of..        45,  46 

-  from  chronic  mediiistini- 

tis        435 

nephritic         ..         . .  212 

peritonitis  11,  47,  373,  425 

Ascltas,    chylous,   charac- 
tors  of  fluid  In       . .    50 

chylous  fluid  in  chest 

with  ..         ..100 

cliyluria  with  . .   109 

from  elephantiasis    . .     5(> 

filariasia  . .  . .     50 

Ascttos,   chylous,    oonoral 
account  of     ..        48,  50 

from  Injurr    . .         . .     50 

to  thoracic  duct    . .   100 

leukiomia       . .       50,  100 

malignant  disease     . .     50 

nepliritis  50,  100,  109 

new  growth    . .  . .   100 

obstructed   receptacu- 

lum  chyli    . .  . .     50 
thoracic  duct        . .     50 

-  from  cirrhosis  35,  40,  51,  52. 
332,  371,  670,  635,  750,  770 

-  due  to  colon  tumours  . .     40 

Ascttos,   condttlons  simu- 
latino 44 

-  constipation  with         . .   127 

Ascttos,  difforontlal  dlaono- 
sls  of  causos  . .         46-55 

-  dipping  in  . .  . .     41 

-  distended  bladder  simu- 

lating   665 

Ascttos.    distinction    from 
ovarian  cyst  . .         44.  45 

-  from  distoma  hcpaticum  32S 

-  dullness  with  . .  . .  089 
due  to,  distribution  of     41 

-  due  to  duodenal  tumours     40 

-  in    Egyptian    splenome- 

galy      034 

-  from  emphysema  -  40,  217 
Ascites,  encysted  . .  . .  057 
ovarian  cvst  simulated 

by    ..'        ..  ..   091 
pelvic  swelling  due  to  088 


Afcite*.  conld. 

-  with  enlarged  liver        .  .      4«> 
portal  elands  -  .    Z'29 

-  episastric  an?le  wi  leneii 

by 43 

-  from  fatty  heart  40.   ">.» 

-  fibroid  heart      . .  .  .      4«» 

-  -  lung 40 

-  fibroid  lung  from  .  .    29:? 

-  Iluid  of  (see  Kluid.  A.«^  itu> 

-  fictal,  dystocia  from       .  .    20*J 
recognition  in  ut»'ni-;     20l 

-  in  funsatinffendocar-iitis  7,.'»1 

-  with  granular  kitltioy    11,  40 

-  guinea-pi?  inoculaiio''n  iti 

diasfnosing  tubenuloiLS  657 

-  from  gumma  of  liver     .  .    330 

-  in  Hanot's  cirrhosis        ..    372 

-  from  heart  failure  10,  5l%  105, 

0^4 

-  heart  impulse  di-pla^-e*! 

by 1>91* 

-  due  to  hepatic  aneurv<m 

40,  51 

-  from  high  blood-presstirc 

40,  212 

-  in  Hodgkin's  di><'a*e      10,  5^ 

-  due  to  hvdatid   ev.-c    4^. 

46.  4i>.   .-^no,    35S 

-  hydraranios  simularir-;      OJ'a 

-  jaundice  with     . ,    40.   .V>,  52 

-  due  to  kidney  tumours . .      46 

-  knee-elbow    pobitiou     in 

detecting        . .  . .      44 

-  in  leukiemia     45.  40.   .j1,  r»o 

-  linetB  albicantes  from  43,  3*V5 

-  liver  pushed  up  l>r         .  ,    ZUl 

-  due  to  liver  tumours     . .      10 

-  from   local   enlarwmont 

of  liver  . .  .  .    330 

-  loculated  ..  11,  4 h 

-  from  lung  affect  iorr*      . .      40 

-  due    to    lymphudenom.k 

45,  51 

-  in  malaria  . .  . .      to 

-  due  to  malignant  dl-iCLse     45 

liver    . .         . .  . .      50 

Ascttos,    from    malignant 

porttonttis  .48 

portal  glands. .  . .      51 

-  mediastinal  trrowth  .  .      40 

-  mediastinitis      . .  .  .      4C 

-  mensunitlon  in  . .  .  .      41 

-  from  mitral  dLsea-^e  .      46 

regnnritation  210,  211 

stenosis          . .  . .      as 

-  myocardial  chauffc--"  .  .      40 

-  nephritis. .         ..  .  .      42 

-  nutmeg  liver     ..  534,  30S 

-  with  oedema  of  legs  52.  415 

-  orthopnoBa  from  ..    41S 

-  with  ovarian  cyst  4.">.  0S9 
from     ovarian  new 

growth        . .  .  -   6»0 
tamoor           ..      S;;i,  353 

-  palpitation  from  .  .    485 

-  due    to    pancrcatio     tu- 

mours . .         . .  . .  4S 

-  paracentesis  for  .  .  02 

-  trom  perihepatitis  40,  52 

-  peritonitis  . .  .  .  45 

-  m  pernicious  anajmia  in,  o.** 
Ascites,  physical  siont  of  43.  44 

-  with  polycystic  kiducys  42 

-  in  polyorrhomenitLs      .  .    loo 
from    portal    vein     o»>- 

struction  51,  27:*,  33^ 
thrombosis..        45,  272 

-  proliferating    papilloma- 

tous ovarian  cvst      .  .      49 
Ascttsi,  psoudochylous    . .     58 

-  in  psendoleuksemia     37, 

46,   55 

-  rectal    examinatiou      in 

detecting        ..        4y,  5S7 

-  respiratorr     movv^tnent-i 

deflcient  with  .  .      44 

-  ribs  pushed  out  by      .  .     4  s 

-  from  sarcoma         46,  52,  3r,o 

-  with  severe  anrcniivs    .  .      5.^ 

-  sigmoidoscope  in  .  .      45 

-  simulated  by  abdominal 

cyst         . .  .  .  44 

tumour        . ,  44 

distended  bladder  .  .  44 

hydatid  cyst  . .  .  .  45 

hydronephrosis  . .  45 
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Af^teSt  swwlaUd.  contd. 

by  Uydrops  amuii    . .     44 

hysteria         . .         . .  390 

obesity  . .         . .     44 

-  ovarian  cyst  . .        44.  68U 
pancreatic  cyst         . .     45 

-  phantom  tumour      . .     44 
tympanites    . .         . .     44 

-  skin  tense  and  shining 

from    . .         . .         . .     43 

-  skodaic  resonance  from    Oil 

-  in  splenic  ansomia  4G,  55,  372 

-  splenomegalic  drrliosis     G33 

-  syphilis 52 

of  liver  . .         . .     46 

-  thrill  with         ..         ..44 

-  tuberculous       . .         . .     45 
Ascltst,   with   tulMrculout 

paritofiltlt       4S,  130,  631 
portal  glands..         ..     51 

-  twisted  ovarian  pedicle  689 
Ascites*  tympanitM  distill- 

guisliod  from  . .    44 

-  umbilicus  and    . .       43,  425 

-  uterus  in  . .  . .     45 

-  va^nal  examination  and    49 

-  from  vena  cava  inferior 

obstruction    . .         . .     46 

-  vena  cava  inferior   ob- 

structed by    ..     415,  749 

-  from  vena  cava  throm- 

bosis   ..         ..       52,  749 
Ascitic    fluid    (see    Fluid, 

Ascitic) 
Aspergillosis,    luDmoptysis 

from 237 

Aspergillus  flavus,  in  spu- 
tum      645 

-  fumigatus,  in  sputum  . .  615 

-  Madura  foot  from        . .   736 

-  niger,  lung  affected  by . .  290 

in  sputum      . .      '  . .  045 

Asphyxia,   from   abductor 

paralysis        ..         ..   158 

-  acute  laryngitis  . .  616 

-  angina  Ludovici  . .  699 

-  borborygmi  from         . .     82 

-  coma  in 144 

-  convulsions  in  . .         . .  144 

-  in  epilepsy        . .         . .   145 

-  fatal,  from    tocth-plate 

in  Inrynx       . .         . .   195 

-  in  heart  disease  . .   146 

-  high  blood -pressure  from 

14,  81 

-  from  Landry's  paralysis  518 

-  paralysis  of  diaphragm  518 
intercostal  muscles  . .  518 

-  partial,      shortness      of 

breath  from  . .  . .     89 

-  retracted  head  from    . .  589 

-  from  sypliilis     ..         ..   158 

-  tetanus 138 

-  whooping-cough  . .  145 
Aspiration,   in   diagnosing 

bursa 676 

-  (and  see  Needlint;) 
Aspirin,     angioneurotic 

cedema  simulated  after  673 

-  erythema  from  . .  . .  222 

-  noises  in  the  head  from  406 

-  cedema  from     410,  413,  415 

-  urticaria  from  . .  413,  771 
Assam,  Kala-azar  in  29,  633 
Astereognosis        . .         . .     58 

-  in  tabes 609 

-  disseminated  sclerosis  . .  609 
Asthma,  aneurysm    simu- 
lating   535 

-  bronchitic,       spasmodic 

distinguished  from  by 
eofiinophilia    ..         ..  219 

-  bronchitis  with         153,  420 

simulating      . .      420,  535 

and  emph3r8ema  from  160 

simulating  . .         . .   160 

-  cardiac   dyspnoea  simu-  I 

latlng 535 

from  fatty  heart      . .   213 

spasmodic  distinguished 

from  by  eosinophilia  219 

-  Cliarcot-Leydon  crysUUs 

in  ..  ..      102,  153  , 

-  clubbod  flnpers  from    ..    Ill   \ 

-  con«tip!itioii  from         ..    |28 

-  Ourst'limann's  spirals   in 

10-'    153 
D 


Asthma,  contd. 

Ataxj/,  contd. 

Athetosis,  contd. 

~  cyanosis  from    . . 

160 

Ataxy    from     losions    of 

-  after  poUo-encephalitis     133 

-  dyspncea  from  . .      822 

.420 

brain  stom     . .        . .    58 

-  post-hemiplegic            ..   133 

not  cough  the  essen- 

- of  lip 59 

-  shock  causing    . .         . .  132 

tial  symptom  of    . . 

535 

-  from  ocular  paralysis  . .  251 

,  -  in  spastic  paraplegia    . .   133 

-  emphysema  from 

163 

-  of  palate           . .         . .     59 

Athletes,  albuminuria  of . .    15 

simulating      . .      160 

535 

-  paralysis  simulated  by . .  500 

!  -  aortic  disease  in          . .  209 

-  eosinophilia  in   153,  219 

,535 

Ataxy,     from     poriphorai 

1  -  enlarged  heart  in      214,  299 

-  cosinophlle  cells  in  spu- 

nervo loslons           . .    56 

popliteal  bursa  in    . .  693 

tum  in           ..      102, 

219 

-  posterior    cerebellar    ar- 

- heart  changes  in          . .     16 

-  foreign  body  simulating 

535 

tery  lesions       . .      . .     58 

-  left  ventricle  enlarged  in  306 

Astlima,   OMsral  account 

Ataxy    from    splnai   cord 

-  sUtch  hi..         ..     431,  707 

of 

535 

isslons 57 

Atkinson,  Dr.  Reuell       ..     79 

-  goitre  simulating 

535 

-  spino-cerebelhir,    tremor 

Atmospheric      conditions. 

-  hysteria  simulating     .. 

535 

In        727 

shortness    of    breath 

-  insomnia  from     -     321 

,  322 

-  inUbesdor«ali«57,  116, 

from 89 

-  mediastinal  new  growtlia 

251,  400,  515 

Atony    of     bUdder         ..   396 

simulating      . . 

535 

-  of  tongue          . .         . .     59 

-  stomach,  dyspepsia  from  319 

-  nasal  discharge  from    . . 

178 

-  vertigo  with      . .         . .     58 

flatulence  with         ..  341 

-  orthopnoea  from       323, 

418 

-  of  vocal  cords    . .          . .     59 

-  -  gastrectasis  from   174,  653 

-  papilloma  of  larynx  simu 

-  writing    movements    in 

sense  of  fullness  from  244 

laUng 

535 

(Piff.  290)      ..         ..728 

-  -  succussion  with    241,  244 

-  polycythaamia  from  532, 

533 

Atelectasis,         congenital, 

1  Atoxyl,  amblyopia  from  . .  759 
-  erythema  from  . .     222,  234 

-  polyuria  from    . . 

535 

bronchiectasis  from  . .  292 

-  renal,  spasmodic  distin- 

Atoiiosis, oonorai  account  of  i9i 

-  central  scotoma  from  . .  759 

guished       from       by 

Atheroma,  abdominal  an- 

- optic  atrophy  from      . .  759 

eosinophilia    . . 

219 

gina  from      . .         . .  437 

neuritis  from..         ..  759 

-  syphilis    of    bronchus 

-  angina  pectoris  with  . .  535 

Atresia  cen'icis  (see  Cervix 

simulating 

535 

-  of  aorta,  clot  upon      . .  258 

Uteri) 

-  therapeutic  tests  for    . . 

535 

embolus  from          . .  258 

-  of  vagina  (see  Vagina, 

-  thymic    . . 

535 

pain  in  shoulder  from  474 

Closure  of) 

-  unemia  simulating 

535 

-  aortic  regurgitation  from  207 

Atrophy,  acute  yellow  (see 

-  T-rays  in  diagnosing    .. 

535 

systolic  bruit  from  1, 

Acut«  Yellow  Atrophy) 

Astigmatism,  diplopia  from 

175 

o8,  92,  208 

-  cerebellar           . .         . .  739 

-  eye-strain  from         446, 

524 

-  blood-pressure  not  high  163 

-  of  ears,  from  lupus  ery- 

- headache  from  . .      449, 

712 

-  of  cerebral  arteries,  dia- 

thematosus   ..         ..603 

-  hypermetropia  with     . . 

417 

gnosis  guessed  at     . .  406 

-  faciei  hemi-  (Pig.  303)  . .  494 

-  morning  headache  from  294 

noises  in  head  from  400 

-  of  hand,  in  amyotrophic 

-  neuralgia  from  . . 

449 

thick  radial  arteries 

iHteral  sclerosis         ..  508 

Astiomatism,  optic  disc  in 

(Plate  JTX) 

417 

with        ..         ..400 

from  cervical  rib  444, 

418 

tortuous     temporal 

(Pig.  309)  508 

-  pain  in  the  eye  from    . . 

446 

arteries  with      . .  400 

in  bulbar  palsy        . .  637 

-  photophobia  from 

524 

-  and  arteriosclerosis,  as- 

 progressive    muscular 

-  tenderness  of  scalp  from 

712 

sociation  between     1,  271 

atrophy      ..         61,109 

Astley  Cooper,  on  hernia 

-  of  coronary  art«ries,  heart 

in  syringomyelia        . .  508 

of  bladder     . . 

683 

block  with     . .         . .     83 

-  hypothenar,    from    cer- 

Astloy   Coopor,    irritabio 

-  dead  fingers  from        . .  163 

vical  rib                    ..508 

broast  of 

431 

-  diabetes  and     ..         ..737 

—  progressive    muscular 

Astringents,  thirst  from  . . 

720 

-  epigastric  pain  from    . .  437 

atrophy      ..       61,  110 

Astronomers,  vision  and . . 

758 

-  flatulence  from..         ..  487 

in  ulnar  paralysis    . .  110 

-  of  kidnev,  from  ureteric 

Asylum  dysentery 

717 

-  gangrene  from  . .         . .  737 

Ataxic    paraplegia,    ataxy 

-  granular  kidney  with  . .  271 

calculus          ..         ..678 

with 

351 

-  hfflmatemesis  from    265,  271 

-  limbs,  from  diphtheria. .     66 

-  -  Babinski's  sign  in     . . 

68 

-  heart  thumping  from  . .  486 

from  mercury          . .     66 

lesions  of 

517 

-  high  blood-pressure  with  271  i 

ATROPHY,  MUSCULAR..    59 

neurasthenia  simulated        | 

-  intermittent  claudication 

in  acute  poliomyelitis 

by 

713 

and 306 

•61,  509 

paraplegia  from 

514 

-  loud  aortic  second  sound          1 

in  amyotrophic  hteral 

penile  erection  absent 

with 1 

sclerosis  61,  63, 

in 

313 

-  with  myocardial  ciianges    53 

135,  608,  617 

ATAXY      

55 

-  noises  in  the  head  from  295  | 

from  aneurysm         61,  63 

Ataxy,  acuta  coroteliar   . . 

58 

-  palpitation  from          . .  484 

anterior  crural  nerve 

-  from  alcoholism         56, 

146 

-  of  pulmonary  arterioles. 

lesion                    ..498 

58 

hamoptysis  from     ..287 

Atrophy,   muscular,   from 

-  from  ataxic  paraplegia. . 

251 

artery            . .         . .  291 

anterior  crurRls       ..  439 

-  athetosis  with    . . 

58 

from  mitral  stenosis 

-  -  arthriUc,  no  R.D.  in. .  852 

-  -  with  arthritis  61,  63, 

Ataxy,  from  coroteliar  io- 

215,  289  , 

sions  58,  69,  251,  517. 

1 

-  from  syphilis     . .         . .  207  l 

348,  346,  348.  851, 

592   610, 

728  1 

-  thrill  from         . .         . .  720 

363,  477,  688 

-  cerebellar,  intention  tre- 

1 

-  tenesmus  from  . .         . .  437  | 

from  bracheitis        . .  477 

mor  in 

728 

-  unequal  pulses  from  550,  551 

-  -  brachial  neuritis       . .  443 

from   post.   inf.  cere- 

1 

-  vessels  affected  by      . .       1 

plexus  injury        . .  506 

bellar  artery  throm- 

ATHETOSIS                   ..   131  1 

in  cachexia    . .         . .  683 

bosis  (Fig.  264)    . . 

610  1 

-  accoucheur's  hand  in  . .       2 

from  callus  Involving 

tremor  in 

727 

-  from  cerebral  diplegia..  729  i 

nerve          . .         . .     63 

Ataxy,  corolmi  causos  of. . 

58 

-  -  embolism         . .     132,  133 

from     Cauda     equina 

-  chorea  distinguished  from  133  1 

hremorrhage  . .         . .   132 

tumour       . .          61^  63 

-  in    combined    degenera- 

1 

thrombosis     . .         . .   132 

-  -  cervical    rib    61,    63, 

tion  of  cord    . .        57, 

251  1 

-  chill  causing      . .         . .   132 

110,  162,  508 

-  from  diphtheria 

56 

-  from  cortical  lesions    . .  302 

contractures  with     . .   140 

-  in  disseminated  sclerosis 

-  with  diplegia     . .         . .  132 

-  -  after  diphtheria       . .  512 

57,  307, 

517 

-  from  encephalitis         . .  132 

from  disuse    . .         . .     59 

-  due  to  loss  of  sensory 

-  epilepsy  and      . .         . .  132  ; 

electrical     reactions 

impulses 

50 

-  of  face 493 

with           ..         ..683 

encephalitis    . . 

58 

-  aft«r  fevers       . .         . .  132 

-  -  with  facial  paralysis. .  493 

-  eye-closure  in  det«cting 

56  1 

-  of  the  hand  (f  i^.  57)    . .   132 

fibrillar     contractions 

-  familial,  intention  tremor 

1 

-  hemi-,  hemiplegia  with    301 

from           ..         ..134 

in        

728  1 

-  after  hemiplegia          ..   134 

from  fracture           . .     61 

-  Friedreich's  (see   Fried- 

' 

Athetosis,  idiopathic       . .  132 

-  -  in  Friedreich's  disease  140 

reich's  Ataxy) 

-  in  infantile  hemiplegia 

general  paralysis      ..     59 

-  hemi- 

58  , 

58,  493 

gonococcal  arthritis. .  340 

-  after  hemiplejfia 

58 

-  insanity  and     . .         . .  132 

gumma  of  nerve       . .     61 

-  hereditary,  tremor  in  . . 

-  hysterical 

721  1 

-  from    instruments    at 

-  -  in  hysteria     . .         . .  503 

59 

birth 132 

from  infantile  paraly- 

- in  infantile  hemipleunii  . . 

5S 

-  meninireal  hamorrhage     132 

sis  (Fig.  19)         59,  60 

-  influence   of  eye-clo^ujjp 

-  optic  thalamus  lesion  . .   133 

injury  to  nerve        61,  63 

on 

57 

-  parts  affected  by         . .   131 

Jacksonian  epilepsy..  137 

50 
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ATROPHY,    MUSCULAR 
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Atrophy,  muscular^  contd. 

myelitis  ..         ..  515 

myopothy       GO,  513,  514 

neuritis  ..         ..477 

new  growth  of  bone. .     CI 

..  _  on  nerve  . .     CI 

obturator  nerve  lesion  498 

Atrophy,  muscultr,  in  ona 
arm,  lasions  causing .  •  504 

part  of  emaciation  . .     59 

from    pelvic    tumour 

61,  63,  G4.  351,  440, 

465,  512,  514,  515,  770 

peroneal  atrophy      . .  509 

phthisis  . .         . .     61 

poliomyeUtis  (Fi(f.  9) 

59,  509,  512 
porencephalus  . .  144 

primary   muscular 

dystrophy  . .  683 
progressive    muscular 

atrophy       ..         CI,  G2 
pseudohypertrophic 

paralysis     . .         . .  513 

-  rheumatoid   arthritis 

343,  340 

sacro-iliac  joint  disease    63 

Atrophy,  muscular.  In  scia- 
tica . .  61,  63,  438 

from  spinal  caries     . .  499 

meningitis  . .         . .  499 

new  growth  . .  609 

-  -  splints  . .         . .     CI 

spondylitis  deformans  715 

sprains  . .         . .     61 

in   syringomyelia   61,  , 

C2,  110,  257,  508 

t.ibes  dorsalis  . .     59 

thoracic  new growtli. .     63  * 

in    Tooth's    peroneal 

palsy  . .  . .     CI 

transverse  myelitis  61,  62  i 

with  tuberculous  arth- 
ritis ..         ..348 

weight  carrying        . .  163 

Atrophy,  optic,  appoarancos 

of       416,  (Plate  XX)  418 
from  atoxyl   . .         . .   759 

-  black    specks    before 

eyes  from  . .  . .     72  1 

blindness  from       761,  762  • 

from  cerebellar  tumour  592  [ 

cerebral  diplej/ia       . .   729  ' 

colour  blindness  from  762 

in  congenital  syphilis  205  | 

-  -  with  diplegia  . .         . .   132 
in  disseminated  scloro-  i 

sis  148, 496, 502, 517,  760 

Friedreich's  ataxy    . .  513 

hereditary,    central 

scotoma  from        . .  760  ' 

in  hydrocephalus      . .  205 

idiocy  with    . .         . .  761 

from  lead       . .  . .   759  I 

after  neuritis  . .         ..  416 

in  pellagra     . .  . .  225  | 

from  sphenoidal  binus 

disease        . .         . .  231 
visual  field  constricted 

in 760 

-  peroneal,  atrophy  of  leg 

muscles  in      . .  . .   110  , 
claw  hand  from        . .   109  I 

-  progressive  muscular  (see 

Proffressive    Muscular 

Atrophy) 
ATROPHY.  TESTICULAR 

66,  313,  4C8,  479 
from  syphilis  . .       66,  479 

-  of  thenar  muscles,  from 

cervical  rib     . .  . .  508 

from  progressive  mas- 

cnlar  atrophy       CI,  110 
in  Tooth's  paralysis..  113 

-  of  tongue  in  bulbar  para- 

lysis   . .         197,  SSg,  C27 
Atropine,  convulsions  from  144 

-  in  diagnosing  iritis        ..  232 

-  disastrous  in  glaucoma    233 


-  eryttioma  from  . 

-  in  iritis   . . 

-  pupil  dilated  by 
Attic,  suppuration  in 
Auditive,  definition  of  an 
Auditory  meatus,  exostosis 

in         

-  nerve,  distribution  of  . . 


A  uditory  tifire,  contd. 

noises    iii     oar     from 

lesion  of      . .         . .  723 
tumour  of,  tremor  from  729 

-  word  centre  (Fig.  2CC). .  624  ' 
Australia,  hydatid  disease 

in         ..            49,  291,  658 
Austria,  impetigo  herpeti- 
formis in        . .         . .     98 
AURA        6/ 

-  Hushing  as  an    . .         . .  24 1 

-  in  epilepsy  48.  145,  612 

-  giddiness  an       . .  . .   752 

-  in  Jacksonian  epilepsy. .  147 
Aura,    localizing   sign    In 

Jacksonian  opiiepsy..    68 

-  olfactory  . .        68,  612 

-  taste       705 

-  visual 68 

Auricle,  left,  hypcrtrophied 

and  dilated,  from  mi- 
tral stenosis   ..      215,  292 

-  right,  polypus  in  . .   750 

-  single      . .  . .  . .   157 

Auricles,  paroxysmal  tacliy- 

cardia  of        . .  . .  548  ' 

.\uricular   fibrillation,   ar- 
rhythmia from       545,  biS 

from  cirdiosolerosis. .  548 

disappearance  of  pre- 
systolic bruit  with    518 

thrfil  with  . .   548  i 

electrocardiogram    of  486  ' 

in  detecting  91,  485,  701 

irregular  heart  from . .     94  | 

lasting  for  years       . .  548 

in  mitral  stenosis    94,  518 

paroxysmal        tacliy- 

cardia  distiuj^uisiied 
from  . .  548  i 

polygraph  tracings  in  I 

diagnosing  ..         . ,  518 

pulse  irregular  from. .  518  I 

rapid  with  . .         . .  548 

tachycardia  from      . .   70* 

Auricular  friction  . .        . .  548 
Auriculo-veutricular    bun- 
dles      545  I 

Auscultatory      percussion, 

little  value  of..  ..  244  ' 

Auto-intoxication,  in  cy- 
clical vomiting  . .   765 

-  eclampsia  . .         . .   146 
Automatism,  epileptic   20,  144 
Autophonia  ..  166  i 
Autopsy  (see  Post-mortem  | 

Examination) 
Axilla,  abscess  in  (see  Ab-  I 

scess.  Axillary) 

-  lymph  -  glands    in    (see  , 
Lymphatic       Glands, 
Axillary) 

Axilla,  primary  tumours  of  667 
I  -  sycosis  affecting  . .  558 

Axillio,  absence  of  hair  in  71 
I  -  bromidrosis  of   . .  . .  654 

-  chromidrosis  of..         ..  C'lf) 

-  eczema  marginatum  in     250 

-  erythrasma  of    . .  . .  251 

-  pediculosis  pubis  affect- 
ing        401 

I  -  seborrhceic  ec2ema  in  ..  401 
I  Axillary  folds,  scabies  of. .   755 

-  glands,  enlarged  (seo 
Lymphatic  (ilauds, 
Axillary) 

-  hair,  precocious,  hyper- 
nephroma and  . .  CtO 

-  vein,  obstructed  . .  289 
Azoospermia,  sterility  from 

C46.  647 
Azotic  diabetes     ..      5,10,  537 


liacUlut  aerogenex  cap.^  contd. 

gas  -  containing    lo- 

culi  in  liver  from  203 

spreading   gangrene 

due  to     . .  . .  256 

subcutaneous  em- 
physema from  . .  203 

sulphides    produced  256 

-  anthracis  . .         . .  674 
in  malignant  pustule     559 

-  Bordet-Gengou  . .  C45 

-  coll,  in  abscess  238,  530,  680 

bacteriuria  from       . .     69 

in  cerebrospinal  fluid    .105 

cystitis  from..        70,  182 

empyema  from  ..   104 

epididymo-orchitis  : 

from  ..  ..  478  I 

-  -  fcptid  cystitis  from    . .  238 

gas  formation  by  b'Wi,  531 

in  abscess  by  651, 

652,  653 

in  impetigo    . .         . .  538 

membranous  vaginitis 

from  . .         . .   186  i 

meningitis  from        . .  590 

nephritis  due  to        . .     69  | 

orchitis  due  to  . .     67 

in  pleuritic  effusion  . .  106 

pneumoperitoneum 

from  . .  . .   652 
pneumothorax  from..  531  | 

-  prostatitis  due  to    70,  182 

-  -  pyelitis  from..      182,  576 

pyelonephritis  due  to    69 

pyopneuraopericar- 

dium  from  . .         . .  662 

recovered     on     blood 

culture       . .         . .  597 

rheumatoid  arthritis 

from  . .         . .     36 
subcutaneous  emphy- 
sema from  . .         . .  203 
-  ureteritis  due  to     69,  472 


.  .    C4i 


..    231 


717 


BABINSKI'S  SIGN  (and 
sec  I'lantar  Reflex , 
Extensor)  . .  . .  68 

DncilliOJnia  . .  . .   5l»7 

BACILLURIA  ..69 

222     -  albuminuria  with  . .  770 

233  -  leucocytes  in  urine  with  770 
232  -  loss  of  weight  from  . .  770 
423  -  prolonged  pyrexia  from  563 
625     Bacillus,  acid-fast  . .  641 

-  aerogenes  capsulatus, 
671  fatty  acids  produced 
163  by        25 


urethritis  from  . .  182 

in  urine  . .         . .     69  | 

whitlow  from  . .  240 

-  comma,  in  cholera        . .  717 

-  diphtheria  164, 157, 106, 

419,  589 

-  -  (Plate  XXV III)       ..  C14 

from  ear         . .  . .  422 

laryngitis  from  . .   199 

membranous  vaginitis 

from  ..  ..186 

menincitis  from        ..  590 

Neisser's  stain  for  167,  614 

in  peripheral  neuritis  154 

skin  lesion      . .         . .  558 

sore  throat  and     613,  614 

whitlow  from  ..  240 

-  drumstick  . .         . .   730 

-  -  (Plate  XXVni)        ..  614 

Bacillus  dysontorls,  char- 
acters of  ..77 

-  Eberth's     (see    Bacillus 

Typhosus) 

-  entcritidis,  summer  diar- 

rhoea from      . .  . .  38 1 

-  foDtidus,        bromidrosis 

from 654 

-  fusiform,  sore  throat  duo 

to        613 

In  Vlncent*8  angina  . .  614 

-  Gaertner's,  agglutination 

test  for  . .         . .  554 

in  ptomaine  poisoning 

554,  717 
summer  diarrhopa  from  384 

-  glanders     (see    Bacillus 

Mallei) 

-  H  of  man  II 's,   sore  throat 

due  to  ..  ..  613 

-  influenza},    in     cerebro- 

spinal fluid     . .         . .  305 

menincitis  from        . .  590 

nasal  discharge  due  to  178 

pneumonia  from       ..613 

recovered    on    blood- 
culture       . .         . .  597 

sore  throat  duo  to     . .  613 

in  sputum    290,   465, 

564,  640 

-  Klebs  -  Loefllcr        (see 
I  Bacillus  diphtheria) 

-  loprosy    . .  . .  . .     63 

In  nasal  discharge     . .  383 


Bacillus,  contd. 

-  leptothrix,      acpticoBmia 
from   . . 

-  mallei  in  glanders 

septicjemia  from 

skin  lesions     . . 

sputum 

-  of  Moran-Axonfeld,  con- 
junctivitis from 

-  Morgan's,  ptomaiao  poi- 
soning from    . . 

summer  diarrhoea  from  i^  t 

-  Oppler-Boas*,  carcinomm 
of  stomach  and     Sl*>. 

7G6,    7*-T 
in  gastric  juio©  -  .    31^ 

-  paratyphosus  A  and    15, 
agglutination  of  .  .    637 

in  urine  .  .  .  .      t>J 

-  rfeiffcr's,    in     influenz** 
-IG5.    ^4 

-  pnenroonis,        ncpliritis 
due  to..  .  .  .  .      fi'* 

-  pyelonephritis    due  to     0'.* 
ureteritis  duo  to        .  .      Cj 

-  prodigiosus,  hiomopty^L** 
I  simulate<l  by .  -      28<;.  C4 1 

red  pigment  prodiicciJ 

by e< 

red  sputum  from 

sweat  from 

I  -  proteus,  pyelitis  from  . . 

-  pyocyaneus,    coloured 
sweat  from 

' empyema  from 

in  impetigo    .  . 

I nephritis  duo  to 

' pemphigus     nconator- 

,  um  due  to  .  . 

I pyelonephritis   dne  to 

I recovered    on     blood- 
culture 

in  sputum 

' ureteritis  due  to 

1  -  Shiga's,  dysentcrj^   from 

172,  Tlfi 

-  toUni      ..         13S,  417 

-  -  (Plate  XXVI II) 

-  from  wound  . . 

-  tuberculosis  (see   Tuber- 
cle Bacilli) 

-  typhosus  in  bile  pns&ai?es  WJi 

in  blood  . .  . .   5*34 

In  cerebro-splna!  fluid  5'L*. 

cystitis  due  to  . .     T't 

-  empyema  from  . .   li,'4 
gall-bladdor    intection 

by 3M 

meningitis  from         . .  5? 

-  -  in  periosteal  abscess. .   67» 

-  -  periostitis  due  to       . .   7U 

-  -   pyelitL?  from  57« 

-  -  recovered    on    bloo«l 
culture        ..      597 

gimnlating   B.   djseri- 

terlsB 

-  xerosis,  in   normal   ure- 
thra     

Back,  abscess  of  (>ec    Ab- 
scess of  Back) 

-  acne  affecting    . .      489,  5«0 

-  aneurysm   pointing    in    16S. 

-  cheiropompholyx  on     . .     97 

-  curvature  of  (see  K.vpb<^- 
sls :  Lordosis  ;  t>colio6i<) 


r.4  4 
376 

l.^i 

69 

97 

69 

597 
6? 


50  > 


«3€ 


6? 


..   673 


. .  6«: 


405 
732 


-  glands  draining. . 

-  hollow  (see  Lordosis) 

-  Injury  to  (see  Injury) 

-  lymphatics  of    . . 

-  multiple  benign   sarcoid 

affecting 

-  myoma  cutis  of . . 

-  pain  in  (see  Pain  in  the 

Back ;  and  Backache) 

-  rigid  (we  Rigiditv  of  the 

Back) 

-  sebaceous  cyst  of 

-  small-pox  affecting;       . .  757 

-  sores  on.  inflamed  axil- 

lary glands  from       . .  3S0 
inguinal  glands  from  3351 

-  stiffness  of,  from  typhoid 

spine   . .         . .         . .  340 

-  swelling  of,  from  aneur- 

ysm opening  vena  cav»  139 

-  syphUodermsof..         ..  490 


32 


Digitized  by 


Google 


BACK 


BERIBERI 


787 


Backy  eoiUd 

]  Bacterwlogieal  exam..,  contd 

. 

'  Baldness,  eontd. 

-  tenderness  in  (see  Tender- 

 of  red  sputum 

286 

-  erysipelas          . .         . .     71 

ness  in  Hack) 

-  -  rigors 

695 

-  favus       . .          . .         . .     71 

-  urticaria '^f        ..          ..489 

ringworm 

248 

-  after  fevers       . .         . .     71 

-  varicella  affecti.itf     750,  757 

1 septicemia  656,   667, 

-  from    foUicuUtis    decal- 

Backache,  from  calculus. .  4G9 

697. 

037 

vans 71 

-  carcinoma  uteri            . .  469 

septicopywraia 

597 

-  head  rolling      . .         . .  711 

-  caries  of  spine   ..         ..  469 

-  -  skhi  diphtheria 

668 

-  juvenile 191 

-  cervical  catarrh            . .  468 

Bacteriological  examination 

-  after  kerion       ..         ..71 

-  -  erosion           . .         . .  468 

of  sore  throat 

614 

-  from  lupus  erythematosus 

-  from  endometritis    192, 

spinal  meningitis      . . 

417 

71.  710 

387.  468 

sporotrichosis 

290 

-  morphoea           . .         . .     71 

-  in  fevers 427 

spotted  fever 

654 

-  nerve  shock       ..         ..71 

-  from  growth  in  spine  . .  469 

stomatitis 

542 

-  psoriasis. .         . .         , .     71 

-  hjBmorrhoids     ..         ..  409 

-  -  syphilis          . .     074, 

739 

-  ringworm           ..       71,  249 

tetanus           . .      417 

699 

-  sclerodermia      . .         . .  710 

uterine  tumour         . .  468 

-  -  tonsillitis 

379 

-  seborrhoea         . .         . .     71 

-  lateral  curvature          . .  428 

tuberculous  tongue  . . 

098 

-  senile 71 

Backache,  from  palvlc  dis- 

 typhoid  fever 

504 

-  from  syphilis     . .         . .     71 

orders           . .     429.  468 

ulcer  of  palate 

588 

-  types  of            . .         . .     70 

-  prolapse  of  uterus        . .  468 

ulceration  of  larynx . . 

168 

Ballet-dancers,  cramps  in    160 

-  rectal  growth     . .         . .  469 

urethral  discharge    . . 

181 

Balloonists,  noises  in  the 

-  sacro-iliac  joint  disease  469 

-  -  urethritis 

581 

head  in          . .         . .  406 

-  in  small-pox      . .          . .  272 

of  urine          . .         09,  70 

Bandaging,  tight,  gangrene 

-  after  typhoid  fever      . .  715 

Vincent's  angina 

014 

from    ..         ..      255,  258 

-  from  urine  changes      . .  469 

whooping-cough 

645 

Bands,    amniotic,    cndema 

-  uterine  congestion        ..  387 

zymotic  diarrhnea    . . 

384 

from                                 ?»*) 

Backward    pressure    (and 

Bacteriology  of  acute  phar- 

- peritoneal  (soc  Adhesions, 

see  Henrt  fuilure) 

yngitis 

613 

peritoneal ) 

from  alcoholism        . .  214 

Bacteriology  of  laryngHis. . 

613 

1  Bang's  method  of  estlmat- 

arteriosclerosis          ..212 

Bacteriology  of  sore  throats  613 

1         Ing  sugar                . .  263 

Backward  pressure,  causes 

BACTERIURIA     .. 

69 

Banti's    disease,    clubbed          , 

of 46 

-  aching  in  loins  from    . . 

70 

fingers  in       ..         ..Ill 

ascites  from  ..  40,  52,  53 

-  affe  incidence  of 

69 

-  -  cirrhosis  and..        37,  035 

from  athlete's  heart      214 

-  albuminuria  from 

70 

peripheral  neuritis  in      04 

emphysema    . .         . .   217 

-  anorexia  from    . . 

70 

splenic  anramia  and 

over-exertion             . .  214 

-  in  children 

69 

1                            37,  64,  372,  033 

gastritis  from            . .  317 

Bacteriuria.   clinical  sym- 

1  splenomegalic  cirrhosis 

nntmeg  liver  from    . .     52 

ptoms  of 

70 

and 033  ' 

OBdema  of  legs  from . .     52 

-  from  dental  abscess     . . 

09 

Barium   chloride.   In   bile 

pancreatitis  with      . .  100 

-  frequent  micturition  from  70 

test                       ..  744  i 

pulsatile  livor  from  . .     52 

-  gastro-intestinal    sym- 

 carboluria  and         . .  747 

Backward  pressure,  signs  of  212 

ptoms  from    . . 

70 

-  enema,     in     diagnosing 

spleen  not  enlarged  by  032 

-  hematuria  from 

70 

spastic  constipation  . .  245 

Bacterifflmia          ..          ..597 

-  ill-health  in  children  from   70 

Bacterial  casts      . .         . .       6 

-  intermittent      . . 

69 

Barium  meal,  technique  of  122 

Bacteriological  examination, 

Barley,  actinomyces  from    045 

in  actinomycosis  74, 

isms  causing  . .       69 

,  70 

Bariow's  disease  (and  see        | 

698,  736 

-  nausea  from 

70 

Scurvy)      38,  72,  99,  656  | 

ancina  ludovici        . .  413 

-  after  operations 

70 

night  sweats  in        . .  654  | 

-  -  anthrax         413,  559,  674 

-  pain    in    hypogostrium 

purpura  in     . .         . .  553 

-  -  arthritis         . .         . .     36 

from 

70 

Barrel-shaped     chest,     in 

-  -  of  ascitic  fluid          . .     48 

loins  from      . . 

70 

emphysema    . .         . .  167 

-  -  bacilluria       . .         . .  770 

perineum  from 

70 

Bartholin's  gland,  normal 

of  bronchial  casta    . .  644 

-  in  pregnancy     . . 

09 

secretion  from         . .   185 

-  -  in  cellulitis    . .         . .  413 

-  pyrexia  from     . . 

70 

abscess           ..         ..  474  j 

of  cerebrospinal  fluid    306 

-  pyuria  from 

70 

cyst  of           . .         . .   701  1 

in  chancre     . .         . .  674 

-  reaction  of  urine  in 

70 

inflamed  ia  gonorrhoja  700 

cholera           . .         . .  273 

-  with  renal  calculus 

69 

Bartholinitis,     aching     in 

-  -  colibacilluria             . .  455 

-  renal  epithelium  in  urine 

perineum  from         . .  474 

-  -  coniunctivitia            . .   7^4 

from 

70 

-  dyspareunia  from         . .  193 

-  -  diphtheria       64,  419,  422 

-  with  rheumatoid  arthritis 

09 

-  from  gonorrhoea          ..194 

(Plate  XXVllI)    ..  014 

-  rigors  from 

70 

-  levator  ani  spasm  from  193 

—  dysentery       ..         ..717 

-  scalding  from    . . 

70 

-  vaginismus  from          . .  193 

empyema       . .         . .  104 

-  sex  incidence  of 

69 

Baruria 537 

of  gall-bladder     . .  254  , 

-  staphylococci  in 

09 

Baryta  water,  in  bile  test  744  ' 

—  cpididymo-orchitia  . .  478 

-  from    suppurative    ne- 

Basisphenoid, fibrosarcoma 

-  -  erysipelas       ..       98,  413 

phritis 

594 

of        179  1 

-  -  of  fajces,  for  fermenta-    0 

-  tenderness  over  kidneys 

-  fracture  of,  hemianopsia 

tion             ..         ..246 

from 

70 

from 302  1 

putrefaction          ..  246 

over  ureters  from    . . 

70 

-  recurrent  fibroma  of    . .  179 

in  gastritis    ..          ..267 

-  from  tonsillitis  . . 

09 

-  sarcoma   of,    blood-spit-          | 

glanders          . .       97,  559 

-  tube  casts  from 

70 

tincr  due  to     . .         . .  285  1 

Bacteriuria.  urine  changes  In  70 

Basophile  cells   in  Ilodg- 

for  oonococci  in  female  185 

-  vomiting  from  . . 

70 

kin's  disease 

—  gonorrhoea      . .     697,  700 

-      (and  see  Coli-bacilluria) 

37,  64,  377,  635 

impel iffo         . .         . .  558  , 

Bag  of  worms  feel,  of  vari- 

 leukaemia       . .         . .     24 

-  -  infective   endocarditis 

cocele  

701 

Ivmphatic  leukiemia       20 

209,  566  ; 

Baker's  cyst 

092 

-  -  (Plates  If,  IV)         22,  26 

Bacterioioqical  examination         ' 

Balanitis,  chancre  simulated 

splenic  ansemia         . .     55 

in  influenza  178,  440, 

by 

617 

-  corpuscles,  characters  of    23 

465.  040,  643  1 

-  in  diabetes 

618 

-  -  (Plate //,ii'w.O) 

-  -  in  laryngitis  157,  109, 

-  enuresis  from    . . 

218 

Basophilia,  punctate       ..    23 

419,  016 

-  frequent     micturition 

-  -  (Plates  II,  HI)        22,  24 

-  -  leprosy           . .       03,  383 

from 

394 

in  plurabism  . .         . .     23 

-  -  meningitis    511,    515, 

Balanitis,  general  account  Of  617  I 

Bath,    cold,    menorrhagia 

500,  590  1 

-  gonorrhcBa  simulated  by 

617 

from 886 

-  -  of  nasal  discharges  178, 179  1 

-  gouty 

618 

-  -  in  opisthotonos         ..  417  , 

-  pain  in  penis  from 

473 

diseases  affecting      ..401 

eczema  affecting   . .  000 

-  -  orchitis           . .         . .     67  i 

-  priapism  from  . . 

538 

-  -  otitis  media  . .         . .  422 

-  pyuria  from 

575 

-  pruritus  and      . .         . .  540 

paratyphoid  . .         . .  637 

-  soft  sore  simulated  by . . 

617 

Baths,   hot,   insomnia  re- 

— ppripheral  neuritis    . .     64  i 

-  ulceration  of  penis  from  617  | 

lieved  by       ..         ..323 

-  -  prolonged  pyrexia   ..  563  1 

BALDNESS 

70 

in  lowering  high  blood- 

purpura          . .         . .  557 

-  from  alopecia  areata    . . 

71 

pressure      . .         . .  323 

—  pvwmia           . .      655,  597 

-  congenital           ..          70, 

71  1 

Bazln's    disease,    general 

-  -  pyelitis           . .         . .  218  , 

-  from  eczema     .. 

71 

account  of    ..        ..404 

Basin's  disease,  eontd. 
aggravated    by    anti- 
syphilitic  treatment  404 

erythema  in  . .         . .  223 

legs  affected  by        . .  404 

tuberculosis  and       . .  738 

ulceration  in  . .     404,  738 

Beading  of  ribs  in  rickets 

155,  107.  035 
Beaked  pelvis  in  rickets  . .  187 
Bean  in  ccsopbagus  (Fig, 

95) 195 

-  inhaled,  gangrene  of  lung 
from 259 

Beans,  oxalate  from        . .  424 
Beard,  eczema  seborrhooi- 
cum  of  . .         . .  491 

-  falling  out  of,  from  brain 
injury  ..         ..67 

-  pediculosis  pubis  affect- 
ing       401 

Beard,  ringworm  of  the  247, 249 
Bed,  pain  on  getting  warm 

in        463 

Bedclothes,   insomnia  and 

320,  321,  322 

-  intolerance  of,  In  infan- 
tile scurvy     ..         ..99 

Bedding,  excessive  . .  240 

Bedford,  on  safranin  test  262 
Bedriddenness,  in  general 

paralysis         . .        69,  243 

-  tabes  dorsalis    . .         . .     69 
Bedsore,  acute,  general  ac- 
count of        . .     257.  258 

-  death  from        . .         . .  268 

-  from  icebag  . .  . .  258 
Bedsore  Of  finger  ..        ..  240 

-  gangrene  from  . .         . .  255 

-  in  hemiplegia     . .         . .  737 

-  from  hot- water  bottle. .  257 

-  pyaemia  from     . .         . .  258 

-  sites  affected  by  . .  257 
Beer,  arsenic  in  ..  66,  520 
^  oxalate  from      . .         . .  424 

-  poisoning  by      . .  . .  526 

-  polyuria  from    . .         . .  536 

-  regurgitation  of  food 
througn  noise  after  . .  688 

Beer-drinker's  heart  . .  300 
Beer-drinking,  oedema  from  415 
Bee-sting,  dysphagia  from  198 

-  swelling  of  face  trom    . .  674 

-  tongue  swollen  trom  . .  198 
Heetroot,  oxalate  irom  . .  424 
Belladonna,  anidrosis  from  654 

-  constipation  relieved  by  124 

-  delirium  from   . .      109,  170 

-  erythema  from..         ..  222 

-  heart  slowed  by  . .  704 

-  pupils  dilated  from  . .  705 
and  fixed  from      . .  170 

-  purpura  from    . .         . .  553 

-  scales  from        . .         . .  602 

-  skin  dry  and  flushed  from  170 

-  tachycardia  from      703,  704 

-  thirst  from        . .         . .  720 

-  tongue  dry  from  . .   705 
Bellite,  dinitrobenzene  in     334 
Bell's  palsy,  general  ac- 
count of                  . .  494 

and      see     Paralysis, 

Facial) 

Bell  sound,  with  pneumo- 
thorax . .         . .   168 

Belt,  liver  furrowing  from  367 

Bence-Jones  albiunosuria  4 
-  tests  for         . .         . .       5 

Bence-Jones  albumosuria 
general  account  of   . .     16 

Benzene  and  chloroform, 
specific  gravity  mea- 
surement with         , .  534 

Benzidin,  in  occult  blood- 
test     171 

Benzoic  acid  (see  Acid, 
Benzoic) 

Benzol  in  aeroplane  varnish  334 

Beri-beri,  aniemia  from  . .     33 

-  cachexia  from  . .  . .  33 
decorticated  rice  and  63,  226, 

414 

Beri-berl.  diagnosis  of     . .    63 

-  muscle  wasting  in  . .  63 
oedema  in  63,  414,  415 
peripheral  neuritis  from 

61,  63,  414 
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BERIBERI    —    BLOOD    PER    ANUM 


Beri-beru  contd. 

-  rigor  rare  in      . .         . .  505 

-  in  seamen  . .         . .  414 

-  on  sliips  . .         . .         . .     C3 

BlarttMt 261 

Bicarbonate  of  soda,  tieart- 

burn  relieve<l  by       . .  297 

-  in  inflating  stomach 

317,  319 

interscapular  pain  re- 

Ueved  by    . .         . .  462 
Biceps,  atrophy  ol  ..613 

-  of  leg,  nerve  «*upply  of. ,  49S 

-  myoclonus  of    . .         . .   137 

-  nerve  supplv  of  . .  504 

-  paralysis    of,    in    Erb's 

pal^ 507 

-  root  innervation  of      . .  609 
Biceps-jerk,    increased    in 

brachial  monoplegia..  502 
Bicuspids,  upper,  pain  in 

temporal  region  from  712 
Bilberries,  black  stools  after 

75.  386 
Bite,  InmlsiatMl,  Jaundice 

frem    . .        . .     325,  328 

-  pigment,  tests  for       . .  743 

{Plate  XXXV)     ..  750 

in  urine  (see  Jaundice ; 

and      Urine.      Bile 
Pigment  in) 

-  salts,  slow  pulse  from  . .  324 

-  in  stools,  test  for        . .  170 

-  urine,  foam  test  for     . .  743 

-  in  vomit  . .         . .  766 
Bile-duct,    carcinoma    of, 

(see  Carcinoma  of  Bile- 
duct) 

-  catarrh,'jaundice  from . .  325 

BIte-duct,  cicatrizttlofi  of 

325,  329 

-  congenital  obliteration  of  325 

-  kinking  of,  from  hepato- 

ptoste 868 

-  obstructed     by     ascaris 

lumbricoides  . .         . .  328 
carcinoma      . .      826,  330 

-  obstruction,     carcinoma 

simulated  by..  ..374 

from  catarrh  . .         . .  326 

BIte-duet  obstruction,  cnutM 

of 325 

clav-coloured  motions 

n-om  . .  326 

by  colon  tumours    . .  330 

cirrhosis  simulated  by  372 

-  by  distoma  hepaticum  328 
enlarged  portal  glands 

60,  51,  330  I 

by  duodenum  tumours  330  ' 

gall-stones      . .  . .  326  i 

Bite-duct        obttructten, 
oonorti  account  of 

327,328,329,330,331  ' 

by  hydatid  cyst       . .  328 

jaundice  from 

325,  326,  369.  372 

large  liver  from 

326,  369,  372 

by  liver  tumours      . .  330 

movable  kidney       . .  331 

omental  tumour       . .  331 

pancreas  tumours    . .  330 

ovarian  tumouiB       . .  331 

pancreatitis    . .         . .  326 

right  kidney  tumours    330 

stomach  tumours     . .  330 

-  -  stools  pallid  with     . .  372 
Bite-duett,  congonitai  obli 

taratlon  of 
-•  rupture  of  hydatid  into  375 
Bilharzia,  cystoscopic  ap- 
pearance {Plate  X  Vl)  284 

-  bflomatobia,        affecting 

bladder 

rectum 

anromia  from 

blood  per  anum  from 

Biiliarzia  hsmatobia.  blood 
changos  witli 

cachexia  Irom 

cystoscope  in  diagnos- 
ing . .         ..      282, 

in  Kgypt 

eo«;inophilia  from 

geographical  distribu- 
tion  282 


329 


79 
79 
83 
79 

26 

99 

472 

79 

219 


Bilharzia  hctmatobia^  contd. 
hoBuiaturia  from 

I  33,  275,  282,  681 

mucus  in  stools  from     79 

ova  {Fig.  26)  . .     79 

in  fsBces      . .         . .     79 

urine  282,  472,  681 

,  -  -  pyuria  from   575,  580,  58 i 

tuberculous     bladder 

simulated  by     282,  472 

-  pain  iJi  penis  from  . .  471 
Biliary    colic    (see    Colic, 

Biliary) 
Biliousness,     carcinoma 

simulating      ..         ..  462 

-  from  deficient  exercise. .  526 

-  gall-stone  simulating    . .  462 

-  from  injudicious  diet  . .  626 

-  interscapular  pain  from 

461,  475 

-  pain  in  shoulder  from  . .  475 

-  photophobia  from        . .  526 

-  ptyalism  from   . .         . .  543 

-  specks  before  eyes  from    71 

-  uric  acid  and    . .         . .  742 

-  vertical  headache  from  294 
Bilirubin  in  stools  . .  170 

-  urine       ..         ..     743,  745 

-  urobilin  from  . .  743 
Biliverdin  in  urine  743,  746,  747 
Bimanual        examination, 

carcinoma  coli  felt  on  364 
in   cases   of   bearing- 
down  pain  . .         . .  427 

detecting  fibromyoma  386 

tubal  gestation     . .  468 

in    diagnosing    pelvic 

tumours     . .         . .  353 

pulsatile  liver        . .  369 

differentiating    pelvic 

tumours      . .         . .  689 

hypertrophy  of  cervix  639 

inversion  of  uterus  . .  539 

for  kidney      . .         . .  352 

in  prolapse    . .         . .  539 

Blot's  breathing    . .         . .  107 

-  -  allied  to  Cheyne-Stokes'  84 
in  tuberculous   menin- 
gitis ..         ..84 

Bird  foods,  sporotrichosis 
from 290 

Birds,  feeders  of,  aspcr- 
gillus  of  lung  in       . .  645 

-  oval  red  corpuscles  in . .  266 

-  trypanosomes  in  . .     28 

-  uric  acid  in  . .  . .  742 
Birth,     injury    at:      Du- 

chenne*s  palsy  from..  607 

-  milk  from  breasts  at  . .  686 

-  palsies 132 

tremor  with  . .         . .  729 

-  (and  f>ec  Childbirtli :  and 

Labour) 
Bismuth,     black    motions 
from    . .         . .         . .  386 

-  enema,     in     diagnosing 

carcinoma  coli  {Fig.  54)  126 

-  rectal  concretion  from. .   718 

-  salts,  reduced  by  glucose  262 

glycnronic  acid     . .  262 

lactose        . .         . .  262 

pentose       . .         . .  262 

-  fubnitrate,  in  Bottgcr's 

test 262 

Nylander's  test        . .  262 

-  sulphide,     black    stools 

from 75 

-  and  T-ravs  (see  x-Kays 

and  liismuth) 
Bite,     dog,     hydrophobia  i 

from    ..        138,  197,  730  ' 

-  snake  (sec  Snake  Bite; 

-  tongue  swollen  from  . .  698 
Bites,  bug,  relapsing  fever 

spread  by  . .     28,  336 

-  glands  enlarged  from  . .  679 

-  gnat,    swelling    of    face 

from 674 

vfsicles  from  . .   757 

-  hydrophobia  from        . .  730 

-  insect,  itching  from  . .  540 
purpura  from  . .  553 

-  itchintr  from       . .         . .  540 

-  leech,  purpura  from     . .  553 

-  mo!-quito,  malaria  from      29 

-  swelling  of  face  from  . .  674 

-  variou?,  fever  from       . .  598 


BiUs<,  contd. 

-  vesicles  from     . .         . .  757 

-  wheals  from       . .         . .   771 

-  wolf,  hydrophobia  from  730 
Biting  of  tongue,  in  epilepsy  694 
Biuret  test  for  albumose. .  16 
Black-dot  ringworm       ..  248 

I  BLACK  SPECKS  BEFORE 
'  THE  EYES    ..         ..     7i 

Irom  plethora         . .  221 

from  scotomata     . .  760 

Blacksmiths'  heart  15,  206,  484 

-  cramp 151 

Blackwater  fever,  coma  in  117 
hemoglobinuria  in  . .  284 

, quinine  and  . .         . .  284 

malaria  and  . .         . .  284 

purpura  in     . .         . .  553 

Biaddor,  abicosios  oponing 
into    238,    283,    575,    58  i 

-  aflections  of,  pain  in  the 

back  from      . .         . .  428 

' legs  from    . .         . .  442 

renal  lesion  simulating  676 

-  appendicitis  opening  the  238 

-  appendix  adherent  to  . .  682 

-  atony  of,  after  recurrent 

over-distention         . .  395 

-  bilharzia  affecting  . .  79 
Bteddor.  bilharzta  of  {Plate 

XVD 284 

-  blood-clot   in,  difficulty 

in  micturition  with  . .  398 
>  -  carcinoma  of  (see  Car- 
cinoma of  Bladder) 

-  -  invading  238. 283,  394, 

675,  582,  649 

-  caseous    gland    opening 

into 238 

Biaddor  crlm.  in  tabot  649, 659 
displaced,    by   hyper- 
trophy of  cervix  . .  639 

-  distended,  urachal  cyst 

I  simulated  by         . .  665 

catheter  in  diagnosing 

46,  665,  688 

-  dystocia  from  . .  200 

-  from  enlarged  prostate 

45,  277,  666 

-  fibroid  of  uterus  simu- 

lated by     . .         . .  688 

-  hypogastric    swelling 

from  ..         ..  665 

-  incontinence  from  . .  46 
ovarian  cyst  simulated 

by    ..         ..     665,  688 

pelvic  swelling  due  to    688 

pregnancy     simulated 

by    . .         . .     666,  688 

-  from  retroverted  gravid 

ascites  45,  666,  689 

Biaddor,  dittondod,  iions  Of    45 

• —  simulating  oscites    . .     44 

tapped  in  mistake  for 

ascites         . .  . .  665 

-  diverticulitis  opening  the  238 

-  dysenteric  bowel  opening  682 

-  emptying   of    over-dis- 

tended, anuria  from. .     40 

-  epithelioma  of  (see  Car- 

cinoma of  Bladder 
Biaddor,  oxtrovorsion  of  539, 549 
sunulating  prolapse  . .  639 

-  full,  priapism  from      . .  538 

-  growth,  enlarged  prostate 

simulated  by..         ..396 
urethra  obstructed  by  396 

-  in  hernia  . .         . .  683 

-  idiopathic   dilatation   of 

{Fig.  277)       . .         . .  665 

-  inflamed    (see    Cystitis) 

-  injury  to  (see  Injury  to 

Bladder) 

-  irritability,  oxaluria  and  424 
Biaddor,  Irrltabte  ..  398,742 
strangury  in  . .  . .  649  i 

-  lavage  of  (see  I>avage) 
Bteddor,  neuroioi  of       . .  398 
Biaddor,  now  growths  of ..  589  I 
pelvic  swelling  due  I 

to 688 

-  normal  position  of       . .  665 

-  palpable  dilated  . .  395 

-  papilloma  of  (see  Tapill-  ' 

oma  of  Bladder) 

-  paraiytit  of  . .  398 

-  pouch  of..         .•         ..  678  , 


Bladder,  contd. 

-  pressure  on,  bcariiig-Uown 
pain  from       .  -  . .  *i^ 

-  prolapse  of  .  .  - .  '"^'' 

-  pyosalpinx  ruptured  inco  >" 

-  ruptured,  from   fracture 
of  pelvis      .  .  -  •  -"•» 

Biaddor,  ttammerbio        •  •  395 

-  stone  in  (sec  Calculus, 
Vesical) 

-  succussion  in     . .  . .  C^2 

-  tuberculous  bowel  open- 
ing into  . .  .  -  &^2 

(see    Tuberculosis     of 

Bladder) 

-  ulcerntion  of  (see  I^lccra- 
tion  of  Bladder) 

-  villous  tumour  of  («ee 
Villous  Tumour  of 
Bladder) 

Blanching,  nrom  duodenal 
ulcer 12^ 

-  leaking  aneurysm      120,  Col 
j  -  ruptured  aneorysni        . .  434 

tubal  gestation  . .   It".* 

-  severe  haamorrha^re        . .   1?'> 

-  in  typhoid  fever        120,  574 

-  (and   see  Pallor) 
Bleaching  powder,  indicon 

and  745 

Bioachino    Powdor  test  for 

indican  ..         ..314 

Bleb  (see  Buihe) 

-  emphysematous  531,  533 
,  BLEEDING  GUMS  73 
I  Blepharitis,   chronic    mar- 
ginal, ectropioQ  from    ^0 

epiphora  in  . .  ii>> 

-  -  (Plate  XI O    . .  ..  ti^ 
Blind  spot  . .          . .  . .   7fo.» 

i  Blindness,  from  amaurotic 

idiocy 7€1 

'  -  from  anophthalmos      . .  7r.l 

I  -  cataract . .  . .  . .  7C1 

Biindnow.  compltta,  oeneral 
account  of  . .  7SI 

{  -  congenital,  idiocy  with     511 

-  from  detachment  of 
retina 7€3 

-  electric,  erythropsia  in . .  763 
photophobia  in  . .  7fi2 

-  from  embolism  of  retinal 
artery  ..  . .     7€3 

-  focal,  perimeter  in 
mapping         . .  . .  301 

-  from  fracture  of  skull  . .  76* 

-  glaucoma  233,  761,  7C:J 

-  hrsteria fila 

-  iritis       761 

-  migraine  . .  . .  763 

-  monocular,  in  migraine    759 

-  nystagmus  from  . .  4u7 

-  from  ophthalmia  neona- 
torum . .  . .  761 

-  optic  atrophy    ..       7C1,  7C* 

chiasma  lesions  . .  'cl 

nerve  compression    . .  763 

Blindnosi,  partial,  OMorai 

account  of     . .      760,  7Si 

-  rapid,  from  retrobuIKar 
neuritis  . .        760,  T63 

-  from  retinitis  pigmentosa  761 

-  snow,  erythropsia  in   . .  763 
photophobia  in  . .    763 

-  from  spasm  of  retinal 
arteries  . .  . .   761 

Biindnott,  sudden,  IM  off 
cautM  of  . .  76S 

-  from  thrombosis  of  retina  I 
vein     ..         ..  ..   7C3 

-  unilateral  (see  Hemi- 
anopsia) 

-  In  nmmia  . .    759,  7C1 

-  from  vitreous  haemor- 
rhage . .         . .  . .    7C3 

-  (and  see  Vision,  Defects 
oO 

Blinking  tic  . .  . .   136 

Blistering,  albuminuria  from  14 

-  with  cantharides  14 

-  in  pneumonia    . .  . .     14 
Blisters  (see  Bu1Ub> 
BLOOD  PER  ANUM        . .     7^ 
anaemia  from             . .     33 

-  from  aneurysm         . .     76 

ankylostomiaei<:  81 

arsenic  . .  . .     7S 
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78 
7C 


76  , 
79  I 
78 
79 
717 

76 
78 
79 


Blood  per  anum,  contd. 

carcinoma  77,  78,  129, 

172,  330,  3.'>4,  453, 

585,  630,  666 

-  -  in  chronic  nephritis  . .  76 
cirrhosis         ..         ..635 

-  -  from  colitis    ..         77,  78 

daodenal  ulcer  33,  75 

dysentery       . .         . .     76 

embolism  of  pancreas     76 

fistula  . .         . .     '" 

-  -  gastric  ulcer  . . 
in  Henoch's     purpura 

-  -  from  intussusception 

78,  130 

with    invagination    of 

rectum        . .         . .  129 

in  leukaamia  . .         . .     76 

occult 81 

-  from  pancreatic  hmmor 

rhage 

papilloma  recti 

piles    . . 

prolapsus  ani 

ptomaine  poisoning  . . 

in     purpura     hsemor- 

rhagtca 

from  rectal  polypus.. 

thread -worms 

tuberculous  bowel  76, 

657,  666 

tvphoid  fever  . .     76 

ulcerative  colitis  172,  459 

venereal  ulcer  of  rectum  79 

vicarious  menstruation 

and 

-  casts  in  urine  . . 
Blood  changos  In  apltttic 

tnamla 
with  bilharzia  hnma- 

tobia 

bothriocephalus    latus 

in  chlorosis    . . 

Blood  chtnms  In  chlorosis  274 

cyanosis  from  . .  157 

withfilariasis..         ..     26 

Blood  chanoos  In  fllarlasis  28 
Blood  changes  aftor  hamor- 

rhaoe 33 

Blood  changes  in  Hodokln's 
disease  . .  37, 64, 569 

-  -  with  hydatid  disease. .  26 
in  lymphadenoma    . .     64 

Blood  changes  In  lymphatic 
leukamla  ..25 

-  -  malaria  . .     274,  637 

Blood   changes  In   mixed 

leukamla  ..26 

Blood  changes,  parasitic  . .  26 
Blood  changes  In  pernicious 

anamla        . .         22,  24 

pseudoleuksBmia       . .     37 

splenic  anismia         . .  633 

Blood  changes  In  spleno- 

medullary  leukamla      24 

splenomegalic  cirrhosis  633 

with  trichina  spiralis       26 

in  typhoid  fever       . .  636 

Charcot-Leyden  crystals 

in        102 

-  count,  in  ankylostomia- 

sis       ..         ..        26.  621 

cases  of  lymph-gland 

enlargement  . .  376 

-  diagnosing   carcinoma 

of  stonuich  271,  317 
leukflamia    . .      273,  632 

-  —  pernicious     anoomia 

274,  634,  770 

splenomegalic  poly- 

cvthfflmia  . .  633 
typhoid  fever        . .  636 

-  essential  in  splenomc- 

galv  cases  . .         . .  634 
malaria  ..      273,  608 

-  morbus  coonileus      . .  533 

-  peripheral  neuritis  . .     64 

-  culture,     in     diagnosing 

cause  of  obscure  pv- 
rexia    ..  ..      -63,  672 
malignant  endocar- 
ditis 34,  209,  566 

meningitis..  ..  560 

pyemia       . .         . .  555 

septictoniia. .      555, 

507,  597,  037 
typhoid  fever    564,  636 


Blood  culture,  contd, 

-  -  Malta  fever    . .         . .  697 

pneumonia     . .         . .  597 

pjriemia  . .         . .  597 

septicopytemia  . .  597 

typhoid  fever  . .  597 

Blood  culture,  various  or- 
ganisms recovered  en    697 

-  cysts,  in  sarcoma         . .  673 

-  diseases,       albumosuria 

with 16 

aniemia  in      . .         . .  106 

arsenic  in       . .         . .  717 

hematemesis  in    266,  273 

haemoptysis  from     ..  287 

infarct  of  kidney  in . .       7 

lymph-gland    enlarge- 
ment in      ..         ..  106 

pleuritic  effusion  in . .  106 

Blood  diseases  with  positive 

Mood  pictures  ..    21 

prolonged  pyrexia  from  563 

purpura  in     . .     553,  556 

rigors  In         . .         . .  596 

spinal    cord    changes 

from  ..         ..  010 

splenic  enlargement  in  106 

tenderness  in  . .  706 

thrombotic  infarcts  in 

8,  640 

-  embryos  in,  in  trichinosis  729 

-  examination,  in  diagnos- 

ing anflomia    . .         . .  487 

chlorosis     . .         . .  274 

purpura    htemor- 

rhagia     ..         ..278 

-  extravasation,       hiemo- 

globinuria  after        ..  284 

-  fallopian  tubes  distended 

with  (see  Hsematocele) 

-  filaria  embryos  in  28,109,226 

-  films,      in      diagnosing 

eosinophilia    ..         ..218 

relapsing  fever      . .  336 

fixing  and  staining  of    21 

in      lymphatic      leu- 
kamla (Plate  V)  ..     28 

malaria  diagnosed  from  336 

parasites  in  225, 536, 

668,  037 

method     of     making 

(Fig.  2)      ..         ..21 

in  pernicious  anaunia 

(Plate  II 0  . .     24 

In    splenomedullarv 

leukaamia  (Plate  IV)    26 

spirochxDta  obermeieri 

in     ..         336,  596,  637 

-  guaiacum  test  for         10,  75 

-  inspissation  of,  cyanosis 

from 161 

-  loss,  anamla  due  to     . .     21 
coma  from     . .         . .  118 

-  microscope  in  detecting    75 

-  and  mucus  in  stools  (see 

Stools,     Blood     and 
Mucus  in) 

-  from  nipple       ..         ..  181 

-  nose  (see  Epistaxis) 

-  occult,    ill   stools,  from 

ankylostomiasis        . .     81 

from         carcinoma 

coii         ..      125,  126 

of  pancreas       . .  101 

duodenal  ulcer   101,  126 

gastric      carcinoma 

126,  317 

-  -  -  -  ulcer       . .       101, 120 

pancreatitis  .  .    lol 

Blood,  OCCUR,  test  for     81, 171 
in  vomit,  from  gastric 

carcinoma  ..      630,  767 
ulcer       . .         . .  767 

-  parasites  . .         . .     27 
in  malaria  (see  Malaria) 

-  pigment,    carried    down 

by  phosphates  . .       9 

-  per  rectuin    (soj   Blood 

per  Anum) 

-  specific  gravity  of,  in  col- 

lapse    534 

diabetes  insipidus..  537 

infusion  and  . .  534 

Blood,  specific  gravity  of, 

measurement  of       . .  534 

normal        . .      534,  537 

-  spectroscope  in  detecting    75 


Blood,  contd. 

-  swallowed,  Imcmatemesis 

from 265 

-  trypanosomes  in  28,  226 

-  typhoid  bacilli  in  . .  564 

-  urea  in,  in  uraamia       . .     85 

-  uterus    distended    with 

(see  Haamatometra) 

-  water  in  excess  in,  in 

I  chlorosis         ..         ..86 

;  BLOOD-PRESSURE,    AB- 
I  NORMAL  ..81 

-  age  variations  of  . .     81 

-  digital  estimation  of  fal- 

Uicious  . .         . .     81 

-  high,  accentuated  aortic 

second  sound  with  1, 

81,  298 

albuminuria  with  212,  406, 

485 

albuminuric     retinitis 

with  ..         ..212 

angina    abdominalis 

with  . .      115,  437 

pectoris  with  316,  535, 

709 

apoplexy  from  . .     81 

with  arteriosclerosis  1, 

2, 11,  14,  46,  55,  81, 
161,  163,  211,  212, 
271,   296,  406,  418, 

484,  643,  688 
ascites  from  . .        46,  212 

-  in  asphyxia    . .         14,  81 

with  atheroma         . .  271 

back  pressure  from  46,  212 

cerebral    hemorrhage 

with  84,  119,  147,  303, 
515 

Chejme-Stokes  breath- 
ing from     ..         ..108 

from  chronic  nephritis 

1,  2,  10,  11,  14,  42, 
46,  47,  65,  76,  81, 
106,  161,  211,  212, 
271,  296,  406,  408, 

418,  484,  588 

Blood-pressure,  high,  condi- 
tions causing..        81,  82 

cyanosis  from  . .  161 

effect  of  rest  on        . .     81 

epistoxis  from       220,  221 

full  feeling  in  head  from  296 

in  gastric  crises         . .  437 

hsematemesis  from  . .  271 

hemoptysis  from     . .  212 

headache  from      293,  296 

heart  impulse  dis- 
placed with  . .  298 
Blood-pressure,  high,  heart 
failure  from  14,46,81,108, 

161,  418 

from  heart  failure     55,  81 

hiccough  with  . .  308 

high-frequency      cur- 
rents in  lowering  . .  323 

hot  baths  in  lowering  323 

hydrothorax  from    . .  212 

hyperacusis  with      . .  309 

infarction  of  lungs  from  212 

insomnia  from       321,  323 

internal  secretions  and  388 

large  heart  with  211, 

212,  485,  588 

liver  enlarged  from  . .  212 

massage  in  lowering. .  323 

1 in  melancholia  . .     81 

menorrhagia  from  386,  387 

metrorrhagia  from    . .  390 

mitral  regurgitation 

from  ..  ..212 

in  mitral  stenosis  14,55,81 

i with  myocardial  affec- 
tions ..         ..14 

noises  in  the  head  with  406 

nutmeg  liver  from    . .  368 

cedema  of  legs  from  . .  212 

orthopnoea  from       . .  418 

palpitation  from       . .  481 

prolonged  first  sound 

with  ..         ..81 

ptyalorrhcea  from    . .  543 

radial  artery  thick  with  212 

in   Raynaud's  disease    81 

reduplication   of   first 

sound  with  . .  588 
second  sound     298,  588 


t 


Blood-pressure^  high,  contd. 

retinal  hsemorrhages 

with  ..         ..212 

-  -  retiniUs  with..         ..  485 
in  splenomegalic  poly- 

cythaamia  . .      271,  633 

-  -  sphygmomanometer  in 

diagnosis  of  . .  485 
tinnitus  from  . .  723 

-  -  tube  casts  with     212,  485 

in  unemia      85,  146,  315 

vertiffo  from  . .         . .  752 

-  instrument    needed    for 

measuring      . .         . .     81 

-  low,   with   acute   abdo- 

minal pain     . .  . .  437 

in  Addison's  disease  33, 

82,    296,    526,   752, 

766,  770 

anemia  . .         . .  296 

asthenic  states  . .     82 

from  cigarette  smoking   82 

Blood-pressure,  low,  condi- 
tions causing  . .        ..    81 

in  Graves's  disease   . .     82 

headache  from  . .  296 

in  heart  disease        . .  296 

vertigo  from  . .         . .  762 

-  need  for  instrument  in 

measuring  . .  . .  1 
Blood  •  spittlnq,      various 

cauSM    of    (and    see 

Hfemoptvsis)  . .  . .  285 
BLOODY    EFFUSION    IN 

CHEST  ..102 

Blotting  paper,  stained  by 

jaundiced  urine  . .  324 
Blowing  nose,  pain  on,  from 

frontal  sinus  empyema  180 
Blows,  deafness  from  . .  166 
Blubber  lips;  congenital..  698 
from  lymphangitis    . .  674 

Blue  brain,  general  account 
of       163 

-  eyes,  psoriasis  and       . .  603 

-  line    on    the    gums    in 

plumbism  34,  65.  119, 

124,  131,  425,  503 

-  pill,  polyuria  from       . .  636 

-  sclerotics     with     brittle 

bones 242 

Blueness  (see  Cyanosis) 
Blushing,  absence  of,  from 

sjrmpathetic  puulysis  217 

-  from  emotion    . .         . .  241 

-  flushing   distinguished 

from 241 

Boat  giddiness      ..         ..  752 
Boeck,  on  multiple  benign 

sarcoid  . .         . .  405 

Boiler  makers,  deafness  in  166 

noises  in  the  head  in . .  406 

Boiling  test  for  albumin  ..      4 
Boiling  test  for  albumin, 

.    precautions  In         . .  424 
Boils,  aching  in  perineum 

from 474 

-  in  ankylostomiasis       . .  621 

-  arthritis  from    . .         . .  839 

-  ear  affected  by  . .         . .  203 

-  from  cow-pox    . .         . .  240 

-  erythema  from  . .         . .  222 

-  face  swollen  from        . .  874 

-  fingers  affected  by       . .  239 

-  from  glvcosuria  . .  260 

-  meningitis  from  . .  690 

-  on  scrotum        . .         . .  695 

-  stiff  neck  froni  . .         . .  647 

-  thrombosis  of  innominate 

vefn  from  . .  . .  751 
Bone,  abscess  of  . .  . .  672 
Bone,  acute  Infections  of . .  668 

-  atronhy,  in  tabes         . .  349 

-  bending  of,  in  osteitis  de- 

formans        . .         . .  670 

-  carcinoma  of  (see  Carci- 

noma of  Bone) 

-  caries  of  (see  Caries) 

Bone,  chronic  Infections  of  668 

669,  670,  671.  672 

-  conduction,  teats  for  164, 105 

-  congenital  syphilis  of  . .  669 

-  enlarged  by  growth  (Fig. 

02) 162 

-  erosion,     by    aneurvsm 

434,    483,    510.    064, 

693,  713,  770 
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BONE   EROSION    —    BRIGHT'S   DISEASE 


Bone  eros*cn^  contd. 

in  Kaposi's  disease  . .  732 

by  rodent  ulcer         . .  735 

-  fibroma  of  ..         . .  071 

-  gnmina  of  . .         . .  348 

-  hydaUd  of         . .         . .  C73 

-  impacted  in  cesophagus  195 

-  inhaled,  gangrene  of  lung 

from 260 

-  innominate,  scurcoma  of  438 

-  in  kidney  tumours       . .  356 
*  marrow  affections,  albu- 
mosuria from . .         16,  17 

eosinophilia  from..  219 

hypertrophy,  in  perni- 
cious anaemia        . .  467 

-  splenomegalic   poiy- 

cythgmia  and       . .  534 

-  necrosis  of  (see  NecroBis) 

-  new  growth  of,  muscle 

atrophy  with  . .     61 

-  rarefaction,   in  hip   dis- 

e«Fe 363 

rheumatoid     arthritis 

{Fig,  156)  343,  344 

-  -  of  sknll  . .         . .  152 

-  sarcoma  of  (see  Sarcoma) 

-  syphilis   of,    skiagram 

showing         ..         ..669 
Bont,  typhilHicaffectloiitof  669 

-  swelling  on  (see  Swelling 

on  a  Bone) 

-  thickened,  in  osteitis  de- 

formans        . .         . .  670 
Bone,  tuberculous  abMMt  of  669 
disease  of  (see  Tuber- 
culosis of  Bone) 

-  tumour  of  (see  Swelling 

on  a  Bone) 
Bones,   bending  of,   from 

mollitieO  oesium        ..242 
from  rickets  . .         . .  242 

-  brittle,  in  syringomyelia  257 

-  brittleness  of  (see  Ftagi- 

litas  Ossium) 

-  chlororaa  affecting       . .  205 

-  curved,  in  rickets     145,  6  6 

-  enlarged,    in  pulmonary 

osteo-arthropathy     . .  352 

-  hflomorrhage     over,     in 

scurvy  . .         . .     38 

-  malignant  disease  of,  al- 

bumose  from  . .         . .     16 

-  nasal,  necrosis  of,  from 

syphilis  ..         .,210 

-  overgrowth  of,  in  leon- 

tiasisoBsea     ..         ..  670 

-  of  skull,  rarefaction  of. .   152 

-  swelling  on,  from  yaws  403 

-  tender  (see  Tenderness  in 

Bones) 

in  rickets       . .         . .  145 

scurvy  rickets  . .     38 

-  thickening  of,  in  acrome- 

galy      406 

in  leontiasis  ossea     . .  406 

noises  in  the  head  from  406 

in  osteitis  deformans     406 

osteoporosis  . .         . .  406 

from  syphilis  . .         . .  406 

Bonot,   tumours  affecting 

670,  671,  672 

of,  in  chloroma         . .     39 

Boots,  bulUe  from . .         . .     96  t 

-  ill-fitting,  limping  from     302 
metatarsal     neuralgia 

and  . .  . .  439 

pain  in  foot  from      . .  362 

paronvchia   from     . .  400 

-  tight,  talipes  from        ..113 
Boracic    acid     (see    Acid, 

Boric) 
BORBORYGMI     ..         ..82 

absent,  in  peritonitis 

82,  388 

-  with  Serophagy  . .     82 

-  from  asphyxia  . .         . .     82 

-  in    distinguishing    colic 

from  peritonitis        . .  593 

-  with  flatulence  . .         . .     82 

-  from  heart  failure        . .     82 

-  hunger    . .         . .  . .     82 

-  in  hysteria         . .  . .     82 

-  over  ileocmcal  valve     . .     82 

-  with  Intestinal  colic     . .  425 

-  -  obstruction     ..      131,  388 

-  intestinal  putrefaction . .     82 


Borhon/gmi^  contd. 

-  peristalsis  and   . .         . .     82 

-  stethoscope  in  detecting    82 

-  in  women  . .  . .     82 
Bordet-Gengou  bacillus  . .  645 
Boric  acid  (see  Acid,  Bori^-) 
Boring  epithelioma          . .  684 
Bothriocephalus  latus     ..519 

albuminuria  from     . .     13 

anaomia  from . .        33,  413 

Bothriocephalus  latus, 

blood  changes  with  . .    26 

cachexia  from  . .     99 

eosinophilia  from     . .  219 

-  -  head  of  (Fig.  215)  . .  519 
oedema  of   legs  from 

413,  415 

severeantemiafrom  13,521 

Bottger's  test  for  sugar  ..  262 
Bottle  nose,  in  chronic  al- 
coholism       . .         . .     51 
Bougie,  in  curing  cardio- 
spasm . .         . .  435 

-  in  diagnosing  foreign  body 

in  oesophagus  . .  267 

oesophagus  obstruction  763 

stenosis       . .         . .  195 

stricture         . .         . .  470 

urethral  calculus       . .  395 

stricture     . .         . .  394 

-  ureteral 41 

in  diagnosing  stone  in 

ureter         . .         . .  455 

-  wax-tipped,  in  diagnosing 

ureteric  calculus       . .  472 
Bovine  cough  with  laryn- 
geal paraljrsis        491,  495 

-  heart 207 

Bow  legs,  from  achondro- 
plasia   187 

from  rickets  . .         . .  186 

Bowlers,  subacromial  bur- 
sitis in  ..         ..476 
Boxing,     enlarged     heart 

from  ..         ..  214 

Bracheitis,  acute  . .      475,  477 
Brachial  artery  (see  Artery, 
Brachial) 

Brachial  neuralgia       151,  442 
Brachial  neuritis,    general 
account  of  . .  443 

-  plexus,      affected       by 

aneurysm       ..         ..68 

cervical  rib  63,  551 

new  growth  . .     63 

weight  carrying       . .  163 

compressed  by  thyroid 

gland     enlargement  722 

diagram  of     . .         . .  507 

lesions,  Raynaud's  dis- 
ease simulated  by. .  163 

palsy 62 

Brachialis    anticus,    nerve 

supply  of       . .         . .  504 

root  innervation  of  . .  509 

Brachycephaly      . .  . .  237 

Bradshaw,        myelopathic 

albumosuria  of         . .     17 
BRADYCARDIA  ..         ..82 

-  from  aortic  stenosis      . .  208 

-  apparent,  in  mitral  sten- 

osis       82 

-  from  cerebral  lesions    83,  84 

-  digitalis  causing  84,  704 

-  from  drujTS        . .         . .     84 

-  fatty  heart         ..         ..212 

-  fibroid  heart      . .  . .  213 

-  in  heart  block  . .         . .     83 

-  jaundice  causing         84,  329 

-  m   mjrxopdema    . .         . .  84 

-  physiological      . .  . .     82 

-  sodium  salicylate  cansing    84 

-  in  Stokes- Adams  disease 

83,  146 

-  strophanthus  causing  . .     84 

-  from  tuberculous  menin- 

gitis      84 

-  in  unemia  . .  . .  83 
BRADYPNCEA  ..  ..84 
Brady  on  oa,  list  of  causes 

of  84.  83 

Brain,  abscess  of  (see  Ab- 
scess, Cerebral; 

-  aneurysm  of  (^see  Aneur- 

ysm, Cerebrnl) 
Brain,  blue,  general  account 
of       163 


Brain  ^  contd. 

-  carcinoma  of      . .         . .  301 

-  concussion  of  (see  Con- 

cussion) 

-  congenital  anomalies  of  146 

-  contusion,  hyperpyrexia 

from 309 

-  cyst  of 294 

-  embolism  of  (see  Embol- 

ism, Cerebral) 

-  fag,  specks  before  eyes 

from 71 

-  fatigue 466 

-  jmmma  of     294,  301,  302,  308 

-  ha^moirhage      in      (see 

Haemorrhage.  Cerebral) 

-  injury,  atrophy  of  testis 

from  ..  ..  66,  67 
falling    out    of    beard 

after  ..  ..67 
pubic  hair  disappearing 

after  ..  ..67 

-  not  tinged  by  jaundice..  324 

-  sarcoma  of         . .         . .  301 

-  syphilis  of  (see  Syphilis, 

Orebral) 

Brain  -stem  lesions,  effects  of  6 1 0 

-  thrombosis  of  (see  Throm- 

bosis, Cerebral) 

-  tumour  of  (see  Cerebral 

Tumour) 

-  wear,  tabes  and  . .  515 
Brassy  cough         ..      158,  491 

Braun's  sign  of  pregnancy  393 

Braziers,  carbon  monoxide 

poisoning  from  ..  119 
Brazil,  ankylostomiasis  in  521 
Bread-crumbling  tremor. .  725 
Breast,  abscess  in..  ..685 
absence  of  deep  tender- 
ness in,  in  tabes    . .  515 

-  carcinoma  of  (see  C^ci- 

noma  of  Breast) 

-  cyst    of    (see    Cyst    of 

Breast) 
BREAST,  DISCHARGE 

FROM  ..181 

Breast,  fibro-adenoma  of, 

general  account  of    . .  686 

-  hydatid  of         . .         . .  181 

-  hypennsthetic,  in  hysteria  01 1 

-  hypertrophy  of  one     . .  685 

-  inflamed  (see  Mastitis) 
Breast,  innocent  tumours  of  686 
Breast,  irritable,  of  Astley 

Cooper  ..431 

-  irritated  by  steys        . .  430 

-  linee  albicantes  on     . .  365 

-  Iymphati(?8  of    . .         . .  667 
Breast,  malignant  tumours 

of  the 687 

-  method  of  examining  the 

181,  685 

-  myoma  cutis  of . .         . .  732 

-  neuralgia   of      ..      4.'J0,  431 

-  pain  in  (see  Pain  in  the 

Breast) 

-  redness  of,  in  mastodynia  431 

-  sarcoma  of  . .    181,  687 

-  secretion  from,  during 

pregnancy      . .  . .     19 

-  sinus  of,  from  tuoercle. .  680 

-  sores  on,  inflamed  axillary 

glands  from  . .  . .  380 

-  swelling  of  (see  Swelling, 

Mammary) 

-  tender     ..  431,6       68«i 

-  tuberculous  (see  Tu 

culosis  of  Breast 
BREATH,  FOULNESS  OF    86 

from  bronchiectanis  . .     86 

cancrum  oris..         ..     74 

carcinoma  of  tongue. .     87 

catarrhal  jaundice     . .  329 

constipation   . .  . .     87 

dental  caries  . .  . .     87 

dyspepsia       . .         . .     87 

empyema       . .         . .     SO 

oral  sepsis      ..  ..87 

foBtid  bronchitis        . .     86 

foreign  body  . .         . .     87 

gan(?rene  of  lung    86,  614 

garlic 86 

-  -  gastritis  . .         . .  267 

guniacol  . .  . .     80 

necrosis  of  unsal  bone     87 

onions  . .         . .     80 


Breathy  foulness  of^   contd. 

from  ozaena     . .  .  .      87 

paraldehyde  . .  .  .      ^i 

phthisis "        . .  .  .      S<; 

putrefaction    of     fool 

particles      . .  .  .      S7 

in  lungs       . .  .  .      !*6 

mouth         . .  .  .      !*^ 

nose  . .  .  .      Sft 

pvorrhcBa        ..  71,  S7 

--rhinitis  ..  .  .      S7 

smoking  . .  -  .      »«*• 

sore  throats   . .  .  .      >*^  7 

stomatitis       . .  7 1,  bT 

tartar  . .         . .  ^7 

toxnamia         . .  .  -      "*«J 

various  acute  illnes-s*^     ^C 

Vincent's  angina       t<7,   »;14 

-  holding    of,     arrythmia 

of  heart  and  . .  . .    ^5 

BREATH,  SHORTNESS  OF     87 
(and    see    Dyspiux>a  : 
Orthopnoja :         an-i 
Shortness  of  Breat  1 1 ) 

-  sounds     (see     Vesicui:*r 

Murmur) 

-  sweet     smelling,      from 

acetone  ..  ..    204 

Breathing,  Blot's  81,   107 

Breathing,    bronchial    (s*^ 

Bronchial    Breathin.' » 

-  cavernous  (see  (Cavernous 

Breathing,  and   Bron- 
chial Breathing) 

-  Cheyne  -  Stokes  isee 

Cheyne-Stokes  Respira- 
tion) 

-  periodic     (see     Cheyne- 

Stokes  Respiration) 
BREATHING, SLOW  RATE 
OF 84 

-  tubular    (see    Bronchial 

Breathing) 
Breathlessness    (see     Dys- 
pnoea ;      Orthopnue:! : 
and       Shortness       of 
Breath) 
Bridge  of  nose  (see  Xose. 

Bridge  of)  179 

Bright's     disease,     acute 

oedema  of  larynx  in     4^> 

lungs  in  . .  . .    4?0 

peritonitis  with     40.  47 

albuminuria  in  5d,  10.».  412 

anasarca    witli  46,  Z*4 

Blight's    disetse,     ascites 
from  46,  47,  54.   55.  l'>5 

bulire  in         . .  . .     97 

chylous  ascites  from . .     ^0 

chyluria  from  . .      5<» 

cyanosis  from  . .    159 

deafness  from  . .    1  lijj 

fungating  endocarditis 

simulating  . .  . .   2S3 

heematemesis  in        . .  206 

hsnmorrha«e  in  . .   Z^i 

into  middle  ear  in . . 

heart  failure  from  46, 

55,  lOo,  212 

high  blood-pressure  in     5j 

hypertrophy  of  heart  in 

5.n  212 

Infantilism  from        . .   191 

laryngeal    obstruction 

from  . .  . .    159 

mitral      regur^itatioi 

from        ..  ..212 

oedema  in      ..       10'»,  412 

of  larynx  from   159.  050 

orthopnoea  in  , .    1«>5 

pericarditis  in  55,  1(»3 

peritonitis  in. .  40.  55,  HJ5 

pleural  effusion  in     . .   liC 

polyorrhomenitis  ii  . ,   107 

purpura  in     . .      551,  555 

renal    epithelial    celU 

with 412 

simulatedby  aneur^'sni  413 

gumma  in  chest     .  .    413 

mediastinal      new 

growth    ..  ..413 

mediastinitis  . .  413 

Meige's  disease      . .  414 

vena  cava  obstruc- 
tion . .  . .   413 

stridor  in         . .  .  .   ti5<> 

tube  casts  in  10.'.,  412 
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Brujht's  disease^  contd. 

Brioht't   disease,    various         i 
causes  of  0  ' 

Brioht's    disease,    various 
forms  of  •  •  6,  0  , 

(Olid    see    NephritU ; 
and  Granular  Kidney) 
Briohtness        perception, 
oenerai  account  of   . .  758 

Brittle  bones  (see  Fragilitas 
Ossium) 

-  nails        400 

Broad  ligament  abscess  ..  078 
infiltrated     by    carci- 
noma . .         . .     41 

Broca's  area,  aphasia  from 

lesions  at  . .      303,  C2G 
hemiplegia    from    le- 
sions near  . .         . .  303 

speech  centre  in       . .  024 

Brocq,  pseudo-pelade  of  . .    71 

tenderness     of     scalp 

from  ..         .,710 

Bromides,  bulUe  from     00,  98 

-  colds  simulated  by       . .   178 

-  coma  from         . .  . .  118 

-  detected  in  urine        . .     98 

-  iu  diagnosis  of  epilepsy  535 

-  erythema  from  . .       98,  222 

-  foul  taste  from.,         ..  705 

-  nasal  discharge  from    . .   178 

-  not  the  cause  of  epileptic 

dementia        . .         . .     20  , 

-  oedema  from      . .         , .  410 

-  photophobia  from        . .  525  I 

-  ptyalism  from  . .         . .  542  | 

-  pustules  from    . .        98,  503 

acne  simulated  by    . .  559  ' 

no  comedones  with  . .  659  I 

Bromides,   sicin   eruptions 

from 98  ' 

-  small-pox  simulated  by  5H3 

-  tasto  loss  from  . .         . .  705 

-  transmitted     to     infant 

from  mother  . .         . .     98 

-  urticaria  from  ..         ..  771 

-  vesicles  due  to  . .  . .  767 
Bromidrosis  ..654 
Bromine    water    test,    for 

melanuria  . .  . .  746 
Bronchial  breathing,  with 

bronchiectasis  292,  043 
over  empyema         . .   103 

-  over  fibroid  lung   108, 

200,  299 

-  -  in  phthisis  . .  . .  288 
over  pleuritic  efftision 

108,  299 
in  pneumonia        100,  042 

-  from  pulmonary  em- 

bolus ..         ..290 

-  stenosis  of  bronchus. .  290 

-  glands,  (see  Lymphatic 

Glands,   Bronchial) 
Bronchiectasis,     albumin- 
uria from       . .         . .     14 

-  albumosuria  with        . .     10 

-  aiijemia  with     . .         . .     35 

-  from  aneurysm..         ..  292 

-  arthritis  from    . .  . .  339 

-  from  bronchus  obstruc- 

tion      291 

-  bubbling  rales  with     . .  108 

-  cerebral     abscess    from 

84,  502,  592 

-  Charcot-Leydcn  crystals 

in         102 

-  clubbed  fingers  with  14, 

80,  111,  043 

-  cyanosis  from    . .         . .  101 

-  elastic  fibres  in  sputum 

duo  to. .         . .      200,  698 

-  with  fibroid  lung 

14,  111,  108,  216,  292 

-  fcptid    bronchitis    simu- 


lated  bv 

043 

-  foul  breath  from 

80 

sputum  from  200 

598 

043 

tasste  from 

705 

-  gangrene  of  lung  In 

259 

simulated  by 

200, 

290, 

043 

-  hasmopt-svis  from 

287, 

201 

-  heart  failure  from 

11, 

101 

-  indicanurja   from 

315 

-  lardaceous  iIIhcosp 

from 

8, 

375, 

035 

Brmichiectasin^  contd. 

-  leucocytosis  in  . .         . .  300 

Bronchiectasis,  ilst  of  causes 
of        292 

-  osteo-arthropathy  from    352 

-  pain  in  chest  from       . .  435 

-  phthisis  simulating      . .     80 
Broncliiectasis,       pliyslcai 

signs  of         . .     292,  643 

-  polycythemia  with     . .  533 

-  pus  through  nose  from . .  764 

-  rigors  from       . .      695,  598 

-  secondary  infection  in . .     35 

-  simulated  by  empyema      80 
new  growth  . .         . .  104 

-  sputum  with     . .       14,  149 

-  stench  from       . .         . .  290 

-  vomiting  from  . .         . .  765 

simulated  by..         ..  764 

Broncliiolcctasis,  foul  taste 

from 705 

-  simulated  by  empyema    80 
Bronchiolitis,  Curschraann's 

spirals  in       . .         . .  153 
Bronchitis,  acute,  tender- 
ness of  chest  in        . .  708 

-  ascites  from      . .         . .     40 

-  from  asthma     . .         . .  153 

-  asthma     distinguished 

from  by  eosinophil ia. .  219 

-  -  simulated  by         420,  535 

-  back  pressure  from     . .     40 

-  bronchopneumonia  simu- 

lating   310 

-  capillary,  dyspnoea  from  690 

orthopnoea  from       ..  418 

retracted  head  from . .  690 

-  Charcot-Lcyden  crystals 

in        102 

-  chronic,  clubbed  fingers 

from Ill 

cough  from  . .    150 

-  polycythaamia  from 

532,  533 
winter  cough  from  . .     14 

-  Gheyne-Stokes  breathing 

from 108 

-  cough  from       . .         . .  149 

-  cyanosis  from    ..      101.420 

-  dyspnoea  from  . .         . .  322 

-  with  emphysema 

14,*4G,  153,  107,  217 

-  and    emphysema,    from 

asthma  ..         ..160 

cyanosis  from  . .   100 

heart  failure  from    . .  160 

non-consonating  rAles 

in 100 

orthopncBa  from       . .  100 

rhonchi  in     . .         . .  100 

simulating  asthma    . .  100 

-  epistaxis  from  . .         . .  220 

-  fibroid  lung  from        ..  292 

-  foetid,    dangerous    dia- 

gnosis   043 

elastic  fibres  in  spu- 
tum due  to..         ..  260 

foul  breath  from      . .     86 

sputum  from     200,  043 

taste  from  . .         . .  705 

gangrene  of  lung  simu- 
lated by     . .         . .  260 

indi04inuria  from       . .  315 

leucocytosis  in         . .  360 

-  gangrene  of  lung  in     . .  259 

-  general  tuberculosis 

simulating     ..         ..  310 

-  haamoptysls    from    149, 

286,  287,  289,  291 

-  heart  failure  from 

14,  40,  108,  101,  418 

-  in  influenza       . .         . .  405 

-  insomnia  from  ..     821,  322 

-  intercostal  muscle  over- 

strained in     . .         . .  432 

-  laryngitis  with  . .         . .  157 

-  from  liver  abscess       . .  370 

-  in  Malta  fever  . .  . .  400 

-  mitral  stenosis  mistaken 

for 15 

-  non-albuminous  sputum 

in        044 

-  non-consonating     rAles 

with 217 

-  nummular  sputum  in  . .  041 

-  nutmeg  liver  from       . .  308 

-  in  old  people     . .  . .     85 


BronchUis,  contd.     . . 

-  orthopnoBa  from  323, 418, 420 

-  pain  in  chest  from    432,  436 

-  -  limbs  with     . .      403,  466 

-  palpitation  from  . .  484 

-  phthisis  simulating      ..641 

-  plastic 287 

casts  in  . .         . .  644 

-  in  pytemia        . .         . .  696 

-  rhonchi  with     . .         . .  217 

and  rftles  wiUi         . .  167 

~  in  rickets  . .         . .  145 

-  right  ventricle  enlarged 

from 215 

-  shortness  of  breath  from 

85,  88 
Brondiitis,  sputum  In     . .  644 

-  subcutaneous     emphy- 

sema from      . .  . .  203 

-  from  subphrenic  abscess  370 

-  sucking  in  of  intercostal 

spaces  from  . .         . .  420 

-  tightness  in  chest  from . .  483 

-  violent   coughing   bouts 

from    ..         ..•       ..289 

-  whooping-cough     simu- 

lated by  . .  . .  645 
Broncho-opsophageal  fistula  259 
Bronchorrhoea,    bronchitis 

and 291 

-  hffimoptysis  from         . .  287 
Bronchophony,  with  bron- 
chiectasis       . .      292,  643 

-  over  flbroid  lung         . .  216 

-  in  phthisis        . .         . .  288 

-  pneumonia         . .      100,  042 
Bronchopneumonia       (see 

I'neumonia,  Broncho-) 
Bronchoscope,  caseous  gland 
seen  with       . .         . .  168 

-  in   diagnosing   bronchus 

stenosis  ..         ..292 

Bronchus,  aneurysm  rup- 
tured    through     120, 

287,  290,  292 

-  compression  of,  no  pain 

with    .  .  ..  4n4 

-  empyemp  ruptured  into  532 

-  epithelioma  of  , .      287,  292 

-  foreign     body    in    (soe 

Foreign  Body  in  Bron- 
chus) 
Bronchus,  irruption  of  case- 
ous oiand  into   381, 

420,  041 

-  stenosis  of,  asthma  simu- 

lated by     ..         ..635 

by  aneurysm  208,  259,  291 

aspiration  pneumonia 

from  ..         ..  259 

bronchiectasis       from 

291,  292 
bronchoscope  in   dia- 
gnosing     . .         . .  2K 

enlarged  glands     370, 

381,  704 

fibroid  lung  from     . .  292 

impaired  note  from  . .  208 

Bronchus,  stenosis  of,  list 
of  causes  of  . .        . .  292 

from  new  growth  102, 

104,  159,  259.   290,  308 

physical  signs  of      . .  290 

from  syphilis. .         . .  269 

vesicular  murmur  defi- 
cient from  . .         . .  208 
Wassermann  test  with  292 

-  ulceration  of      . .         . .  287 
Bronzed  diabetes    24,  372,  528 
Broom  tops,  polyuria  from  636 
Brown-paper  skin,  in  pru- 
rigo ferox       ..         ..  490 

Brown-Sequard    paralysis, 
general  account  of  496, 497 

-  phenomena,    from    new 

growth           . .         . .  68 

in  syringomyelia      . .  58 

Bruise,  tendern^  from 

707.  710 

Bruising  in  epilepsy        . .  554 

-  gangrene  from  . .         . .  255 

-  jaundice  and     ..      324,  655 

-  limping  from     . .          . .  802 

-  pain  long  after  . .          . .  470 

-  from  trivial  caus^es,  from 

blood  diseases          . .  564 

-  -  in  health       . .         . .  554 


'  Bruit,  aortic  systolic^  due 
I  to  aortic  atheroma  . .     92 

{  Bruit,  cardio-respiratory  89, 
;  90,  91 

I  -  d'airain,   with   pneumo- 

I  thorax..         ..      108,  531 

j  -  de  diable  37,  90,  91,  92, 

I  299,  723 

-  diastolic,     from     acute 
endocarditis  ..        93,  209 

from  aneurysm        . .  208 

with  aortic  regurcita- 

tion  . .  93,  209,  408,  720 
from  aortic  valve  rup- 
ture  210 

pulmonary     . .        93,  217 

incompetence        . .  217 

(and  see  Bruit,  Mid- 
diastolic ;  and  Bruit, 
Presystolic). 

-  Flint's  presystolic       95,  207 

-  hfemlc     ..         ..         ..91 

-  intracranial        . .         . .   723 

-  mid-diastolic,  from  acute 
endocarditis  ..  2,  96.  587 

in  mitral  stenosis       2,  91 

reduplicated     heart 

sound  simulated  by  587 

-  orbital    ..         ..      230,  694 

-  over  enlai^^  spleen    . .  029 
thyroid      gland,      in 

Graves's  disease    . .  215 

-  postsystolic,  from  aortic 
regurgitation  . .   207 

-  presystolic,  ■  with  adher- 
ent pericardium       . .  214 

with  aortic  rt^urgita- 

tion  . .         95,  207 

cerebral  embolism  and  119 

from  dilatation  of  left 

ventricle     . .         . .     95 

disappearance  of      . .  6 18 

Bruit,  presystolic,  Flint's 

95,  207 

fpom  mitral  stenosis 

2,  63,  93,  210,  289,  720 

without  mitral  stenosis   95 

from  tricuspid  stenosis    95 

-  systolic,  from  acute  endo- 
carditis 2,  89,  90,  209,  211 

over  abdominal  aorta  543 

with  adherent  peri- 
cardium     ..        89,  213 

over  aneurysm        92,  331 

aneurysm  of  heart  . .     89 

with  aortic  regurglta- 

Uon..         ..         ..208 

stenosis      . .        92,  207 

arteriosclerosis  1,  89 

-  -  atheroma       . .  1,  53,  208 
cerebral     hemorrhage 

and  ..  ..   119 

in  chronic  nephritis  1, 

11,  89 
congenital  heart  89. 91, 

111,  157,  217,  533,  720 
diastolic,  with  patent. 

ductus  arteriosus  91, 157 

dilated  aorta  .  v         . .  208 

emphysema  . .  217 

functional  37,  01,  89, 

90,  91,  92.  299,  723 

fungating  endooorditis      7 

in  Graves's  disease  . .  215 

in  influenza  . .         . .  504 

in   Kirkland's  disease  010 

over  manubrium  from 

Isu-ge  bronchial  glands  91 
Bruit  systolic  from  mltrai 
regurgitation  ..      89,  210 

in  mitral  stenosis    95.  216 

from  myocardial 

changes  14,  63,  89,  300 
from     overstrain      of 

heart  ..  ..214 

Bruit,   systolic  of  patent 
septum  ventricuiorum 

91,  157,  215,  533 

peliosis    rheumatioa..  550 

with    pericarditis    89, 

91,  213 

pleurisv          . .         . .  90 

Bruit,  systolic  pulmonary 

37,  91.  299 

Bruit,  systolic  with  pul- 
monary   stenosis    9i, 

111,  157,  217,  533 
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208 

633 

211 
93 
89 


Bruits  systolic^  contd. 
simulating  aortic  sten- 
osis   

-  splenomegalic      poly- 

cythemia 

-  from  tricuspid  regurgi- 

tation        . .        9S, 

-  to  and  fro 
BRUITS,  CARDIAC 
Bruits,  conoMltal  systolic  90, 91 
Bruits,  diastolic  92,  93,  94, 

96,  96 
Bruits,  pulmonary  systolic    91 
Bruits,    rub   distinoulshod 
from 433 

-  sudden    changes   in,    in 

fungating  endocarditis  34 
Bruits,    systolic    apical, 

oonorai  account  of  . .  89 
Brulta,  systolic  aortic  . .  92 
Bruits,  tricuspid  systolic  . .  92 
Bubo  ..         381,  618,  679 

Buccal  mucosa,  pigmenta- 
tion of  (see  Pigmenta- 
tion in  the  Mouth) 
Bug  bite,  itching  from    . .  540 
Bugs,  relapsing  fever  spread 

by         ..         ..28   386 
Bulbar  paralysis  (see  Pur- 
alysifl.   Bulbar) 

Bulimia 43 

BULL>E 96 

-  from  acetaniiide  . .     96 

-  acids 97 

-  aniline  dyes      . .         . .     96 

-  anthrax 559 

-  arnica     . .         . .         . .     96 

-  in  Bright's  disease       96,  97 

-  from  bromides  . . 

-  in  bullous  impetigo 

-  from  burns 

-  cantharides 

-  capsicum 

-  (^irbolic  acid     . . 

-  carbon  dioxide  snow 

-  in  cheiropompholyx 

96,  600,  756 

-  from  chrysarobin         . .     96 

-  cold         96 

-  croton  oil  . .         96,  97 

-  in     dermatitis    herpeti- 

formis 96,  98,  710,  753,  755 
--  from  drugs  . .     96 

-  eosinophile  cells  in        . .     99 

-  in  epidermolysis  bullosa 
96,  98 


t)6, 
..  401 
..  96 
96,  97 
..  97 
..  97 
..     96 


-  erysipelas 

-  eiythema 
bulloenm 

-  -  iris      . . 

-  multiforme 

-  from  fracture 

-  friction    . . 

-  in  frostbite 

-  gangrene 

-  glanders  . . 

-  heart  failure 

-  herpes  gestatioiiis 


. .  96,  98,  674 
. .  98 


98,  756 
..  489 
96,  97 
96,  67 
96,  97 
96,  97 
96,  559 
97 
96 


zoster 754 

-  impetigo  . .         . .  562 
contagiosa      . .         96,  98 

-  from  iodides      . .  96,  98 

-  iodine 97 

-  leprosy 601 

-  liquor  epispasticus       ..     97 
Bulla,  list  of  causos  of    . .    96 

-  from  malignant  pustule  559 

-  from  mylabris  . .         . .     97 

-  nitric  acid  . .         . .     96 

-  occupations       , .         . .     96 

-  oedema 96 

-  in  pemphigus  96,  98,  558,  601 
neonatorum      96,  97,  401 

-  from  plants        . .         . .     96 

-  primula  obconica  . .     96 

-  produced  by  malingerers    97 

-  in  Raynaud's  disease   96,  97 

-  from  resin  . .         . .     96 

-  rhus  toxicodendron     96,  97 

-  satinwood 

-  in  scabies 

-  from  scalds 

-  in  scurvy 

-  from  splints 

-  in  syphilis 

-  syringomyelia 

-  from  tar  products 


!  \    6ob', 

755 

96 

96, 

97 

96 

96, 

97 

96, 

97 

BuUce,  contd. 

-  turpentine  . .  . .     96 

-  in  urticaria        . .         . .  771 

-  from  varnish     . .         . .     96 

-  veronal 96 

-  vesicants  ..         96,  97 

-  volatile  oils        . .  . .     96 
Bullet    wound    oC    chest, 

hiemopneumothorax 
from  ..  ..  652 

cord,  allocheiria  from     17 

heemorrhage  into  cord  515 

hemiplegia  from   303,  306 

subcutaneous   emphy- 
sema from  . .  203 

transverse  myelitis  from 

389,  516 
Bullous  dermatoses,  anor- 
exia in        . .         . .     99 

death  from    . .         . .     99 

eosinophiiia  from   99,  219 

-  hffimatoporphyrinuria 

from  ..         ..99 

-  mucous   membranes 

affected  by  . .     99 

pyrexia  In       . .         . .     99 

Bundle   of   His,   in   heart 

block 83 

Burette,  in  estimating  sugar  263 
Burning,  from  drug  rashes  384 

-  in  eczema  . .     558,  754 

-  of  penis,  from  herpes   . .   754 

-  with  malignant  pustule  559 

-  in  mouth,  from  Fordyce's 

disease  . .  366 

-  urticaria  ..         . .  771 

-  from  vesicles     . .  . .   753 
Burns,  albuminuria  from       13 

-  bullso  from         . .         . .     96 

-  contracture    after    {Fitj. 

60)  142,  143,  648 

-  ectropion  from  . .         . .  220 

-  gangrene  from  . .         . .   255 

-  hiemoglobinuria  from  . .  284 

-  hyperpyrexia  after       . .  309 

-  from  radium      . .         . .  223 

-  stiff  neck  after  . .         . .  648 

-  talipes  from       . .         . .  114 

-  tenderness  from  . .  707 

-  ulceration  after. .         . .  737 

-  fromx-rays       ..         ..  223 
Burrows  in  scabies        562,  755 
Bursa,  gastrocnemius,  en- 
larged ..  ..692 

-  under  gluteus  maximus, 

tuberculous    . .         . .  363 

-  iliopsoas,    aspiration    in 

diagnosing      . .  . .   676 

femoral  swelling  from  676 

hip-joint  disease  simu- 
lated by      . .         . .  676 

-  psoas    abscess    simu- 

lated by     . .         . .  676 

-  -  reducible        . .         . .  680 

-  over  exostosis    . .         . .  670 

-  porter's     {Fig.^h)  155,  156 

-  i)soas  impulse  on  cough- 

ing in  . .         . .  680 

from  osteo-arthritis  . .  681 

Bursa,   somimomliranosus, 
onlargod  ..692 

-  subhyoid  . .         . .  721 

-  tendo  achillis,   inflamed  362 

-  urate  of  sodium  in        . .   344 
Bursitis,  gonorrhooal,  pain 

in  foot  from   . .         . .  439 

-  prepatellar  . .  . .  476 

Bursitis,  subacromial,  oon- 
orai account  of        ..  476 

Butchers'  boys,  scoliosis  in  154 
Butchers,  warts  in  . .   240 

-  Weil's  disease  and        ..   336 
Buttock,  bedsore  over     . .  257 

-  eczema  marginatum   on  250 

-  alands  draining  . .   679 

-  lineaa  albicantes  on       . .  365 

-  pemphigus    neonatorum 

affecting         . .         . .  401 

-  prurigo  affecting  . .  489 

-  scabies  affecting  . .   563 

-  sore    on,    inflamed     in- 

guinal glands  from   . .   381 

-  wasting  of,  with  hip  di- 

sease  . .  . .  . .   363 

Button  in    bronchus,   hae- 
moptysis from  . .   287 

-  larynx     . .  . .  . .   157 


Buttoning  coat,  ataxy  ex- 
hibited on      . .         . .     56 

Butyl  chloral  hydrate, 

bradypnooa  from      . .     84 

Cheyne-Stokes 

breathing  from..  108 

erythema  from      . .  222 

purpura  from        . .  553 

Butyric    acid    (see    Acid, 
Butyric) 

Buzzing  noises  in  head  405,  406 


CABLE  (submarine)  re- 
pairing,   mercury   in 
saliva  and      . .         . .  542 
CACHEXIA  .99 

-  acetonuria  from  . .       4 

-  Addison's  disease  simu- 

lated by         . .         . .  527 

-  Africana  . .         . .     99 

-  albuminuria  from         . .     13 

-  alkalina 99 

-  anaamia  due  to..         21,  33 

-  from  ankylostomum  duo- 

denale  ..         ..99 

-  aquosa    . .  . .  . .     99 

-  from  bilharzia  ha3mato- 

bia 99 

-  bothriocephalus  latns  . .     99 

-  beri-beri  . .         . .     33 

-  bleeding  gums  in  . .     72 

-  from  carcinoma  33,  78, 

99,  173,  270,  627,  666,  087 

-  causes  of  . .         . .       4 

-  chlorotica  ..         ..99 

-  from  cirrhosis    . .         . .  173 

-  in  congenital  syphilis   . .  400 

-  constipation  in  . .         . .  123 

-  diazo-reaction  in  . .   173 

-  in    Egyptian   splenome- 

galy      634 

-  from  endometritis        . .     99 

-  exophthalmia    . .         . .     99 

-  fibroids 99 

-  eastric  HCI  deficient  in    270 

-  hnmic  bruit  in  . .         . .     92 

-  from  leucorrhcBa  . .     99 

-  malaria        33,  99,  173,  374 

-  malignant,  hypothermia 

in        . .        {Fig.  143)  312 

-  from   malignant  perito- 

nitis   . .         . .         . .     49 

-  mediastinal  new  growth 

434,  435 

-  mercurialis        . .         . .     99 

-  muscle  atrophy  from  . .  583 

-  in  negroes  . .         . .     99 

-  oedema  of  legs  from  413,  415 

-  from  oesophageal  stenosis   33 

-  nnin  in  the  limbo  in      . .  467 
palustris  . .         . .     'J9 

-  parasitica  . .  . .     99 

-  penile  erections  absent  in  313 

-  peripheral  neuritis  in  . .  467 

-  from  phthisis     . .         . .  173 

-  pifirmentation  with       . .     99 

In  mouth  from  . .  527 

of  skin  from  . .         . .  528 

-  renalis     . .         . .         . .     99 

-  satumina  . .         . .     99 

-  scorbutica  . .         . .     99 

-  sordes  in  . .         . .     72 

-  splenica 99 

-  from  starvation  . .     33 

-  syphUis    8,  33,  99,  173, 

527,  559,  560,  604 
lardaccous  disease  from     8 

-  thrombosis  in    . .         . .  411 

-  thrombotic  infarcts  in . .       8 

-  from  trichina  spiralis  . .     99 

-  tuberculosis        ..         33,  99 
of  bowel         . .         . .  666 

-  uterina 99 

-  various  causes  of  . .  415 
Cacodylate  of  sodium,  ery- 
thema from    . .      222,  224 

Cacogeustla  ..765 

Cacum,  actinomycosis  of 

458.  677 

-  appendicular        abscess 

opening  into  . .  . .  557 

-  carcinoma  of  (see  Carci- 

noma of  Cascum) 

-  dilated  succussion  in  652,  654 

-  distended      appendicitis 

simulated  by..         ..457 


Caaim^  disttnded,  contd. 

from  carcinoma  coli- .   X54 

of  rectum  . .  . .   459 

sisrmoid       . .  - .   4Sf 

ob«'truction    . .  -  -   459 

pain  in  iliac  fcnsa  from 

454,  457 

simulating    carcinoma 

oirci  ..  ..   45f 
with  spastic  constipa- 
tion            ..  ..   154 

from  volvulus  -  .   459 

T-rays  in  diagn<»lns. .   45" 

-  on  left  side         .  -  .  -   452 

-  lymphosarcoma    of       . .   «W^* 
Cacum,  succusritn  In  6S2.  6S4 

-  tuberculous  454,1/^1:^.  191) 

4.S8,  459,  677 

-  whipworms  in  (Fig.  218)  520 
Caffeine  in  cocoa  . .  .  -   534 

-  coffee 5S4 

-  tea  554 

-  polyuria  from    . .  . .   534 
Caisson    disease,    cerebral 

softenins  from  . .    IDS 

-  Cheyne-Stokes  breath- 

ing from     . .  . .    10-^ 

-  de^ness  in     . .  - .   IG* 

epistaxis  in     . .  . .    ^1 

hemiplecia  from     303,  307 

nature  of        . .  .  -   307 

noises  in  the  head  in . .    405 

shortness  of  breath  In     39 

Cajaput  oil,  heartburn  re- 
lieved by        ..  ..297 

Calcanotfynia  .  •  499 

-  brachial  neuralgia  alter- 

nating with    . .  .  -    439 

Calcareous  concretions   in 

RPUtum  (Fig.  273)  . .  «44 
CalciAcation  of  muscles    . .    143 

-  valves,  after  endocarditis  211 
Calcium   carbonate,    urine 

cloud  from      . .  . .        4 

-  chloride,  in  bile  test     . .   744 

effect  on  albutninnria     15 

in     hsBmatoporphyrin 

test 744 

-  deficiency,  metrorrhagia 

from    . .         . .  . .   390 

-  hypochlorite,  in  indican 

test 314 

-  lactate,  effect  on  albu- 

minuria . .  . .      15 

-  menorrhagia  and  . .   387 

-  menstrual    irregularities 

and 392 

-  oxalate  (see  Oxalate  of 

Calcium ;  and  Oxaluria) 

-  phosphate,  denosit  of  . .   ft24 
in  intestinal  sand     . .   ^99 

-  -  solubility  of  . .  . .  ."iSJ 

stellar  crystals  of      . .   524 

urine  olond  from       . .        4 

-  salts,  parathyroids   and  1B2 
tetanvand     ..  ..    1*2 

I  Cnlonli,  cvstin       . .  . .    161 

^  Calculus,  biliary  (see  Gall- 
I  stones) 

I  -  pancreatic,  colic  fronn..   11« 

epigastric  pain  from 

116,  437 

I janndlce  from  . .   R*l 

! pnin  in  the  back  from  116 

I  -  penile      (««      Calculus, 

I  Urethral) 

[  -  prostatic,  abscess  from    581 

I achin?    in    perineum 

.  from  ..  . .   474 

I carcinoma     simulated 

bv 470 

'  —  catheter  in  diagnonine 

470.  473 

i difficulty  in  micturition 

with  ..  ..  395 

epididymo-orcfaitis 

from  ..  ..   47« 

pain  in  penis  from    . .   473 

rectal  examination   in 

diacmosine  . .      470,  4T% 
ulp«^tion  behind     . .  47?» 

-  renal,  abscess  from       . .   279 

aste  incidence  of        . .     4  a 

albuminuria  from     . .       7 

anuria  from    . .  ^9,  40 

-  backache     from      40. 

278,  400,  577 
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Calculus,  renal,  eontd. 

baoteriuria  with       . .     09 

Cheyne-Stokcs  breath- 
ing from     . .         . .  108 

chronic  nephritis  from      7 

colic  from  278, 473,  677, 

742,  767 

convulsions  from     . .  144 

crepitation  felt         . .  337 

—  -  crystals  in  urine  with  276 

cystitis  from  . .   394 

Dietl's  crises  simulat- 

ini? 117 

destruction  of  kidney 

by 40 

effect  of  exercise  on . .  394 

empyema  from         . .  106 

—  -  epitlielial  cells  in  urine 

from  ..         ..117 

frequent     micturition 

due  to  117,  278, 393,  394 

Calculus,    renal,    o<neral 
account  of     . .      40,  278 

haematuria    from    40, 

117,  275,  276,  278, 

356,  677,  742 

—  -  hydronephrosis     from 

40,  117,  279, 

(Fig,  166)  356,  636 

kidney  enlarged  by  41,  461 

tender  from  . .  451 

latent  unemia  with  . .     40 

microscopic      oxalate 

concretions  from  . .  424 

neuralgia  simulating     426 

oxaluria  simulating  . .  281 

—  -  pain  in  back  from    . .  461 

groin  from  . .  278 

bypochondrium    from 

460,  461 

labium  majus  from  117 

loin  from    . .     117,  278 

over 41 

referred  to  contra- 
lateral side  in    . .  452 

in  testis  from    117, 

278   483 

thigh  from         117,'  278 

perinepluitis  from    . .  106 

—  pleurisy  from  . .  106 
pricking  pain  in  kidney 

from  . .         . .  277 

—  pyelitis  from        576,  577 

—  pyelonephritis  from..  577 

—  pyonephrosis  from 

279,  357,  576,  577 

pyriform  cells  in  unne 

from  ..         ..  742 

—  pyuria  from 

276,  278,  575,  577 

—  renal  tube  casts  due  to      7 

—  riuors  from    . .     295,  697 

—  sex  incidence  of       . .     40 

—  staphylococci  from  ..     69 

—  skiagram  of  . .         . .  279 

—  tuberculous     kidney 

simulating  117,  279,  577 

—  uraemia  from  . .   108 
uric  acid  and             . .  742 

—  urine  changes  with  . .     40 
x-rajrs    in    diagnosing 

117,  357,  461,  530 

Calculus,  salivary,  notes  on  694 

ptyalism  from  . .  642 

—  tongue  swollen  from . .  698 

—  ureteral  . .  . .         . .     40 

—  abscess  from . .         . .  397 

—  anuria  from  . .         . .     39 

—  appendicitis  simulated 

by    ..         ..     281,  578 

simulating  . .         . .  682 

atrophy  of  kidney  from  678 

backache  from      469,  678 

calcareous  gland  simu- 
lating ..         ..  455 

—  colic  from      . .         . .  742 

—  cvstoscope  in  diagnos- 

ing ..    41,455,472,578 

—  -  felt  per  rectum  41, 578,  587 
vaginam      . .        41,  578 

—  -  fistula  after  . .         . .  397 
Calculus,  uretoral,  oonoral 

account  of   454  (Ppj. 

192)  455,  472,  578 

—  hflBmaturia  from,  275, 

I'Sl,  455,  442,  578,  742 

—  impacted        . .         . .     40 


Calculus,  ureteral,  rontd. 

micturition     frequent 

with  . .      472,  678 

operation  in  diagnosing  41 

ovarian  pain  simulated 

by 578 

pain  over       . .         . .     41 

over    external    ab- 
dominal ring  with  472 

in  iliac  fossa  from 

452,  454 

kidney  with  . .  472 

after  micturition  due 

to 397 

in  penis  from 

471,  472,  678 

testes  from  . .  483 

phlcboiith    simulating  465 

—  pyonephrosis  Irom  . .  578 

)»yuri>ilrom    472,575,578 

rectal  examination  in 

diagnosing  . .        . .  472 

simulated    by    spinal 

lesions  ..  461 

site  of  impaction  of  . .  464 

strangury  from        . .     40 

tuberculous     bladder 

simulated  by     472,  578 
ureteral  bougie  in  dia- 
gnosing      ..       41,  465 

lureteritis  simulating. .  456 

uric  acid  and. .         . .  742 

uronephrosis  from    . .  678 

vesical  calculus  simu- 
lated by     . .      472,  578 
villous  papilloma  simu- 
lated by     . .         . .  472 

wax-tipped  bougie  in 

diagnosing  . .         . .  472 

x-rays    in    diagnosing 

281,  (F»^.  192)  456, 472, 578 

-  urethral 181 

aching     in    perineum 

from  ..         ..  474 

aare  incidence  of       . .  283 

behind  stricture       . .  620 

blood    from    urethra 

due  to        . .         . .  396 

bougie  in  diagnosing     395 

discharge  due  to      . .   181 

endoscope  in  detecting 

283,  469 
..  097 


478 
283 
395 


469 
396 
283,  409 
538 


epididymitis  from 

epididymo  -  orchitis 

fom 

felt  in  penis   . 

per  rectum 

hiomaturia  from    275,  282 

impacted        . .         . .  282 

micturition       difficult 

with..         ..      282,  395 

frequent  with         . .  394 

stopped  by. . 

pain  ifrom 

in  penis  from 

priapism  from 

retention  of  urine  from 

282,  396 

sex  incidence  of       . .  283 

strangury  from        . .  649 

ulceration  behind     . .  478 

-  vesical,  aching  in  peri- 
neum from     . .         . .  474 

age  incidence  of        . .  471 

behind  large  prostate  580 

convulsions  from      . .   144 

crystals  in  urine  witli  680 

cystitis  from  282,  471, 

579,  580 
cystoscope  In  diagnos- 
ing   282,   395,   397, 

471,  580,  719 

Calculus,    voslcal.    cysto- 
scopic  appearance  of 

(Plate  XVI)  ..         ..284 

encysted         . .         . .  680 

felt  per  rectum         . .  587 

Calculus,   vesical,   oeneral 
account  of    282,  471,  580 

hnmaturia  from   275, 

270,  282,  471,  680, 

719,  742 

jolting  and     . .         . .  471 

micturition       arrested 

by      282,  394,  470,  471 

frequent  from    282, 

471,  579 


Calcultis,  vesical,  contd 

pain  in  bladder  from    742 

glans  penis  from  . .  397 

penis  from  282,  469, 

470,  680,  471,  579 

passed  in  urine     396,  471 

priapism  from  . .  538 

pyuria  from  270,  282, 

471,  575,  680 

renal   colic   preceding  282 

sex  incidence  of        . .  282 

skiagram  of   . .         . .  282 

sound    in    diagnosing 

282,  471,  680,  719 

tenesmus  from      718,  719 

travelling  and  . .  471 

tuberculous   bladder 

simulating  . .         . .  579 
ureteric  calculus  simu- 
lating . .     472,  678 

uric  acid  and  . .         . .  742 

x-rays   in    diagnosing 

282,  680 
Calf,  atrophy  of    . .         . .  802 

-  cellulitis  of,  talipes  from  114 

-  cramps  in  . .  . .   150 

-  fibrosis  of,  talipes  from    114 

-  hnmorrhagic    knots    in, 

in  scurvy        . .         . .  556 

-  Jacqnet's  erythema  of. .  401 

-  set>orrhcBic  eczema  affect- 

ing       401 

Callus  compressing  nerve 

61,  63,  65,  432,  504 

-  after  fracture    . .         . .  667 

-  hemianopsia  from         . .  302 

-  intercostal     nerves     in- 

volved by      . .         . .  432 

-  on  Jaw 683 

-  musculospiral    paralysis 

from 65 

-  sarcoma  simulated  by..  672 

-  of  spine,  allocheiria  from     17 

-  in  sternomastoid  muscle  142 
Calmette*8  reaction  in  Ad- 
dison's disease  . .     34 

plate  of       ..  ..770 

tuberculosis   . .         . .  573 

tuberculous  peritonitis  031 

Calomel,  interscapular  pain 

relieved  by     . .         . .  462 

-  polyuria  from   . .         . .  635 

-  tenesmus  from  . .         . .  718 
CAMMIDQE'8  PANCREA- 
TIC REACTION        ..   100 

with  growth  in  pan- 
creas 51.  52,  630 

from  pancreatitis      117, 

264,  328,  661 
Camphor,  eoslnophilia  from  219 

-  glycuronic  acid  from    . .  261 

-  priapism  from    . .         . .  638 

-  reduction  by  urine  after  201 
Canaliculi,  lachrymal,  con- 
genital ly  absent        . .  220 

Cannabis  indica,  abnormal 

size  sensations  due  to  763 

priapism  from  . .  638 

xanthopsia  from       . .  702 

Cancer  (see  Carcinoma,  Sar- 
coma, etc.) 
Cancrum  oris,  bleeding  gn^n 

from 72 

death  from     . .         . .     74 

--(Fv.  21)         ..         ..74 

gangrene  from  . .  256 

nauseous  odour  from      74 

stomatitis  with         . .  642 

teeth     dropping    out 

from  . .         . .     74 

Canter  rhythm,  from  dila- 
tion of  heart  . .         . .  587 

myocardial  changes  . .  800 

in  pericarditis       213,  587 

pernicious  annmia    . .  687 

reduplicated     heart 

sound  simulated  by  587 
Cantharides,     albuminuria 

from 14 

-  anuria  from       . .         . .     40 

-  blistering  with  . .         . .     14 

-  bull©  from         ..         90,  97 

-  dermatitis  from  . .   765 

-  erythema  from  . .         . .  222 

-  hfflmaturia  from  ..   276 

-  nephritis  from   . .         . .       9 

-  priapism  from    . .         . .  538 


Cantharides,  eontd. 

-  ptyalism  from   . . 

-  strangury  from. . 

-  tenesmus  from  . . 
Capillary  bronchitis 

-  pulsation  93, 
Capsicum,  bnllsB  from 

-  dermatitis  from 
erythema  from  . . 


..  542 
049,  650 

..  718 
418,  590 
207,  211 

..  97 

..  765 
223 


I  Capsules,  keratin-coated,  in 
diagnosing  pyloric  ob- 
I  struction        . .         . .  663 

I  Caput  mednsns      ..        43,  750 
Carbohydrate,    excess    of, 

ricket«  from  . .         . .  145 
I  -  intestinal    fermentation 

and 82 

I  Carbol-fuchsin  stain        . .  641 
,  Carbol-methylene  blue    . .  641 
Carbolic    acid    (see    Acid, 

CarbolicO 
Carboluria,     black     urine 
from 746 

-  Fehllng's     solution     re- 

duced in        . .         . .  746 
Carboluria,  o<n«nil  account 
of       746 

-  ochronosis  and  . .         . .  746 
Carbon  bisulphide,  hemo- 
globinuria from        ..  284 

indiarubber  solvent  . .     65 

peripheral    neuritis 

from  ..         61,  65 

Carbon  dioxide,  in  fermen- 
tation test     . .         . .  263 

headache  from         . .  296 

snow,  bullsB  from     . .     96 

-  disulphide,  tremor  from  726 

-  monoxide,       cherry-red 

coloiu:  of  blood  from . .  119 
coma  from     ..     118,119 

-  hsemoglobinuria  from    284 

headache  from         . .  295 

poisoning  by  . .         . .   119 

Carbonate  of  calcium,  urine 

cloud  from     . .         . .       4 

-  soda,  dead  fingers  from    163 
Carbonates,    dissolved    by 

acetic  acid     . .         . .       4 
Corboxvhsamoglobin,  cherry- 
red  blood  from        . .  119 

-  snectrum  of  (Fig.  32)  . .     80 
Carbuncle,  aching  in  peri« 

neum  from    . .         . .  474 

-  cellulitis     distinguished 

from 

-  erythema  from  . . 

-  face  swollen  from 

-  from  glycosuria 

-  furuncle     distinguished 

from 

-  malignant   pa<{tule   dis- 

tinguished from        . .  559 

-  sinus  thrombosis  from. .  229 

-  stiff  neck  from  . .         . .  647 

-  tinea  sycosis  simulating  249 
Carcinoma,  amemia  due  to    21 

-  albumosuria  with        . .     18 

-  cachexia  Lrom   ..      413,416 

-  developing  in  scar 

-  eoslnophilia  from 

-  fatty  heart  from 
I  -  general  wasting  from  . . 

-  hypernephroma  and    . . 

-  leucocvtosis  in  . . 

-  loss  of  weight  from     . . 

-  microscope  in  diagnosing 

379,  621 

-  cedema  of  legs  from  418,  415 

-  pigmentation     of     skin 

from 528 

-  prolonged  pyrexia  from  663 

-  tongue  swollen  from    . .  698 

-  ulceration   of   perineum 

from 619 

-  vulval  swelline  from    . .  700 

-  of  ampulla  of  Vater       ..  239 

-  antrum 180 

-  anus,     inguinal     glands 

secondary  to..      381,  679 
spread  to  perineum  . .  620 

-  bile-duct,   bile   pigment 

In  urine  from . .         . .  101 
carcinoma   of    duode- 
num simulating    . .  661 

clay  -  coloured    stools 

from  ..  ..326 


569 
222 
674 
260 

559 


620 
219 
212 
69 
356 
360 
768 
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CARCINOMA   OF    BILE-DUCT 


CARCINOMA    OF    LIVER 


Carcinoma  of  hik-iuct^  contd. 

faocal  (at  with  . .  101 

jaimUicc  from  325,  326,  662 

—  bladder,  aching  in  kidney 

from 680 

perineum  from      . .  474 

ago  incidence  of 

281,  472.  580 

Carcinoma  of  bladder,  anuria 
from    ..  39,41 

—  bowel  opened  by      . .  238 
cystitis  with  . .  . .  394 

—  cystoscopo  in  diagnos- 

ing   41,    281,    471, 

472,  580 

—  cystoscopic  appexrance 

oi  {Plate  XV I)      ..  284 

foDces    per    urethram 

from  ..  ..  238 

—  fragments  in  urine    . .  270 
frequent     micturition 

from      41,  281,  394,  580 

Carcinoma     of     bladder, 

Reneral  account  of  472,  580 
tematuria   from,   41, 
276,  276,  281,  471, 

472,  579,  580 
hydronephrosis  from      41 

—  kidney  enlarged  by  . .  281 
micturition     frequent 

with..         ..      471,472 

—  pain  with       . .         . .  394 
at  female  urethral 

oriflce  from       . .  397 

in  kidney  from  281,  472 

perineum  from      . .  397 

penis  from  281,  397, 

469,  471,  472,  680 

vulva  from..         ..  397 

painful        micturition 

from  .,         ..41 

papilloma  simulating    580 

pelvic  glands  onlarsred 

from  ..      579,  680 
pyelonephritis  from  . .  676 

—  pyonephrosis  from   . .  577 
pyuria  from  41,  281, 

471,  575,  580 

—  rectal  examination  in 

detecting    41,    277, 
281,  471,  472,  579, 

580,  587 

rectum  opened  by    . .  238 

retention  of  urine  from  281 

situation  of   . .  . .  281 

strangury  from        . .  649 

tAbes  simulating      . .  650 

tubercle       simulating 

282.  579 

—  ureter  obstructed   by 

281,  472 

vaginal     examination 

in  diagnosing       41,  471 

Carcinoma  of  bone         . .  672 

—  -  (Fig.  62)        . .  . .  152 
spontaneous    fracture 

from..        ..  ..  242 

secondary  to  thyroid    721 

—  brain,  hemianopsia  from  301 

—  breast,   blood   discharge 

from 181 

cyst  preceding  ..  686 

simulating  . .         . .  686 

—  -  duct  type       . .      181,  687 
eorly     diagnosis     by 

microscope  . .  430 

en  cuirasse     . .  . .  730 

fear  of            . .  . .  430 

fibro-adenoma  simu- 
lating         ..  ..687 

Carcinoma  of  breast,  general 
account  of     ..     686,  687 

gangrene  of  arm  from  259 

mastitis  simulating  . .  686 

operation  in  diagnosing 

686,  687 

pain  in  the  chest  from  4.11 

from    injury    simu- 
lating     ..         ..  4r,0 

late  in         . .  . .  429 

rheumatism  of  shoulder 

simulated  by        . .   70S 
secondary   in  axilhrv 

elands         . .       380,  6S6 

—  —  in  bone        . .  . .  672 

cranial  bones    201,  711 

peritoneum  . .  657 


Carcinoma  of  breast,  contd. 

seconoarv  in  spine  154. 

616,  648, 

supraclavicuUir  gland 

subclavian     vein    ob- 
structed by 
swelling  of  arm  from 

269, 
tubercle  simulating 

181, 
without  ansemia 

-  bronchus,  bronchiectasis 

from 

hfflmoptysis  from     . . 

-  cffi2um,    actinomycosis 

simulating 

bladder  invaded  by  . . 

bladder  opened  by  238, 

faeces  simulating 

Carcinoma    of    cacum, 
oeneral  account  of  . . 

impacted   ftoces   with 

obstruction  due  to  . . 

operation  in  di  ignos- 

ing  ..         ..      469, 

pain  in  iliac  fossa  from 

454, 

pruria  from  . . 

simalated  in  cases  of 

obstruction 
swelling  in  iliac  fossa 

from  459, 665, 

tuberculosis  simulating 

tuberculous       cfflcum 

simulating  . . 

-  Cauda  equina    . . 
Carcinoma     of     cervical 

glands 

-  cheek,     i)re-auricular 

glands  affected  from 

spread  to  nose 

submaxillarv     glands 

affected  from 

-  clitoris,  inguinal  glands 

secondary  to  . . 

-  colloid,  of  peritoneum . . 
change  in 

-  colon,  abdominal  diste  i- 
I  tion  from 

I adenomata  simulating 

Addison's  disease  simu- 

I  lated  by     . . 

[ adherent  to  liver 

age  incidence  of   126, 

I  130, 

I albuminuria  from     . . 

albumosuria  with     . . 

I aniemia  from 

anfflsthetic  in  diagnos- 

'  ing 

anorexia  from 

ascites  from      49,  51, 

asthenia  from 

barium  enema  iu  di- 

agnositig     . . 

bile-duct  obstructed  by 

bimanual  detection  of 

bismuth    enema    and 

z-rays  in  diasrnosing 
(Fig.  54)  126, 

bladder    invaded    by 

283,  575, 

blood  per  rectum  from 

77.  172, 

cachexia  from 

colic  from       77,  115, 

colitis  simulating     . . 

constipation  from  77, 

126,  130, 

diarrhooa  with       126, 

distention    of    ciocum 

with 

diverticula  simulating 

125, 

dysphagia  from 

fseces    per    urethram 

with..         ..       28.3, 

fistula  into  renal  pelvis 

from 

flatus    per    urethram 

with 
-  gastric  ulcer  simulated 
Carcinoma  of  colon,  general 
account  of     . .       77, 

htematuria   from 

hypertrophy  of  bowel 

from        *    . . 


714 
380 

259 

411 

686 
33 

292 

287 

458 
582 
675 
459 

459 

665 
677 


459 
575 


458 
62 


389 


378 
179 


381 

49 

C76 

77 
719 

527 
330 

172 

354 

16 

126 

126 
126 
329 
527 

125 
330 
364 


126 
316 


679 
599 


330 

682 

330 
527 
126 
717 

330 
172 

354 

453 
129 

582 

530 

582 
125 

126 

283 


Carcinoma  of  colon,  contd. 
increasing     constipa- 
tion from    . . 

indicanuria  from 

inguinal  glands  second- 
ary to 

intestinal  sand  with , 

obstruction  from 

130,   388,  593 

jaundice  from       329,  330 

Carcinoma  of  colon,  kidney 
simulated  by  . .        . .  354 

liver  enlarged  with  . .     77 

loss  of  strength  from  126 

loss  of  weight  from  . .  126 

movable  kidney  simu- 
lated by     . .         . .  663 

mucus  in  stools  from  398 

and  blood  in  stools 

from       . .         . .  354 

occult  blood  in  faeces 

from  ..     125.  126 

pain  in  hypochoadrium 

from  ..     460,  451 

the  loin  from        . .  354 

pericolitis  simulating    663 

-  perinephric    abscess 

from  ..  ..  353 

peritonitis  from      49,  593 

pigment  in  mouth  from  527 

-  pMcunvituiit  irom   ..  530 
pneumoperitoneum 

from  . .         . .  662 
portal  glands  enlarged 

from  ..      329,  330 

pyrexia  with..         ..     77 

rectal  examination  for 

130,  172,  330 
secondary  glands  with 

329,  330,  380.   381,  679 

in  liver         77,  252,  527 

sigmoidoscope  in  dia- 
gnosing       77,  126,  172 
simulated  by  diverti- 
cula coli  . .         . .  130 

spastic  constipation  |25 

simulating    enlarged 

Uver  . .      330,  367 

gall-bladder       . .  253 

supraclavicular    gland 

enlarged  with        . .  380 
swelling  in  hypochon- 

drium  from  . .  629 

tabes  simulating  483,  719 

tumour  with  126,  130,  659 

tympanites  from      . .  330 

vesicocolic  fistula  from  125 

visible  peristalsis  with 

77,  125,  126 

vomiting  from  . .  330 

wasting  from . .         . .     77 

x-rays  and  bismuth  in 

diagnosing  77  (Fig. 

53),  125,  364 

-  (and  see  Carcinoma  of 
Sigmoid :  Carcinoma 
of  Ceecum  ;  and  Car- 
cinoma of  Splenic 
Flexure) 

-  en  cuirasse        . .         . .  730 

-  of  duodenum,  ascites  with  51 

bile-duct  obstructed  by  330 

carcinoma  of  bile-duct 

simulating  . .         . .  661 

pancreas  simulating  661 

in     portal    fissure 

simulating  . .  661 

of  pvlorus  simulating  661 

dilatation  of  stomach 

from  ..  ..174 

emaciation  from       . .  330 

epigastric  tumour  from  661 

fatty  stools  from     . .  239 

Carcinoma  of  duodenum, 
general  account  of  . . 

hfematcmesis  from   . . 

jaundice  from       239, 

rarity  of         . .      272, 

secondary  in  left  supra- 
clavicular gland 

liver. . 

simulating      enlarged 

gall-bladder        252,  253 

tumour  from  . .      272,  661 

-ear  . .  . .      378,  422 

-  eyelid 378 

-  face         . .         . .  . .  673 


661 

265 
330 
330 

380 
252 


Carcinoma,  contd. 

-  of  Fallopian  iul>e         . .   5^ 

-  fauces,  sore  throat  from  613 
submaxillarr     glands 

affected  from  .  .   379 

-  finger  affected  bv  . .   -40 

-  foot         ..         .'.  ..   S-'il 

-  forehead. .         . .  .  -   179 

-  gall-bladder,  cholanfritis 

from    ..  ..      326,  333 

gall-stones  precediiig     253 

interscapular  pain  from 

461,  4«2 

jaundice  from  . .   326 

pain  in  bypocbondriam 

from  . .  .  .   450 

Carcinoma  of  gaii-blaililer. 
rectal  sholf  and         -.  567 

rigors  from    .  .  . .   326 

secondary  in  left  sapra- 

claviculor  gland  252,  ZS^ 

liver. . 

simulating      enlarged 

gall-bladder 

-  gum 

-  heart,  heart-block  from 
Carcinoma  of  Jaw  72,  179. 

GS3, 

-  bleeding  gum  from    . . 
microscope  in  diagnos- 

in 

-  kidney,   aching    in    loin 

from    . . 

albuminuria  from 

Cheyne-Stokes  breath- 
ing from     . . 
colic  from 

-  -  (Fig.  304)      . . 
hfomaturia  from 

275.   2 


. ,    252 


252 

379 


278 


1«B? 
27S 
750 


>0 
-  kidnev  enlarged  in  27!<.  35j 

Try) 


3S0 


1«^ 

750 

3^51 

3S0 

19^ 
VJ9 

2S7 

731 


liver  displaced  by 

cedema  of  legs  from . . 

polvpus  of  heart  from 

rarity  of 

secondary  in  left  supra 

clavicular  gland     . . 
simulating     entailed 

gall-bladdor 

uromia  from 

Carcinoma  of  kidney,  wins 
invaded  by     . . 

-  labium  majus  . . 

-  larynx,   cervical    glands 

affected  by 
distinction  from  svph- 

ilis    . .         . .      "    . . 

dysphagia  from 

hsBmoptysis  from 

microscope  in  diagnos- 

ini?  .. 
Carcinoma  of  larynx,  notes 
on  ..     616,  617 

sore  throat  due  to     . .   *'.15 

stridor  from  . .  . .   650 

submaxillary   glands 

affected  from  . .   379 

unilateral   character 

199.  205 
-leg  SSI 

-  lip  179.  365,   379,  -t^i) 

-  liver,  age  incidence  of  . .   373 

albumosuria  from      . .     ic 

antrioma  simalatiru?  . .   374 

-  ascites  from    46,    5f>,    r»s, 

33...  37S 

bile-duct    obstruction 

simulating  . .  . .   374 

and  cirrh(»is  associated  371 

cirrhosis  simulatine      37(\ 

371.  373 

coma  from     . .  . .  373 

diabetps  simulating..  S«7 

dry  shrivelled  skin  witli  374 

e(M«inophilia  witii       . .   375 

extreme  wasting  from  373 

eall-stones  simulatiiie  374 

Carcinoma  of  liver,  oeneml 

account  of      . .     331.  373 
gumma    simulatintr 

253.  334 

hremorrhoce  into       . .   373 

hiccough  from  . .   SC^ 

interscapular  pain  from 

4r>l,  46* 

jaundice  from  50,  52,  25f, 

325,  320,  330,  331.  J7S 
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Carcinoma  of  liter,  rontd. 

—  -  leucocytosls  with      . .  374 
liver  enianred  from  46,  50, 

52,  252,  326,  330,  373 
paiii    ill    epigastrium 

from  ..         ..  437 

hypochondrium  with  4  >0 

liver  from  . .         . .  373 

right  arm  from     . .  373 

shoulder  from  ..373 

peritonitis  over         . .  373 

Carcinoma  of  livsr,  primary 

fti,  374 
pyr3<ia,    from    {Fit. 

146)  320,  373,  570,  574 

rapid  incre-ise  in  size  of  373 

secondary  to  colon  252, 630 

duodenum  . .  252 

gall-bladder  . .  252 

pancreas     . .         . .  252 

rectum        . .      252,  585 

stom-Mih     107,  25.',  C30 

sense  of  dragging  from  373 

fullness  from         . .  373 

skod  lie  resonance  with  Cll 

sudden  enlargement 

from  hfldmorrhagc 

into  ..         ..  371 
syphiliticliverslmal.it- 

ing 372 

—  -  umbilication  with  371,  373 

—  lung         ..  ..     287,  2.10 

—  mammse  (see  Carcinoma 

of  Breast). 

—  melanotic,  of  skin         . .  730 

—  microscope  in  diagnosing  731 

—  of  nipple  . .  . .  429 

—  nose,  discharge  from    . .  179 
submaxillary  glands 

affected  from         . .  379 

—  oesophagus,  ago  incidence 

of     ..         ..      195,  380 

—  aneurysm    simulating  195 

annular  stricture  from  2G0 

.aspiration  pneumonia 

from  ..  ..  259 

—  bismuth  and  ar-rays  in 

diagnosing  {Fig.  97)  197 

bougie  in  diagnosing     195 

bronchus  ulcerated  by  287 

—  carcinoma  of  stomach 

simulating  . .         . .  195 

cervical  glands  affected 

by    ..         198,  380,  195 

—  dysphagia  from  195,  266, 

435,  461 

—  fistula     to     bronchus 

from  ..         ..  259 

haBmatemcsis    from 

205,  200 

—  Iimmoptysis  from      . .  287 
interscapular  pain  from  401 

—  -  latent 380 

—  mediastinal        glands 

affected  by  ..  49*» 

—  pain  in  chest  from    . .  435 

—  pneumothorax  from..  631 

—  pyopneumopericar- 

dium  from  . .         . .  052 

—  secondary    in    glands 

I9G,  380,  Jan 

—  -  -  liver  . .         . .  190 
rivht    supraclavicu- 
lar gland  . .  380 

—  simulated  by  mediasti- 

nal growth. .         . .  207 
skiairram  showing     . .   190 

—  stridor  from  ..         ..051 

trachea  invaded  by..  051 

vocal    cord    paralysis 

from  . .         . .  495 

—  vomiting  duo  to        . .   703 

—  x-rays    In    diignosing 

195,  (F»<7.  97)  197,401 

—  ovary,  anuria  from      . .     41 

—  ascites  from  . .         . .     49 

—  inguinal  glmds  se*on- 

dary  to       . .  ..  079 

—  malignant    perfto  litis 

from  . .  . .     49 

—  retention  of  urine  from  019 

—  secondary  In  lefts  ipra- 

clavicular  gland    . .  380 

—  simulating  ciuda 

equina  tumour      . .     03 

—  strangurv  from         . .  049 

—  ureters  obstructed  bv    41 


Carcinoma,  contd. 

-  palate,    cervical    glands 

affected  by     . .      379,  380 
foul  taste  from         . .  705 

-  microscope  in  diagnos- 

ing   688 

-  sore  throat  from       . .  013 

-  pancreas,  ansoiuia  from    001 

-  ascites  from   . .         . .     49 
bile  pigment  in  urine 

from  ..         ..101 

-  -  Oammidge's  reaction 

with      61,  62,  100,  030 

carcinoma   of   duode- 
num simulating    . .  001 

diagncs's    from    pan- 
creatitis     ..         ..239 

dilatxtion  of  stomach 

from  . .         . .  174 

fat  in  fsBces  with  61, 

101,  239.  330 

gall-bladder    enlarged 

with  61,  251,  320,  330, 
45  i,  030 

glycosuria  with       51,  330 

iodine   co-efficient   of 

urine  in      . .         . .  100 

-  -  jaundice  with  51,  239,  254, 

320,  330,  451,  030,  001. 
062 

liver  tumour  simulated 

by 330 

malignant    peritonitis 

from  ..         ..49 

occult  blood  with     . .  101 

pain  in  hypochondrium 

from  . .         . .  451 

pancreatitis  with      . .  100 

portal  glands  enlarged 

from  ..         ..  329 

pulsation  over  . .     51 

transmitted  by     . .  330 

secondary  in  left  supra- 
clavicular gland    . .  380 

liver  •  . .  . .  252 

stercobilin  absent  with  101 

stomach  growth  simu- 
lated by     ..         ..330 
swelling  in  hypochon- 
drium from  . ,  629 
undigested   muscle  fi- 
bres in  fioces  with. .  101 
wasting  from            . .  601 

-  parotid  gland    . .         . .  095 
Carcinoma  of  ponit,  gonoral 

account  of  ..619 

impotence  from        . .  312 

inguinal    glands,    sec- 
ondary to  ..  ..   381 

pain  in  . .  . .  473 

ulceration  due  to     . .  017 

Carcinoma  of  psrinoum    . .  620 

aching    in    perineum 

from  . .  . .  474 
inguinal  glands  Involv- 
ed from      ..      881.  621 

-  peritoneum  47,  49,  657 

-  pharynx,  cervical  glands 

affected  by    . .      379,  380 
sore  throat  from       . .  013 

-  prostate,  aching  in  peri- 

neum from     . .  . .  474 

aire  incidence  of        . .  394 

calculus  simulating  . .  470 

Carcinoma  of  prostate,  cliar- 
actersof  ..470 

hiDmaturia  from        . .  281 

nocturnal   micturition 

with  ..  ..   .394 

not  uncommon         . .  277 

pain  in  penis  from       409. 

470,  471 

rectal  examination  in 

diagnosing  . .     470,  587 

retention  of  urine  from  649 

secondary    in    cranial 

bones  . .         . .   711 

spine  . .         . .  714 

strangury  from         . .  049 

symptoms  like  those  of 

adenomatous       en- 
largement . .         . .  470 

-  pylorus  .sec    Carcinoma 

of  Stomach) 

-  rectum,  age  incidence  of 

79,  129,  58-> 
albuminuria  from     . .       7 


Carcinoma  of  rectum,  contd. 

ascites  from  . . 

back?iche  from 

bearing-dow.i  pain  in 

bladder    invaded    by 

238,  283,  394,   676, 
682, 

—  blood  per  anum  from 
78, 

and    mucus    stools 

from        . .     453, 

cachexia  from 

carcinoma  arci  simu- 
lated by 

constipation  from  78, 

453, 

diarrhcea  from         78, 

difficulty  in  defcocation 

from 

distention  of  caxnim 

distinction  from  vener- 
eal ulcer     . . 

dyschezii  from 

emaciation  from 

faocal  urine  from 

fasces    per    urethram 

with 

flatus    per    urethram 

with 

frequent     micturition 

from 

Carcinoma     of     roctum, 
gonoral  account  of  . . 

glands  infected  from 

hsmaturia  f rom  7,275, 

impacted  feeces  simu- 
lating 

incontinence  of  fteces 

with 

intestinal    obstruction 

from 

jaundice  from 

latent 

leucocytes     in     urine 

from    . . 

loss  of  strength  from 

weight  from 

malignant    peritoniti-i 

from 

microscope  in  dii- 
gnosing 

mucus  in  stools  from 

oedema  of  legs  from . . 

pain  in  back  from    . . 

on  defffication  with 

in  iliac  fossa   from 

452,  463, 

penis  from         471, 

over  sacrum  from . . 

down  thighs  from 

periproctal      abscess 

from 

piles  from 

polypus  simulating  . . 

portal  glands  enlarged 

from 

proctoscope  in  dia- 
gnosing 

pyuria  from  . . 

rectal  examination  in 

78, 129, 130, 

renal  tube  casts  with 

ribbon-like  faeces  from 

sacral  plexus  invaded 

by 

secondary  in  left  supra- 
clavicular gland    . . 

in  liver       . .      252, 

sense  of  fullness  from 

sigmoidoscope  in  dia- 
gnosing 78, 120, 129, 

Carcinoma  of  roctum,  signs 
of       

simulating  acute  ne- 
phritis 

Cauda  equina  tumour 

speculum  in  detecting 

strangury  from 

stricture  from 

talipes  from  . . 

tenesmus  from 

thrombosis  from 

ulceration  of  . . 

unsatisfied  defaocation 

with 

wasting  from . . 

without  symptoms  . . 


,  Cardn-mia,  contd. 

49     -  of  rib,  tenderness  from  707 

469     -  scalp 378 

426     -  scrotum 095 

Carcinoma     of     scrotum. 
'         gonoral  account  of  . .  624 

649     -  si^oid  colon,   hisniuta 
and    x-rays    in     dia- 
129  gnosing  ..  ..453 

bladder  invaded  bv  582 

686 opened  by      238,  575 

78 blood  in  stools  from  066 

and  mucus  from  453 

469 cachexia  from       . .  066 

carcinoma  cacci  simu- 

585  lated  by..         ..  459 

685 colloid  change  in  . .  070 

constipation  from . .  453 

78  I distention  of  csecum  459 

489 diverticulitis    simu- 
lating     . .         . .  070 

79 explosive    diarrhoea 

129  from        ..         ..313 

585    Carcinoma  of  sigmoid  colon, 
283  gonoral  account  of  453, 676 

hiccough  from       . .  308 

582  I impacted  faeces  simu- 
lating     ..         ..453 

582 obstruction       from 

I  459,  000,  076 

391 operation     in     dia- 

t  gnosing  ..         ..070 

585 pain   in   iliac  fossa 

585  from        462-454,  459 

283  ' palpable  tumour  with  453 

pyuria  from  . .  575 

718  t sigmoidoscope  in  di'i- 

gnosing  ..      453,  670 

313 spastic  constipation 

simulating  . .  453 

459 swelling  in  left  iliac 

320  fossa  from  . .  006 

7 tenesmus  from      . .  660 

I tuberculous  sigmoid 

1  I  simulating  . .  006 

129  I  Carcinoma  of  skin,  general 
129  '         account  of  ..730 

lupus  simulated  by  . .  402 

49 rhlnoscleroma     siniu- 

'  lating  ..         ..733 

585 syphilis    distinguished 

129  from  ..         ..  403 

7  1 from  varicose  ulcer  . .   738 

585     -  -  from  x-rays    . .         . .  223 
585     -  of  spinal  cord,  malintrer- 

ing  simulated  by       . .  432 

459 pain    in    tlie    dust 

473  from        ..  ..432 

78  I  -  of    spine,    interscapular 
78  i  pain  from       . .         ..  401 

kyphosis  from  . .  154 

719 malingering  simulated 

684  I  by 407 

685  1 secondary    to    breast 

154,  648 

329 thyroid  gland        . .  048 

1  -  spleen,  excessive  rarity  of  633 
129  '  Carcinoma  Of  splonic'flexuro, 
675  ;         gonoral  account  of  . .  630 

' skiagram  showing     125 

463     -  sternum,  tenderness  from  707 
7  I  -  stomach,  abdominal  tn- 
78  mour  with      . .      270,  271 

•  -  acetonuria  from        . .       4 

113 nge  incidence  of    209,  310 

, albumosuria  with     . .     16 

380 anaomia  in   33,   270.   271. 

585  I  310,  030 

129 nn-BSthetis     in     dia- 
gnosing      ..  ..  271 

685 aneurysm  simulated  by 

(P/?.  288)  ..  ..094 

129 anorexa  from  . .  270 

nervosa     simulate*! 

7  by  ..  ..407 

03 ascites  from  ..        51,  329 

78 bllc-ductobstructedby  330 

649 blood  changes  with  . .  317 

685 examination  in     . .  271 

113 in   gastric  contents 

718  with        ..  ..  317 

7 cachexia  from  . .  270 

585 carcinoma     of     duo- 
denum simulating. .  661 

129 oe5»ophagus     simu- 

78  I  lating      ..  ..    195 

326 pancreas  simulating  330 
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CARCINOMA    OP    STOMACH    —    CATARACT 


Carcinoma  0/  stomacK  contd. 

coffee-jjround      vomit 

from  ..  ..   2G9 

-  -  colour  index  in         ..271 

-  -  cyst  simulating         . .  653 

-  deposits     i  \     round 

iij^ament  from        . .  G5G 
at  umbilicus  from. .  65G 

-  diffuse,    difficulty    of 

diai;nosing  . .  . .   107 

iudiarubber     bottle 

stomacli  from   . .  107 
multiple  serous  effu- 
sions from  . .   107 

-  -  -  secondary  in  liver. .   107 

-  —  sense  of  fullness  from  244 

skiagram  of  . .   270 

without    symptoms  243 

dilated  stomach  from 

174,   271,  316,  653, 

678,  767 

disinclination  for  meat 

due  to         . .        43,  316 

-  -  distinguished        from 

nicer  by  x  rays     . .  174 

dyspepsia  from  . .  316 

simulated  by     270,  769 

dysphagia  from         . .  195 

epigastric  pain  from. .  270 

tumour  with  ..  317 

fragments  of  growth  in 

vomit         ..         ..766 
Carcinoma     of    stomach, 
oastric  HCI  in  33,  316, 

270,    436,    630,    653, 

766,  767 

p.istritis  simulated  by  270 

gastroseope     in     dia- 
gnosing      . .         . .  271 
Carcinoma     of     stomach, 
oonoral  account  of  269, 

316,  317,  630 
hscmatcmesis  from  265, 269 

-  heartburn  from         ..  297 

-  hiccough  from  . .  308 
hysterical    vomiting 

simulated  by         ..  467 

-  in  iliac  fossa  . .         . .  678 

-  interscapular  pain  from 

461,  462 

jaundice  from        329,  330 

lactic  acid  with        ..  767 

laparotomy     in     dia- 
gnosing    174,    271, 

317,  653,  769 

leaking            . .          . .  531 

leucocytosis  from     . .  630 

loss  of  appetite  from 

43,  316 

strengtli  from       . .  270 

weight  from  270,  316,769 

malignant    peritonitis 

from            . .         . .  49 

-  nausea  from  . .      270,  ai6 

-  -  occult  blood  with  630,  767 

in  faBces  from  126,  317 

Oppler-Hoas  bacilli  in 

316,  318,  320,  766,  767 

pain  in  the  back  from  716 

epigastrium  from 

316,  436 

after  food  from    . .  630 

in    the    left    hypo- 

chondrium  from     450 
shoulder  from       . .  474 

-  pernicious     amcmia 

simulating  ..      274,  317 

-  phantom  tumour  simu- 

simulating  . .  . .  659 

-  -  pneumothorax  from..  531 
portal  glands  affected 

from  ..      329,  330 

ptyalism  from  . .  543 

pyloric  end,  skiagram  270 

pvloric        obstruction 

'  from  270,  297,  318,  65.1 
pyrexia  from..  ..   270 

Carcinoma  of  stomach,  rectal 
shelf  and  .587 

-  -  surcinjBwith  ..      6.10,  767 

-  -  set^ondarv  glands  with 

107,  317,    329,  3.H0, 

380,  381 

-  -  -  i!i  left  supraclavicu- 

lar gland  107.317,380 

in  liver       ..      252,  317 

at  umbilicus  . .   317 


Carcinoma  of  stomachy  eonid. 

sex  incidence  of        . .  316 

simulating  cirrhosis. .  272 

enhirged  liver        . .  367 

gall-bladder    262,  253 

f  ungating     endo- 
carditis  ..         ..21 
pernicious  anaamla      21 

-  -  sites  of  . .         . .  316 
skiagram  of   . .         . .  269 

-  spleen  simulated  by . .  630 
spontaneous    fracture 

first  evidence  of  . .  243 

I subdiaphragmatic  ab- 

,  scess  from  . .         . .  631 

I swelling  in  hypochon- 

drium  from  . .  639 

Carcinoma     of     stomach, 
symptoms  of  . .        . .  270 

tumour  due  to       818,  660 

ulcer  simulating   174,  269 

from  ulcer      . .      316,  653 

umbilical  tumour  from  483 

-  -  vomiting     270,      8I6, 

436,  630,  678,  766,  767 

wasting  from         . .  678 

x-rays    in    diagnosing 

I  174,  271,  630,  678 
without  symptoms  . .  243 

i in  young  subjects   . .  663 

-  suprarenal,  ascites  with    51 
I simulating      enlarged 

I  (rall-ltladder        252,  253 

,  Carcinoma  of  testis      480.  696 

, secondary    in    cranial 

bones  ..         ..  711 

glands  with  . .  381 

' in  left  supraclavicu- 
lar gland  . .  380 

in  peritoneum       ..  667 

I in  spine      . .         . .   714 

Carcinoma  of  thyroid  gland, 
oenorai  account  of  ..  721 

\ secondary  in  bones 

204,648,672,711, 

714.  721 
I  -  tongue,     blood-spitting 

from 286 

I  —  bronchopneumonia 

from  ..         ..289 

I cervical  glands  affected 

by 880 

dysphagia  from        . .  198 

earache  from . .         . .  202 

-  foul  breath  from      . .     87 

taste  from  . .         . .  705 

Carcinoma  of  tonoue,  general 

account     of      iPlate 
XXXU)  ..738 

lateral  position  . .  879 

, from  leukoplakia      . .  739 

submaxillary     glands 

affected  from        . .  379 

tubercle  simulating  . .  740 

I trismus  simulated  by  729 

Carcinoma  of  tonsil        ..  615 

I submaxillary     glands 

I  affected  from        ..  879 

'  -  trachea,  stridor  from  . .  650 
I  -  urethra,  discharge  from  184 

histology  in  diagnosing  184 

{ inguinal     glands     en- 
larged from  . .  184 

pain  from       . .         . .  697 

painful    micturition 

from  ..         ..184 

-  -  stricture  from       184,  697 
Carcinoma  of  uterus,  anuria 

from    ..  39,    41 

bladder    invaded     by 

238,   283,  394,  575, 

582,  649 
bleeding  on  examina- 
tion ..         ..201 
body,   pregnancy   im- 
possible with         ..  392 
broad     ligament     in- 
filtrated by  . .     41 

curettage  in  diagnosing  390 

dyschezia  from         . .   129 

dystocia  from  . .   200 

erosion  simulating    . .  391 

with  fibroid    . .  . .  391 

foul    discharee    from 

185,  186,  391 

frequent     micturition 

from  ..  ..391 


Carcinoma  of  uterus,  contd. 

haamaturia  from    275,  283 

hiccough  from  . .  308 

hydroneplux)sis  from       41 

metrorrhagia  from  390,  891 

metrostaxis  from      . .  392 

microscopical  diagnosis 

186,  390,  391 

pain  in  back  from     . .  716 

in  legs  from  . .  469 

in  pelvis  from       . .  469 

pelvic  swelling  due  to  688 

polypus  simulating  . .  391 

pyelonephritis  from  . .  676 

pyometra  from      186,  392 

pyonephrosis  from    . .  577 

I pyuria  from  . .         . .  576 

-  rectum  opened  by    . .  238 
' simulating  Cauda  equina 

tumour       ..         ..63 

sterility  from        645,  646 

strangury  from         . .  649 

tubercle  simulating  . .  391 

ureters  obstructed  by    41 

urine     leaking     into 

vagina  with       283,  682 

uterus  enlarged  from  391 

vaginal     examination 

and  . .         . .         . .     41 

-  uvula,  sore  throat  from  613 

-  vagina,  aching   in   peri- 
neum from     . .         . .  474 

I  -  -  bladder  invaded  by..  288 

I difficulty    in    micturi- 
tion with    . .         . .  396 

I hsBmaturia  from    275,  283 

inguinal  glands  second- 
ary to  . .  381 

I urine  leaking  through 

283,  682 

'  -  ofvertebraa    (see    Carci- 

I  noma  of  Spine) 

'  -  vesical   (see    Carcinoma 

I  of  Bladder) 

-  of  vulva 702 

I chancre  simulating  . .  700 

I difficulty    in    micturi- 

!  tion  with    . .         . .  396 

I  —  from  leukoplakia      . .  701 

! spread  to  perineum..  620 

I  Cardiac  crises,  in  tabes    . .  487 
I  -  dulness    absent    in   em* 

physema     ..         ..  317 
I  -  hypertrophy  (see  Heart, 
,  Enlarged) 

-  impulse  (see  Heart  Im- 
'  pulse) 

-  sound  (see  Heart  Sounds) 
I  Cardie-resph«tory  bruit  . .    90 
,  Cardiospasm         . .     198,  435 

Cardiosclerosis,     auricular 
I  fibrillation  from       ..  648 

-  heart-block  from  . .  646 

-  paroxysmal  tachycardia 
from    ..         ..     648,  649 

Caries  of  bone,  spontaneous 

fracture  from    342,  348 

from  tuberculosis     . .  668 

unsuspected  . .         . .  243 

dr-rays  in  diagnosing. .  343 

(and  see  Tuberculosis 

of  Bone) 

-  dental,    antral    abscess 
from     . .         . .      180,  462 

bleedincr  gums  from       73 

blood-spitting  due  to    285 

eamche  from..  ..   202 

epithelioma  and        . .  684 

epulis  from     . .  . .  684 

face  swollen  from     . .  674 

foul  breath  from      . .     87 

taste  from  . .  . ,  705 

gastritis  from  . .  317 

hidden  . .  . .     73 

inflamed   neck  ghinds 

from  ..         ..379 

loss  of  weight  from  . .  769 

neuralgia  from  296, 447, 448 

pain  in  jaw  from     . .  462 

-  -  ptyalism  from  . .  542 

retraction  of  gums  from  689 

stiff  neck  from  . .  647 

tongue  swollen  from. .  698 

trigeminal      neuralgia 

from  . .  447 

ulcer   of    tongue  froni 

198,  739 


Carift,  drnlalj  contd. 

ulcerative      stoiuaXiti-* 

from  . .  .  .    74J 
(and     see      PyorrliflP* 

Alveoloris) 

-  of    ear  bones    (and     see 

OtomioBa)   ..  4*2,  ATi 

-  pubic     bones,      grmxi  ma- 

simulated  by..  -  -    €^ 

sarcoma     sinaulated   698 

scrotal  swelling  £«om  637 

-  rib,   pain   In   the    cttcst 

from    . .  . .  .  .    4  Jl 

-  sicca       ..  . .  -  -    714 

-  tenderness     of     spiuc 

from  . .  -  .    713 

Caries  of  spine  (see  spitkai 

Caries)  .  .    IS4 

Carminatives,     heartburn 

relieved  by    - .  -  -    297 

Camin,  uric  acid  from  -  -  T42 
Carotid  artery,  forcibly  p*il- 

sating  . .  . .  .  -    HOT 

Carotid    pulses,    unequal, 

from  aneurysm  .  -    203 

Carpal   joints,    pulmonmry 

arthropathy  of  .  .    35i 

Carpenter's  itch   ..  .  .    54J 

Carpenters,  serratos  ma^aus^^ 

paralysis  in  . .  -  . .  SOo 
Carpopedal    contractionR, 

In  rickets       ..        152.   4  ?0 

tetany  . .        152,    7S0 

Carpopeial  spasm . .  3 

in  infants       . .  . .    152 

Carpus,  tubercoloos  disease 

of        6€S 

Carriers,  typhoid  . .  . .   25^4 

Cartilage,  on  exostosis     . .   670 

-  intern^  semilunar,  kick 

on,  shock  from  . .  76$ 
vomiting  from  . .   765 

-  in  kidney  tumours       . .   356 

-  lUDUS  necrosing         402,  7J5 
Cartilaqe,   semilunar,    dis- 
placement of  . .         . .  350 

-  -  loose 3«f 

-  ulcerated  by  lupus        . .   403 

-  urate  of  sodium  in        . .  344 
Cartilages,    blackened     in 

ochronosis       ..       528,  746 
Caruncle,  urethral,  bleed- 
ing from         . .  . .    702 

dyspareunia  from      . .   193 

inflamed,  retention  of 

..    649 


spasm 


193 


701 
649 
193 

700 

700 


urine  from 

t levator      ani 

from 

■ pain  from 

prolapse  of  uretlira  si- 
mulating   . . 

strantmry  from 

vaginismus  from 

vulval   swelling    from 

I  Caiunculffi  mjrrtifonnes,  in- 
'  flamed  in  ironorrhapA 

I  Casein   indigestion,    stools 

with 

j  Caseous  glands  (see  Lymph- 

I  atic  Glands) 

I  -  mass  in  sputum 

'  Castellani,  on  dhobie*s  itch  250 

I  Castor  oil,  foul  taste  from    705 

Casts,  brondiial    . .         . .  S44 

Casts,  rieciriiiai  .193 

I  Casts,  intestinal  (Fur.  172) 

398,  3t9. 

'  -  prostatic 

-  renal    (see    Tube-Casts) 
Casts  of  uterus     . .      19S, 

I  Casts,  vaoinal 

Catalepsy,  absence   of  fa- 
I  tieue  in  . .  . .   59« 

-  bradypnoMi  in  ..  84,  W 
I  -  dementia  and  . .  . .  fts^ 
,  -  dilated  pupil  from  . .  .15^ 
'  -  maintained  attitudes  iii  598 
I  -  melancholia  and            . .   598 

-  retracted  head  from     . .   589 

-  risus  sardonicus  in  .  .  593 
'  -  trismus  from     . .  . .   729 

Cataract,  anterior  polar, 
from  ophthalmia  neo- 
natorum        . .  . .   739 

ulcer  of  cornea      . ,    733 

-  black  ^>ots  before  eyes 

from    . .         . .  . .      72 


..   171 


420 


519 
399 


l»S 

its 
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Cataract,  contd. 

-  blindness  never  complete 

from 701 

-  congenital,   nystagmus 

from 407 

-  in  diabetes         . .         . .  261 

-  diplopia  from     ..         ..175 

-  extraction,    erjthropsiu 

after 702 

-  multiple  images  from  . .  17j 

-  ophthalmoscope  in  dia- 

gnosinor  . .         . .  175 
Catarrh  of  bile-ducts,  clay- 
coloured  stools  from      326 
jaundice  from  . .  326 

-  cervical,  backache  from  468 
sterility  from  . .  046 

-  of   duodenum,    pain    in 

shoulder  from  . .  474 

-  nasal,  anosmia  from     . .  612 

from  arsenic  . .         . .  612 

common  cold  . .  612 

epistaxis  from  . .  220 

hay  fever       . .         . .  012 

-  -  iodide  . .         , .  612 

in  measles      ..         . .  612 

snoring  due  to  . .  613 

Catarrh  of  small  intaitint, 

cauwt  of  . .  172 

Catarrhal     jaundice     (see 

Jaundice,  Catarrhal) 
Caterpillar  hairs,  dermatitis 

from 755 

pruritus  from  ..  540 

Catheter,    coud^,    for   en- 
larged prostate         . .  390 

-  in     diagnosing     bladder 

distention        45,  005,  088 

-  calculus    in    prostate 

470,  478 

Cathotor,     In     dlaonoilna 
cauM  of  pyuria        . .  575 

urethral  stricture     . .  394 

-  in   obtaining  urine  cul- 

tures  . .         . .      218,  455 

-  ureteral,    in    diagnosing 

stone  in  ureter  . .  455 

-  in  urethra,  discharge  due 

to        181 

Catheterization,  anuria  after 

42,  396 

-  death  after        . .         . .  396 

-  epididymo-orchitis  from  478 

-  ri^or  after  . .  594,  595 
Cats,  fever  from  bite  of  . .  598 
Cattle,  anthrax  from       .  .*  559 

-  t.'onia  mediocanellata  and  519 
Cauda  equina,  gumma  of  62 
peripheral     neuritis 

simulated  by. .         . .  515 

-  lesions,  acute  bedsore 

from  ..         ..258 

gangrene  from       . .  255 

relaxed    sphincter 

with        ..         ..314 

-  sarcoma  of  . .  . .  62 
tumour  of,  aiuosthesia 

from  . .  . .     62 

Cauda  equina,  tumour  of, 
ooneral  account  of   . .    62 

muscle  wasting  from 

01,  62 

pain    In    the    back 

from        ..       62,  515 

leg  from  . .         . .     62 

paralyzed  leg  from      62 

one  leg  first  from  515 

paraplegia  from  514,  515 

pelvic  tumour  simu- 
lating     ..         ..63 

peripheral     neuritis 

simulated  by     . .  515 

R.D.  from  ..         61,  62 

rectal  examination  in  63 

sacro-iliac  joint  di- 
sease simulatinir       03 

sciatica  simulated  by 

02,  439 

vaginal  examination 

in  ..         ..63 

Caustic  potash  (see  Potash, 
Caustic) 

-  soda,  in  acetone  test    . .       3 

-  in  biuret  test . .         . .     16 

-  estimating  acidity    . .  320 

-  examining  for  elastic 

fibres  ..        80,  042 


Caustic  soda,  contd. 

Nylander's  test 

in  producing  hoomatiii  ; 

Cauterization     for      ulcus 

serpens 
Cavernitis  . . 
Cavernous  breathing,  over 

fibroid  lung   ..      108, 

-  sinus  (see  Sinus,  Caver- 

nous) 
Cavitation,  in  phthisis     . . 
Cayenne  pepper  deposit  ia 

urine  . . 
*Celii8ts*  cramp     . . 
Cellulitis,  from  abraded  too  - 

-  bacteriological  diagnosis  ' 

-  of  calf,  talipes  from 

-  carbuncle  simulating    . . 

-  from  dissection  wounds 

-  erythema  from  . . 

-  gout  simulated  by 

-  Ieucoc3rtosis  with 

-  of  neck,  from  actinomy- 

cosis     

stridor  from  . . 

-  GDdema  from     410,  413, 

-  orbital,        distingruished 

from  cavernous  sinus 

thrombosis     . . 

exophthalmos  from . . 

tubercle  simulating  . . 

Cellulitis,  pelvic  notes  on . . 

-  pelvic  swelling  due  to  . . 

-  pyrexia  with 

-  red  streaks  in    . . 

-  from  septic  finger 

-  sinus  thrombosis  from . . 
Cellulose,    acetate    of,    in 

aeroplane  varnish 
Central  canal  of  spinal  cord 
Centre,    cheiro-kinajsthetic 

(Fig.  206)      . . 

-  glosBO-kinacBthetio    (Fig. 


-  for  vomiting 
Centres  in  brain,  for  speech 

(Fig.  260)       . . 

-  micturition 

-  reflex.  In  cord  (Fig.  211)  J 
Cerebellar  artery,  posterior, 

effects  of  lesions  of  .. 

-  atrophy,    after    specific 

fevers      . . 
tremor  from  . . 

-  haamorrhaire       . .      538, 

-  peduncle  lesion,   tremor 

from    . .         . .         . .  ' 

-  tracts,  role  in  co-ordina- 

tion      

-  tumour,      ankle  •  clonus 

from 

ataxy  from     58,  517, 

Babinski's  sign  *ith. . 

bradypnoea  from 

cerebellar   abscess   si- 
mulating   . .         . . 

dieseminated   sclerosis 

simulating  . . 

falling  to  one  side  from 

headache  with 

hesitant  voice  from . . 

hypothermia  with    . . 

intention  tremor  from 

knee-jerk    increased 

from  . .         . . 

lateral  sclerosis  from 

nystagmus   with   407, 

407,  r.K. 

obesity  from  . .     408, 

optic  atrophy  from  . . 

neuritis  with      517, 

paraplegia  from 

retracted    head    from 

589,  i 

scanning  speech  from 

sphincter  troubles  from  I 

tendon  reflexes  exag- 

gerat«d  with 

vertigo  from  . . 

vomiting  with 

Cerebellum,  abscess  of  (see 
Abscess,  Cerebellar) 

-  centre  for  equilibrium . . 

-  encephalitis    of,     ataxy 

from    . . 
Cerebellum,     lesions    of. 
causino  ataxy  58, 


Cerebellum^  lesions  of,  contd 

202 

gait  with 

58 

284 

nystagmus  from 

59 

speech  changes  from 

59 

734 

vertigo  from  . . 

58 

473 

-  reeling  from  disease  of. . 

251 

-  rule  in  co-ordination    . . 

55 

210 

Cerebral       abscess       (sco 

Abscess,  Cerebral) 
-  aneurysm  (see  Aneurysm 

043 

Cerebral) 

-  arteries,  atheroma  of  1, 

400 

741 

Cerebral    disease,    oenerai 

151 

signs  of  organic 

295 

410 

Cerebral  dwarfism 

168 

413 

-  embolism  (see  Embolism, 

114 

Cerebral) 

559 

--  hoBmorrhago    (see    Hre- 

240 

morrhage.    Cerebral) 

222 

-  tumour,  hypertension  of 

410 

cerebrospinal  fluid  wit! 

i304 

410 

-  peduncles,    ataxy    from 

lesions  of 

58 

083 

-  softening,  albuminuria 

051 

with 

495 

415 

from  arterial  dcgenera 

tion 

108 

caisson  disease 

108 

230 

Cheyne-Stokes  breath- 

229 

ing  from     . . 

108 

230 

deep  reflexes  increased 

691 

from 

725 

088 

diplegia  from 

515 

410 

from  embolism      108, 

515 

410 

endarteritis    . . 

515 

410 

general  paralysis 

108 

229 

glycosuria  wfth 

495 

hyperpyrexia  from    . . 

from  liffimorrlioge     . . 

309 

334 

515 

02 

laryngeal  paralysis  from495 

mental  failure  from . . 

725 

024 

paralysis  agitans  simu- 

lated by     . . 

725 

024 

paraplegia  from 

514 

704 

pseudo-bulbar  paraly- 

sis from 

589 

024 

rigidity  from. . 

725 

397 

—  round  an  abscess     . . 

300 

518 

a  tumour    . . 

306 

sphincter  trouble  from 

725 

58 

-- from  syphilis..       108 

515 

thrombosis     . . 

515 

729 

weakness  from 

725 

729 

-  syphilis    (see     Svphilis, 

708 

Cerebral) 
-  thrombosis  (see  Throm- 

729 

bosis,  Cerebral) 

-  tumour,  aphasia  from . . 

620 

55 

arteriosclerosis    simu- 

lating 

295 

517 

atrophy    of    massetcr 

592 

from 

447 

08 

aura  with 

08 

84 

Babinski's  sign  with. . 

brachial      monoplegia 

08 

517 

from 

502 

bradycardia  from   84, 

711 

517 

bradypnwa  from 

84 

592 

Cheyne-Stokes  breath- 

517 

ing  from     . . 

108 

517 

choked  disc  from     . . 

306 

311 

coma  from     . .      117, 

144 

517 

first  sign  of 

convulsions  with    08, 

118 

517 

144,  140, 

147 

68 

diabetes  insipidus  from  537 

Cerebral  tumour,   distinc- 

692 

tion  from  abscess 

84 

410 

dreamy  state  from  . . 

08 

592 

dyspepsia  simulated  by  315 

592 

ebb  and  flow  of  knee- 

514 

jerk  with    .. 

359 

giddiness  from      302, 

300 

592 

glycosuria  from 

204 

517 

300 

517 

headache    from,    147, 

204,  295,  302,  300, 

692 

315,  429,  602,  525, 

752 

537,  020, 

708 

517 

unilateral,  from    . . 

294 

hemianopsia  from    . . 

302 

hemiplegia  from 

751 

08,  303, 

300 

hippus  from  . . 

552 

58 

Iiyperacusis  from 

308 

hyperpyrexia  from  .. 

309 

.  59 

hypothermia  with    . . 

311 

Cerebral  tumour,  contd. 

hysteria  simulated  by  727 

insomnia  from       321,  322 

Jacksonian     epilepsy 

from  ..      13"7,  147 
knee-jerk  lost  with  . .  359 

-  -  latent  . .     •    . .  . .   306 
lead   poisoning   simu- 
lating         ..         ..119 

lumbar    puncture    in 

diagnosing  . .         . .  525 

lymphocytes  in  cere- 
brospinal fluid  in  . .   305 

myxoBdema  simulat- 
ing   38 

noises  In  the  head  from  406 

obesity  with  . .         . .  410 

—  optic     neuritis     from 

147,  264,  315,  429, 
502,  525,  637,  626,  711 

—  pain  in  the  face  from    447 

foot  from    . .  . .     68 

paraljrses  from       147,  315 

paresis  from  . .         . .   711 

-  '  -  unilateral  from     . .    118 

photophobia  from     . .  525 

pupil  small  with      . .  652 

without  signs  of  pres- 
sure  502 

simulating     cerebrnl 

luemorrbage  . .  300 

trance         . .  . .   120 

softening  round        . .   306 

—  taste  loss  from        . .   705 
tenderness     of     scalp 

from  ..      710,  711 

tremor  from  . .      724,  727 

tic  douloiu-eux  simu- 
lated by     ..         ..447 

tinnitus  from  . .   723 

unemia  simulating  . .     85 

vertiKo  from  . .         . .   752 

vomiting    from,    147, 

264,  302,  306,  315, 
429,  502,  525,  537. 

626,  711,  705,  708 
visual  aura  with       . .     08 

-  vein  (see  Vein,  Cerebral) 

Csrebral  vomiting  84,  295. 

3i:..  767 
Cerebritis  (see  Encephalitis) 
Cerebrospinal     fever     (.sw 
Meningitis,      Cerebro- 
spinal) 

-  fluid,  albumin    a    trace 

only  in  ..  ..  421 

Cerebrospinal  fluid,  bacteri- 
oiogicai  examination  of  305 

cultures,  in  diagnosing 

septicasmia. .         ..  507 

in  diagnosing  menin- 
gitis  590 

Cerebrospinal   fluid,    from 

ear     ..  119.  421 
Fehling's  solution  re- 
duced bv    ..         ..   178 
Cerebrospinal  fluid,  generai 
characters  of. .     304.  305 

in    general     paralvsis 

120,  243,  300 

lymphocytes  in 

110,  120,  511 

in  general  paralysis 

243,  300 

tabes  . .         . .  440 

meningitis      ..         ..  511 

meningococci  in       . .  590 

from  nose,  due  to  frac- 
tured base  119,  178 

polymorphonuclear 

cells  in       . .         . .  611 

rate  of  flow  of         . .   304 

reducing  power  of    . .   304 

not  thiged  by  jaundice  324 

trypanosomes  in      . .     28 

tubercle  bacilli  in     . .  590 

—  urea  in,  in  unemia  . .     85 
Wftssermann   reaction 

in     ..         110,  120,  305 
xantho-proteic  reaction 

in 304 

(and  see  Lumbar  Puncture) 

Cerebrum  (see  Brain) 
Cerumen  (see  Wax) 
Ceruminous  glands  in  ear     421 
Cervical  glands  (see  Lym- 
phatic Glands,  Cervical) 
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CERVICAL    PLEXUS    —    CHILDREN 


ChaitMham  dlMass,  OMenil  i 

account  of  ..  616  . 

Chemical  analyses,  ascitic    &0  | 
in  detecting  poisons. .     So 


Cervical  plexus,  compressed  '  Cfumcre^  conra. 

by  thyroid  gland  en-  i  -  inguinal  glands  enlarged 

largement       ..         ..722  with 618 

Cervical  ploxut,  dlapram  of  507    -  on  lip     . .  365,  C74 

-  rib,  anfBsthesia  from  . .  608  i  -  mercury  and      . .         . .  73U of  stools,  in  diagnosing 

-  analgesia  from  ..  110     -  molluscum   contagiosum  |  pancreatitis  ..   IIC 

aneurjrsm  simulated  by  694  '  simulating      . .  . .   732  i in    detecting    poisons 

arm-wasting  from     . .     63  1  -  in  perineum       . .         . .  620  ■  108.  119.  766 

atrophy     of     hand  I  -  phimosis  obscuring  617,  619  ' diagnosing  strychnine 

muscles  from  (Fig,  \  -  on  scrotum        ..      621,  695  poisoning        ..     417,  509 

209) 608     -  spirochaatcsin  618,619,  gastric  cases  . .         ..   270 

muscles  from        . .   162  i  620,  674 

-  brachial  neuralgia  simu-         Chancre,  toft  sore  dittin- 

lated  by     ..         . .  442  |  guithod  from . .      618,619 

plexus  aflected  by  i  -  i"  syphilis  . .         . .  679 

63,  651  I  Chancre  of  tongue. .  .739 
buttress     type     {Fig.  i  -  on  tonsil  . .         . .  615 

187) 443  '  -  ulceration  of  penis  from  617 

-  -  claw  hand  from     109,  |  -  vulval  swelling  from   . .  699 

110,  444    Chancre,  urethral  . .        . .  184 

dead  fingers  from     . .  162  1  -  Wassermann      reaction 

fibrous  band  from   ..  444  ,  with       618,  619,  620.  674 

Cervical  rib,  general  ac-  Chancre  in  women,  general 

count  of        ..     443,508,         account  of     ..     7 no,  701 

-  -  ligamentous        band  __    Chancroids,  general  account 


representing 

muscle   wasting   from 

61,  03,  162,  608 

pain  in  the  arm  from 

110,  443,  60?,  551 

neck  from  . .  . .   110 

scapular  region  from  444 

panesthesia  from      . .  661 

paresis  from  ..         ..  561 

R.D.  from      . .         , .     61 

-  -  radial  pulse  diminished 

by    ..  ..      110,  444 

-  Raynaud's    disease 

simulated  by        . .  444 

skiagramof  (/*iV*.  186, 

187) 443 

subclavian  artery  sten- 

osed  by      . .  . .   551 

unequal  pulses  from 

650,  651 

vasomotor     disturb- 
ances from..         ..  444 

a^-rays    in    diagnof>mg 

63,  110,  162,  (Figs. 
186,  187)  443,  444,  508 

-  sympathetic,  compressed 

by  thyroid-gland    en- 
largement     . .         . .   722 

-  -  irritation  of    . .  . .   654 
unilateral    sweating 


1  of        ..  ..  618  I 

,  -  herpes  simulating         . .  75 1  I 

I  Chapping  of  lips    . .  . .   365 

Charcoal,  black  stools  from  [ 

75,  385  ' 

Charcot,  amy  trophic  lateral  1 

sclerosis  of     . .         . .   135  I 

-  dissociative     anajsthesia  i 

of         257  ' 

-  spasmogenic  zones  of  . .   707 
Charcot's    disease    of    hip 

joint,  skiagram  of    . .   350  I 
Charcot's  disease  of  Joints  349 

-  hepatic  Intermittentfever  597  1 

-  joint  (Fi^.  162)..  ..   349 

in  tabes  . .  . .  515  I 

in  syringomvelia  257,  516  , 

CHARCbT-LEYDEN 

CRYSTALS    ..      102,  153 
Charwomen,     acropars&»-  I 

thesla  in         . .         . .  444 
Chart,     temperature     (see 

Temperature  Chart)  | 

Chattering  teeth,  in  malaria    30  | 
Cheek,  acne  affecting       . .  489 
Cheeic,  actinomycosis  of  74,  458 


from 


affected  by  stomatitis . . 
Cheeic,   bleedinn   navl   of 

(Plate  XVII)  ..  292 

bleeding,  from  stomatitis    74 


examination,  for  blood       81 

in   diagnosing  arsenic  718 

hair  for  arsenic         ..  718 

sputum  . .         . .  644  ' 

vomit 766  j 

-  substances  causing  para-  j 
lysis 65 

nephritis  from  . .       9 

-  workers,    carcinoma    of 
scrotum  in     . .         . .  621 

Chemicals,        eosinophilia  | 

from 219  , 

-  gangrene  from  . .         . .  256 

Chemosis 231  i 

Cherry-red  blood,  due  to 

carboxylwomoglobin       119 
Chest,    abscesses   pointing  i 

through  ..         ..   169  I 

-  acne  affecting   ..      489,  560  | 

-  alar,  phthisis  and         . .   166 

-  asymmetrical,  after  em- 

pyema 153,  154,  168,  169 

from  fibroid  lung  (Ft^. 

79)    163,    154,    167, 

168,  169,  206,  216 

intrathoracic    tumour  168 

pleuritic  effusion    168,  169 

pneumothorax  . .   168 

spinal  curvature       . .   168 

-  barrel-shaped,  in  emphv- 

sema   ..  ..      167,  366 

CHEST,   BLOODY   EFFU- 
SION IN  ..102 

-  bulged,  by  large  heart. .   169 

liver  . .  . .   169 

pericardial  effusion  . .  169 

-  cheiropompholyx  on    . .     97 

-  convulsive  movements  of, 

in  bronchopneumonia    160 

in  laryngitis  ..160 

from 


C/«**/,  amid. 

Chest,  succutslon  lit,  U-    -      

account  of  651,  B2 

-  swelling  of,  from   auicur- 

ysm  opening  vena  car*  1?. 

-  tenderness  of  (jace    Ten- 

derness in  Ote  Cliestj 

-  tightness  in         43:f,   434,   X' 

-  tinea  versicolor  on  -  .   i  "- 

-  typhus  rash  on    -  -  .  .%y 

-  varicella  affecting  ttie  . .    7> 

-  varicose    veins     on     (see 

Veins,  Varicose  Tlior»- 
cic) 

-  wall,  abscess  of.  -  .  -    I'J'^ 
actinomycosis  affect it*g  4"? 

-  wound,  empyema  from       iw 
Cheyne -Stokes      br^  tiling, 

from  arterial  degciier**- 


654  I  -  chromidrosis  of. . 


654 


74  I  -  cubical,     from    emphy- 
I  sema    . .         . .         . .  217 

c3rrtometric  tracings  of . .   167 
deficient   movement   of, 
:  I  —  ciiruuiiurusis  oi..         ..  no*  :  in  phthisis      ..         ..  288 

—  paralysis  (see  Paralysis  -  dermatitis  herpetiformis  one  side  of ,  in  pneu- 

of  Cervical  Sympa-           i           affecting         . .          . .     74                     mothorax  . .     43^ 
thetic)                               '  -  epithelioma  of  (see  Car-            CHEST,  DEFORMITY  OF     166 
ptosis  from  lesion  of..  722  |          cinoma  of  Cheek)                         

—  pupil  contracted  from  -  ervthema  bullosum  affect- 

lesion  of     . .  . .   722  j  ing 74 

Cervico-brachial       plexus,  1  -  gangrene  of  (Fig.  24) 

"      256  I 


diagram  of    . .         . .  607 
Cervix    uteri   closed   after 

injury  or  operatiori  . .     18 

sterility  from     645,  646 

-  -  long  conical,  dysmen- 

orrhcea  from  ..   192 

gonocooci  in  . .         . .  185 

herpes  of       . .  . .   754 

Cervix  uteri,  hypertrophy  of  539 

imperforate,    amenor- 

rhcea  from  . .  . .     18 

rigid,    dystocia    from  200 

Ceylon,  oidium  tropicale  in  645  ^  .      ... 

Chalk,     rectal    concretion  I  Cheilitis  exfoliativa 

from    . .  . .  . .   718     -  glandularis 


Champagne,  priapism  from  538 

-  regurgitation     of     food 

through  nose  after  . .   588 
Chancre,    balanitis    sunu- 

lating 617 

-  digital,  epitrochlear  gland 

enlarged  from  . .  381 

-  epithelioma  simulating 

619,  700 

-  extragenital  (Fig.  23)  73 

240,  379,  381,  615,  7.39 

-  of  eyelid 379 

-  finger  affected  by         . .  240 
€hancre,  general  account  of  618 

-  glands  near  enlarged  . .   377 

-  gumma  simulating       . .  619 

-  from  herpes        ..  ..754 

-  herpes  simulating     618,  754 

-  incubation  period  of    . .  618 


4 

-  Koplik's  spots  inside    . .  228 
(Piate  VHP)  . .   178 

-  lupus  of  . .  . .  . .   179 

erythematosus  of      . .  603 

-  myoma  cutis  of . .  . .   732 

-  pemphigus  affecting     . .     74 

-  perforation  of    . .  . .     74 

-  puffing  out  of  one,  from 
gross  intracranial  lesion  118 

-  swelling  of.  from  mercury    73 

-  syphilis  affecting  . .   739 

-  telangiectases  on  51,  371 
365 
365 


Cheiro-kintesthetic     centre 

(Fig.  266)         . .  . .   624 

Chcironompholyx,     back 

affected  by     . .  . .     97 

-  brittle  nails  with  . .  400 

-  bulliB  in  . .        96,  600  I 

-  chest  affected  by  . .     97  , 

-  crusts  in 600  ! 

-  desquamation  from      . .     97  , 

-  fingers  affected  by       . .   239 

-  forehead  affected  by   . .     97 
Cheiropompholyx,    oeneral         , 

account  of      97.  755.  756  j 

-  hands  and  feet  affected  i 

bv        600 

-  itching  in  . .        97,  540  ' 

-  palms  affected   by        . .      97  , 

-  scarlatina  simulated  by       97 

-  soles  affected  by  . .     97  | 


-  deformities,  shortness  of 
breath  from  . .  87,  89 

-  emphvsematous    outline 
oi(Fig.m    ..         ..167 

-  expansion,  restricted,  in 

emphvsema    . .  . .   167 

-  Hat,  phthisis  and       166,  288 

-  hyper-resonant,   in    em- 

physema        . .  . .     14 

-  injury  to  (see  Injury) 

Chest,  local buloes of      ..168 

from  aneurysm      . .   208 

-  locally  wasted,  iii  phthisis  288 

-  lymphatics  of     ..  ..667 

-  movement,     deficient, 

over  fibroid  lung       . .   206 

from     fibroid    hine 

168,  292 
with   pleuritic  effu- 
sion . .  . .   168 
by  pneumothorax . .   168 

-  myoma  cutis  of  . .  . .  732 

-  normal  outline  of  (Fig. 

77) 167 

-  over-dLstended,    in    em- 

physema        . .        14,  160 

-  pain  in  (see  Pain  in  the 

Chest) 

-  pigeon     . .  . .  . .   167 

outline  of  (Fig.  78)   . .  167 

-  pityriasis  rosea  affecting  604 

-  prurigo  affecting  . .  4S«.» 
CHEST.  PUS  IN     ..         ..103 
Chest  In  rickets    ..  .167 
CHEST.    SEROUS    EFFU- 
SION IN                   ..104 

-  small    expansion    of,    in 

emphysema    . .  . .   160 


tion     ..  .  -  .  .    1*'' 

-  -  Blot's  type  of  84,  U^: 

-  from  fatty  heart         . .    -1* 

-  -  (Fig.  43)  .  .  . .    lu: 
Cheyne-Stokes     breattiin*, 

list  of  causes  of        107.   108 

-  from  medulla  cUatige^  1'-'' 

from  mcninp^ltis  .  -    H" 

normal  in  sleep  .  .    1''' 

prognosis  of   . .  .  .    1 .»? 

CHEYNE-STOKES        RES- 
PIRATION     ..  ..107 

Chicken-pox,     coslnopbiJia 

after     ..  .  .  ..21? 

-  gangrene  from    . .  .  -   Sii 
Chicken-pox.    omivaI    ac- 
count of                      ..756 

-  molluscum   contagiosiun 

simulating      . .  . .   73^ 

-  mouth  affected  by         . .   61^ 

-  pharynx  affected  by     .-   CIZ 

Chicken-pox,  small-pox  si- 
mulating       561.  563.  757 

-  sore  throat  in     . .        013,  61 « 

-  strophulus   simalating. .   757 

-  syphilis  simulating         . .   7*^ 

-  vesicles  in  . .  703,  T5« 
CHiIcory,  oxalate  from  . .  4:^4 
Chilblains,  blue  brain  and    K*2 

-  from  cold  . .  . .  73T 

-  of  ear      ..  . .  ..  2'ii 

-  fingers  affected  by     239,  H" 

-  itching  in  . .  . .  54 

-  limping  from      .  .  . .  M- 

-  lupus  erythematosus  si- 

mulating        . .  . .  ^ft? 

-  monorrhagia  and  . .  337 

-  pain  in  foot  from  . .  362 
Childbirth,  acute  peritonitis 

after 59i 

yellow  atrophy  after     33i 

-  anterior  crural  ncsrve  in- 

jurv  in  . .  . .  4!>^ 

-  embolism  of  lung  after. .  ?*' 

-  obturator  nerve  injury  in  49^ 

-  pymmia  after     . .  . .  J-T^ 

-  pvosulpinx  after  . .  <"*> 

-  rigors  after         . .  . .  59< 

-  septicsemia  after  . .  OkS7 

-  urinary  fistula  after      ..  5?7 

-  white  leg  after  . .  ..411 

-  (and  see  Labour^ 
Children,  adenoids  in        . .  C15 

-  adherent  pericardium  in 

14,  54 
'  -  acetonuria  in      . .  . .      4 

j  -  acute  endocarditis  in    . .  SU 

nephritis  simulated  in  413 

rheumatism  and         . ,  464 

-  amount  of  sleep  for       . .  S?" 

-  aortic  regurgitation  in..    93 

-  aphthous  patches  in  . .  74 
stomatitis  in  . .  . .  74'^ 

-  appendicitis  in  . .  . .  S16 

-  ataxy  in . .  .  .  . .    > 

-  atlietosis  in        . .  . .  13". 

-  Babinski's  sign  iu  . .    69 

-  bacteriuria  in     . .  .  .    69 

-  blood-pressure  In  . .    SI 

-  bradypnooa  in    . .  . .    S^ 

-  bronchopneumonia    in 

160,  2S9 

-  cQPliic  disease  in  . .  171 

-  carpopedal  spasms  in   . .   li! 

-  caseous  bronchial  gland 

in         . .  . .       140,  3«-. 

-  causes  of  cough  in       ..149 

-  cerebral  embolism  in  . .   1S3 
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Children^  conid. 

-  cerebral  thrombosis  in . . 

-  choreic  monoplegia  in . . 

-  chronic  couRh  in 

nephritis  in    . . 

tonsillitii  in  . . 

-  cirrhosis  in        272,  370,  ; 

-  coli  baciliuria  in 

-  congenital  systolic  bruits 

in         ..  ..         00, 

-  convulsions  of  . . 
equivalent  to  rigors  in 

-  cyanosis  in 

Children,  cyclical  vomitlno 

of         ..  4,  764,  ' 

-  deafness  in 

-  delayed  talking  in 

Cliildren,  dianiiiBa  In      3, 

-  embryoma  of  kidney  in 

-  enuresis  in 

-  epistaxis  in 

-  familial  acholuric  jaun- 

dice in 

-  fatal  endocarditis  in   . . 

-  foreign    bodies    in    air- 

passages  in     . . 

ear  in 

nose  in 

-  frequent  micturition  in 

-  gasLro-lntestinal     symp- 

toms in,  from  bacteri- 
uria     . . 

-  general  oedema  in 
tuberculosis  in 

-  grinding  of  teeth  in     . . 

-  crowing  pains  in 

-  Hanot's  cirrhosis  in     . . 

-  lieart  disease  in,  fatal  . . 

failure  in 

impulse  in 

-  hemiplegia  in    . . 

-  Henoch's  purpura  in  .. 

-  hernia  of  lung'  in 

-  Hirschsprung's  disease  in 

-  icterus  gravis  of 

-  ill-lieal thin, from bactcri- 

uria     . . 
Cliildren,  insomnia  of 

-  intestinal  colic  in 

-  intussusception    in     78, 

585, 

-  irregular  heart  in 

-  irritability  in     . . 

-  keratomalacia  in 

-  knee-jerk  absent  in 

-  large  forehead  in 
spleen  with  cirrhosis  in 

-  laryngeal  obstruction  in 

-  leucocytes  in  blood  in. 

-  leuksemia  in       . . 
simulated  in  . . 

-  lichen  planus  vesicles  in 

-  limping  in  . .      251, 

-  liver  i)roportions  in     . . 

-  lympliooytes    in  23, 

-  marasmus  in 

-  mechanical  heart  failure 

rare  in 
Children,  mental  deflclency 
in,  signs  of    • . 

-  milky  urine  in  . . 

-  myopathy  in     . . 

-  nightmares  in    . . 

-  normal  pylorus  palpable 


-  oxyuris  vormicularis  in 

79, 

Children,  paraplegia  In,  list 
of  causes  of  . . 

-  pelvic  abscess  in 

-  pericardial  effusion  bulg- 

ing chest  in    . . 

-  peripheral  neuritis  in  . . 

-  perleche  in 

-  perverted  appetite  in  . . 

-  posthemiplegic  chorea  in 

-  postpharyrttroal  abscess  in 

-  precordial  bulging  in  89, 

109, 

-  prolapsus  ani  in 

-  prolonged  pyrexia  in  . . 

-  pseudo-leukfflmia  in     . . 

-  pulmonary  second  sound 


stenosis  in     . . 

-  purpuric  leukajmia  in 

-  pyelitis  in 


Children^  conid. 

I3n 

-  pyelonephritis  In 

12 

5(3 

-  pyrexia  in,  from  gastritis 

766 

149 

-  rarity  of  phthisis  in     . . 

385 

10 

-  rectal  polypi  in . . 

78 

015 

-  rheumatic  epigastric  pain 

372 

in         

436 

12 

-  rheumatoid  arthritis  in 

35,  iFig.  109) 

377 

,  01 

-  rickets  in 

3 

144 

-  Iliederslobein.. 

366 

594 

-  scrofula  in 

735 

100 

Children,  scurvy  In        72, 

556 

-  sexually  mature 

188 

765 

-  sinus  arrhythmia  In     . . 

545 

165 

-  spastic  paraplegia  in     . . 

132 

023 

-  spinal  caries  in.. 

713 

171 

-  spleen  enlarged  in     272, 

634 

350 

palpable   normally   in  634 

218 

-  splenomegalic  cirrhosis  of  332 

220 

Children,  Still's  disease  in 

35 

378 

034 

-  syphilitic  arthritis  in  . . 

348 

54 

-  -  liver  in 

-  systolic  bruit  over  manu- 

372 

87 

brium  in 

91 

422 

-  tabetic  pains  in . . 

440 

179 

-  tachycardia     in,     from 

394 

cnsoous          bronchial 

elands 

85 

-  tetany  in            . .          3. 

151 

70 

Children,  thermometry  in. 

413 

notes  on 

573 

855 

-  tuberculous,  anorexia  in 

43 

205 

-  tuberculous         cervical 

406 

glands  in 

380 

372 

dactylitis  in  . . 

608 

54 

ear  disease  in . . 

422 

14 

meningitis  in. . 

590 

297 

peritonitis  in . .         4  7 

,  48 

58 

Children,  unexplained  py- 

556 

rexia  in 

571 

169 

-  urticaria  in 

489 

130 

-  vomiting  in  fevers  of  701 

705 

325 

—  from  worms  in 

-  Word  nig- Hoffmann  par- 

767 

70 

alysis  in 

135 

321 

-  water  in  tissues  of 

384 

425 

Chill,  ncuto  nephritis  from 

281 

-  athetosis  after  . . 

132 

078 

-  mvnlcia  from    . . 

467 

549 

-  pain  in  the  limbs  in  403 

404 

323 

-  tremor  from 

727 

734 

CHILLS 

594 

510 

-  (and  see  Rigors) 

204 

Chimney-sweep's  cancer.. 

621 

272 

Chin,  acne  affecting 

489 

157 

-  blow  on,  ear  injured  by 

421 

360 

-  dropping   of,    in    myas- 

25 

thenia 

235 

26 

-  heavy,  in  acromegaly  . . 

237 

750 

-  irritation,  hiccough  ifrom 

307 

362 

-  receding,  in  microcephaly 

188 

300 

-  sycosis  affecting 

558 

,  20 

-  svphilodcrm  of  . . 

490 

384 

Chini,  distoma  pulmonale 

in         

292 

54 

-  lung  fluke  in 

045 

Chloasma,  In  phtheiriasis 

527 

623 

-  pigmentation  in 

527 

524 

-  tinea    versicolor    simu- 

00 

lating  

250 

402 

-  uterinum            . .        99, 

527 

-  from  vesicants  . . 

527 

000 

Cliloral,  bradypncea  from 
-  Cheyne-Stokes      breath- 

84 

520 

ing  from 

108 

-  coma  from 

118 

510 

-  ervthema  from  . . 

222 

080 

-  hypothermia  from 

311 

-  purpura  from    . . 

553 

169 

-  reduction  by  urine  after  201 

512 

Chloralamide,       erythema 

300 

from 

222 

43 

Chlorate    of    potash    fsec 

134 

Potassium  Chlorate) 

047 

Chloride  of  barium,  in  bile- 

test     

744 

200 

carboluria  and 

747 

79 

Chloride   of   calcium    (see 

503 

Calcium    Chloride) 

37 

-  sodium,  thirst  from 

-  sulphur,     acute    yellow 

720 

1 

atrophy  from 

334 

91 

jaundice  from  825,  834 

337 

550 

Chlorides,  in  hydatid  fluid 

376 

12 

-  phoephaturia  and 

523 

Chlorides^  amid. 

-  in  urine,  absent  in  pneu- 

monia 

defirient  in  pneumonia 

diminished  in  nephritis 

in  phosphorus  poison- 
ing   

Chlorine,  coryza  from 

-  sore  throat  from 

-  stridor  from 
Chloroform    and    benzhie, 

specific  gravity  mea 
surement  with 

-  bradypncea  from 

-  coma  from 

-  glycuronic  acid  from    . . 

-  hsemoglobinurla  from  . . 

-  headache  from  . . 

-  in  indican  test  . .     314, 

-  methylene  blue  and 
Chloroform  poisoning,  de- 
layed   

tetany  from   . .       ... 

-  reduction  by  urine  after 

-  in  tetanus 

-  tinnitus  from     . . 
Chloroma    ..  39, 

-  age  incidence  of 

-  aneomia  in  . .         32, 

-  blood  changes  negative  in 

-  bone  swellings  in  39,  205, 

-  green  tumours  in        39, 

-  lachrymal  glands  enlarg- 

ed in    . . 

-  lymph   glands   enlarged 

in        ..         ..      205, 

-  lymphocytes  in  cerebro- 

spinal fluid  in 

-  purpura  in 

-  related  to  leukeBmia     . . 
lymphosarcoma 

-  salivary  glands  enlarged 

in         

-  simulating       lymphatic 

Icukffimia 

-  spleen  enlarged  in 

-  spontaneous        fracture 

from    . . 
Chlorosis,  age  incidence  of 

-  albuminuria  rare  In 

-  amenorrhoea  in    18,  37, 

-  aneamia  in 

-  blood  changes  in        30, 

-  bruit  de  diable  in 

-  cachexia     chlorotica     a 

synonym  for  . . 

-  colour  index  In  . . 

-  constipation  in  . .       37, 

-  cured  by  marriage 

-  dyspncea  in 

-  epistaxis  in 

-  flushing  in 

-  gastric  ulcer  in  . . 

-  (?astrostaxis  in  . , 

Chlorosis,  general  account 
of  ..36. 

-  haamatemesis  in         266. 

-  hnemic  bruits  in. .  37,  99. 

-  heart  impulse  displaced 

from 

-  Iron  In    . . 

-  noises  in  the  head  with 

-  nourishment  good  in    . . 

-  occupation  and . . 

-  oedema  in  37,  274,  413, 

-  palpitation  in    . .     274, 

-  prognosis  in 

-  pulmonary  systolic  bruit 

in         ..         ..       91, 

-  rest  in  bed  in     . . 

-  sclcrotics  bluish  in 

-  sex  incidence  of . . 

-  skin  greenish  in. . 

-  therapeutics  in  diagnos- 

ing       

-  vicarious     menstruation 

and 

-  (and  see  Anremia) 
Chocolate   and   milk   pus, 

from   hepatic   abscess 

-  oxalate  from 
Choked  disc  (see  Neuritis, 

Optic) 
Choltemia,  in  cirrhosis     . .  333 

-  coma  from         ..      117,  324 

-  convulsions  from  ..   321 

-  death  from        . .         . .   324 


160 

335 

10 

330 
178 
013 
650 


534 

84 
118 
201 
284 
295 
745 
747 

4 

151 
201 
730 
723 
556 
550 
.  39 
550 
550 
550 

550 

550 

305 

553 

39 

30 

550 

205 
205 

242 
30 
37 

274 
32 

274 

299 

99 
30 
123 
30 
274 
221 
241 
274 
274 

274 

274 
299 

299 

30 

400 

274 

30 

415 

484 

30 

299 
30 

274 
30 

274 

30 
274 


253 
424 


CholcenvOy  con  Id. 

-  delirium  from    . . 

-  headache  from  . . 

-  from  jaundice    . . 

-  stupor  from 
Cholangitis,    abscesses    of 

liver  from 

-  albumosuria  with 

-  from  carcinoma  320,  333, 

-  empyema  from  . . 
of  gall-bladder 

-  gnll:8tones  254,  326,  333, 

-  jaundice  from  326,  332, 

-  leucocyt^jsis  with 

-  liver  enlarged  from    833, 

-  pain  in  the  back  from  . . 

-  pleurisy  from    . . 

-  rigors    from    326,    333, 
369, 


333, 


450, 
gall- 


Gall- 


-  septicsomia  from 

-  tender  liver  with 

-  in  typhoiil  fever 

-  urobilin  with 
ChnlecystitlK,  duodenal  ul- 
cer simulated  by 

-  exploration  in  diagnosing 

-  indigestion  shnulated  by 

-  pain  in  hjrpochondrium 

from    . . 
shoulder  from 

-  phantom   tumour  simu- 

lating . . 

-  pleurisy  simulating 

-  pyrexia  from     . . 

-  rigors  from 

-  suppurative    from 

stones 

ricors  from     . . 

Cholelithiasis     (see 

stones) 
Cholera,  albuminuria  in  . . 

-  anuria  in 

-  blood  Inspissated  in 

-  Cheyne-Stokes     breath- 

ing in 

-  coma  in  . . 

-  comma  bacilli  in 

-  cramps  after 

-  cyanosis  in 

-  gangrene  from   . . 

-  ceneral  wasting  from    . . 

-  haamatemesis  in        265, 

-  hyperpyrexia  in 

-  indicanuria  from 

-  leucocytosis  in  . . 

-  maligna,  cyanosis  from 

-  menorrhaeria  from 

-  nephritis  from   . . 
Cholera  nostras 

-  pain  In  the  limbs  in 

-  polycythiomla  in 

-  purpura  in 

-  pus  in  stools  from 

-  rice-water  stools  in    273, 

-  rigor  rare  in 

-  severe  diarrhoea  in 

-  simulated  by  trichinosis 

-  tenesmus  in 

-  thvroid  gland  enlarged  in 

-  uridrosis  in 

-  vibrio  in  motions  in     . , 
Cholesterin   crystals   (Fiff. 

124) 

in  hydrocele  . . 

mucocele 

Cholesterol  in  ascitic  fluid 
Choline,    in    cerebrospinal 

fluid 

-  periodide 

-  platinochloride    crystals 
Choluria     . . 

-  from  fistula  between  bile- 

duct  and  urinary  tract 
(and  sec  Jaundice) 
Chondroma,  of  breast 

-  hand 

-  ilium,  pain  in  iliac  fa^sa 

from    ..  ..      454, 

-  pain  in    . . 

-  of  pelvic  bones  . . 

-  ulceration  over  . . 
Chorda  tympani,  paralysis 

of    (see    Paralysis    of 
Chorda  Tympani) 
CHORDEE 

-  from  fracture  of  penis. . 

-  gonorrhoea         . .      108, 


324 
296 
324 
324 

32 
16 
662 
106 
333 
697 
369 
360 
.369 
710 
106 

507 
637 
369 
333 
101 

450 
450 
316 

450 
475 

059 
432 
450 
595 

597 
597 


13 

42 

101 

108 
117 
717 
152 
101 
255 
59 
273 
309 
314 
300 
157 
380 
J> 
717 
403 
533 
553 
557 
717 
595 
533 
464 
717 
722 
055 
273 

254 
095 
254 

50 

305 
305 
305 
743 

744 

086 
671 


671 
678 
671 


108 

108 
617 
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CLUBBED    FINGERS 


Chordee^  contd. 

-  from  injury        . .         . .   108 

-  penile  pain  from  . .  473 
Cborea,  age  incidence  of  . .   133 

-  arsenic  in  . .        CC,  717 

-  ataxy  distinguished  from  133 

-  Babinski's  sign  in         . .     69 

-  chronic 134 

-  degenerative      . .         . .   134 

-  duration  of        . .         . .   133 

-  effect  of  will  on  move- 

ments of         . .         . .   133 

-  electrica  . .      134,  137 

-  localized     convulsions 

from  ..  ..144 

-  endocarditis  in  90,  209,  211 

-  family  history  and       . .  133 

-  fright  and  ..  ..133 

Chorta,  o^neral  account  of  133 

-  grasp  unmaintained  in . .  503 

-  grimacing  in      . .         . .   133 

-  habit  spasm  simulating  133 

-  hereditary  ..         ..   134 

-  in  history  of  heart  disease   14 


Chorta,  Huntlnodon's 

-  hyperpyrexia  in 

-  hysteria  simulating 

-  insaniens 

-  insanity  from    . . 

-  irriUbility  in     . . 

-  knee-jerk  in 


134 

309 
134 
309 
133 
133 
359,  503 


-  major 134 

-  monoplegia  from  . .  503 

-  nightmare  and  . .         . .  402  ' 

-  position     of     extended  I 

hand  in  . .         . .  503  | 

-  post-hemiplegic  ..  134  , 

-  pre-hemiplegic  . .         . .  134 

-  pregnancy  and  . .         . .  133  I 

-  respiration  jerky  in      . .  133  ■ 

-  rheumatic  fever  and  1 05,  I 

133.  337,  464,  614  I 

-  sex  incidence  of  . .  133  { 

-  spasmodic  twitchings  in  136 

-  spastica 729 

-  speech  in  . .         . .  133  ' 

-  tongue  jerked  back  in . .  503  | 

-  tremor  in           ..      724,  727 
distinguished  from  ..  13.1  I 

-  unilateral  . .'         . .  133  , 

-  valvular    heart    disease 

from  53,  89,  209,  485,  701  ' 

Chorelfonn  contractions  . .  133 

-  movements,  in  infantile 

hemiplegia     . .         . .     58  ' 
Chorion-epithelioma,  fcDtid 

discharge  from  . .  391 

-  after  hydatidiform  mole  391 

-  metrorrhagia  from    390,  391 

-  microscopical  diagnosis    391 

-  pelvic  swelling  due  to  . .  688  I 

-  after  pregnancy  . .  391  I 
Chorionic  villi,  in  casts  of  ' 

uterus  ..         ..   193  i 

Choroid,  coloboma  of     . .  415  I 

-  -  (Plate  XrX)   . .         . .  416  I 
Choroid  tubwvlos  307, 417,         I 

515,  590,  640  I 

-  -  {Plate  XX)     ..  ..418 
Choroiditis,  defective  vision 

from 416  i 

-  macular 416 

-  nystagmus  from  . .  759  . 
ChoroMitit,  syphilitic       . .  416 

-  -  {Plate  XIX)   . .  . .  416 
Cboroido>retinitis      nycta-  | 

lopia  from      . .         . .   763 

-  visual  fleld  constricted  in 

760,  761 
Christ,  delusion  concerning  405 
Chromic  acid,  Iwemoglobin- 

uria  from        ..  ..284 

ChromMrosis         . .    529,  654 
Chronic       nephritis      (see 

NephritLs,  Chronic) 
Chrysarobin,  buUio  from..     96 

-  diazo-reaction  from      . .   17.3 

-  erythema  from  . .         . .  222 
Cbrysophanic  acid  (see  Acid, 

(Jlirysophanic) 
Chvostek's  sign  in  tetany  3, 152 
Chyllform  ascites  . .        . .    50 
C  hylous  ascites  (see  iVscites, 

Chylous) 
Chylous  effusion  In  chest. .  106 
CHYLURIA  ..108 

-  albuniinuria  with         . .   109 


Chi/luria^  contd. 

-  with  chylous  ascites     . .     50 

-  coagulation  of  urine  in. .  108 

-  diet  and 109 

-  from  elephantiasis        . .     28 

-  filariasis  . .         . .   109 

-  injury 109 

-  large  heart  with  . .   109 

-  microscope  in  diagnosing  108 

-  nephritis  and     . .         . .   109 

-  oedema  with      . .         . .   109 

-  osmic  acid  in  diagnosing  108 

-  phosphaturia  simulating  108 

-  from  receptaculum  chyU 

rupture  ..         ..  109 

-  rectal  examination  in  . .  109 

-  renal  epithelial  cells  with  109 

-  safranin  in  diagnosing      108 

-  Sudan  III  in  diagnosing  108 

-  from  thoracic  duct  ob- 

struction       ..         ..  109 

-  tube  casts  with. .         . .  109 

-  vaginal  examination  in     109 
Cider,  regurgitation  of  food 

through  nose  after  . .  588 
(Cigarette-rollers'  cramp  . .  151 
Cigarette-rolling  tremor  . .  725 
Cigarettes,  ill  effects  of  . .  486 

-  low  blood-pressure  from     82 
Cilian^  muscle  paralysis  (see 

Paralysis    of     Ciliary 
Muscle) 

-  vessels,  injected  In  glau- 

coma   232 

iritis  . .         . .  232 

Cinnamon  oil,  leucocytosls 

from 360 

-  rectal  concretion  from..   718 
Circumcision,  death  from    382 

-  priapism  from  . .         . .  538 

-  status  lymphaticus  and  382 

-  tuberculous  penis  from     619 
Circumflex  nerve  (see  Nerve, 

Circumflex) 
(Cirrhosis  of  the  liver,  ab- 
dominal       distention 

with 115 

acholuric  jaundice  in 

332,  634 

acne  rosacea  with    . .     61 

age  and  sex  incidence 

of 371 

albuminuria  from     . .     13 

albumosuria  from      . .     16 

from  alcoholism      51, 

266,  272,  332,  370,   555 

amenorrhoea  witli      ..     18 

anromia  in      . .         35,  635 

ascites  from     35,    46, 

47,     51,     52,     .332, 
371,   570,  635,  750,  770 

Banti's    disease    and 

37,  64,  635 

bile-duct    obstruction 

simulating  . .         . .  372 
blood  per  rectum  with  635 

-  bottle-nose  with       . .     51 

in  bronzed  diabetes  372,528 

cachexia  from  . .  173 

caput  medusffi  in    43,  750 

and  carcinoma  associ- 
ated ..         ..371 

-  carcinoma  simulating 

370,  371,  373 
of    stomach    simu- 
lated by    *"         . .  272 
catarrh  of  small  intes- 
tine from    . .  . .   172 

in  children     . .         . .  370 

chotomia  from  . .  332 

-  -  clubbed  fingers  in  111,  332 

coma  from     . .     332,  371 

from  congenital  syphi- 
lis     329 

congestion  of  stomach 

from  . .  . .   765 
cramps  with  . .         . .     51 

-  -  delirium  with  323,  332,  371 

diarrhoea  from  ..   172 

diazo-reaction  in       . .   173 

drowsiness  in  . .  332 

-  -  in  Egypt         . .  . .   370 

enteritis  with  . .  371 

epistaxis  with  51,  220, 

266,  635 

flatus  from     . .  . .   246 

furred  tongue  with  . .     51 


Cirrhosis  of  liver^  contd. 

gastric  HCl  deficient  in  270 

ulcer  simulated  by  272 

simulating  . .  269 

gastritis  with  43,  317,  371 

Cirrhosis  of  the  liver,  general 
account  of  SSe,  370, 

b7l.  372 

general  signs  of         . .  371 

wasting  from         . .     59 

haamatemcsis  from  35, 

51,    265,    266,    267, 
272,  273,  332,  371, 

633,  635 

hflBmorrhages  with   . .  635 

Cirrhosis  of  liver,  Hanot's 

332,  372 

hypertrophic  biliary      372 

:  -  -  infantilism  with        . .   189 

insomnia  from  . .  323 

I jaundice  from  35,  46,  51, 

I  325,  326,  332,  371,  635 

leucocytosls  with      . .  374 

I leukemia  simulated  by  273 

I liver  edge  with         . .     61 

I enlarged  with    47   61, 

266,  272,  326,  332,  370 

I hard  in       ..         ..272 

! and  beaded  in  . .  332 

i irregular  In  . .  272 

—  loss  of  appetite  with  43,  51 

I weight  from  . .  770 

I malaria  and  . .      335,  372 

' simulating  . .         . .  273 

I malignant    peritonitis 

simulating  . .         . .     49 

melnna  from..       51,  371 

j menorrhagia  from  386,  387 

! meteorism  in  . .  389 

morning  sickness  with    61 

j nausea  with  . .         . .     51 

nervous        symptoms 

I  with  ..         ..371 

j oedema  of  ankles  in  . .   371 

I pain  in  the  limbs  in . .  463 

I pancreatitis  with      . .   100 

peripheral  neuritis  with   64 


phthisis  with 

—  -pigmentation 


with 


266 


35,  51 

51 

535 


piles  with 

polyuria  in     . 

portal  obstruction  with  272 

prognosis  in    . .  . .     52 

purpura  with         553.  635 

Cirrhosis  of  the  Ihrer,  py- 
rexia In  {Fig.  12)   35, 

326.    332,  663,  670,  674 

sallownesB  with        . .     51 

shrinkage  of  liver  In. .  366 

simulated     by     peri- 
hepatitis    ..         ..62 

slow  course  of  . .     61 

Cirrhosis  of  liver,  spleen  en- 
iaroedin  51.266,272, 

273,    332,    374,     631, 

632,  635 

splenic  anromia  and  37, 

66,64,273.372,633,635 

Cirrhosis  of  liver,  spleno- 
meoalic         272,  332.  633 

stages  of         . .         51,  52 

starting  as  splenic 

anaomia 

stunted  growth  from 

without  symptoms  . . 

syphilis   of   liver  dis- 
tinguished from    . . 

in  teetotallers 

telangiectases  with  . . 

round  waist  from . . 

temperature  chart  in 

tremor  of  tongue  with 

tuberculous  peritonitis 

simulating  48,  670,  657 

umbilical    veins   with 

61, 

urine  changes  In 

urobilinuria  in       371, 

uroerythrin  and 

varicose  oesophageal 

veins  in 

vomiting  from 

Cirrhosis  of  lung  . .  286,  288 
-  of  pancreas  . .  100,  101 
Greoid     aneurysm     {Plate 

XXXI)  ..         ..694 


Citrates,  polyuria  from    - .  ili 
Clamminess,  in  an^na  pec- 
toris   . .  .  -  . .  4^ 

from  arsenic  . .  . .    I' 

Clark,    Andrew,     arthruic 

hemoptysis  of  . .  2*7 

CUttdlcatlon,     iwtofiiiHI— t 

306,  448.  441 

CJlavicle,  myeloid   sarcoma 

of 6T2 

-  nodes  on,  syphilitic  . .  ^-^ 
from  yau-s       .  -  . .  A"}^ 

-  rudimentary  -.  ..  Is* 
Clavus  hystericos  141,  296,  4€5 
CLAW-FOOT  C^^-44)    ..  188 

-  from  injury  -  .  - .   1'J9 

-  internal  popliteal    nerve 

lesions  . .        109,  4M 

-  -  poliomyelitis  -  -   105 

-  sacral  nerve  root  lesioos  1C& 
CLAW-HAND  .188 

-  from  cervical  rib  109,  1 10. 444 

-  lowo-  neuron  lesions     . .   13^ 

-  mode  of  production  of  . .  li» 

-  from   pachyznenin^tts 

1U9,  110 

-  peroneal  atrophj'  . .   If? 

-  poliomyelitis       .  .       109.  Uv 

-  progressive  muscular  Atro- 

phy    . .  .  .  01. 109 

-  syringomyelia    109  C''*^- 

45>   110.  257 

-  from  transverse  my-elitis    62 

-  from  ulnar  paraljrsis  109,  110 
Cleft  paUitc  .  .  . .  ass 

dysphagia  from  . .   19S 

regurgitation    of   food 

through  nose  from      ITS 
Clergymen,  chronic  phorrn- 

gitls  in  .  .       613.  «!< 

Cleidocranial      djstostosis  187 
Clicking  in  ear,  dae  to  dila- 
tator tube     . .  . .  72S 
Climacteric  (see  Menopause) 
Climbing    up    oneself,     in 
pseudohypertrophic 
paralysis         . .       251,  (13 
Clitoris,  elongated,  in  pseu- 
do-hermaphroditism      44( 

-  epithelioma  of,   im^inol 

glands  secondary  to. .  381 

-  leukoplakia  of   . .  '        . .  701 

-  precocious   development 

of,  from  hypernephro- 
ma       409 

CIttorii,  prlaplMii  of        ..  S38 
Clonus       138 

-  ankle  (see  Ajikle-clonos) 

-  in  epilepsy         . .  . .  137 

-  patellar  . .  . .  . .  3M 

Cloudy  swelling  in  fevers. .     13 

-  -    palpitation  from   484,  485 
CLUB-FOOT      (and       see 

Talipes)  ..  ..Ill 
CLUBBED  FIN6ERS       ..  Ill 
from  adherent  pericar- 
dium          ..          ..Ill 

aneurysm       . .  . .  Ill 

asthma  . .  . .  Ill 

Banti's  disease  . .  Ill 

-  -  bronchiectasis  14,  111,  »? 

-  -  bronchitis      . .  . .  Ill 

-  -  cirrhosis         . .  . .  Ill 
congenital    heart   dis- 
ease 91  (/^.  46)  1 11, 
157,  216,  217,    533,  720 

disappearance  of  club- 
bing from  . .  . .  Ill 
from  emphysema       . .  Ill 

-  -  with  fibroid  lung    14,  111, 

168,  216,  G43 
in  fnngating  endocar- 
ditis {Fig.  270)       . .  640 

Hanot's  cirrhosfc*       . ,  37J 

from  mediastinal  neo- 

phism         . .  . .  Ill 

-  -  mediastinitis  . .  . .  Ill 

-  mitral  disease  . .  Ill 
with     patent     inter- 

ventricular   septam  3U 
from  pericarditis       . .   Ill 

-  -  phthisis  . .  . .   Ill 
pleuritic  effusion       ..   Ill 

-  polycythemia  with  . .   533 
with  pulmonary  osteo- 
arthropathy . .   Zii 

stenosis      *. .         91,  217 
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Clubbed  fingrrSy  contd. 

-  —  splenic  ansomia         ..   Ill 

-  -  splenom^^lic  cirrhosis 

332,  633 
Clubbing  of  toes,  with  con- 
genital  heart   disease  157 

in  pulmonary  stenosis    91 

Coachmen,    Dupuytren's 

contracture  in  . .   142 

Coagulability  of  blood,  ded- 
cient,        menorrliagia 
from    ..         ..      38G,  387 
Coagulation,   spontaneaus, 

of  asciUc  fluid  . .  4S 
in  pleuritic  efiFusion  . .  102 

-  -  of  urine  . .  . .  lOS 
Coal  miners,  anthraca<)i3  in  288 
carcinoma  of  scrotum 

in 621 

photophobia  in         . .  524 

warts  in         . .         . .  240 

Coarsely  granular  eosino- 
phile    cells    (and    see 
Eosinophilia  and   Eo- 
sinophile  Cells") 
Cocaine,  asthma  relieve!  by  50.'> 

-  in  examining  larynx  . .  199 
urethra  . .         . .  183 

-  habit,  Magnan's  sign  i-»  Oil 
sense  of  creeping  worms 

in 611 

fine  sand  under 

skin  in    ..         ..  Oil 

-  palpitation  from       48  i,  480 

-  prick  marks  in  diagnosing  480 

-  suppository,  in  diagnos- 

ing cause  of  anal  spasm  128 

-  tremor  from      ..      721,  720 
Coocydynia,  rectal  examin- 
ation in  diagnosing   . .  587 

Coccyx,  bedsore  over       . .  257 

-  examination  of,  per  rec- 

tum ..  ..  584,  587 
Cochlea,    auditory    nerve 

ending  in  . .  . .  163 
Cochleate  uterus,  dysmcn- 

orrhoea  with  . .         . .  192 

of  Pozzi,  sterility  from  015 

Cocoa,  caffeine  in  . .         . .  534 

-  oxalate  from      . .  . .  424 

-  polyuria  from  . .  . .  534 
Cod-liver    oil,    foul    taste 

from 705 

Ccellac  axis  artery,  aneur- 
ysm of  . .         . .  331 
Coliac  disease,  the         ..  171 
Coffee,  caffeine  in  . .         . .  534 

-  false  angina  pectoris 

from 434 

-  gastritis  from     . .         . .  267 

-  heart  irregular  from     . .  480 

-  insomnia  from  . .      320,  322 

-  oxalate  from      . .         . .  424 

-  palpitation  from       484,  486 

-  polyuria  from    . .         . .  534 
Coffee-ground  vomit    208,  209 
Coffin-lid  crystals  . .         . .  524 
Coin  impacted  in  oesopha- 
gus     . .         . .  . .  195 

-  sound,     with     pneumo- 

thorax ..      108,  530 

-  over  subdiaphragmatic 

abscess       . .  . .  451 

Coitus,   excessive,   menor- 

rhagia  from    . .         . .  386 

-  fracture  of  penis  from  . .  108 

-  luematoma  of  penis  from  473 

-  interruptus,     monorrha- 

gia from         . .         . .  388 

-  painful  (see  Dyspareunii) 
Colcott    Fox,    vacciniform 

erythema  of  infants. .  401 
Cold,  amenorrhcea  from  . .     18 

-  brachial    neuralgia    in- 

creased by     . .         . .  442 

-  bullcB  from         . .         . .     96 

-  catching,  in  rickets       . .  145 

-  cliilblain  from    . .         . .   737 

-  common,  anosmia  iti     . .  012 

-  arsenic  effects  simulat- 

ing   178 

-  bromism  simulating..  178 

-  fauces  inflamed  in    . .  015 

-  iodism  simulating    . .  178 

-  measles      simulating, 

178,  228 

-  nasal  catarrh  in        ..  012 


Coldy  common  contd. 

oedema  from  . .      413,  415 

palate  inflamed  in   . .  015 

taste  loss  from  . .  705 

uvula  inflamed  in     . .  015 

-  dead  flngers  from         . .   102 

-  effect  on  functional  albu- 

minuria . .         . .     15 

-  erythema  from  ..     222,  221 

-  erythromelalgia  relieved 

by       441 

-  excessive,  coma  from  118, 119 

-  febrUe 178 

-  feverish,  rigor  in  . .  59  4 

-  flbrUlar  contractions  fro  Ji  13 1 

-  fibrositis  from   . .         . .  475 

-  gangrene  from  . .         . .  255 

-  hsomoglobinnrla  from  . .  28 1 

-  intermittent  claudication 

increased  by  . .         . .  441 

-  micrococcus    catarrhalis 

causing  . .         ..178 

-  myalgia  from     . .         . .  40  7 

-  myositis  from    . .         . .  475 

-  nasal  discharge  in        . .  178 

-  nephritis  from   . .  10,  42 

-  pain  in  shoulder  from  . .  474 

-  Raynaud's,    disease    in- 

creased by     . .         . .  4  U 

-  retention  of  urine  from . .  395 

-  sense  lost,  in  BEOwn-S6- 

quard  paralysis      497 
from  cerebellar  ar- 
tery lesions        . .     58 

in  syringomyelia  62, 

03,  97 

-  sensation  as  of,  in  syrin- 

gomyelia       . .         . .  009 

-  sheets,  cough  from       . .  149 

-  stiff  neck  from  . .         . .  047 

-  tic  douloureux  and      . .  447 

-  tremor  from      . .     724,  725 

-  whooping-cough     simu- 

lated by         ..         ..045 
Coldness,  feeling  of,  with 

fatty  heart     ..         ..212 
Coli    bocilluria   (and    see 
Bacteriuria) 

albuminuria  in      455,  530 

apparently    healthy 

urine  with  . .         . .  573 

appendicitis  simulated 

by 455 

causing  obscure  fever 

in  infants   . .  . .  569 

chills  from     . .         . .  509 

culture  of  catheter  spe- 
cimen in  diagnosing  455 

cystitis  simulated  by     569 

diagnosis  of    . .         . .  218 

frequent  micturition 

from  ..  ..304 

hematuria  from        . .  275 

leucocytes  in  urine  in  455 

operation  in  cases  of. .  455 

pain  in  Uiac  fossa  from  452, 

454,  455 

pneumaturia  from    . .  530 

in  pregnancy . .       12,  452 

pyelitis  simulated  by    569 

pyrexia  in  455.  {Fig. 

193)  456,  569 

relapse  in       . .         . .  456 

right-sided  as  a  rule  . .  452 

strangury  from         . .  649 

sweating  from  . .  569 

ureteritis  from  . .  455 

COLIC        114 

-  abdomen,  retracted  with  115 

-  abdominal  fullness  with  115 
tenderness  absent  with  116 

-  acute  onset  of    . .         . .  593 

-  aneurysm  simulating    . .  115 

-  appendicitis  simulating     115 

Colic  appendicular         . .  116 

simulated    by    spinal 

lesions         ..         ..  461 

-  from  arsenic      . .         . .  64 

-  biliary,  acute  abdominal 

pain  from       . .         . .  193 

collapse  with  ..         ..116 

constipation  with     . .  131 

from  gall-stones    110, 

130,  252,  272,  326,  327 

Colic  biliary,  o^neral  ac- 
count of  . .  1 16 

-  -  jaundice  with       116,  131 


450 


193 
116 


321 


425 
117 


425 


Co//c,  biliary,  contd. 
movable  kidney  simu- 
lating ..      450,  451 

night  attacks  of       . .  45 1 

pain  in  back  from     . .  450 

in  epigastrium  from  430 

hypochondrium  from 

116,  450 

shoulder  from    116,  450 

from  pancreatitis  328,  329 

pelvic  lesion  simulated 

by 408 

recurrent       . .         . .  328 

rolling  about  with    . .  592 

shivering  with  . .  116 

simulate    by    renal 

oolic 

simulating  dysmenor 

rhcea 

sweating  with 

Colic  biliary,  symptoms  of  327 

tenderness     m     right 

shoulder  from       ..  709 

urates  after    . .         . .  451 

vomiting    from     116, 

705,  767 

-  borborygmi  with  . .  593 

-  carcinoma   of  bowel  si- 

mulating       ..         ..115 

-  from  carcinoma  coli   77,  120 

-  oolitw 120 

-  colitis  simulating         . .   115 

-  collapse  with     . .     114,  593 

-  constipation  with      115,  122 

-  cramps  related  to  . .  150 
Colic  dlaonosis  from  things 

simulating     ..        ..115 

-  faciesin  . .         . .         . .  Ill 

-  with  gall-bladder  cnlan,'e- 

ment 353 

Colic  general  account  of    593 

-  in  Henoch's  purpura 

-  infants    . . 

-  intestinal,  abdomen  rigid 

with 

from  alcoholic  excess 

borborygmi  with 

in  children     . . 

ectopic  testis  simulat- 
ing   681 

eructations  with       . .  425 

from  food      . .         . .  425 

general  abdominal  pain 

from  ..      193,  425 

Colic  intestinal,  general  ac- 
count of  ..425 

in  Henoch's  purpura     556 

from  indigestible  food  117 

legs  drawn  up  in       . .  425 

nausea  with  . .         . .  425 

from  obstruction      . .  425 

pain  relieved  by  pres- 
sure in        . .         . .  425 

paroxysmal  character 

of 425 

pelvic  lesion  simulated 

by 468 

Colic  intestinal,  peritonitis 
dlstingulslied  from    . .  425 

pulse-rate  in  . .         . .  425 

pyrexia  with  . .         . .  425 

rolling  about  with    . .  592 

simulating  dysmenor- 

rhoea  ..         ..  193 
visible  peristalsis  with   425 

-  intestinal  neuralgia  simu- 

lating   115 

obstruction  simulating  115 

-  from  intussusception    . .   127 

-  intussusception  simulat- 

ing     ..         ..         ..  115 

-  jaundice  after    . .         . .  326 

-  laparotomy  and  . .  593 

-  from  lead  84,  115,  117, 

126,  131,  425,  593 

-  no  leucocytosis  with  . .  593 
Colic  mucous  .116 
membranous       coliti.<i 

and 
Colic  pancreatic  . . 

-  pancreatitis  simulating 
Colic  peritonitis  simulated 

by  . .     115,  593 

-  pulse  with         ..         . .  114 

-  from  purgatives  . .  124 

-  pyloric  obstruction  simu- 

lating   115 


114 
116 

115 


Co/ic,  contd. 

-  pyrexia  with     . .         . .  593 

-  relief  by  pressure  ..  114 

passage  of  flatus       . .  123 

Colic  renal  .117 
acute  abdominal  pain 

from  ..         ..193 

appendicitis  simulated 

by 451 

-  biliary  oolic  simulated 

by    . . .        . .      450,  451 

from    blood-clot   276, 

394,  473 

-  -  calculus  278,  279,  394, 

473,  677,  742,  767 

caseous  material       . .  473 

constipation  with     . .   131 

Colic  renal,  due  to  clots 
from  new  growth     . .  278 

frequent     micturition 

with  ..         ..394 

gravel  in  urine  with. .  451 

hematuria  with     131,  451 

from  hypernephroma     356 

lead  colic  simulated  by  451 

from  movable  kidneV 

394,  451 

pain  in  groin  with    . .  767 

loin  with    . .         . .   767 

penis  from  . .         . .  473 

testis  with..         ..  767 

pelvic  lesion  simulated  468 

preceding  stone  in 

bladder      ..         ..282 

pyrexia  in      . .         . .  451 

from  renal  growth    . .  355 

rolling  about  with    . .  592 

simulating  dysmenor- 

rhoea  ..         ..193 
torsion  of  ovarian  pe- 
dicle simulating    . .  353 
from  tuberculous  kid- 
ney ..         117,  279,  577 
vomiting  in  451,  765,  767 

-  rigidity  of  abdomen  with  593 

-  spasmodic  pain  from    . .  593 

-  spinal  caries  simulating  115 

-  from  stenosis  of  bowel. .  125 

-  sweating  with    . .         . .  114 

-  from  tabes         . .         . .  593 

-  tabes  dorsalis  simulating  115 

-  ureteral,  appendicitis  si- 

mulated by    . .         . .  454 

htematuria  after       . .  455 

local  rigidity  with    . .  454 

-  varieties  of        . .         . .  114 

-  vomiting  with   114,  115,  593 
Colitis,  abdominal  tender- 
ness with       . .         . .  115 

-  acute,  blood  and  mucus 

from 171 

indicanuria  from      . .  314 

pain  and  straining  with  171 

pus  in  stools  from    . .  557 

-  ansamia  with     . .         . .     34 

-  blood  and  mucus  stools 

from 663 

-  catarrhal  . .         . .   124 

-  chronic,    diverticula    of 

colon  from     . .         . .  453 
pus  in  stools  from  . .  657 

-  coUc  from  . .         . .  126 
simulated  by..         ..  116 

-  colon  thickened  from  . .  663 

-  constipation  from         . .  124 

-  diarrhoea  from  . .         . .  115 

-  loss  of  weight  from      . .  769 

-  malignant  disease  simu- 

lating   717 

-  membranous,  indicanuria 

from 314 

intestinal  sand  with . .  599 

mucous  colic  and     . .  114 

-  mucomembranous,    an- 

samia  with     . .         . .     34 

-  -  cast  from  {Fig.  172). »  398 
constipation  with  (ft^. 

52) 124 

mucous  stools  from  . .  125 

pus  in  stools  from     . .  557 

shreds  in  stools  from  125 

spasm  of  colon  in  {Fig. 

52) 124 

spastic      constipation 

with  ..         ..125 

tapeworm  simulated  by  619 

tenesmus  from  . .  717 

51 
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€olUU^  contd. 

-  mucous,  abdominal  pain 

with  ..    IIJ,  lie 

casts  from         ..   115,  118 

constipation  with     ..   116 

mucus  shreds  from  . .   115 

pus  in  stools  from    . .  557 

scybala  with  ..   115 

tapeworm  simulated  by  115 

-  pain  in  right  iliac  fossa 

from lie 

-  sigmoidoscope    in    dia- 

gnosing . .         . .   717 

-  simple,     annsthetic     in 

diagnosing      ..  ..78 
blood  aud  mucus  stool 

from  ..         ..78 

collapse  from  . .     78 

diarrhoea  from  . .     78 

green  motions  from . .     78 

pyrexia  in      . .         . .     78  I 

rectal  examination  in     78 

simulating  intussusecp- 

tion  ..         ..78 

vomiting  from  . .     78 

Colltit,    timplf   acute.    In 
infants  . .  78 

-  tenderness    over    colon 

from 663 

-  tetany  from       . .  . .       3 

-  tuberculous   indicanuria 

from    . .  . .  . .  314 

-  ulceration  of  rectum  due 

to        585 

-  ulcerative,    albumosuria 

with 16 

anssmia  with..         ..     34 

bacteria  in     . .         . .     77 

blood  per  anum  from 

77,  172 

and  mucus  from    . .  450 

diarrhoea  from  76,  77, 

172,  459,  663 

-  -  due  to  bacilli..         ..     76 

-  dysenteric    symptoms 

in 172 

emaciation  from       . .  663 

frequent      defsBcation 

from  . .  . .     76 

-  general  abdominal  pain 

from  . .  . .   459 

wasting  from         . .     69 

hamorrhagc  from  bowel 

from  ..         ..668 

indicanuria  from       . .  314 

mucus  from  . .        77,  172 

pain  from       . .         . .     77 

in  iliac  fossa  from 

452,  454,  459 

pus  in  stools  from    . .  567 

pyrexia  with  78,  663 

shreds  from    . .         . .  172 

sigmoid  colon  palpable 

from  ..         ..676 
sigmoidoscope  In  dia- 
gnosing 76.  78,  172 

simulating  typhoid  . .     76 

stools  with     . .  . .   172 

tenderness  along  colon 


,  676 
733 
415 

416 
415 
416 


tenesmus  from  . .   717 

a  variety  of  dysentery     76 

vomiting  from  . .  663 

wasting  from..  ..     76 

W'idal's  test  negative 

in 76 

Ck>llapse,  from   abdominal 

injury  ..  ..593 

-  acute  pancreatitis     436,  661 

-  in  angina  pectoris         . .   433 

-  anuria  from       . .  40,  42 

-  from  arfienic      . .        78,  717 

-  from  biliary  colic         . .  116 

-  bradypnoea  in    . .  84,  86 

-  with  colic  . .      114,  593 

-  from  corrosives . .  . .  268 

-  diarrhoea  ..      171,  311 

-  embolism  of  pancreas   . .     76 

-  extra-uterine  gestation      393 

-  gall-stones  . .  . .   327 

-  L'anCTcnous  appendix  . .  436 

-  ha?morrhage       ..  ..   311 
into  pancreas           76,  264 

-  hypothermia  in..  ..311 

-  with  intestinal  obstnic- 

tion 131 

-  from  intussusception   . .     78 


99 


74 


Co^lapsf,  contd. 

-  loss  of  fluid        ..         ..311 

-  in  malaria  . .  . .     3U 

-  from  movable  kidney  . .   115 

-  myocarditis       . .         . .  212 

-  pancreatitis        . .  . .   264 

-  perforated  duodenal  ulcer  43U 
gastric  ulcer  . .      436,  658 

-  peritonitis  . .  . .   311 

-  phosphorus  poisoning  . .   336 

-  ruptured  aneurysm       . .  434 

-  simple  colitis     . .         . .     78 

-  specific  gravity  of  blood  534 

-  from  tubal  abortion     . .  690 

-  vomiting  . .  . .  311 
Ck>llar,  shrugging  tic  from  136 
Collargol,   in   pyelography 

354.  iFig.  166)  366 
Collier  on  albuminuria  of 

athletes  ..         ..15 

Colliers    ««ee  Coal-mfncrs) 
Colloid  carcinoma. .        49. 

-  milium    . . 
Coloboma  of  charoM 

-  -  {Plate  XI K)  . . 

-  iris  

-  lens         

-  macular,  nystagmus  from  759 

-  of  optic  disc  . .  . .  415 
Colocynth,  tenesmus  from  718 
Colon,  accumulated  fajees  in  667 

-  ascending,  palpable  nor- 

mal       663 

visible  peristalsis  in . .  663 

whip- worms    in  {Pig. 

218)  520 

-  atony  of  . .         {Fig.  50)  123 

-  bacillus  (see  Bacillus  Coli) 

-  bullous  dermatoses  affect- 

ing 

-  carcinoma  of  (see  Car- 

cinoma of  Colon) 

-  congenital   dilatation    of 

(see    Hirschsprung's 
Di<«ease) 

-  dermatitis  herpetiformis 

affecting 

-  dilatation  of  (see  Dilata- 

tion of  Colon) 

-  diverticulum  of ,  inflamed  666 

-  dropped  . .       {Fig.  183)  426 

-  erythema  bullnsum  affect- 

ing        74 

-  gas  in,  simulating  gas  in 

stomach         ..         ..  245 

-  greedy 123 

-  idiopathic  dilatation   of 

(see    Hirschsprung's 
Disease) 

-  Inflamed  (see  CTolitls) 

-  normal    . .        {Fig.  182)  426 

-  pemphigus  affecting     . .     74 

-  sacculation  of    . .  . .  453 

-  scybakk  felt  in  . .         . .  657 

-  spasm  of  {Fig.  52)       . .  124 

-  succusslon  in     . .      65:;,  654 

-  tenderness  along,  in  ulcer- 

ative colitis      . .  . .   78 

-  Uiickened,  in  colitis     . .  663 

-  time    relations    of    food 

in  . .  {Fig,  49)  123 

-  transverse,   hyperplastic 

tubercle  of     . .         . .  661 

situation  of    . .         . .  660 

visible  in  rickets      . .  660 

thin  persons  . .  660 

-  tumour  of,  ascites  from    46 

portal  obstruction  from    46 

spleen  simulated  by. .  661 

Colour     blindness,     from 

alcohol  ..      759,  760 
congenital      . .  . .  762 

Colour   bllndnets,   general 
account  of     . .     762,  763 

in  hysteria     . .  . .   759 

nystagmus  from       . .  407 

from  optic  atrophy  . .   762 

I from  tobacco  769,  760,  762 

I  -  index,  in  chlorosis     30,  274 
'  Colour  index,  definition   20,  21 
high,     in     ankylosto- 
miasis        . .  . .  621 
with    parasitic    an- 
aemias     . .  . .     26 

in  pernicious  ansBmia 

24,  55,  64,  317,  569 
In  leukffimia  . .         . .     26 


Colour  index,  contd. 

low,  in  aplastic  atuemia 

24,  65 

in  gastric  carcinoma 

271,  317 

with    parasitic    an- 

temias     . .         . .     26 
in  morbus  coeruleus..  533 

-  pernicious  antemia  type  21 

in  polycythaamia      . .  633 

variations  in  pernicious 

ansemia  . .  . .  24 
Colour  vision,  normal  . .  758 
COMA        117 

-  from  alcoholism  . .  310 
simulating  diabetes  . .     85 

-  in  acute  yellow  atrophy  333 

-  aortic  vaJve  rupture   . .  210 

-  in  apoplexy       . .      144,  147 

-  from  asphyxia  . .         . .   144 

-  Babinski*s  sign  in         . .     69 

-  bradypnoBa  with  . .     84 

-  from  carbon  monoxide      119 

-  carcinoma  of  liver        . .  373 

-  cerebral  embolism 

119,  304,  640 
hajmorrhage  119,  264,  303 

-  -  syphilis  ..  ..144 

-  cholsomia  . .         . .  32 1 

-  chronic  alcoholism       . .   14 1 

-  cirrhosis..  ..      332,  371 

-  from  congenital  heart . .   144 
Coma,  convulsions  associ- 
ated with       ..     143,  144 

-  in  diabetes  84,  86,  264,  764 

-  from  drugs        . .         . .   144 

-  in  epilepsy  68,  136,  144,  145 

-  from  excessive  cold       ..  119 

-  with  fatty  heart  ..212 

-  from  fevers        . .         . .  144 

-  in  general  paralysis  120, 

144,  306 

-  from  head  injtuy         ..  264 

-  head  injury  arising  from  118 

-  with  heart  disease       . .   144 

-  from  heat-stroke       119,  310 

-  hysteria  ..         ..      120,  144 

-  Idiocy 144 

-  incontinence     of     fteces 

during  ..         ..313 

-  from     increased     intra- 

cranial pressure        . .  690 

-  intracranial  new  growth  144 

-  in  Jocksonian  epilepsy. .  147 

-  Kirkland's  disease        . .  616 

-  from  large  thymus       . .   144 

-  laryngeal  spasm  . .   762 

Coma,  list  of  causes  of  1 17,  I  IS 

-  in  malaria  . .         . .     30 

-  from  malingering  . .  144 

-  in  M^ni^e's  disease     . .  752 

-  meningitis  144,  147,  666 

Coma,  metliod  of  investi- 
patino  a  case  of       . .  IIS 

-  in  myxoedema  ..         ..  119 

-  at  onset  of  fevers         . .  694 

-  from  opium  poisonhig..  310 
I  -  in  pellagra  ..  ..  226 
'  -  petit  mal  i .  . .  146 
I  -  in  phosphorus  poisoning  336 
'  -  from  poisoning..         ..  119 

-  pontine  hoBmorrhage  . .     310 

-  in  pregnancy     . .  . .   144 

Coma,  relation  of  acMesis  to     3 

-  from  rickets      . .         . .  144 

-  in  saturnine  encephalo- 

pathy . .  . .      119,  144 

-  from  severe  hoomorrhnge  120 

-  snakebite  ..  ..  337 

-  stertor  In  ..      117,  647 

-  in  Stokes- Adams  disease 

83,  H4 

-  from  syphilis     . .         . .   144 

-  in  unomia  11,  40,  42,  83, 

144,  146,  417 

-  after  urinary  operations     42 
0>mbined  scleroses  of  the 

cord,  ataxy  with     57,  251 
extensor  plantar  re- 
flexes from         . .  444 

hypenesthesia  from  610 

increased        tendon 

jerks  in  . .         . .  444 

lesions  of    . .  . .   517 

paraisthesia  in       . .  444 

paraplegia  from  444,  614 

syphilis  and  . .  517 


Combustion,  slow,  carbon 
monoxide  poisoning 
from    ..         ..        ,.  i; 

Ck>medones  ..        ..  t- 

-  absent  hi  drug  rasties  . .  a: 

-  in  acne  ..241.  659,  i&j. >. 

-  in  lupus  erythematosis »  , 
Comes  nervi  median  artery 

laterally  enlarged    ..  i'^ 
Comma  bau^illL,  in  cholera    Ti: 
Complexion,  earthy,  in  con- 
genital syphilis        . .  :;: 

-  florid,  in  Mongolism    . .  r> 

-  mottled,  in  Mongolis-n . .  :;< 

-  rubicund,  from  alcoiiol     '^ 

-  sallow,  in  tabes..        ..  tl^ 

-  (and  see  Facies) 
Compositor's  cramp        ..  U: 
Concert,  insomnia  from  . .  ;:; 
Concretions,  calcareous,  in 

sputum  ..        ..  fAi 

Concretions,  rectal        ..  711 
Concussion        of        brain. 

Babinski^s   sigii   in   •:• 

coma  from     ..        ..  i:» 

from  head  injury    ..  Ih 

headache  from         . .  :^ 

-  hyperacusis  after    ..  >" 

jaundice  from        325,  «: 

tenderness     of    sralp 

from  71o,  'V. 

vomiting  due  to      ..  7w 

Conductivity,  auriculo-Tcn- 
tricular  ..        ..Ml 

Condyloma,  general  accsest  7H 

-  in  congenital  syphilis  51^.4" 

-  cure  by  mercury         ..  T'.' 
salvarsan       ..        ..  >• 

-  in  ear it: 

-  on  lips ^' 

-  in  perineum      ..     iU,K 

-  soft  sore  simulating     ..  r> 

-  vulval  swelling  from  ..  tr 

-  wart  distinguMied  from  4^ 
Cones,  in  retina    ..      .751 

-  retinal,  hemcralopia  and  7^' 
Confectioners,  noil  chances 

in         *.^ 

Congenital  abnormalities  in 
urinary  opening      .-  53' 

-  absence  of  canalicali  ..  tJ 
of    levator    palpebr* 

superioris  . .       . .  W: 

-  olfactory  nerves      . .  ^^-i 

vagina  . .       ..  ^^ 

Congenltai  aikaptoairis  .•  7M 

-  anomalies  of  the  brain. .  H' 

-  anophtbalmos   ..       ..  <*- 

-  aortic  disease     . . 

-  atelectasis,  bronchiertisis 

from    . .         . .       .   -^• 

-  baldness  . .       '".  '• 

-  cataract,  nystagmus  froin  1." 

-  cerebral     diplegia    (see 

Diplegia) 

-  cervical  rib        ..  ..  ^' 

-  cleft  palate        ..  •   *" 

-  closure  of  cervix  ••  ^ 
hymen           ..  ••  '^'■ 

-  codileatc  ntcn»  •  ^ 
415 
:«: 
413 


ISi 


lii 


colour  blindness 
I  Consenital  crescenti 

-  cryptomenorrhcea 
I  Con0enltal  cyanosis 

-  cystic  hygroma . . 

-  defect  of  spine  . . 

-  deficiency  in  urethr* 

-  diaphragmatic  hernia  . .  *^; 

-  dilatation  of  colon    IftJ.  ^ 

-  dislocation  of  hip  li^t 

•51,  '^' 

-  enophthalmos    ..     217.211 

-  fibroma  of  mediastinran  f 

-  harelip -''' 

-  heart  disease,  aortic  ..  f " 

blood-count  in     .  •  J;: 

bruits  with       15«. };. 

without  bruits  157.  ^- 

clubbed  fingers  »n*l 

toes  with  111,  157, 
215,  i- 

coma  from..       •■  j][ 

convulsions  from..  H' 

cyanosis  with  IH.  v,*. 

156,  157,  215.  ^- 
dyspnoea  with     .  •  -^^ 


Digitized  by 


Google 


CONGENITAL    HEART    DISEASE    -     CONVALESCENCE 


803 


CongenitaJ  heart  disease,  contd. 

Congenittl  heart  dlieasa, 
heart  large  from     oi,  215 

Conoenltai  heart  diteasa, 
notes  on  . .  720 

palpitation  from  . .  484 

—  patent  septum  ven- 

triculorum       111,  533 
phthUis  and  . .  288 

-  —  polycytUaoraia   with 

315,  533 

-  —  pulmonary   stenosis 

from        ..         ..533 

prognosis  in  . .  157 

rarer  types  of       . .  Ill 

Congenital  heart  diteate. 
symptoms  of  ..        ..215 

-  ■■ —  gystolic  apical  bruit 

from        . .         . .     89 

thrills  with        157,  720 

jr-rays  in    . ,         . .     91 

Congenital  hernia..        ..  682 

-  hvpertrophy    of    ccrviv 

*  uteri 539 

-  hypoplasia  of  bowel     . .   123 

-  ichthyosis  ..         ..400 

-  lymphangioma    circum- 

scriptum        . .         . .   766 

-  niacrochcilia      . .  . .   698 

-  inacro{?lo8-*ia      . .  . .  698 

-  ujal  formation,  Le  niplcgia 

from 304 

meningocele  from     ..  610 

of  pekic  organs,  dys- 

mcnorrhoea  from      . .  192 

Congenital  malformations, 
of  rectum  {Figs.  249- 

252) 586 

spina  bifida  from     . .  510 

of  uterus,  detection  of  192 

-  meningomyelocele        . .  694 

-  merycism  . .         . .  388 

-  narrowness  of  anal  cannl  129 

Congenital  oMIteratlon  of 
bile-ducts  .829 

-  obstruction  of  duodenum  130 
ilium   . .         . .         . .  130 

-  -  lachrymal  ducts       . .  220 

-  (pdema 410 

-  optic  nerve  blindness  ..  511 

-  )>erforfttion  of  palate  ..  588 

-  persistence  of  pupillary 

membrane      . ,         . .  551 

-  ptosis      . .         . .         . .  542 

-  pulmonary  regurgitation    93 
stenosis  (sec  Pulmon- 
ary Stenosis) 

Congenital  pyloric  stenosis  884 

-  spastic    paraplegia,    ky- 

phosis in        . .         . .  155 
Congenltai     syp^iiils     (see 

Syphilis,  Congenltai) 
Congenital  systolic  bruits  90,  91 
Congenltai  talipes,  general 

account  of    . .        . .  1 12 

-  tremor  . .  . .  724,  725 
C'ongo-red  test  for  free  HCl  320 
Conjunctiva,      bright,      in 

<  Jraves's  disease        . .   236 

-  deposits  in,  in  Gauchcr's 

disease  . .         . .  634 

-  Iierpes  of  . .  . .   754 

-  injectetl,  in  glaucoma  . .  233 

-  oelironosis      of       (P/a/tf 

XXX/If)       '•  ..746 

-  in  pernicious  anasmia  . .  324 

-  pigmented,  in  ochronosis  746 

-  xerosis  of  . .  . .   734 

-  yellow,  from  picric  acid  529 
i'onjnnctivitis,  acute  (Plale 

AV) 230 

-  antfular  ..  ..231 

-  blinking  tic  from  . .   1.36 

-  diphtheritic       231,  558,  731 

-  diplo-bacillus  of  . .  231 

-  epif.hora  in        . .  . .   220 

-  feeling  as  of  prit  in  eve  231 

-  follicular  (Plate  XI)  230,  231 

Conjuncthritis,  general  ac- 
count of  ..231 

-  gonorrhopal        ..      231,  734 

ConJunctivHis,  iritis,  and 
glaucoma  compaired  . .  232 

-  l.ichrymation  from       . .  231 

-  membranous      . .         . .  231 

-  obstructed        lachrymal 

duct  mistaken  for    . .  220 


ConfunctipitiSf  contd. 

-  pain  from  231,  415,  446 

-  phlyctenular  (Plate  Xf) 

230,  231 

-  ulcer  with      . .         . .  734 

-  photophobia  from    231,  521 

-  ptosis  from         . .         . .  54 1 

-  rainbow  vision  from    . .  762 

-  staphylococci   causing. .  231 

-  ulcer  of  cornea  with  231,  733 

-  xerosis    of,     nyctalopia 

from 763 

CJonnective  tissue,  undi- 
gested,  in    fax^es  101, 

170,  172 
Ck>nsciousness,  double,  hys- 
terical ..         ..20 

-  loss  of  (see  C)oma) 

-  vague  dreamy  state  of, 

with  cerebral  tumour    68 
CONSTIPATION    ..         ..121 

-  abdominal  swelling  from 

655,  656 

Constipation,  acute,  causes 
of        ..        129,  130,  131 

Consthiatlon,  acute,  distinc- 
tion from  Intestinal 
obstruction    ..        ..129 

from  embolism  of  pan- 
creas    76 

fadces  in  rectum  in    . .  129 

from  hsemorrhage  into 

pancreas        . .         . .     76 

rectal  examination  in  129 

-  from  acute  congestion  of 

liver 334 

pancreatitis  131,  661 

peritonitis      . .         . .   131 

yellow  atrophy         . .  333 

-  adhesions  ..         ..126 

-  agar-agar  for     . .  . .  123 

-  an»mia  from     . .  . .  32 

-  in  anemic  girls  . .  123,  412 

-  from  anal  ulcer. .  . .  128 

-  with  anorexia  nervosa. .  43 

-  from  aperients  . .  . .  124 

-  appendicitis     124,  126, 

131,  665,  677 

-  with  ascites       . .  . .   127 

-  from  asthma      . .  . .   128 

-  belladonna  relieving  ..   124 

-  with  bilianr  colic  . .   131 

-  in  cachectic  states  . .   123 

-  from  carcinoma    77,  78, 

126,  330,  585,  630 

-  in  catarrhal  jaundice  . .  329 

-  charcoal  test  for  . .  121 

-  in  chlorosis        . .        37,  123 

-  in  chronic  peritonitis  . .     47 

-  colic  with  . .      115,  122 

-  from  colitis        . .         . .  124 

-  colonic  succussion  from  654 

-  from  congenital  oblitera- 

tion of  bile-ducts     ..  329 
-cumulative         ..         ..121 

-  dating  from  infancy    . .  123 
Constipation,  from  deficient 

intestinal  motor  acthrlty  123 

-  from  deficient  sensibility 

of  mucosa      . .  . .  124 

-  definition  of       . .  . .  121 

-  from  disease  of  duodenum  124 

-  -  gall-bladder    . .  . .   134 

genital  organs  . .   124 

stomach         . .  . .  124 

-  disregard     of     call  to 

defjecate        ..  ..128 

-  distention  of  colon  from  656 

-  diverticula  from        125,  453 

-  from  diverticulitis  . .  453 
-emphysema       ..  ..128 

-  with  enterospasm  . .  4  38 

-  enuresis  from    . .  . .  218 

-  familial 123 

I  -  from  fatty  bowel         ..123 

-  in  fevers 123 

-  flatulence  causing         . .   1 23 

-  flatus  from        . .         . .  246 

-  foul  breath  from  . .     87 

-  fragmentary      . .         . .   121 

-  from  gastritis    . .         . .  267 

-  from  greed V  colon        . .  123 

-  habitual  (Fig.  47)        . .  122 

-  from    hemorrhage    into 

pancreas         . .         . .  264 

-  from  hardness  of  froees    128 

-  headache  from  . .         . .  296 


Constipation,  contd. 

-  in  Henoch's  purpura  . .     76 

-  Hirschsprung's  disease 

13),  390 

-  with  hypertrophic  sten- 

osis of  pylorus  . .   766 

-  in  hypochondriasis       . .   124 

-  from  hypoplasia  of  bowel 

muscle  ..         ..123 

-  from  hysteria    . .         . .   128 

-  from  ileoeaacal  kink     . .  457 

-  increasing,     from     car- 

cinoma . .         . .  130 

-  indicanuria  from  ..  314 

-  in  infants  ..         ..    128 

-  from  inflamed  piles     ..   128 

-  inhibitory,  x-rays  In  dia- 

gnosing ..         ..124 

-  from  insanity    ..         ..   124 

-  insomnia  from!. .  . .  321 

-  intestinal,    aperients    in 

relieving         ..         ..122 
diet  in  relieving         . .  122 

-  dyschozia    distinguished 

from  ..         ..121 

Constipation,    intestinal, 

general  account  of  122-127 

palpable  scybala  in  . .   121 

-  from  intestinal  fermenta- 

tion      241 

-  -  obstruction   241,  316,  388, 

522,  592,  593 

-  intussusception         127,  678 

-  invagination    of  rectum  129 

-  kink  of  colon     . .         . .   126 

-  large  abdominal  tumour  127 

-  with  lead  colic  . .  . .  131 

-  from  lead  poisoning  (Fin. 

51)       ..         ..        34,  124 

-  after    leaking    duodenal 

ulcer 1 26 

gastric  ulcer  . .         . .   1 26 

-  lessening  effect  of  pur- 

gatives in       ..         ..122 

-  in  Malta  fever    . .  . .   466 

-  meningitis  . .         . .  128 

-  monorrhagia  from     38r.,  387 

-  with  mesenteric  embolus  131 

-  thrombosis     . .         . .  131 

-  mucomembranous       co- 

itis  (Fig.  52)  . .   124 

-  mucous  colitis  ..         ..116 

-  mucus  in  stools  from  . .  398 

-  in  myelitis        . .         . .   128 

-  from  nervous  depression  124 

-  in  neurasthenia..         ..  124 

-  noises  in  the  head  from  406 

-  with  obesity       . .         . .  127 

-  from  oesophageal  obstruc- 

tion      123 

-  in  old  age  ..         ..   123 

-  opium  relieving. .         ..  124 

-  overcome   by   finger   in 

rectum  ..         ..128 

-  from  pain  in  abdomen. .   124 

-  pancreatitis      264,  591,  767 

-  pericolic  abscess  . .  663 

-  with  peritonitis         126,  592 

-  petroleum  f or    . .         . .   123 

-  photophobia  from        . .  525 

-  pigmentation  from       . .  528 

-  after  pregnancy  ..   127 

-  psendo-diarrhcea  with..   121 

-  from  purgatives  . .   769 

-  from  pyloric  obstruction  123 

-  with  renal  colic. .         . .  131 

-  in  rickets  . .      123,  145 

-  from  shock        ..  . .  124 

-  soap  in  overcoming      . .   128 

-  from  splanchnic  inhibi- 

tion      124 

-  spa.sm  of  sphincter  ani. .   128 

-  spastic,  abdominal  pain 

from 245 

distended  caocum  with  124 

Constipation,  spastic,  general 

account  of  ..124 

-  mucomembranous  colitis 

with 125 

-  pain   in   left  iliac  fossa 

from  ..         ..452 

-  sense  of  fullness  from..  245 

-  simulating  appendicitis . .  124 

bowel  tumour  . .  124 

carcinoma  coli  . .  453 

x-rays  in  diagnosing 

I  124,  245 


543 
294 
127 

76 
124 

122 

336 

156 
156 

131 

7.30 
133 

131 
131 
134 
136 

144 
137 


Constipation^  contd. 

-  scybala  palpable  in      ..  121 

-  with  spinal  cord  lesions    313 

-  from  strangulated  hernia  682 
Constipation,  symptomatic    131 

-  in  tabes  dorsalis  . .  128 

-  from  tea-drinking         . .  124 

-  from  too  high  w.c.      ..  128 

-  too  little  food  . .  . .  123 
'  -  toxemia  from  . .  . .  406 
I  -  with  tropical  liver       . .  369 

-  from    tuberculous    peri- 
tonitis ..         ..657 

-  with  twisted  ovarian  cyst  131 

-  types  of 121 

-  in  typhoid  fever       564,  695 

-  with    undue    abdominal 
aortic  pulsation 

-  vertical  headache  from 

-  with  visceroptosis 

-  with        vomiting,        in 
Henoch's  purpura    . . 

-  from  worry 
Constipation,    x-rays 

barium  in  diagnosing 

-  in  yellow  fever  . . 
Contortionists,  hamstrings 

elongated  in  . . 

-  lordosis  in 

CONTRACTIONS,    ATHE- 
TOTIC, etc    .. 

-  carpo-pedal,  in  tetany  . . 

Contractions,  choreiform.. 

-  contractures        distinct 
from 

-  cramps  distinguished  . . 
Contractions,  flbHIIar 
Contractions,  spasmodic  . . 
Contractions,     spasmodic 

causes  of 
Contractions,  tetanic 
Contracture,    Volkmonn's, 

114,  506 
nerve  paralysis  simu- 
lated by     . .         . .  506 
CONTRACTURES..         ..   138 
Contractures,  acthre       ..  139 

-  artluitis  and      . .         . .   142 

-  slmuUited  by. .         . .  351 

-  in  brachial  monoplegia    602 

-  after  a  burn  (Fig.  60) 
142,  143 

-  contractions  distinct  from  131 

-  cramps  simulating       . .   139 

-  in  diplegia         ..  ..139 

Contractures,  from  disuse    141 

-  after  en  terica    ..         ..114 

-  facial  140  (Figs.  198-200), 
492,  494 

-  in  Friedreich's  disease..  140 

-  from  hematomvelia    . .   140 
Contractures,  hysterical  134,  I4i 

-  from  lateral  sclerosis  . .  140 

Contractures,  list  of  causes 

of         ..  ..      138,139 

-  from  lower  neuron  lesions  351 

-  massage  in  preventing. .  141 

-  movement  ui  preventing  141 

-  from  muscle  injury     . .   H.*? 

-  nerve  injury      . .         . .   141 

-  neuritis 140 

-  occupation  and . .         . .  142 

-  of   palmar   fascia         . .   142 

-  from  poliomyelitis    140,  509 

-  from  prolonged  rest    ..  114 

-  scars       . .         . .         ..143 

Contractures,  spastic      . .  139 

-  from  tendon  injury      . .   143 
Contusion    of    lung,    gan- 
grene of  lung  from  . .  260 

-  spinal     cord,     priapism 
from 538 

Convalescence,  anemia  In     32 

-  arrhythmia  in    . .         . .  645 

-  cough  during     . .         . .  149 

-  cramps  in  . .         . .  152 

-  hyperacusis  during      . .  309 

-  hypothermia  in . .         . .  311 

-  knee-jerks  exaggerated  in  358 

-  cDdema  of  legs  in     414,  415 

-  polyuria  in         . .      635,  636 

-  priapism  in       . .         . .  538 

-  shortness  of  breath  in  . .     88 

-  slow  pulse  in     . .         . .  548 

-  tachycardia  in  . .         . .  701 

-  tremor  in  . .      724,  725 

-  vertigo  from     . .         . .  752 
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CONVULSIONS 


CRAMPS 


CONVULSIONS     ..         ..143 

-  in  acute  yellow  atropljy  333 

-  albuminuria  from        . .  144 

-  from  alcotiol     144,  lU,  14C 

-  aptiasia  after     ..         ..  C26 

-  in  apoplexy      144,  147,  148 

-  from  arachnoid  litemor- 

rhage. 14G 

-  asphyxia . .        . .         . .  144 

Convulslont,  associated  with 

coma 144 

-  from  atropine    . .  . .  144 

-  bloody  saliva  in . .  . .  143 

-  from  brain  lesions  . .     85 

-  cerebellar,  abscess  . .   14 G 

-  cerebral  abscess  14C,  147 
aneurysm       . .  . .   14G 

-  -  disease . .        . .  . .  2J>.'» 

syphilis           . .  144,  14G 

tumour            ..  HC,  147 

-  cerebritis 14G 

-  choUemia           . .  . .  324 

-  congenital  heart  . .  144 

-  cyanosis  in        . .  . .  143 
"  in  disseminated  sclerosis 

144,  148 

-  from  drugs        ..     144,  145 

-  ear  diseaae  .  •  144 

-  in  eclampsia      . .         . .  14G 

-  from  emotion     . .         . .  144 

-  encephalitis      120,  R02,  511 

-  enlarged  thymas      144,  146 

-  in  epilepsy 

68,  137,  144,  14C,  148 

Convuislons,  opileptic     . .  143 

'-  epileptiform,  in  eclampsia  694 

from  cerebral  tumour    G8 

Convulsions,    oplloptlforni, 
conditions  causino   •  •  14g 

in  general  paralysis  120, 305 

rigors  simulated  by  . .  594 

in  saturnine  encephalo- 
pathy ..         ..119 

Stokes-Adams  disease    83 

unemia  . .         . .  594 

-  with  fatty  heart         . .  212 

-  from  fevers       . .         . .  144 

-  fright 144 

-  f ungating  endocarditis. .     34 

-  general  paralysis  144, 14G,  243 

-  heart  block       . .         . .  486 

-  -  disease  . .      144,  146 

-  hydrocephalus  . .      145,  146 

-  hydrophobia      ..         ..730 

-  hyperpyrexia  after    309,  310 

-  hy])o(iiermia  after       . .  673 
Convulsions  in  liystorla  ii4, 

147,  310.  417.  729 

-  due  to  increased  intra- 

cranial pressure       . .  690 

-  idiocy      ..         ..     144,  146 
Convulsions,  Infantilo     . .  144 

-  injury  during    . .         . .  143 

-  from    intracranial    new 

growth  . .  . .  144 

-  irritating  food  . .         . .  144 

-  Jacksoninn  epilepsy  137,  147 

-  jaw  clenching  in  . .   143 

Convulsions,  iocallzod,  causes 
of       144 

-  loss  of  consciousness  in    133 
in  lunc  disease  . .         . .   146 

Convulsions  in  malingerers 

137,  144,    147,   699 

-  from  measles     . .         . .   144 

-  meningeal     hsemorrhnge  146 

-  meningitis  120,  138,  144, 

146,146,147,307,511,515 

-  morphia 144 

-  mouth  foaming  in       . .   143 

-  from  nasal  disease       . .   144 

-  nephritis..         ..       42,  144 

-  at  onset  of  fevers        . .   694 

-  optic  neuritis  and        . .  146 

-  from  otitis  media        . .  202 

-  oxygen  in  checking     . .   146 

-  from  phimosis    . .         . .   144 

-  phosphorus  poisoning  . ,  336 

-  plumbism  34,  119,  146,  147 

-  pneumonia  . .  . .   144 
-poliomyelitis  ..      110,509 

-  porencephalus  . .  . .   146 

-  in  pregnancy  137,  144,  146 

-  pyrexia  in  .  •      144,  574 

-  from  renal  calculns      . .  144 

-  rickets     ,.  144,  H.'i,  420 

-  "-igors  and  . .         .  •  143 


Conruhiotuf^  contd. 

-  from  santonin    . . 

-  in  saturnine  enccplinlo- 

pathy  ..      119, 

-  scarlet  fever 

-  after  severe  hsBmorrhoge 

-  from  sinus  thrombosis 

120, 

-  status  lymphaticus 

-  stertor  in . . 

-  in  Stokes- Adams  disease 

144,  146, 

-  from     strychnine     138, 

144.  729, 

-  subdural  h(omorrhage  . . 

-  syphilis  . . 

-  teething  ..         ..      144, 

-  in  tetanus.  . .      138, 

-  tuberculous  meningitis. . 
Convulsions,       unilateral, 

general  account  of   . . 

-  from  uraemia  40,  85, 137, 

144,  146, 

-  after  urinary  operations 

-  from  vesical  calculus  . . 

-  whooping-cough        144, 

-  worms 

Co-ordination,  mechanism 

of       

Copaiba,    erythema    from 
222, 

-  resin,  polyuria  from    . . 

-  purpura  from    . . 

-  rash,  small-pox  simulated 

by       

syphilis  simulating  . . 

-  urticaria  from    . . 

-  white  ring  in  urine  from 
Copper,  foul  taste  from  . . 

-  green  sweat  from 

-  salts,  ptyalism  from    . . 
reduction  by  glucose 

-  sulphate  in  biuret  test . . 

-  in  estimating  sugar  . . 

-  -  Fehling'stest., 

Pavy's  test    . . 

Ck)raco-brachialis,      nerve 

supply  of 

-  root  innervation  of 
Cor  bovinum 
Cord,  spermatic  (see  Sper- 
matic Cord) 

-  spinal  (see  Spinol  Cord) 
Corns,  limping  from 

-  pain  in  foot  from 

-  perforating  ulcer  under 

-  suppuration  under 
Cornea,  anoistlietic,  in  glau- 
coma ..  ..      233, 

-  injected    vessels  round, 

in  glaucoma  . . 

-  opacity     of,     defective 

vision  from    . . 

from  iritis 

from  keratitis         72, 

ophthalmia    . . 

neonatorum 

after  ulcer 

-  perforation  of,  from  oph- 

thalmia neonatorum 

from  ulcer 

Cornea,  rodent  ulcer  of  . . 

-  steamy,  in  glaucoma  232, 

-  tuberculous  ulcer  of    . . 

-  ulceration  of  (see  Ulcera- 

tion of  the  Cornea) 

Corneol  reflex  in  facial 
paraljrsis 

Cornet  player's  cramp     . . 

Cornwall,  ankvlostomum  in 

Corona  veneris 

Coronary  artery  (see  Artery, 
Coronary) 

Corpora  quaidrigemina,  le- 
sion of,  tremor  from . . 

-  tumour  of,   pupil  re- 

acting to  light  but 
not  to  accommoda- 
tion in 
Corpus     luteum,     hsamor- 
rliage  from  (see  Haa- 
morrhajre  from  Corpus 
Luteum) 

cyst,     hoamorrhogic, 

pain  in  pelvis  from 

-  striatum,  lesions  of,  py- 

rexia from 


144 
144 
120 

511 
144 
143 

486 

730 
146 
144 
145 
729 
666 

147 

417 
42 
144 
145 
144 

55 

384 
635 
663 

563 
384 
771 
6 
705 
655 
542 
261 
16 
263 
261 
261 

501 
609 
207 


362 
362 
736 
736 

7G1 


442 

161 
520 
490 


Corpuscles,  basophile  (see 
Basophile  Cells) 

-  eosinophile  (see  Eosino- 

phile  Cells) 

-  hyaline  (see  Lymphocytes, 

Large) 

-  red  (see  Red  Corpuscles) 

-  white  (see  Leucocytes) 
Corrosive    sublimate    test 

for  bile 

urobilin 

Corrosives,  abdominal  pain 

from 

-  acute  gastritis  from     . . 

-  albuminuria  from 

-  collapse  from    . . 

-  dysphagia  from 

-  hsematemesis  from 

-  hoematuria  from 

-  oesophageal  stenosis  from 

-  pain  in  epigastrium  from 
mouth  from   . . 

-  ptyalism  after  . . 

-  rapid  feeble  pulse  from 

-  sore  throat  b>om 

-  taste  loss  from  . . 

-  tongue  swollen  from    . . 

-  vomiting  from   267,  765, 
Ck)rset8,     liver     furrowing 

from 

Corti,  organ   of,   deafness 

from  changes  in 
Ooryza,  acute,  in  influenzi 

pain  in  the  limbs  in 

463, 

-  from  arsenic 
Coryza,  causes  of  (and  see 

Discharge,  Nasal) 

-  from  congenital  syphilis 
Ooryaa    e   feno   (see   Hay 

Fever) 

-  from  iodides 

-  irritant  gases     . . 

-  in  measles        178,  384, 

-  rickets 

-  taste  impairment  from . . 
Costermongers,     chronic 

pharyngitis  in       613, 

Cotton,  actinomycosis  from 

74, 

-  sporotrichosis  from 
Cotton-wool  in  ear,  deafness 

from 

-  forgotten  in  ear 

-  In  testing  anoBsthesia  . . 
Coud6  catheter,  for  enlarged 

prostate 
I  COUGH 

-  age  incidence  of . . 

-  alteratioD  of  voice  and . . 

-  from  aneur3r8m  . .     149, 

-  aural  causes  of  . . 

-  on  going  to  bed . . 

-  bovine,    with    laryngeil 

paralysis         ..     491, 

-  brassy,  from  aneurysm 
"  -  laryngeal  paraly^  . . 

-  bronchial  catarrh 

-  bronchitis  149,  160, 

-  bronchopneumonia 
.  -  caseous  bronchial  glands 

-  cold  bedroom    . . 
sheets  

I  -  during  convalescence   . . 

-  from  debility     . . 

-  diphtheria 

-  dust        

-  dyspepsia 
1  -  emphysema 

-  examination  for  tubercle 

bacilli  with    . . 

-  on  exertion 
Cough  with  expectoration 

liJ. 

-  without  expectoration 

148, 

-  from  fibroid  lung 

-  food        

-  foreign  body  in  larynx 

-  frontal    pain    on,    from 

frontal    sinus    erop .- 
ema 

-  from  gangrene  of  lung  . . 
I  -  on  getting  up     . . 

-  hajmoptysis  and       286. 

-  from  heart  disease     140, 
failure 
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170 

268 
267 
268 
268 
268 
265 
268 
194 
766 
267 
542 
268 
613 
705 
698 
766 

367 

166 
466 

464 
64 

178 

400 


73 
178  I 
446 
145 
706 

616  ' 

645 
290 

165  , 

422  I 
606  I 

396 
143 

149  1 
160  ' 
150 
148 
150 

495 
158 
494 

150  , 
289  , 
149 
149 

149  I 
149 
149 
148  ' 
149 
148 
148  I 
289 

149 

150 

150  I 

119  ! 
216  I 
148 
149 


Cough,  ron/d. 

-  hernia  of  lung  from      . .    16J 

-  from  hysteria     . .  .  .    ll& 

-  after  influenza  ..        14S,  HSr 

-  in  influenza       . .  -  -    4**^ 

-  from     laryngeal     irrita- 

bility . .  . .  . .    UO 

-  laryngitis  . .  .  .    149 

-  long  uvula  ..       14I»,   1^'* 

-  in  measles  . .  . .    5>4 

-  mitral  regurgitation      - .    -1«* 

-  new  growth        ..         119.   4Z4 

-  pain  in  the  chest  from  .  .    43ti 

-  from  paralysis  of    vocal 

cord    . .         . .  .  .    149 

-  paroxysmal ;   in  w  hoop- 

ing-cough      . .  .  .    42v 

-  pliarynpeal  causes  of     .  .    14* 

-  in  phtliisjs 

88,  149,  150,  151»,  2'<8,  47r. 

-  pleurisy  .-         . .  .  .    l^u 
-pneumonia         ..       11i>.  33^ 

-  relation      of      larj' unreal 

nerves  to       . .  .  .    1 48 

-  shortness  of  breath    nnd    150 

-  from  stomacl)  disorder.  .    149 

-  tobacco  smoke..  .  .    14^ 

-  treatment  of     ..  .  .    14* 

-  useful  and  useless         . .    14S 

-  vagus  nerve  in  rel.it ion  t  o  14"* 
-violent;        iMomoptvsiis 

from    ..         ^.      L^SO,  *89 
in  whooping-coufrti     .  .    2>9 

-  vomiting  and    150.  4:?0.    763 

-  waking  patient  at  nii^ht  15i> 

-  after  whooping-cough  . .    149 

-  winter,  from  emphrsetna     14 
Coughing,  epistaxis  from  .  .    1*tO 

-  impulse    on,    in     heri'ia 

482,    483,    674,    GT--,. 

C80,  682 

hydrocele  of  cord       . .    CSl 

lipoma  of  cord  .  .   fi^l 

psoas  abscess  074.  675,  r»>'» 

bursa  . .  .  .   6*»'> 

saphenavarix  674,675,  O^M.i 

varicocele        . .  . .    4S2 

-  oedema  from      ..       4l;i,  415 

-  pain  on,  from  liver  ab- 

scess   . .         . .  . .   370 

in  epiga^strium  from . .   456 

-  regurgitation      of      food 

through  nose  from   . .   58S 

-  subcutaneous  empLvscina 

from    . .         . .     "     . .   203 

-  Tiolent,  frsenam    lineufc 

abraded  by    . .  . .  28? 

Cousins,  marriaf^e  of,  ret  ir- 
itis resulting  from     . .   76 1 
Cow-pox  In  man  . .         . .  240 
Crab,  pruritus  from         . .   My 

-  ptomaine  poisoning  from  2i4 

-  urticaria  from   ..  ..771 
Cracked-pot    sound,    orer 

fibroid  lunir    . .  .  .   216 

Cracking  noise  in  ear       .  .    725 

-  in  head  . .         . .  .  .   406 

Crackling.  egg-Hiolf  . .  ISO 

from  aneurysm  .   693 

arthritis       . .  . .    150 

craniotobes    . .  . .    15«> 

hydrocephalus  . .    15u 

in  osteosarcoma  1 50,  693 

with  pulsation  . .    150 

from  sarcoma  . .   672 

subcutaneous  emphy- 
sema            . .  1 .     1&4> 

tenoeynovitis  . .    150 

-  riles  (sec  Ilales,  Cmck- 

ling) 
Cramp,     abdominal,      in 

Henoch's  purpura     . .  556 

in  plumbism  . .           . .  4$4 

(and  see  Colic) 

-  deflnition  of      . .          . .  137 

-  typist's 445 

-  writer's  . .         . .          . .  4  »5 

CRAMPS 150 

-  in  ballet-dancers           . .  150 

-  after  cholera     . ,          . .  152 

-  in  chronic  alcoholism   51,  66 

-  cirrhosis  . .         . .          . .  51 

-  convalescence    . .          . .  152 

-  from  debility     . .          . .  152 

-  distinguished  from  con- 

tractions       . .  . .   131 

-  In  fevers. .         . .  . .   15* 
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Crampx,  contd. 

-  gaoies 

-  ironfoundors 

-  the  legs,  from  pcripherai 

neurit's  . .        GG, 

-  at  night 

-  from  ovor-excrtion 

-  pain  with  •         . .      13!), 

-  professional 

-  relation  to  colic. . 

-  in  rowing,  mieii  . . 

-  simulating    contractures 

-  in  stokers 

-  swimmers 

-  syringomyelia    . . 

-  in  tetany  ..      130, 

-  in  typhoid  fever 
Cranial  bones,  new  growth 

in,  secondary  to  thy- 
roid      

tumours  of    . . 

CraniotAbes,    from    con- 
genital syphilis 

-  egg-shell  crackling  from 

-  rarefaction  of  sktdl  bones 

from 

-  Irom  rickets 
Creatinine,  coloration  with 

nirroprussido 

-  Fehling's     solution     re- 

duced by 

-  oxalate  from     . . 

-  picric  acid  test  and  . . 
Cremaster,  nerve  supply  of 
Creosote,  foul  taste  from . . 
Crepitations,  mediastinal 

-  in  pneumonia    . .      IGO, 

-  renal,  from  calculus  . . 
CREPITUS 

-  from  fracture    . .      152, 

-  osteosarcoma     . . 

-  silken 

-  from  subcutaneous  cm- 

phy.scma 

-  from  synovitis  . . 
Crescent,  congenital  optic 

(Plate  XIX)  . . 

-  form  of  malaria  parasite 

-  malarial  (i'/a/«r  J:j:  F///) 
Crescent  myopic  .. 
Cretaceous  mass  in  sputum 
Cretinism  (Fig.  88) 

-  araenorrh(ra  in  . . 

-  coarse  ears  in  . . 
Cretinism,  fades  of 

-  frog-belly    hi  (Fig.  103, 

p.  233), 

-  hair  scanty  in  . , 

-  hypothermia  in. . 

-  idiocy  simulating 

-  large  head  in     . . 

-  mental  defect,  in 

-  pads  above  clavicles  in 

-  paraplegia  from 

-  stunted  growth  in 

-  subnormal    temperature 

-  thyroid  gland  defect  and 

-  -  treatment  in  diagnos- 

i"« 

in     distinguishing 

from  mongolism 

-  tongue  protruded  in  . . 
swollen  in 

-  yellow  skin  in  . . 
Crick  in  tlie  neck  . . 
Cricketer*,        subacromial 

bursitis  in 

Cricoid  cartilage,  perichon- 
dritis of,  sore  throat 
due  to 

Criminology,  epilepsy  and 

Crises,  cardiac,  in  tabes  . . 

Crisas.  Dietl's       ..      115, 

appendicitis  simulated 

by 

from  movable  kidney 

G65, 

vomiting  from 

-  gnstric,      blood-pressure 

raised  in 

colic  simulated  by    . . 

general  abdominal  pain 

from 

Crises,  oattric.  In  ttbes  1 15, 

116,  173,  3lu,  42.'., 

437,  484,  487,  515, 

609, 


150 
150 

4G5 
150 
150 
150 
151 
150 
150 
139 
150 
150 
609 
151 
152 


205 
150 


152 

205 


261 
424 
262 
409 
705 
435 
642 
357 
152 
707 
152 
162 

153 

15S 

416 
31 
614 
416 
420 
189 
18 
234 
234 

234 
234 
311 
511 
234 
231 
234 
510 
234 
234 
190 

511 

238 
234 
f;08 
234 
429 


613 

20 

487 
280 

665 

766 
765 

437 
115 


r68 


CnseSy  gastrtc,  contd. 

vomiting  due  to       . .  765 

-  -  without  absent  knee- 

jerk 437 

-  intestinal,  in  tabes  115, 

116,  416,  487,  600 
colic  simulated  by    . .   115 

-  laryngeal,  in  tab<8 

159,  418,  420,  487 

-  in  pneutnonia    . .      160,  574 

-  -  (Fig.  272)      . .         . .  642 

-  pyrexial,  in  meningococ- 

col  meningitis  310, 566,  590 

Crises,  rectal,  from  tabes  173, 

515,  519,  650,  710 

-  reual,  in  tabes    . .         . .  515 

-  sweating,  in  tabes       . .  654 

-  in     tabes,    spontaneous 

cessation  of  . .         . .  719 

-  in  typhus  fover  335  (Fig. 

269)  639 

-  urethral  __         . .         . .  515 

Crises,  various,  In  tabes  ..515 
Crises,  vesical.  In  tabes  649, 650 
Cross-legged     gait,     from 
cerebral  diplegia      . .  729 

-  In  Little's  disease  . .  139 
Crossed  amblyopia  ..  750 
Crotin,       luemoglobinaria 

from 284 

Croton  oil,  hvAUa  from     96,  97 

dermatitis  from       . .  755 

erythema  from       . . .  222 

Crura  cerebri,  ataxy  from 

lesions  of  . .  . .  58 
Cruritis.  anterior  ..  430,477 
Cms  penis,  .gumma  of  . .  698 
Uruslung,  gangrene  Irom . .  255 
Crusts  (and  see  Scabs) 

-  in  cheiropompholyx     . .  GOO 

-  in  eczema,  658,  600,  602, 

753,  754 

-  in  favns  - .         . .     247,  600 

-  in  herpes  . .     600,  753 

-  honey-like,  in   impetigo 

contagiosa      . .  . .     98 

-  in  impetigo       658,  662,  755 

-  in  keratosis  folliculuris..  733 

-  leprosy 601 

-  lupus      . .         . .      601,  736 

-  in  mycosis  fungoides    . .  731 

-  in  nose,    from   atrophic 

rhinitis  . .         . .  1 79 

-  in  Paget's  disease        ..  7.10 

-  pemphigus         . ,         . .  601 

-  pityriasis  rubra  pilaris 

488,  604 

-  prurigo   . .         . .         . .  489 

-  from  pustules    . .         . .  658 

-  in  scrofitlodermia        . .  559 

-  seborrhoea         . .         . .  602 

-  sycosis    . .         . .      659,  600 

-  on  syphilidcs  . .  . .  560 
Crusts.  In  syphilis  . .        ..601 

-  from  vesicles     . .         . .  763 
Crutch,  musculospiral  par- 
alysis from     ..        65,  601 

Crying   in   children,   from 

colic 425 

-  opdema  from  ..  413,  416 
Cryoscopy  of  cerebrospinal 

auid 301 

Cryptomenorrhasa  17 

Cryptorchism    (sec   Testis, 

Ectopic) 
Crjrstals,  ammonio-magne- 

sic       521 

-  calcium  oxalate  (/•»{;.  181)423 

in  urine      . .  0,  218,  2G8 

CRYSTALS.     CHARCOT- 

LEYOEN        ..      102,  153 

-  cholesterin        (Fig.  124)  254 

-  choline  pcriodide  . .  305 
plat i no-chloride        . .  305 

-  coffin-lid  . .  . .  624 

-  cystin  . .  (Fig.  72)  161 
-dumb-bell  ..      423,741 

-  envelope. .         . .  . .  423 

-  fatty,  in  stools  101,  170,  172 

-  hedgehog  . .  . .   740 

-  knife-rester        . .  . .  524 

-  leucin       ..      (Fig.  147)  333 

-  phenyl  glucosazone(/'iV7. 

127)  262 

melting  point  of    . .  262 

lactosazonc,  melting 

pohit  of      . ,         . .  262 


Crystals,  phenyl,  contd. 

pentosozone,    melting 

point  of      . .         . .  262 

-  rosett« 741 

-  on  skin,  in  uridrosis     . .  655 

-  thorn-apple       . .         . .  740 

-  triple    phosphate    (Fig. 

221)  521 

-  tyrosin    . .      (Fig.  148)  v^Z 

-  urate 740 

of  sodium      . .         . .  344 

-  uric  acid  ..  (F«7.  302)  741 
in    Bright's  disease      9 

-  in  urine,  from  vesical  cal- 

ciUus 580 

-  whetstone  . .         , .   741 
Cubebs,  erythema  from  . .  222 
Cud  chewing  (see  Merycism) 
Cuneus,    lesion    of,    hemi- 
anopsia irom  . .  301 

Cup,.   ph3rsiological    (Platr 

XIX) 416 

Curettage,  anmsthesia  need- 
ed for  390 

-  in  diagnosing  carcinoma 

uteri 390 

senile  vaginitis  . .  392 

-  dysmenorrhoea  cured  by  192 

-  endometritis  cured  by..  192 

-  sterility  curable  by  . .  646 
Currants,     in     diag'nosing 

stagnation  in  stomach  317 

-  testing  gastric  motility  320 
CURSCHMANN'S  SPIRALS  153 
CURVATURE,        SPINAL 

(see  Spine,  CJurvature 
oO 
Cut,  pneumothorax  from    632 

-  tenderness  from  . .  707 
Cuts,    excessive    bleeding 

from,  from  hemophilia  273 

-  septiceomia  from  . .  597 
Cut-throat,  stenosis  after. .  650 

-  stridor  after      . .         . .  650 

-  ulceration  of  larynx  after 

287,  292 
'  Cyanosis,    from    abductor 
I  paralysis        . .         . .  158 

-  acetenifide        . .         . .  157 
'  -  acute,    from    aneurysm 

opening    into    pulmo- 
nary artery    . .         . .     02 
superior  vena  cava  92 


-  pneumothorax 

-  tabes  . . 

-  from  aneurysm.. 

-  angina  ludovici  . . 
arterioAclorosis  . 


159 
159 
,  208 
158 
161 


-  asthma 160 

-  blood-changes    . .         . .  167 

-  Bright's  disease  . .  159 
-bronchiectasis   ..         ..161 

-  bronchitis  ..     161,  420 
and  emphysema       . .  160 

-  bronchopneumonia   160,  420 

-  cholera 161 


maligna 

-  chronic  mediostlnitis   . . 
Cyanosis,  conpenital 

-  In  conirenitnl  heart  di- 

sease       91,  111,  144, 

156,    157,     215,    217, 

533, 

-  In  convulsions   . . 

-  from  diphtlieria 

-  drugs      

-  in  dysentery 

-  from  emphysema 

-  enterogenous     . . 
CYANOSIS,  EXTREME  .. 

-  of  face 

in  splenomcgallc  poly- 

cythflpmia  . . 

-  from  fibroid  lung 

-  foreign  body  in  larynx. 


157 
436 
156 


720 
143 
157 
157 
161 
161 
161 
156 
156 

53 1 
161 
157 


-  goitre 158 


-  granular  kidney 

-  growth  of  lunjr  . .         . . 

-  hiemorrhage  into  intra- 

thoracic sarcoma 

mediastinum 

thymus 

thyroid 

-  of  hands,  from  cervical 

rib 

Cyanosis,  from  heart  failure 
157,  161, 


161 
159 

159 
150 
159 
158 


694 


Cyanosis^  contd. 

-  high  blood-pressure      . .  161 

-  hydropneumothorax    ..  662 

-  inspissation  of  the  blood  161 

-  iodism 159 

-  irruption  of  caseous  gland 

into  tracliea  . .         . .  420 

-  laryngeal  obstruction  . .  167 

-  Uiryngismus    stridulus 

.     157,  420 

-  laryngitis  ..      157,  160 

-  ligneous  thyroiditis      . .  158 

-  loss  of  fluid        . .         . .  157 

-  lung  lesions       . .  . .   157 

-  mediasthial  flbrosis    159,  435 

-  methsomoglobinounia 

157,  161 

-  In  myxoedema   . .         . .  234 

-  with  nutmeg  liver        . .  334 

-  from  oedema  of  larynx.  <  169 

-  in  pancreatitis  . .         . .  157 

-  paroxysmal  tachycardia   548 

-  parts  aflocted  by  . .  156 

-  from  patent  septum  ven- 

triculorum     111,  156,  215 

-  phthisis 169 

-  pneumonia        . .         . .  160 

-  pneumothorax  . .      432,  631 

-  polycythcemia  with      . .  533 

-  from  postpharyngeal  ab- 

scess     167 

-  pulmonary  embolism  159, 289 
stenosis   91,  166  (Fig. 

67),  157,  217 

-  Raynaud's  disease     162, 

441,  699 

-  Rieders  disease  . .  158 

-  in  rigor  . .         . .  . .  594 

-  splenomegalic  polycvth- 

iomia      167,  161,  534,  633 

-  in  Stokes- Adams  disease    83 

-  from   sulphhflsmoglobin- 

»mia  ...         ..      167,  161 

-  sulphonal  . .         . .  157 

-  tabes 159 

-  tracheal  obstruction    . .  157 

-  trionnl 167 

-  in  typhus  . .         . .   161 

-  from  ulceration  of  larynx  168 

-  vena  cava  superior  ob- 

struction        ..     157,  208 

-  yeronal 157 

-  in  yellow  fever  . .  . .  161 
Cyclic  albuminuria         . .    15 

-  vomiting,  acetonuria  with    4 
Cyclical  vomitlns  of  chil- 
dren . .  384,  765 

Cycling,  menorrhagia  from  386 
Cyclitis,  photophobia  from  624 
Cyrtometric     tracings     of 

chests  . .         . .   167 

Cyst,  abdominal,  simulat- 
ing ascites      . .         . .     44 

-  abdominal  swelling  from  655 

-  blood-.  In  sarcoma        . .  673 

-  Baker's 692 

-  Bartholinian      ..         ..701 

-  of  brain,  headache  from  294 

-  of     breast,     carcinoma 

simulated  by  . .         . .  686 

flbro-adeuoma  and    . .  687 

from  mastitis         181,  686 

pain  in  . .         . .  429 

-  calcified  retroperitoneal, 

dilatation  of  stomach 
from  ..         ..  174 

-  corpus  luteum,  hiemor- 

rhagic,  pain  in  pelvis 
from 468 

-  dermoid,  bacillus  coll  in  630 

on  ear  . .         . .  203 

fibroma  simulating  . .  732 

of  mediastinum        . .  751 

orbit 230 

ovarian,  ectopic  gesta- 
tion simulating     . .  690 

-  -  skin 732 

suppuration  in  . .  530 

vulval  swelling  from . .  700 

Cyst  Of  the  epididymis     ..481 

-  in  fibroid  of  uterus       . .  690 

-  hydatid  (see  Hydatid) 

-  from  hydatid  of  Morgagni  481 

-  implantation,         vulval 

swelling  from  ,.   700 

-  of  kidney  . .  357 
kidney  enlarged  from  352 
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CYST,    MUCOUS 


DEFINITIONS 


Cy</,  contd. 

-  mucous,  vulval  swelling 

from 700 

-  of      omphalomesenteric 

duct 483 

-  from  organ  of  Giraldes. .  481 

-  of  omentum      . .         . .  CGI 
pelvic  swelling  due  to  C88 

-  ovarian,        albumijiuria 

from    . .         . .  7,  13 

-  amenorrhcea  from     . .  386 

-  -  aijciteswith45,40,689,691 
simulated  by         . .  C8S» 

-  -  bacilias  coll  in  . .  530 
bladder  distention  si- 
mulating    ..      GGu,  688 

chronic  nephritis  from      7 

cystic  kidney  simulat- 
ing   354 

dipping  in  detecting. .  689 

-  -  distinction  from  atcitos 

44,  45 

dullness  over  40,  689 

dystocia  from  . .  201 

ectopic  gestation  simu- 
lating ..  ..  G90 

endometritis  rare  with  387 

fibroid  simulating  386, 

688,  C90 

-  -  fluid  from       . .         . .     45 

gas  in 652 

hydatid  cyst  simulat- 
ing   691 

-  -  in  iliac  fossa  . .         . .  678 

jaundice  from  ..  331 

kidney  simulated  by 

353,  854 
lipoma  simulating    . .  691 

-  malignant    peritonitis 

from  . .     49 

-  mensuration  with      . .     45 

-  micturition     frequent 

with  ..         ..394 

palpitation  from      - . .  485 

pedicle  twisted,  acute 

abdominal  pain  from  193 
appendicitis  simu- 
lated by         ..  456 

constipation  with  131 

fluid  in  abdomen 

from    . .         . .  456 

laparotomy  for  . .  456 

pain  In  hypochon- 

(irium  from    . .  451 

iliac  fossa  from 

452,  454,  456 

pelvis  from     . .  468 

simulating     dys- 

menorrhoBa      193 

strangulated 

hernia         . .  456 

pelvic  swelling  due  to  688 

pregnancy   simulating  688 

proliferating     papillo- 
matous       . .         . .     49 

renal  colic   simulated 

by 353 

tube  casts  due  to  . .       7 

retention  of  urine  from  649 

niptured  . .         . .  193 

simulated  by  hysteria  390 

sound  in  diagnosing..  386 

strangury  from         . .  649 

-  -  succussion  in  . .  652 

suppuration  in  . .  530 

tenesmus  from  ..   718 

thrill  with      ..         ..45 

tuberculotiB  peritonitis 

simulating  . .  . .     48 

twisted  pedicle  of     . .  689 

umbilicus  and  . .     44 

urachal  cyst  simulat- 
ing  . .  ..      666,  691 

-  -  urethral  stenosis  by..       7 
uterus  drawn  up  by . .     45 

-  -  vaginal  examination  in 

diagnosine  45,  394,  353 
vena  cava  obstruction 

by 749 

visible  . .         . .     45 

-  pancreatic,       abdominal 

distention  from         . .     45 
ferments  in     . .  . .     46 

Cyit,    pancreatic    omeral 

account  of  45,  661 

ovarian  tumour  simu- 

latotl  l.y      ..  ..   688 


Cy</,  pancreatic^  contd. 

from  pancreatitis 

position  of 

Cyst,  pancreatic,  signs  of. . 

simulating  ascites     . . 

swelling  in  hypochon- 

drium  from 
Cyst,  retroporitoneal,  notes 


pyloric   stenosis  from 

174, 
,  -  sebaceous,  on  ear      203, 

-  of  face 

fatty    tumour  distin- 
guished from 

of  neck,  movement  on 

swallowing 

parts  affected  by 

on  scrotum    . .      52.3, 

of  skin 

at  umbilicus  . . 

valval   swelling   from 

-  suprahyoid,  tongue  swol- 

len from 
Cyst  Of  tlie  testis  .. 
hydrocele  simulating 

-  thoracic,  cervical  sympa- 

thetic affected  by     . . 

I unilateral  sweating  of 

face  from    . . 
'  -  in  thyroid  gland 

-  translucency  test  for    . . 

-  urachal,  distended  blad- 

der simulating 

-  hypogastric     swelling 
ovarian    cystadenomu 

simulated  by 

cyst  simulated  by . . 

pelvic  swelling  due  to 

-  tuberculowt  peritonitis 
I  simulated  by 

-  from    vas    aberrans    of 

Haller 

Cyst,  vulval 

Cystalola 

,  Cystic  degeneration,  of  fi- 
'  broids 

Cystic  disease  of  breast   . . 

-  epididymis     . . 
'  Cystic  disease  of  Iddneys, 
I          (see  Kidneys,  Cystic) 

-  hygroma  of  axilla 
Cystin,  calculi  of  . . 

-  crystals  (Fig.  72) 

-  formula  of 

-  microscope  in  detecting 
CystIn,  tests  for    . . 
CYSTINURIA 

Cysticerci 

Cystitis,  aching  in  perine- 
um from 

Cystitis,  acute,  symptoms  of 

282, 

-  albuminuria  from 

-  ammoniacal  urine  from 

-  arthritis  from    . . 

-  due  to  B.  coli  . .        70, 
typhosus    . . 

-  -  calculU8  282,  894,  471. 

579, 

-  carcinoma  of  bladder 

-  chronic,  strangury  from 

-  coli  bacilluria  simulating 

-  cystoscope    appearances 
in  diagnosing 

-  dvspareunia  from      193, 

-  effects  of  urotropine  si- 

mulating 

-  from  enlarged  prostate. . 

-  ffTtid,  from  bacillus  coli 

-  frequent  micturition  from 

194,  393.  470.  578,  581, 

;  -  gancrrcneof  bladder  from 

Cystitis,  o^nerai  account  of 

-  from  gonorrhcoa 

-  ha)maturia  from  275,  282, 

470,  578, 

-  from  incontinence 

-  levator  ani  spasm  from 

-  mucus  in  urine  from  194, 

-  from  myelitis     . . 

-  non-ponococcal  urethritis 

-  opdema  of  bladder  in    . . 

-  pain  at  female  urethral 

orifice  from    . . 

-  in  penis  from  .197,  469, 

470,  471, 


Cystitis,  pain,  contd. 

661 perineum  from 

45 vulva  from     . . 

630     -  painful  micturition  from 
46     -  from  prostate  obstruction 
I  -  prostatitis  simulating  . . 
629     -  pyelonephritis  from 

-  pyonephrosis  from 
661   I  -  from  pyosalpinx 

-  pyrexia  from     282,  4  70, 

653  i  -  pyuria  from  183,  194, 
422  I  282,  470,  675, 
673  '  -  from  retention  . .     578, 

I  -  retrovertod  gravid  uterus 
732     -  rigors  in  . . 

-  due  to  staphylococcus  . . 
721  1  -  strangury  from.. 
732  -  due  to  streptococcus  . . 
695  -  with  stricture  . .  578, 
732  -  suprapubic  pain  from 
48a  282,  470,  578, 
700     -  in  tabes  ..     678, 

-  tabes  simulating 
698  '  -  tenesmus  from  . . 
4Bi     -  triple  phosphate  crystals 
481     -  due  to  tubercle  bacillus 

'  -  tuberculous  (see  Tuber- 

654  culosis  of  Bladder) 

-  ulceration  of  bladder  in 
651  ^  678, 
721     -  from  urethritis  . . 
481  j  -  urethritis  simulating    . . 

Cystitis,  urine  dianges  wltli 

665  i  _  vaginismus  from 

666  Cystocele,  aching  in  peri- 
neum from     . . 

666     _  dystocia  from    . . 
69 1  I  -  simulating  prolapse 
688     -  sound  in  diagnosing     . . 

-  vulval  swelling  from  . . 

666  Cystopurin  for  gall-stones 

-  for  pjroria 
481  ,  _  strangury  from.. 
TOO  i  Cystopurin,  strangury  from 
398    Cystoscope,      appearances 

'        seen  witli  (Pte/«^r, 
301  I         XVI)  ..        ..     282, 
688     -  -  cystitis 
697     -  -  pyelitis 

-  in  diagnosing  appendix 
adherent  to  bladder. . 

667  -  -  bilharxia      "  . .     282, 

161 calculus  in  bladder   . . 

161 cause  of  bearing-down 

161  pain 

'21  Cystoscope,  In  diaonosint 

{8 1          cause   of  hamaturla 

181  277, 
405  Cystoscope,   In  diaonosing 

cause  of  pyuria 
474     _  _  cystitis 

fistula  into  bladder  . . 

470     -  -  pyelitis 

678 renal  growth.. 

524 simple  ulcer  of  bladder 

339 tuberculous      bladder 

182  471, 
70 kidney     282,     365, 

676,  677, 

680 ureter 

394 ureteric  calculus  465, 

640  473, 

569     «  _  ureteritis 

578 urinary  fistula 

397 vesical  calculus    282. 

19^  396,  397,  471,  580, 

growth4I,  281,  395, 

fiSO  396,397,471,472. 

676  _  pus  from  ureter  seen  with 
238     _  styptics  in  using 

742 

578     pvACHSHUNO    type     of 

578     U    dvirarr 

182     Dactylitis,  tuliercuious 

-  limping  from . . 

581 pain  in  foot  from 

578 skiagram  of  . . 

193     Dairymaids,  cow-pox  in  . . 

578     -  cramp     . . 

578      Dalrymple's       sign         in 

182  Graves's  disease 

578     Damiana,  priapism  from. . 

Damp,  fibrositis  from 
397     -  myositis  from    . . 

-  nephritis  from   . . 
472     -  pain  in  shoulder  from. . 


578 
397 
578 
578 
578 
576 
576 
582 
578 

678 
650 
578 
695 

70 
649 

70 
581 

581 
650 
650 
28i 
624 
70 


580 
681 
679 
578 
193 

474 
200 
539 
530 

700 
660 
650 
649 
850 


284 

678 
578 

682 
472 
471 

427 


856 

675 
397 
530 
676 
7 
680 

679 

579 
473 

578 
473 
397 


580 
576 

580 


187 
668 

362 
362  I 
669 
240 
151 

722 
638 
476 
475 
10 
474 


Dancing,  deterioration  in 
quality  of,  in  geiierai 
paralysis         . .  -  -   1^* 

-  hsBmaturia  after  -  -^' 
Darier,  on  prurigo  4Si»,  A.**f 
Davies,  Dr.  D.  S.,  illn«rH- 

tions  by         50 1,  &C2,  737 
Day-blindness  -.  761 

-  (and  see  Vision,  Defects 

DEAD  FINGERS  ..  162,  4^^ 
DEAFNESS  .161 

-  from  congenital  syphilis 

iS.-F.    3.1«* 

-  detection  by  tuniiip-fork    l*»t 

-  in  hysteria         ..       ir.fi,  liU* 

-  Meniere's  disease  1«W^,  752 
Deafness,  methods  off   in- 

vestloatiao     ••         ■164 

-  otitis  media  165,  .".OS,  42-*.  4ii 

-  otosclerosis         . .       lG«i,    7^ 

-  from  syphilis  of  internal 

ear      ..  ..  ..    70:? 

-  tests  for  . .         . .  . .    l»i-> 

-  tinnitus  and      . .  . .    7^3 

Deafness,  various  ciums  of 

]«!.->,  166 

-  from  wax  In  enr  1«>4.  451 
Deal  porters'  bursa  il^iy. 

66) lie 

Death  from  functional  db^- 

ease     . .         . .  .  .   C91» 

-  impending  delirium  from   1C9 

-  from  inadequate  causes. 

Ijrmphatism  atid         . .  3^? 

-  malaria  . .         . .          . .  3t» 

-  serum  iniections            . .  2*i4 

-  simulated  by  trance     .  .  S^ 

-  sudden,  from  aneurrsm 

93,  120,  2»7,   434 

-  -  fibroid  heart  . .  . .  21 J 
pulmonary    embolism 

-  rupture  of  heart  . .  i*13 
in  thymic  infantilism      1S!> 

-  from    tooth-plate     in 

larynx        . .  .  .  195 

Debility,  cough  from       . .  14S 

-  cramps  from     . .  . .  15:: 

-  general,  flushing  wltlx  .  .  ^il 
~  in  Malta  fever  . .          .  .  466 

-  muscular,  in  rickets     .  .  14.> 

-  pain  in  the  back  from . .  4:^ 

-  from  polymyositis        .  -  404 

-  spinal  caries  simulated  by  4^ 
Decerebrate  riKidity  .  "  139 
Defflscation,  diflicnlty    on. 

from  carcinoma*  rei^-ti      7f* 

-  erroneous  posture  for  . .    12S 

-  frequent  desire  for,  from 

rectal  polypus  . .      78 

-  involuntary,  in  epilepsy   143 

-  muscles  of,  nerve  supplv 

of '.   49* 

-  no   sense   of   relief    on, 

from  carcinoma  recti     129 

-  normal    time,    relation- 

ships of         . .  . .    121 

-  peremptory    desire    for, 

as  an  aura  of  epilepsy     G7 

-  precipitate,  from  ^>astio 

paraplegia      . .  . .   314 
from  spinal  lesions    .  .   313 

-  rdle  of  levator  ani  in  127,  128 

-  unsatisfied,  with  invagin- 

ation of  rectum  . .  129 

Definition  of  aml>lyopia  .  .  759 

-  annsthesia          . .  Co-"^,  606 

-  analgesia. .  .  .  606 

-  .ipliasia 024 

-  Argyll-Robertson  pupil  5S1 

-  an  auditive       . .  . .  62-> 

-  hippus    . .         . .  . .  5^2 

-  leucocytosis       . .  .  .  359 

-  leucopenia         . .  .  .  .161 

-  marasmus          . .  .  .  n8 1 

-  menorrhagia      . .  .  .  .*sr» 

-  merycism           . .  .  .  3SS 

-  metcorism          . .  .  .  38S 

-  metrorrliatria     . .  . .  390 

-  metrostaxis        . .  . .  392 

-  nodules  . .          . .  . .  402 

-  nystagmus         . .  .  .  4<»7 

-  orthopncDa         . .  .  .  4 1 S 

-  oxaluria  . .         . .  .  .  42S 

-  palpitation  .  .  481 

-  papule    . .         . .  . ,  4S7 
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Dt/inilwn.  conUl. 

-  of  paraplegia      . .         . .  6H; 

-  pboephaturia     ..         ..  522 

-  priapism  . .         . .  637 

-  pruritus  . .         . .         . .  640 

-  ptyalism 642 

-  purpura 552 

-  slioulder  . .        . .         . .  476 

-  stOTtor 047 

-  strangury  . .  . .  049 

-  stridor 660 

-  tache  c6r6brale  . .         . .   702 

-  tachycardia       ..         ..   702 

-  tenesmus  . .  . .   716 

-  tliermo-ana)stbc8ia       . .  COO 

-  a  visual  . .         . .  . .  025 

DEFORMITY    OF    THE 

CHEST  ..166 

Degeneration,  reaction  of 
(see  Reaction  of  De- 
generation) 
Dejerine,  myopathy  of    . .  135 

-  olivo-ponto       cerebellnr 

atrophy  of  . .  . .  727 
Delicacy,  from  deep  caseous 

glands 385 

DELIRIUM  .169 

-  in  acute  yellow  atrophy 

273,  333 

-  belladonna         . .      lon,  170 

-  cholsmia  . .         . .  324 

-  with  cirrhosis    . .      323,  332 

Dollrium,  chmMed  cauMt  of  169 

-  cordis,  from  digitalis  . .   704 

-  with  hysterical  pyrexia    310 

-  in  Kirkland's  disease  . .  010 

-  objects  varying  in  size  in  703 

-  from  otitis  media        . .  202 

-  in  phosphorus  poisoning  330 

-  prognosis  with  . .         . .  1 09 

-  pupil  changes  in  ..170 

-  in  scarlet  fever..      169,  273 

-  with  typhoid  fever     70,  169 

-  in  araomia  . .       40,  109 

-  tremens,  from  alcohol  . .  170 

with  cirrhosis  . .  371 

hyperpyrexia  from  . .  309 

spaBmodic  twitching  in  130 

Deltoid,  nerve  supply  of  . .  505 

-  paralysis    of,    in    £rb*s 

palsy  . .         . .         . .  507 

-  pseudohypertrophy  of  . .  513 

-  root  innervation  of      . .  509 

-  wasting  of,  in  phthisis  . .     61 
Delusions  concerning  Christ  405 

-  -  God 40;» 

voices  . .         . .         . .  405 

-  genital,  prognosis  with     613 
subjective  smells  and    613 

-  loss  of  appetite  and    . .     43 

-  in  myxoedema  ..       38,  119 
Dementia,  catalepsy  and. .  598 

-  from  cerebral  syphilis  . .  140 

-  epileptic 323 

-  irriUbllity  in     . .         . .  323 
Oommtia,  mtmory  defects 

In       19 

Dementia,  mutism  in      . .  624 

-  in  myxcedema  . .         . .     38 

-  penile    erection    absent 

from 313 

-  pnocox,     cerebrospinal 

fluid  sugar  reduced  in  304 

-  from  saturnine  encephalo- 

pathy ..         ..         ..  119 

Dements,  slobbering  in    . .  543 

Dendritic  ulcer     . .        . .  734 

Dengue,  erythema  in 

223,  326,  400 

-  fever  in 400 

Dengue,  gentral  account  of  486 

-  liflBmateraesis  in  . .   205 

-  headache  in       . .  . .  400 

-  influenza  similar  to     . .  406 

-  loss  of  weight  4fter     . .   770 

-  meteorism  in     . .         . .  389 

-  pain  in  joints  in  . .  406 

-  -  in  limbs  in     . .      403,  466 

loins  In  ..  ..  400 

muscles  in     . .         . .  400 

-  pulse  rapid  in    . .         . .  460 

-  pus  in  st4)ol8  from       . .  657 

-  roseolar  eruption  in     . .  400 

-  sore  throat  in    . .  . .  400 

-  yellow   fever  pimnlating  330 
Dental   farios   (sec  Caries, 

Dental) 


187 
208 
124 
212 
267 
465 
119 
74 
171 
369 


431     - 


Denial,  contd. 

-  diseases,  headache  from  294 

-  ulcers 739 

Dentition,      delayed,      in 

anosteoplasia 
Depression,  from  arsenic . . 

-  constipation  from 

-  with  fatty  heart 

-  from  gostritis    . . 

-  in  influenza 

-  myxcedema 

-  pyorrhoea 

-  with  toxic  diarrhoea     . . 

-  with  tropica]  liver 
Dercum*s  disease,  age  inci- 
dence of 

-  -  alcohol  and     . .     431,  732 

-  -  fat  deposits  in      431,  733 

Dercum's  disease,  ganerai 
account  of    ..        ..410 

obesity  in      . .         . .  408 

pain  in  the  chest  from  431 

sex  incidence  of       . .  431 

Dermatitis,  acute  vesicular  755 

-  application        . .         . .  755 
Itching  in       . .  . .  540 

-  from  caterpillars  . .  540 

-  exfoliative,  general  health 

impaired  by  ..  489 

-  pityriasis  rubra  pilaris 

distinguished  from 
Dermatitis,  eczema  distin- 
oulshed  from  . . 

-  gestationis,  itching  in  . . 

-  herpetifomnis,  age  inci- 

dence of 

-  blebs  in 
bleeding  gums  with  . . 

-  -  bulla  in         ..90,  98,710 

colon  affected  by     . .     74 

Dermatitis    herpetiformis. 

distinouislied 


489 

755 

540 

99 

753 

72 


755 

219 
710 
239 


98  - 


74 
004 
90 
75 
99 
99 

710 
98 
771 
74 
753 
755 
540 

90 


eosinophilla  in 

erythema  In  . .       98, 

Angers  affected  by    . . 

Dermatitis     lierpetiformis, 
oenerai  account  of   . . 

-  impetigo  herpetiformis 

and 

-  -  itching  in       98,  640,  710 
mucous    surfaces    af- 
fected by   . . 

pityriasis  rubra  after 

in  pr^nancy.. 

pyrexia  in 

relation  to  diet 

sex  incidence  of 

-  tenderness    of    scalp 

from 

urticaria  in    . . 

simulating 

vagina  affected  by    . . 

-  -  vesicles  in      . .     710, 

-  occupation 

-  from  primula  oboonica. . 

-  pruriginosa  polyroorpha 

recurrens    gravid  itatis 

-  from  rhus  toxicodendron  540 

-  from  satinwood  sawdust  540 

-  septic,  simulating  small- 

pox iFig.  239)  ..  602 

-  from  soaps    . .    . .  640 

-  sugar   . .    . .    . .  540 

Dermatitis,  various  causes  of  755 

-  vesicular,  from  occupa- 

tions     97 

various  irritants  caus- 
ing   224 

-  from  ^--rays  . .  . .  223 
Dermatographia  ..  ..  702 
Dermatomyositis  ..  ..464 
Dermatoses,  bullous,  eosino- 

philia  in         ..         ..219 
Dermoid  cyst    (see    Cyst, 

Dermoid) 
Desquamation  from  clieiro- 

pompholyx     . .         . .     97 

-  after  erythema  scarlatini- 

forme 227 

-  in  Paget's  disease        . .   730 

-  pityriasis  rubra  . .  004 

-  after  scarlet  fever        . .  227 

-  (and  see  Scale**) 
Detached  retina  (see  Retina, 

Detached) 
Dcutero-albumose  in  urine     10 


Dextrose,  tests  for         . .  261 

-  in  turine  (sec  Glycosuria) 
Ohoble's  Itdi  . .  250 
bathing  drawers  area 

affected  by  ..  401 

Diabetes,    azotic,  polyuria 

in        . .         . .      536,  537 
total  nitrogen  in  urine 

increased  in  . .  537 

-  bronzed,  cirrhosis  in  372,  528 

pigmentation  of  skin  in  528 

Prussian-blue  reaction 

in 24 

-  insipidus,  acromegaly  and  537 
from  cerebral  lesions    537 

-  colourless  urine  in  . .  743 
from  fractured  base. .  637 

-  -  fright 537 

Diabetes  insipidus,  oenerai 
account  of     . .        . .  537 

myxoDdema  and       . .  537 

polyuria    in  633,  534, 

535,  636,  537,  719 

-  simulated  by  drinking 

habits         ..         ..637 

-  spociflc    gravity    of 

blood  in  diagnosing  537 

-  -  thirst  in        . .         . .  719 
urine  changes  in      . .  537 

-  mellitus,  abdominal  pnin 

in        ..         ..        86,  389 

-  -  acetone  In     261,  204,  530 

acidosis  in      . .         . .       3 

age  incidence  of      . .  204 

Diabetes  mellitus,  air  hunger 
of  ..  94,85,  96 

albuminuria  in         ..13 

-  -  alcoholism  simulating    86 
alimentary  glycosuria 

and 630 

-  -  alkaUes  in     ..         ..118 

amenorrhcea  in  . .     18 

appetite   increased  in 

43.  204 

arteriosclerosis  witli..  255 

atheroma  and  . .  737 

-  -  balanitis  in    . .         . .  018 

-  -  boils  in  . .         . .  260 

-  brachial  neuralgia  and  442 

-  brodypnoea  in  84,  86 

-  carbuncles  in . .         . .  200 
carcinoma    of    liver 

simulated  by       ..  307 

-  cataract  in  . .  261 

-  -  coma  in  84,  80,  117, 

204,  704 
first  sign  of  . .  118 

-  "  constipation  in-..     ..   126 

-  -  delirium  in    . .         . .  109 

-  diacetic  acid  in 

20],  204,  530 

-  dimness  of  vision  in. .  200 

drowsiness  in  86,  764 

eczema  in      . .         . .  200 

of  penis  in  . .         . .  401 

perineum  from     . .  474 

vulva  in     . .         . .  401 

face  flushed  in         . .  204 

gangrene  in  240,  256, 

368,  200,  737 
lung  in        . .      259,  044 

Dhibetes  mellitus.  general 
account  of  . .  204 

-  general  wasting  from 


-  hard  dry  fsBces  in 
headache  from 

—  hunger  in 

hypothermia  in 

interirigo  in  . . 

i irritability  In 

■ knee-jerks  lost  in 

03,  204 

lassitude  in    . . 

lossof  weight  from  708,770 

meteorism  in..         ..  389 

—  micturition  frequent  in 

260,  393 

nenritis    of    external 

popliteal  nerve  in..  499 

obesity  and   . .         . .  200 

Diabetes  mellitus,  obesity 


369 
260 


oxybutyric  acid  in    . .  264 

pahi  in  limbs  in      03,  466 

from  pancreatic  lesions  101 

penile  erection  absent 

from  ..         ..313 


Diabetfs  mellitus^  eonld. 

perforating    ulcer    of 

foot  in        . .      735,  737 

peripheral  neuritis  from 

59,  61,  63,  140,  265, 

260,  443,  40U,  499 

pnenmaturia  in        . .  630 

pneumonia  in  . .  204 

polyuria  in 

260,  533,  534,  530,  719 

prognosis  in  . .         . .  264 

pruritus  from  . .  640 

reaction    of  degenera- 
tion in       . .         . .     59 

-  -  retinitis  in     . .         . .  201 

senile  gangrene  and  . .  258 

shedding  of  nails  in . .  400 

-  shortness    of    breath 

from  ..         87,  88 

-  specific    gravity    of 

urine  in     . .         . .  536 

-  st4ipor  in       . .         . .     86 

-  sugar  in  cerebrospinal 

fluid  in       . .         . .  304 
tenderness  of  scalp  in    712 

-  -  thirst  in        260,  201,  719 

tongue  in       . .         . .  264 

torulffl  in  urine  in    . .  261 

tuberculosis  of  lungs  in  264 

Dhibetes  mellttus,  urine  in  261 

I colour  in    . .         . .   743 

{Plate    XXXI V)  748 

,  OfaUMtes  mellitus,  varieties 

of       264 

I vomiting    in . .         . .   704 

( wasting  in      . .  . .  204 

weakness  in  . .        43,  204 

xanthoma  in . .         . .   732 

DhUietes.  Phosphatic    522,  523 

aching  in  back  in    . .  523 

emaciation  in  . .  622 

polyuria  in     523,  630,  537 

-  -  tliirst  in         . .         . .  522 
Diacetic    acid    (see    Arid, 

Diacetic) 
OlACETURIA  .170 

Diamond  mines,  silicosis  in  288 
Diaphany,    in    diagnosing 

gastrectasia    . .         . .  174 
Diaphrogm       contraction, 

phantom  tumour  and  091 

-  immobilized,  by   empy- 

ema      068 

pleural  effusion        . .  658 

with  pleurisy..         ..  367 

with  pneumothorax..  432 

subphrenic  abscess  . .  068 

-  lesions  of,  tenderness  due 

to        709 

-  nerve  supply  of  . .  709 

-  paralysis  of  (see  Paralysis 

of  Diaphragm) 

-  pushed  up,  by  meteorism  050 

-  rdle  in  vomiting         . .  704 

-  root  innervation  of      . .  609 

-  tenderness   along   inser- 

tion of,  from  neuralgia  431 

-  z-rays     in    determining 

position  of     . .      432,  063 
Diaphragmatic  neuralgia     431 

-  pletu-isy    (see    Pleurisy, 

Diaphragmatic) 
DIARRHCEA  ..170 

-  from  achylia     ..         ..  172 
Dtarrhflsa,  acute  infecthre  717 

-  in  Addison's  disease    ..172 
Dtarrhasa  In  adults        ..  171 

-  angioneurotic  <pdema  . .  220 

-  appendicitis       . .         . .   172 

-  arsenic  64,  73,  78,   171, 

208,  717 

-  bradypnoea  from         . .     84 

-  from  carcinoma  coll  120, 

172,  Sl.%  030 

-  -  recti    ..  78,  172,  686 

-  In  children        . .         . .       3 
DfairriKM,  chronic         ..  172 

-  from  the  coeliac  affection  171 

-  colitis      ..    77,  78,  115,  663 

-  collapse  from    . .         . .   171 
severe. .         . .         . .  311 

-  with  constipation         ..   121 

-  depression  from  ..   171 

-  from  distoma  hepaticum  328 

-  diverticuUtis      . .         . .  453 

-  dysentery    76,  171,  710,  717 

-  dyspeptic  . .         . .   171 
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Diarrhagay  amid. 

-  epidemic. . 

"• knee-jerks  diininislied 

in 

-  in  exophthalmic  goitre.. 

-  explosive  172,  313, 

-  fatty,    from    pancreas 

lesions 

-  fatty  stools  from 

-  from  fflBcal  impaction  . . 

-  fontanelle- sunken  from 

-  from  food 

-  gastric  juice  analyses  in 

-  from  gastritis    . .     2G7, 

-  gastrogenic 

-  in  Henoch's  purpura    . . 

-  hill  . .         . .     172, 

-  liypothermia  after  severe 

-  indicanuria  from 

-  from  indiscretions  in  diet 

-  in  infantile  diarrhoea    . . 
'-  infantile,     fatty     stools 

with 

-  in  influenza 

-  from  intestinal  fermen- 

tation   

-  with  intestinal  obstruc- 

tion      

-  in  lardaceous  disease 

8,  ,35,  172,  375, 

-  marasmus  from 

-  in  Meige's  disease 

-  morning 172, 

-  nervous  ^  ^ 

-  paradoxical 

-  in  pellagra 

-  pernicious- anasmia 

-  ptomaine  poisoning 

171,  224, 

-  pulse  feeble  and  irregular 

with 

-  from  pyaemia     . . 

-  with  pyonephrosis 

-  pyrexia  with 

-  rectal  examination  in  . . 

-  in  rickets 

-  severe,  from  arsenic    . . 
in  cholera 

-  -  fluid  loss  from 
in  infants 

-  -  polycythiemia  from . . 
in  ptomaine  poisoning 

-  sigmoidoscope  in 

-  skin  inelastic  from 

-  from  sprue        . .      172, 

-  summer,     hypothermia 

from 

in  infants 

or  infective    . . 

-  from  suppurative  pyle- 

phlebitis 

-  in  tabes  . . 

-  test  meals  in     . .      170, 

-  tetany  from 

-  thirst  from 

-  in  tropics 

-  from  tuberculous  bowel 

458, 

-  in  typhoid  fever  76,  171, 

239, 

-  ulcerative  colitis  76,  172, 

-  unripe  fruit       . .      171, 

-  urate  deposit  due  to    . . 

-  and    vomiting,    general 

wasting  from 

infantile,  acetonuria  in 

tetany  from  . . 

-  zymotic,     micro-organ- 

'  InmH  causing  . . 
Diastolif  bruit  (see  Bruit, 
diastolic) 

-  t*ollapse    of  veins,  with 

adherent    pericardium 
90, 

-  shock,     with     adherent 

pericardium   . .        90, 
DIAZO'REACTION 
Diet,  before  stool  analyses 

-  beri-beri  and       63,  226, 

-  colic  from  indiscretions  in 

-  deficient,      constipation 

from 

-  dermatituH  lierpetiformis 

and 

-  in  diagiios'iM  of  scurvy . . 

-  diarrhoea  from  . . 

and  vomit  inir  from     . . 


171  ' 

358  I 

172  I 
585  j 

437  j 
239  > 
172  I 
171  ! 
99  I 
170 
766  I 
172 
343  I 
173 
311 
314 
171  I 
239  I 

239  I 
465  I 

241  1 


241 


636  I 
384  I 
226  I 
173  I 
173  ' 
172 


172 

717 

171 
596 
.157 
171 
170 
145 
533 
533 
533 
533 
533 
533 
170 
171 
239 

573 
717 
171 

596 
719 
172 
3 
720 
172  I 

657  I 

I 
564 
459  I 
717 
740  ' 

1 
59 

4  I 
151 

384 


213 

213 
173 

170 
411 
117 


09 

39 

171 

9!> 


DiW,  ccntd. 

-  dyspepsia  from  unsnitable319 

-  effect  on  chyluria        . .  109 

-  errors  in,  acute  gastritis 

from 267 

vomiting  from  . .  384 

-  gall-stone  pain  and      ..  437 

-  glaucoma  and   . .         . .  232 

-  glycosuria  and  . .         . .  264 

-  indiscreet,      biliousness 

from 526 

nightmare  from        ..  402 

-  influence- on  gastritis  ..  317 

-  insomnia  from  improper  321 

-  intestinal  colic  and  . .  «!  25 
constipation  and      . .   122 

-  night  terrors  from  im- 

proper- . .         . .  321 

Diet,  oxaluria  and      281,  424 

-  pellagra  and      . .         . .  226 

-  pruritus  and      . .  . .   540 

-  relationship  of  gout  to. .  344 
Diet,  rickets  and  ..        ..145 

-  scurvy  and  72,  273,  556 

-  scurvy-rickets  and       . .  670 

-  in  testing  for  occult  blood  171 

-  trichinosis  and  . .  . .  729 

-  urticaria  and     ..      673,  771 

-  vomiting  and  . .  . .  765 
Dietary,  ergotism  and  224,  259 
Dietrs  crises  ..  liS.  280 
— >  appendicitis  simulated  665 
from  movable  kidney 

665,  765 

simulating  calculus  . .  117 

vomiting  from  . .   766 

Differential  leucocyte  count 
in  diagnosing  eosino- 

philia 218 

leuknmia  . .  632 

Differential  leucocyte  count, 
normal  ..23 

in   pernicious   anuj- 

mia  ..24 
(and    see    Lympho- 
cytes ;  Myelocytes ;  Poly- 
morphonuclear CelN :  etc.) 
Digitalis,  bradycardia  from 

84,  704 

-  delirium  cordis  from    . .  704 

-  effect  with  adho^nt  peri- 

cardium ..         ..  214 
mitral  regurgitation  214 

-  headache  relieved  by  . .  296 

-  heart  affection  benefited  485 

-  in  mitral  stenosis        . .     53 

-  palpitation  from       484,  486 

-  polyuria  from    . .         . .  535 

-  tachycardia  from  703,  704 
Dilatation  of  bladder  (see 

Bladder,  Distended) 

-  OBcum     (see     Caecum, 

Distention  oO 

-  colon,  from  constipation  656 
idiopathic  (see  Hirsch- 
sprung's Disease) 

from  obstruction  057,  663 

succussion  in . .         . .  654 

x-rays  in  diagnosing. .  654 

-  duodenum,   from   carci- 

noma of  duodenum . .  662 

-  heart  (see  Heart,  Dilata- 

tion of) 

-  sigmoid    colon,    succus- 

sion  in  . .  . .  662 

DILATATION         OF 

STOMACH     ..  .173 

abdomen    distended 

from  ..         ..   173 

acetonuria  from        . .       4 

after    abdominal    in- 
jury . .  . .   173 

Dilatation  of  stomach,  acute 

173.  174 

in  acute  fevers         ..   173 

from  adhesions         . .    1 74 

with      asthenic     dys- 
pepsia        .,         ..319 

from  atony    174,  241, 

317,  653 

from  calcified  cyst    . .   174 

carcinoma      174,  271, 

316,  078,  767 

of  duodenum     174, 

661,  662 

gall-bladder  ..    174 

pancreas     . .  . .   174 


DUcUalion  of  slomach,  conld. 

chronic  . .         . .   174 

copious  vomit  from  ..  173 

diaphany  in  diagnos- 
ing   174 

dilatation     of     colon 

simulating  . .         . .  654 

dipping  in  diagnosing  115 

from  duodenal  ulcer. .   174 

eructations  from      . .  173 

-  by  exeess  of  food  or 

drink  ..         ..174 

from  fermentation    . .  241 

from  gall-stones       . .  174 

-  by  gas  . .         . .   174 
Dilatation  of- stomach,  gas- 

trie  contents  with    . .  766 

-  "  -  juice     analyses     in 

diagnosing         ..  174 

from  gastric  paralysis  173 

ulcer  . .         . .  174 

Dilatation  of  the  stomach, 
general  account  of  . .  317 

in  heart  failure        ..   178 

hiccough  from      173,  307 

-  hour-gktfis    stomach 

simulating  . .         . .   766 

from  hydatid  cyst    . .   174 

lavage  in  diagnosing. .  174 

-  -  idiopathic    {Fig.  276)  664 

indicanuria  from      . .  314 

indigestion  from       . .  317 

hi  flat  ion  in  diagnosing 

174,  317 

in  mitral  stenosis     ..   173 

after  operations       ..   173 

paradoxical    . .         . .  318 

Dilatation  of  the  stomach, 

physical  siyns  of  521,  522 

in  pneumonia  . .   173 

ptyalism  from  . .  543 

from  pyloric  obstruc- 
tion 317,  653,  660, 

720,  766 

renal  tumour  . .  1 74 

sarcinsa  with  . .     115,  653 

signs  of  ..         ..  317 

from  spasm  of  pylorus  660 

splashing    with    115, 

174,  522,  652,  653 

not  proof  of  . .  317 

tetany  from  . .         3,  161 

-  thirst  from     . .         . .  720 

-  torula  with    . .         . .  115 
visible  peristalsis  with 

174, 653, 660 

vomiting  with       115, 

173,  522,  653,  765 

x-rays   in    diagnosing 

115,317,653,678 
Dilatator  tuboB,  clicking  in 

ear  due  to     . .         . .  723 
Dinltrobenzene,  acute  yel- 
low atrophy  from     . .  334 

-  in  bellite  ..         ..384 

-  jaundice  from  325,  334,  337 

-  In  robnrite        . .         . .  334 
Diphtheria,     accommoda- 
tion affected  by       . .     64 

-  acute  nephritis  from    . .     10 

-  albuminuria  in  . .         13.  14 

-  arthritis  with    . .         . .  340 

-  ataxy  from        . .         . .     56 

-  bacillus  of  (see  Bacillus, 

Diphtheriaa) 
Diphtheria  {Plate  XXVll)  612 
Diphtheria,   bacteriological 

recognition  of      419,  614 

-  bronchial  casts  in        . .  644 

-  Cheyne-Stokes  breathing 

in        108 

-  coma  in  . .         ..  . .   117 

-  conjunctivitis  from       . .  231 

-  cough  from        . .  . .   149 

-  cultures  in  diagnosing. .     64 
Diphtheria,  cutaneous     . .  558 

-  cyanosis  from    . .  . .   157 

-  diagnosis  from  other  sore 

throats           . .          . .  14 

-  diazo-reaction  in          . .  173 

-  difllcult  swallowing  after  543 

-  diurital 240 

-  dilatation  of  heart  in  . .  214 

-  dysphagia  after          61,  196 

-  dyspna?a  from  . .          . .  157 

-  of  ear 122 

-  cpLstaxis  from   . .         . .  220 


552 

419 


..   151 


Diphtheria^  contd. 
Diphtheria,  follicular  ton- 
sllinis  and     . .         -  -   614 

-  foot-drop  from  .  -     11- 

-  foreign  body  simulatiner    15" 

-  gangrene  from  .  .  -  -    ^^^ 

-  gas^Usfrom     -  .  -  -    ^^" 

-  heart-block  from  -  .    ^4-> 

-  infective  arthritis  after      64 'i 

-  influenza  simulated  by. .    S&3 

-  Kirkland's  disease  simu- 

lating   r.i6 

-  Elebs-Loeffler  bacilli  in 

151,  1SH5,  5S& 

-  knee-jerks  lost  in  .  .  S'»'-» 
Diphtheria,  iarynoeal  ..419 
obstruction  from    157, 

41J^,  5S* 

-  Icucocytosis  in  . .  -  .    3^'i' 

-  limping  after     . .  .  .    3€5 

-  measles  with      . .  .  .    J  ^ 

-  membrane  on  phaiynx      419 

-  -  uvula 41» 

-  meningitis  in  . .  .  -  S^> 
simulated  by  . .           .  .    S*» 

-  menorrhagia  from  . .  3^** 
Diphtheria,  mild  casM  of, 

paralysis  aftw  ..  589 

-  mistaken    for    laryngis- 

mus stridulus  . .    42"*' 

-  niu^  i .  . .  .-175 
bacterial  diagnosis    . .    179 

-  -  voice  after     64,  154.  512. 

589,  627 

-  neuritis  after     . .      140,  3»;i 

-  ophthalmoplegia  interna 

from    . . 

-  orthopncea  from        4 IS, 

-  otorrhcea  from  . . 

-  paralysis   of    abdominal 

muscles  from . . 

of  ciliary  muscle  after 

G4,  197, 

the    diaphragm    from 

palate  after    64,  154, 

196,  512,  588,  627, 
pharynx  after 

-  peripheral  neuritis  aff«*r 

56,   61,   64,    65,    113. 
153, 154,  197,  465,  512.  5*»9 

-  prognosis  of  purpuric  . .   5^4 

-  ptyalism  after  . .  . .   5J3 

-  pupil    not    reacting    to 

convergence  in 
reflexes  after  . . 

-  purpura  in         . .      553. 

-  regurgitation     of     food 

through  nose  after  64 , 
154,  196,  512,  588, 

-  retracted  head  from 

-  rigor  In  . . 

-  scoliosis  from 

-  sunulated     by 

bronchial  gland 

-  sore  throat  in   . . 

-  spleen  enburged  in 

-  stomatitis  from 

-  stridor  from 

-  subma.Tillary  glands  in- 

flamed from  . .  . .  379 

-  tflchycardia  a£t«rOo,  70?,70l 

-  tliroat  swabbings  in     . .   419 

-  and    tonsillitis,    relative 

pyrexias  of 

-  toxtbmia  in 

-  typhoid  fever  simulated 

by       . . 

-  nicer  of  cornea  from 

-  ulceration  of  larynx  from 

287 

-  vagal  neuritis  after 

paralysis  after 

Diphtheria,  Vincent's  an 

gina  simulating 

-  weak  first  sound  in 

-  of  wound 
Diphtheria,  wrist-drop  fr«ni 

{Fig.  22) 

Diphtheritic  antitoxin,  pur- 
pura from 

Diplegia,  from  bilatcr&l 
cerebral  softening 

-  cerebral,  athetosis  from 

132,  725 

-  -  embolism        ..  . .  153 

dysarthria  in  . .  627 

facial  paralysis  in     . .   193 


153, 


5S& 
6J 


7S4 
5S;« 


551 

64 

551 


764 
589 

.19:; 
151 


..  157 
64,  61S 
612,  637 
..  542 
..  656 


574 
214 

637 
734 

292 

703 
65 

614 

214 
737 


..  553 


..  515 
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DipU-gia^  cerchral,  contd. 

-  -  intention     tremor    in 

724, 

-  -  mental    backwardness 

with  . .      132, 

-  -  optic  atrophy  with  132, 
pupils  unequal  with . . 

-  -  scissor  gait  with-  132, 

sphincter  trouble  with 

pipleoit,  congenital  careiiral, 

oenerai  account  of   . . 

-  contractures  in . . 

-  from  porencephalus 

-  spastic  infantile        132, 

-  tremor  from 
DiplobaciUi     of     Morax- 

Axenfeld,  conjuncti- 
vitis from 

piplococcus  intracelhilaris 
(see  Meningococci) 

'-  -  meningitidis  (see  Men- 
ingococci) 

-  pneumonijB    (Platg 

XX  VIII) 
DIPLOPIA.. 

-  from  abscess  of  orbit  . . 

Diplopia,  binocular,  ooneral 
account  of     179,  176, 

-  crossed  {Fig.  82) 

-  cured  by  glasses 

-  in  disseminated  sclerosis 

-  from    haemorrhage    into 

orbit 

-  homonymous  {Fig.  81) 

-  from  low  error  of  refrac- 

tion      

Diplopia,  monocular,  general 
account  of 

-  from  orbital  growth  . . 
Diplopia  from  paralysis  of 

eye  muscles  {Fig.  83) 

-  physiological 

-  from  strabismus       177, 

-  vertigo  from 

-  (and  see  {strabismus) 
Dipping      . .  . .        44 
Dirt,  marasmus  from 

-  typhus  fever  and 

-  eating 

-  disease    . . 
Disc,  choked  (see  Neuritis, 

Optic) 
Discharge  from  the  ear  (see 
Otorrhoea) 

-  eve,  from  ophthalmia  . . 
DISCHARGE,  NASAL     .. 

-  from    antral     disen<«o 

179,  180,  462, 

-  -  bacillus  leprsB  in 

-  -  bacterial   examination 

Discharge,  nasal,  various 
causes  of  178,  179, 

in  glanders    . .      179. 

DISCHARGE  FROM  THE 
NIPPLE 

-  blood-stained,     from 

duct  carcinoma     . . 
r  -  bloody 

milk,  at  puberty 

soon  after  birth    . . 

-  milky  . . 

-  -  in  Paget's  disease  . . 
- —  purulent  ..  181, 
DISCHARGE,  URETHRAL 
bacteria  in     . . 

-  bacterial  diagnosis    . . 

-  due  to  carcinoma     . . 

-  from  chancre 
Discharge,  urethral,  endo- 
scope In  InvestlBatIng 

-  -  due  to  foreign  body. . 

-  in  gleet  . .  182, 
Discharge,    urethral,    in 

ponorrhosa    182,  381, 

-  from  gout 

-  due  to  herpes 
' —  inguinal     glands     en- 
larged from 

Discharge,  urethral,  method 
of  Investigatino 

-  non-gonococcal 

-  due  to  papillomata  . . 

-  from  polypus . . 

-  prostatic  abscess 

-  rheumatism    . . 

-  due  to  soft  sores 

-  from  stricture 


729 
729 
729 
729 
729 

132 

139 
139 
139 


..  231 


614 
174 

177 

177 

170 
175 
496 

177 
176 


175 

177 

177 

I7r» 

649 
752 

371 

385 

335 

43 

99 


761 
178 

658 
38.*; 
178 

180 

559 

181  - 

687 
181 
686 
686 
685 


7.10 
685 
181 

67 
181 
184 
181 

183 

184 
183 

469 
181 
184 

381 

183 

184 
184 
183 
620 
181 
184 
183 


Dischctrge^  urethral^  contd. 

due  to  syphilis 

with  testicular  abscess 

duo  to  tubercle 

without    mlcro-oi^an- 

isms 
DISCHARGE,  VAGINAL.. 
blood-stained,     from 

carcinoma  . . 

from  endometritis. . 

fibroid 

hydatidiform  mole 

polypi 

cervical  erosions 

endocervlcitis 

endometritis  . .     185, 

foul,  from  carcinoma 

185,  180, 

chorion  eipthclioma 

fibroid 

pessaries     ..      185, 

pyometra    . .     186, 

Discharge,  vaginal,  gonor- 
rhosal 

—  in  puerperal  fever    . . 
pyosalpinx  with 

salpingo-oophoritis  and 

ulceration  of  perineum 

white 

yellow 

Discomyces,  madura  foot 
from 

Dislocation  of  hip,  con- 
genital 

abdomen  prominent 

from 

lordosis  in  . . 

waddling  gait  from 

—  of  jaw,  ptyalism  from. . 

—  lens  

—  ophthalmoscope  in  dia- 

gnosing 

pupil  irregular  from.. 

shallow  anterior  cham- 
ber from     . . 

tremor  of  iris  from  . . 

—  of  spleen..        629,  630, 
Diseases,      proper     names 

associated     with   (sec 
end  of  Index) 

Disorientation  in  alcoholism 

Disparateness 

Disparation 

Disposition,  change  of,  in 
general  paralysis 

Dissecting-room  sore,  epi- 
trochlear  gland  en- 
larged from   . . 

finger  affected  by    . . 

Disseminated  sclerosis, 
abdominal  reflex 
absent  in    . . 

allocheirla  in 

amblyopia  in 

ankle-clonus  in 

aphasia  in 

astereognosis  in 

ataxy  in  57,  251 

Babinski's  sign  in 

68,  148,  307, 

black  spots  before  eyes 

from 

—  central  scotoma  in  517, 
cerebellar  tumour  simu- 
lating 

—  coma  from     ..      117, 

—  contracted  visual  fields 

in     ..         ..      517, 

convulsions  in        144, 

diplopia  in     . . 

dysarthria  in  . . 

erythromelalgia  with 

extensor  plantar  reflex 

in     ..  ..      502, 

facies  of 

fatigability  in 

gait  in 

Disseminated    sclerosis, 
general  account  of   . . 

girdle  pain  in  . . 

sensation  in 

headache  in   . .      294, 

hemianesthesia  in    . . 

—  -  hemiplegia  in        303, 
hippus  in 

—  hysteria  simulated  by 
simulating  . . 


307, 


,  307, 


184 
622 
181 

181 
185 

186 

185 
186 
186 
186 
185 
185 
391 

391 
.191 
185 
186 
.392 

185 

596 
678 
690 
620 
185 
185 

736 


251 
251 
251 
542 
176 

175 
551 

175 
17.-> 
641 


502 
17 
728 
517 
148 
609 
517 


72 
760 

517 
144 

728 
148 
496 
627 
441 

517 
234 

148 
728 

728 

260 
609 
295 
609 
307 
552 
727 
728 


DiMeminaled  sclerosis j  contd. 
impaired    articulation 

in 

intention  tremor  in  148, 

307,  496,  517,  721, 

knee-jerk  increased  in 

307, 
— •  mercury        poisoning 

simulating  . . 

monoplegia  in 

neuralgia  in  . . 

neurasthenia  simulated 

by 

neurosis  simulated  by 

617, 

numbness  in  . . 

nystagmus     in,     148, 

408,  496,  502,  617, 
728, 

ocular  paralysis  in  . . 

optic  atrophy  in    148, 

496,602,  517, 

neuriUs  rare  in     . . 

optimism  in  . . 

pallor  <rf  optic  disc  in 

728, 

parassthesia  in 

paralysis  of  accommo- 
dation in    . . 

one  leg  in  . . 

parapl^ia  from    602, 

penile  erection  absent 

precipitate  dcfiocation 

in 

pseudo  -  nystagmus 

with 
Disseminated  sclerosis,  sen- 
sory changes  In 
Disseminated  sclerosis,  signs 
of       

spasticity  in  . .      307, 

speech  in       307,  517, 

627, 

sphincter    trouble    in 

148,  496,  502,  517, 

Disseminated  sclerosis,  sym- 
ptoms of 

-  -  tremor  in 

variations  in'symptoms 

voice  hesitant  in 

vomiting  in   . . 

-  writers'   cramp  simu- 

Uited  by     .. 

Dissolution,  sense  of  im- 
pending, in  angina 
pectoris 

Distention,  abdominnl  (see 
Abdominal  Distention) 

Distoma    hepaticum    325, 

-  pulmonale  287,  292, 
Disuse,  contractures  from 

139, 

-  muscle  wasting  from    . . 

Diuretics 

Dinretin,  poljruria  from  . . 

-  relief  of  angina  by    316, 
Divarication  of  recti,  test 

for 

visible  peristalsis  from 

Dirers,noises  in  the  head  in 
Diverticula  of  colon,  age 

incidence  of  . .      125, 
carcinoma   coli   simu- 
lated by     . . 

obstruction  from 

pericolitis  from 

sigmoidoscope  in  dia- 
gnosing 

simulating    carcinoma 

vesicocolic  fistula  froni 

Diverticulitis,  abscess  from 
238 

Diverticulitis,  acute,  general 
account  of  453, 

-  carcinoma  simulated  by 

130,  463, 

-  tumour  with     . . 
Diverticulum,        Meckel's, 

intestinal    obstruction 
from    . . 

-  of  (psophagus,  vomiting 

due  to 
Diving,  epistaxis  from    . . 

-  fracture  of  spine  from  . . 
Dizziness  (and  see  Vertigo) 

-  before  apoplexy 

-  from  aortic  regurgitation 


518 
609 


760 
760 

700 
517 
148 

760 
517 

760 
490 
514 
313 

314 


148 

502 


728 

307 

724 
517  I 
517 
295 

151 


433 


328 
645 

Ml 
59 
635 
535 
438 

521 
621 
406 

130 

126 
125 
126 


125 
130 
125 

463 

666 

676 
130 


763 
221 
242 

147 

207 


Dog-bite,  hydrophobia  from 

138,  197,   730 
Dogs,  effect  of  toluylene- 
diamine  on    . .         . .  337 

-  jaundice  in        . .         . .   337 

-  tsonia  echinococcus  in  . .  658 
Dome-shaped         dullness, 

from  hepatic  abscess    291 
Dorsalis  pedis  artery,  ces- 
sation of  pulsation  in     34 
Double  consciousness,  hys- 
terical  20 

-  vision  (see  Diplopia) 
Douches,  astringent,  steril- 
ity from         ..         ..  046 

-  menorrhagia  from       . .   386 
Douglas's  pouch,  malignant 

deposits  in     ..        ..587 

hydatid  in     . .  . .     49 

swelling  in  (see  Pelvic 

Tumour ;    Swelling, 
Pelvic ;  and    Swell- 
ing   .  in     Douglas's 
Pouch) 
Dragging,   In    chest,  from 

chronic  mediastinitis     435 

-  loin,  from  hydrocele    ..481 

-  sensation,  from  hopato- 

ptosis  . .         . .  368 

in         hypochondrium 

from   carcinoma  of 

liver 373 

Draught,  myalgia  from  . .  467 

-  stiff  neck  from  . .         . .  429 
Drawing   up   of   legs  (see 

Legs,  Drawing  up  of) 
Dreamy  state,  from  cerebral 

tumour  . .         . .     68 

Dribbling    of    saliva,     in 

babies  ..         ..542 

bulbar  paralysis    6 12,  689 

facial  paralysis        ..  493 

(and  see  Ptyalism) 

-  of     urine-    (see      Urine, 

Dribbling) 
Drinking,  diabetes  insipidus 
simulated  by..         ..537 

-  polyuria  from   634,  635,  536 

-  secret 555 

neuritis  from . .         . .     66 

Drop-foot  (see  Foot-drop) 
Drop-wrist  (see  Wrist-drop) 
Drowning,  from  cramp    . .   150 
Drowsiness,  in  acute  yellow 

atrophy  ..  ..273 

-  from  cerebral  disease  . .  295 

-  cirrhosis  . .         . .  332 

-  diabetes  . .         . .       85,  764  . 

-  meningitis  . .         . .  666 

-  phosphorus  poisoning  . .  336 

-  uraamia   ..         ..       40,  296 
Drug  rash      96,  553,  554, 

602,  755,  757,  771 

from  acetanillde        . .     96 

from  arsenic  . .         . .  224 

aspirin  222,  -«1.1,  771 

-  -  atoxyl 222,  224 

-  -  atropine  . .       222,  602 

-  -  belladonna      ..  ..602 

-  -  bromide   96,   98,   222, 

659,  560,  563,  757,   771 

butylchloral     hydnite 

222,  553 
cacodvlate  of  soda  222,  224 

-  -  chloral.,         ..       222,  5.53 

chloralamide  . .  222 

chlorate  of  potash     . .  553 

-  -  copaiba  222,  381,  553, 

563,  771 

-  -  cubebs  . .         . .  222 
eucalyptus,  sore  fingers 

from  ..         ..239 

-  -  iodide  98,     659,  660, 

663,  757 

nodules  due  to      . .     98 

purpura  from        . .  f  53 

pustules  from      98, 

660,  563 

acne  simulated  by  559 

no  comedones  with  569 

small-pox     simula- 
ted by    ..         ..563 

syphilide  simulating  560 

urticaria  from       . .   771 

-  -  -  vesicles  duo  to      . .   757 

iodoform         . .         . .  222 

purpura  from         . .   553 
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DRUG    RASH 


DYSOSTOSIS 


Drug  rash^  contd. 

mercury  . .      212,  553 

neosalvarsan  . .         . .  224 

-  pityriasis  rubra  after  C04 

-  from  quinine. .  . .  002 
rhubarb           . .         . .  222 

-  rhus  toxicodendron  . .  224 
salvarsan        224 

-  sandalwood  oil  . .  222 

-  santonin         ..         ..771 

scales  in         . .         . .  602 

serum  injections        . .  223 

-  -  sulphonal        222.  55:{,  771 

syphilis  simulating  . .  38 1 

trional 222 

-  urticarial,  causes  of . .  771 

from  vanilla  . .         . .  775 

Drugs,    acute    oedema    of 

tongue  from  . .         . .  COS 

-  amblyopia  from  . .   769 

-  ansemia  from  . .  . .  33 
Orugt,  anuria  from        . .    40 

-  aphrodisiac        . .         . .  538 

-  black  urine  from       740,  747 

-  bradycardia  from        . .     84 

-  bullsQ  from        . .         . .     9C 

-  carboluria  from  . .  746 

-  Cheyne-Stokes  bren thing  108 
Drugs  causing  wheals  . .  771 
Drugs,  coma  from       11 8,  144 

-  convulsions  from      114,  145 

-  cyanosis  from   . .         . .  167 

-  deafness  from   . .         . .  166 

-  delirium  from    . .         . .  169 

-  dermatitis  from  . .  766 

-  (iiazo-reaction  from     . .  173 

-  discoloration   of    skin . .  629 

-  eruptions  due  to  . .  757 

-  pityriasis  rubra  after    604 

-  erythema  from  . .  . .  222 
Drugs,   Fehlinti's  solution 

reduced  after        157.  261 

-  foul  breath  from         . .     86 

-  taste  from     ..         ..  705 

-  for  gall-stones  . .  . .  050 
Drugs,  glycuronlc  add  In 

urine  after    ..        ..261 

-  headache  from  . .         . .  295 

-  haematnria  from        275,  660 

-  liaemoglobinuria  from  . .  284 

-  hypothermia  from       . .  311 

-  iaundice  due  to. .         . .  .*t26 

-  leucocytosis  from         . .  360 

-  leucopenia  from  . .  361 

-  methaBmoglobintemia 

from 161 

-  metluBmoglobinnrla  from 

157,  633 

-  noises  in  the  head  from  406 

-  cedema  from     410,  413,  698 

-  palpitation  from       481,  486 

-  photophobia  from       . .  525 

-  pink  urine  from  . .  745 

-  polycythiemia  from     . .  533 

-  polyuria  from    . .         . .  535 

-  priapism  from    . .         . .  638 

-  ptyalism  from    . .         . .  542 

-  purpura  from    ..     653,  554 

-  rectal  concretion  from..   718 

-  scaly  eruptions  from..     6'»2 

-  sore  fingers  from  . .  239 
Drugs,  strangury  from  649,  850 

-  sulphhaomoglobinaemia 

from 161 

-  in  sweat. .         . .         . .  655 

-  tachycardia  from      703,  704 

-  tencsmiw  from  . .         . .  718 

-  thirst  from        ..         ..  720 

-  tinnitus  from    . .  . .  723 

-  transmitted  by  suckling  145 

-  tremor  from      . .         . .   726 

-  unequal  pupils  from    . .  652 

-  urine  coloration  from  . .  744 
Drugs,  urticaria  from      ..771 

-  vesicant  . .         . .  . .  755 

-  vomiting  from   ..     761,  765 

-  weight  reducing  . .   770 

-  xanthopsia  from  . .   762 

-  yellow  urine  from  . .  744 
J")  rug- taker,  shifty  eyes  of  234 
Drummers'  cramp  ..  151 
Drums  beating  in  head  . .  400 
Drumstick  bacilli  ..  730 

Duchenne's  palsy  . .        . .  507 

Ductus  arteriosus,  patent 
(see  Patent  Ductus 
Arteriosus) 


I  DUhring,  on  scrofulodermla  559 
DUhring's  disease.,         ..     99 

eosinophilia  in         . .  219 

'  Dullness,  abdominal,  with 

I         ascites 44 

I all  over  . .         . .     47 

I from  ovarian  cjst    . .  689 

in  tuberculous  perito- 

I  nitis  ..         ..48 

'  -  over  aneurysm  . .         . .  208 

-  Cirdlac,     increased     to 

I          left  in  chronic  nephritis    11 
. in  mitral  regurgita- 
tion ..        89,  210 
'  —  increased  to  right,  in 
1              congenital  heart  dis- 

I  ease 91 

I  -  over  distended   bladder    45 
I  -  dome  -  shaped,       from 
I  hepatic  abscess        . .  291 

,  -  over    enlarged    tliymus 

gland 419 

-  fibroid  lung       . .         . .  206 

-  in    flanks,    with    acute 

peritonitis      ..         ..  592 

-  -  ascites  ..       44,  689 
in  general  peritonitis    388 

-  hepatic,    deficient    (see 

Liver  Dullness) 

-  over  hydrops  amnii      . .     45 

-  with  ovarian  cyst        . .     45 

-  over  pleuritic  eSuslou 

I  168,  206 

I  -  In  pneumonia    . .  . .  642 

-  to  right  of  sternum,  from 

aneurysm       ..         92,  93 

I with  tricuspid  regur- 

I  gitatlon  ..         ..02 

I  Dumb-bell  crystals       423,  741 
Duodenal   bleeding,   coma 

from 118 

' noises  in  head  after  . .  406 

I  -  lesions,       subcutaneous 
I  emphysema  from      . .  203 

-  obstruction  visible  peri- 

^  stalsls  from    . .         . .  621 

-  ulcer,  abdominal  tender- 

ness from      . .         . .  271 

-  acute  ascites  from    . .     47 
I peritonitis  from    . .  592 

adhesions  from         . .   1 74 

albumosuria  with     . .     16 

ansemia  from      83,  .%,  271 

appendicitis  simulating  450 

blanching  due  to      . .   120 

blood  per  anum  from  33,  75 

cholecystitis  simulating  450 

-  -  cicatricial  fibrosis  of..  174 

-  dilatatlou  of  stomach 

i  from  ..         ..  174 

I  —  distinction   from  gns- 

I  trie 75 

,  —  empyema  from      101,  106 

exploration     in     dia- 
gnosing      . .         . .  460 

gall-stones  simulating  272 

-  -  gastric  HCl  with      . .  451 

ulcer  simulating   . .  271 

Duodenal    ulcer,    general 

account  of    ..        ..271 
general  peritonitis  from  388 

-  tuomatemesis  from  75, 

265,  271 

heartburn  from        . .  297 

hunger  pain  with     36,  75 

Duodenal    ulcer,    hunger 

Klin  of  271.437,450 

yperacldity  with     . .     75 

indicanuria  from      . .  101 

indigestion  from       ..  317 

internal     hasmorrhnge 

from  118,  120,  720 

interscapular  pain  from 

461,  462 

leakage     from,     co  i- 

stipation  after       ..  126 
'  —  local  peritonitis  from  174 

rigidity  over  . .  592 

spot   of    tenderness 

from        ..         ..  317 
loss  of  weight  from  . .  769 

-  melflena  from  36,  75,  271. 

451 
nocturnal  pain  from . .  450 

-  occult  blood  in  fmccs 

with  ..      101,  120 
cedema  of  1<^3  after  . .  41  i 


Duodenal  ulcer^  contd. 

pain  in  the  abdomen 

from  ..         ..271 

back  from  . .         . .  428 

epigastrium  from  . .  462 

pain  after  food  with . .     75 

in     hypochondrium 

with        ..         ..450 

hypogastrium  from  462 

shoulder  from        . .  474 

pancreatitis  from  100,  101 

perforation  of  . .     47 

collapse  from        . .  436 

laparotomy  for     . .  436 

pain  in  epigastrium 

from        . .         . .  436 
pneumoperitoneum 

from        ..         ..  652 

shock  from  . .  436 

pleurisy  from . .         . .  106 

ptyalism  from  . .  543 

-  rapid    emptying    of 

stomach  and         . .  272 

sex  incidence  of        75,  461 

simulating      enlarged 

gall-bladder  ..  368 

gall-stones  . .         . .     36 

gastric  ulcer  . .     36 

subdiaphragmatic  nli- 

scess  from  451,  652,  058 
suppurative  perltonil  is 

from  . .         . .     47 

vomiting  from        7.",  271 

T-rays  in  diagnosing. .  272 

Duodenum,  ankylostomiasis 
of        521 

-  carcinoma  of  (see  C!ar- 

cinoma  of  Duodenum) 

-  catarrh  of,  jaundice  from 

.^25,  471 

-  pain  in  shoulder  from  471 
pancreatitis  from     . .  10<t 

-  congenital  obstruction  of  130 

-  dilatation  of       . .         . .  602 

-  gall-stone  ulcerating  into 

205,  272 

-  kinking  of,  with  movable 

kidney  ..         ..  331 

-  movable  kidney  dragging 

on 280 

-  obstruction    of,    no   nl>- 

dominal  distention  witlil30 

-  tumour  of,  ascites  from  46 
portal  obstruction  from    46 

-  ulcer  of  (see  Duodennl 

Ulcer) 
Dupuytren's     conlriction, 
finser  pads  with       . .  347 

-  -  {Fig,  69)        ..  ..   142 

from  gout      ..         ..   142 

occupation  and         . .  1 12 

-  fracture,  talipes  from  . .  114 
Durham,  trichophyton  rosi- 

ceum  in  . .         . .   2 17 

Duroziez's  sign  . .  . .  93 
Dust,  cough  from  . .   148 

-  sore  throat  from  . .  615 
Dwarf,  dachshund  typo  . .  187 

-  penguin-like       . .         . .   1S8 

-  seal-like 188 

DWARFISM  ..106 

Dwarf  elder,  polyuria  from  535 
Dyers,  stained  nails  in  . .  399 
Dynamometer,  in  Dercum's 

disease  . .         . .  410 

-  testing  hand-grips        . .  303 
Dysarthria,  aphasia  distin- 
guished from  302,  626,  627 

-  from     bilateral     facial 

paralysis        . .         . .  627 

-  bulbar  palsy      . .         . .  r.27 

-  cerebral  diplegia  . .  627 

-  disseminated  sclerosis  . .  627 
Dysarthria,  general  account 

of        828 

-  in  general  paralysis     ..  627 

-  gummatous  meningitis. .  627 

-  hemiplecia  and..      302.  626 

-  from     internal     capsule 

lesions  . .  . .   302 

-  myasthenia  gravis        . .  627 

-  myopathy  . .  . .  628 

-  p9ripheral  neuritis  and  627 
Dyschezla  from  carcinoma  129 

-  diarrhoea  with  . .         . .    122 

-  from  distended  tubes  . .  129 

-  cnemata  in  relieving    . .   122 


Dyschezia,  contd. 

-  fsBces  needing  to  be  dof 

out  in. .  . .  .  -    li- 

-  from  fibroids      . .  .  _    !-• 

-  fibrous       striciure       oi 

rectum  - .  .  -    1: 

-  {Fig.  48)  .-  .  -    i-- 
Dyschezia.  oMMral  aocoMrt 

of        ; 127 

-  intestinal     constipatiorj 

distingaisbed  from   .  .    121 

-  from     invagination      ot 

rectum  . .  .  _    ir.- 

-  ovarian  tumour .  -  .  .    1 1  ^ 

-  pressure  on  rectum       .  .    1:^* 

-  rectal    examination     in 

diagnosing       ..       121,    It^ 

-  insensitive  rectum   tntb   l:.l 

-  sigmoidoscope     in     dia- 

gnosing . .         . -   is: 

-  suppositories  in  reUeviri^   li2 

-  in  women  . .  . .    Ir* 

-  T-rays  in  diagnosinp?     .  .    1-s 
Dysentery,  abscess  of  liver 

after    ..  .-       232,  5ST 

-  acute  ascites  in . .  . .      47 

-  agglutination  test  in    ..  -lit 

-  albuminuria  in  ..  ..      22 

-  albumosuria  with  . .      1  ^ 

-  amceba  causing  77,   172,   TI-T 

-  anosmia  with      .  .  . .      *4 

-  arthritis  with     .  .  . .    34v 

-  asylum    . .  .  .  . .    73  7 

-  atony    of     colon     after 

{Fig,  50)         .  .  . .    125 

-  baclllary  .  .  . .      T  7 

-  bacteriology  in  diagnos- 

ing        TIT 

-  bladder  opened  by         ..   5Sf 

-  blood  Inspissated  in     ..    1«1 
and  mucus  stools  in 

76,   172,  6«3 

-  chronic    . .  .  .  . .    TIT 

-  colon  thickened  in        ..  063 
I  -  coma  in  . .  . .  . .    117 

I  -  cyanosis  in  . .  . .    ICl 

I  -  dlarrhojawith    ..  ..   171 

I  -  general  abdominal   pain 

I  from    . .  . .  . .  445 

I wasting  from . .  . .     5» 

-  hnmaturia  from         275,  2^3 

-  hyperpyrexia  in  . .  S«>& 

-  indicanuria  from  . .  314 

-  liver  abscess  after     2-13. 

291,  3«9 

-  loss  of  weight  after       . .   770 

-  meteorism  in     . .  . .  3?f9 

-  mucus  due  to     . .  . .     76 

-  pain  in  iliac  fossa  from    432, 

454,  45* 
1  -  -  limbs  In  . .  . .  4«3 

-  purpura  in  . .  . .  sss 

-  |)us  in  stools  from  . .  557 

-  pyuria  from        .  .  . .  575 

-  rigor  rare  in       . .  . .  595 

-  Shiga's  bacillus  in     172,  716 

-  stenosis  of  bowel  after . .   125 

-  suppurative     peritonitis 

from    . .  . .  .  .     47 

I  -  tenderness    over     colon 
I  from    . .  . .  . .  6«13 

-  tenesmus  in  70,  172,  716,  717 

-  ulceration  of  l>owel  from  2*3 
opening  into  bladder     575 

I of  rectum  due  to      . .   585 

-  ulcerative       colitis        a 

variety  of      . .  . .     76 

Dysidrosis,  cheiropompho- 
lyx  and  . .  , .      97 

-  fingers  affected  by         . .    259 

-  miliaria  and       . .  . .    755 
DYSMENORRHCEA          ..    Itt 

-  acute    abdominal     pain 

from    . .         . .  . .    193 

I  ~  from    appendicular    ad- 
hesions . .  . .    457 

-  blue  brain  and  . .  . .    163 
'  Oysfnenorrhoa,  csniltions 

simulatino  ..113 

*  Dysmenorrhoa,      lisl      of 
causes  of  . .   192 

OysmenorriMM,  mMnkranons 

192,  IIS 
DysmenorriKM,    types    of 

pain  In  . .  192 

Dysostosis,     cleido-cranial 
dwarfism  from  . .    187 
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OysparMinhi  ..193 

Oytpareunia,  cautat  of  193,  194 

-  kraurosis  vulva  193,  lUI,  701 

-  sterility  from    . .         . .  C4G 
Dyspepsia  (and  see  Indiges- 
tion) 

-  from  acbylia      . .         . .  318 
Oyspapsia,  acM  ..  S19 

-  acute  abdominal  pain . .  193 

-  —  ptyalism  Irom  . .  M3 

-  from  alcohol      ..         ..319 

-  anxiety 337 

~  appendicular     ..      29/,  310 
Oyapapsia.  asthanic        ..319 

-  from  atony         ..  ..319 

-  bleeding  gums  from     . .     72 

-  brain  lesions  simulating  315 

-  carcinoma    of    stomocii 

simulating      . .         . .  270 
Oyapaptia,  from  carcinoma 
of  stomach    ..     316,  769 

-  catarrhal  jaundice  after    328 
Oyspopsia,  chanoat  in  ttools 

witli 171 

-  chronic,     from     gastric 

ulcer G58 

-  with  cirrhosis    ..         ..371 

-  cough  from       ..         ..  148 

-  from  defective  teeth    . .   319 

-  deficient  exercise  . .  319 

-  diarrhoea  from  . .         . .   171 

-  from  emotion    ..         ..337 

-  flatulent  ..         ..  .119 
heartburn  from         . .  297 

-  foul  breath  from  . .     87 
Oyspaptia,  functional,  oane- 

ral  account  of  318,  319 

-  from  gall-stones  297,  31G 

-  gastnvlgia           . .  . .  319 

-  gastritis  simulated  by..  317 

-  gouty      ..         ..  319,  753 

-  from  grief          . .  . .  337 

-  Iiftsty  meals       . .  . .  319 

-  headache  from  . .  . .  290 

-  heart  disease  simulated 

by        . .        433,  43.i,  709 

-  from    hypenostliesia    of 

stomach         ..  ..319 

-  hyperchlorhydria  . .  318 
Oyipapsia,  hyportthanic  ..319 

-  hysteria  simulating  . .  31o 

-  insomnia  from  ..  ..321 

-  liver  congestion  with  . .  369 

-  loss  of  appetite  from  . .     43 
weight  from  . .  . .  709 

-  myocardial       affections 

simulating     . .         . .  48.'> 

-  nervous,  oxaluria  and..  424 

-  from  neurasthenia        . .  46G 

-  with  nutmeg  liver        . .  368 

-  from  oral  sepsis  . .  319 
Oyipaptia,  oroanic,  tflfl 

entlal  diaonotit  of 

316,  317,  318 

-  from  over-fatigue         . .  319 

-  over- work          ..         . .  319 

-  oxaluria  and     ..      281,424 

-  pain  in  the  back  from. .  428 
chest  from     . .         . .  709 

-  round  heart  from      . .  430 

-  palpitation  from       435,  485 

-  pelvic   lesion   simulated 
by        468 

525 

433 
315 
319 
74 
241 
319 
319 


-  photophobia  from 

-  precordial  pain  from 

-  pregnancy  simulating 

-  from  pyloric  spasm 

-  pyorrhQja 

-  rosacea  from 

-  senile 

-  from  shock 
Dytpeptia,    simulatail    by 

fatty  heart     . .        . .  485 

-  simulating  dysmenorrliaBal93 

-  tabes  simulating  . .  315 

-  from  tea  ..     31  ii,  321 

-  tenderness  in  chest  from  709 

-  from  tetrachlorethane. .  ZZ4 

-  tinnitus  from    . .         . .   723 

-  from  tobacco     ..  ..319 

-  tongue  swollen  in         . .  098 

-  tootL-indented  from . .  098 

-  ulcer  of  tongue  from 

7.S8,  740 

-  from  unsuitable  food  . .  319 

-  vertigo  from      . .         . .   753 

-  from  worry        . .  . .  319 


DYSPHAGIA 

-  from  aneurysm..      195, 

-  from     bilateral     facial 

paralysis 

-  in  bulbar  paralysis   13f', 

197,  589,  543, 

-  from  carcinoma  195, 19!), 

200,  435, 

-  cervical  adenitis 

-  cicatricial  stenosis 

-  cleft  palate 

-  corrosives 

-  dermatitis  herpetiformis 

-  after  diphtheria        190, 

-  erythema  bullosum     74, 

-  general  paralysis 

-  hydrophobia      ..     1H«, 

-  hysterical  ..      lUti, 

-  from    idiopathic    dilata- 

tion of  ccsoplukgus    . . 

-  after  irritants    . . 

-  larynx  lesions    . .      198, 
lead  poisoning  . . 


from  mercury    . . 

-  mumps   . .         . .      198, 

-  myastlienia  gravis    197. 
Dysphagia  due  to   narva 


194 

434 


198 
199 
197 
196 

617 
513 

196 

196 

198 

543 
543 
198 
198 
198 
703 
543 
198 
015 
435 

197 
198 
199 

722 
198 
199 
199 
US 


Dysphasia  from  cBsophapaal 
obstruction    194,  195, 

Dysphagia  from  pain  on 
swaiiowlny    . . 

-  paralysis  agitans 
of  hypoglossal  nerve. . 

-  pemphigus         ..       74, 

-  phalangeal  stenosis 

-  post-pharyngeal  abscess 

-  pouch  of  oesophagus  190, 

-  ptyalism  from  . . 

-  from  quinsy 

-  sore  throat        ..     198, 

-  spasm  of  (Esophagus    . . 

-  spasmodic,     in     hydro- 

phobia 

-  from  stomatitis  74, 

-  syphilis  ..         ..      197, 

-  thyroid    gland    enlarge- 

ment    

-  tongue  lesions   . . 

-  tubercle  of  larynx 
DYSPNCEA 

-  from  abductor  paralysis 

-  acute,    from    aneurysm 

opening      into      pul- 
monary artery  . .     92 

superior  vena  cava    92 

aortic  valve  rupture. .  210 

-  -  bronchitis       . .         . .  420 

bronchopneumonia  . .  420 

hsemorrhage  into  thy- 
roid ..         ..721 

imiption    of    caseous 

gland  into  trachea  420 

laryngeal  paralysis  . .  495 

pneumothorax  . .   159 

-  -  tebes 159 

tooth-plate  in  larynx    195 

-  from  alkalies     . .         . .     99 

-  from  aoeurysm. .        92,  159 

-  angina  Ludovici  . .  158 

-  aortic  regurgitation      . .  207 

-  asthma 322 

-  athletes'  heart  ..         ..214 

-  with  anuria       . .         . .     42 

-  from  bronchitis  . .  322 

-  bronchopneuraonLi       . .  590 

-  capillary  bronchitis      . .  590 

-  cardiac,  asthma  simulated 

by       535 

-  in  chlorosis        . .         . .  274 

-  chronic  mediastinitis  . .  4.15 

-  clironic  nephritis  . .   722 

-  from  congenital  heart 

215,  217,  720 

-  diphtheria         . .         . .  157 

-  emphvsema        . .         . .  322 

-  with  fatty  lioart        212.  213 

-  fibroid  heart      ..         ..213 

-  -  lung 210 

-  goitre      . .         . .       158,  722 

-  Graves's  disease  . .  722 

-  htemorrhage  into  intra- 

thoracic sarcoma      . .  159 

mediastinum  . .         . .  159 

thymus  ..         . .   159 

-  -  thyroid  . .         . .   158 


Dy»pncea,  contd. 

-  heart  disease     . .          . .  322 

-  with  hepatoptoeis         . .  308 

-  hydrophobia      . .         . .  138 

-  hydropneumothorax     . .  052 

-  insomnia  from  . .         . .  322 

-  from  laryngeal  obstruc- 

tion       590 

-  ligneous  thvroiditis      . .  158 

-  mediastinal  new  growth  434 

-  mitral  r^urgitation     . .  210 

-  myocardial  changes     . .  300 

-  myocarditis       . .         . .  212 

-  osteitis  deformans        . .  070 

-  overstrain  of  heart      . .  214 

-  phthisis 322 

-  pneumothorax  . .         . .  432 

-  polycythemia  and       . .  533 

-  from  post-pharyngeal  ab- 

scess   ..         ..      198,  010 

-  pulmonary  embolism  159, 289 

-  RiedePs  disease. .         ..  158 

-  renal,  asthma  simulated 

by       535 

-  retracted  head  from     . .  590 

-  spasmodic,  from  asthma  430 

-  from  thyroid  gland  en- 

largement     . .         . .  722 

-  from  unomia     ..       40,  290 

-  (and  see  Breath,  Short- 

ness of ;    and  Ortbo- 
pnoea) 
DYSTOCIA  ..199 

-  from  cystic  kidneys  . .  12 
Dystocia,  list  of  causes  of  290 
Dystrophy,  muscular  (see 

Myopathv) 
Dystrophia  ndiposogenitalis 

{Fig.  170)  . .         . .  409 


EAR,  Arnold's  nerve  of 
the 148 

-  boils  affecting    . .         . .  203 
Ear,    corobrosplnal   fluid 

from    ..        ..     119,421 

-  chilblains  affecting       . .  203 

-  component  parts  of  tlio  103 

-  condylomata  In . .         ..  422 

-  dermoid  cyst  of . .         . .  203 

-  diphtheria  of    . .         . .  422 

-  discharge  from  (see  Otor- 

rhoea) 

-  eczema  of  . .      203,  422 
cough  from    . .         . .  148 

-  epltheUoma  of  378,  422 

-  erysipelas  affecting      . .  203 

-  foreign    body    in,    (see 

Foreign  Body  in  Ear) 

-  furuncle  in        ..         ..  422 

-  tuemorrhage    from    (see 

Hfiomorrhage  from  Ear) 
into  middle    . .         . .  100 

-  herpes  affecting  . .  203 

with  facial  palsy      . .  493 

Ear  ioslons,  noises  in  the 

head  from  . .  406 

nystagmus  from        . .  408 

vertii?o  from  . .         . .  408 

-  liquor  CJotunnii  escaping 

from 421 

-  lobules,  absent,  in  pro- 

geria     191 

-  lupus  affecting  . .         . .  422 

-  polypi  in  (see  Polypus  of 

Ear) 

-  pulsation     detected    by 

20S,  09.*} 

-  rodent  ulcer  affecting  . .  422 

-  sebaceous  cyst  of        . .  203 
glands  in        . .         . .  422 

-  swelling  of ,  from  furuncle  422 
Ear,  syohiiis  of  internal  . .  752 

-  telephone  . .         . .  203 

-  urate  of  sodium  in       . .  344 

-  wax  in,  cough  from     ..  148 

deafness  from        104,  105 

Ear     of     corn,      inhaled, 

gangrene  of  lung  from  260 
EARACHE  ..202 

Earache,  various  causes  of 

202,  203 
Ears,  atrophy  of,  from  lupus 

erythematosus  . .  003 

-  blue',  blue  brain  and     . .   r»3 

-  coarse,  in  cretinism      . .  2.14 

-  cyanosis  of        . .         . .   150 


Eaxa,  eontd. 

-  hfflimatomata  of,  in  gen- 

eral paralysis  . .  243 

-  large,  in  mongolism     . .  238 

-  pitcher-shaped,  hi   mon- 

golism ..         ..238 

-  Raynaud's  disease  affect- 

ing      . .         203,  256,  699 

-  singing    in,    in    arterio- 

sclerosis . .         . .     11 

-  thick,  in  mvxoederaa    . .  234 
Eason's  reaction,  in  htemo- 

globinuria      . .         . .  285 
Eating  of  dirt       ..         ..43 

-  excessive,  uric  acid  and  742 

-  rapid,  sense  of  fullness 

after 243 

Eberth's  bacillus  (see  Ba- 
cillus Typhosus) 
Ecchondroses,  from  arthri- 
tis        U3 

Ecchymoses          . .         . .  552 
Kchinococcus  (see  Hydatid) 
fcciamps!a,  general  account 
of       ; 146 

-  convulsions  in    . .     137,  140 

-  rigors  simulated  by     . .  594 
Ecthyma 600 

-  impetigo  and     ..      5.j7,  558 

-  pustules  in         . .  . .  557 
Ectopic  gestation,  felt  per 

rectum  . .         . .  587 

Ectopic  gestation,  notes  on  690 

abdominal  pain  from    393 

acute  abdominal  pnin 

from  . .       193,  593 

blanching  due  to      . .   120 

bimanual  examination 

in  detecting  . .  468 

-  blood     per     vaginam 

with  ..         ..593 

-  collapse  from  ..  393 

-  coma  from      . .         . .   1 18 
faintness  from  . .  393 

-  internal  bleeding  from 

393,  59.1,  720 

leucocytosls  from      . .  593 

metrostaxis  from     . .  392 

-  pain     in     hypochori-    . 

drium  from  . .  451 

the  pelvis  from  468.  68S 

pallor  from    . .         . .  593 

-  pelvic    swelling    with 

393.  688 
rigidity  from  . .  593 

-  -  ruptured         . .      12o,  193 
simulating   dysmenor- 

rhcBa  ..         ..193 

peritonitis  . .         . .  593 

swelling   in   DouglasV 

pouch  from  . .  587 

-  tenesmus  from  ..   718 

-  tubal  mole  from      . .  393 

-  uterine  bleeding  due  to  393 

vomiting  from  . .   765 

Kctothrix 248 

Ectromelus  . .         . .   188 

Ectropion 220 

Hczema,  anidrosis  with    . .  654 

-  baldness  from    . .         . .     71 

-  bathing-drawers     region 

affected  by    ..      401.  600 

-  burning  in  . .  . .  558 

-  chciropompholyx    simu- 

lating   756 

-  crusts  in  558,  600.  602,  753 

Eczema,  dermatitis  distin- 
guished from  ..  755 

-  ear  affected  by  148,  202. 

203,  422 

-  eczema  marginatum  dis- 

tinguished from        ..   250 

-  eosinophil  la  rare  in      ..219 

-  erythema  from  . .     222.  602 

-  erythrasma  simuUting      251 

-  fa vus  distinguished  from  247 

-  fingers  affected  by     239,  240 

-  folliculitis  from  . .         . .  249 

-  folliculorum       . .         . .  602 
papules  in      . .         . .   487 

Eczema,  general  account  of 

754.  756 

-  from  glycosuria. .         . .  260 

-  granulosis  rubra  nasi  dis- 

tinguished from        . .   65  4 

-  impetiginous,  cutaneous 

diphtheria   simulating  558 
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Kczt^ia,  contd. 

-  itching  ill  491,  540,  558,  500, 

710,  756 

-  lens  in  diagnosing        . .  488 

-  lichen  urticatus  simulat- 

inp       .'.■         . .  . .   756 

-  lips  affected  by        365,  600 

-  raarginatum,       bathing- 

drawers  area   affected  401 

-  -  dhobie's  itch  and     . .   250 

-  er/ema    distinguished 

from  . .  . ,   200 

-  -  epidermophyton  caiis- 

ing  ..  ..      248,  250 

-  -  erythrasraa  simulating  251 

-  -  microscope  in  diagnos- 

ing   250 

Eczema  marainatum,  parts 
affected  liy     ..        ..250 

seborrhoea  distinguish- 
ed from       . .  . .   250 

-  miliaria  simulating       . .   755 

-  mycosis  fungoides  simu- 

lating   731 

-  nails  affected  by      250,  399 

-  nipple  affected  by        . .  730 

-  no  discoloration  after  . .  487 

-  «pdema  from      . .  . .  562 

-  from  otitis  media  . .  422 

-  otorrhoea  from  . .  . .  422 

-  Paget's  disease  simulat- 

ing        730 

-  papular 600 

-  blood-crusts  in  . .  487 

itching  in       . .     487,  488 

Eczema,    papular,    lichen 

planus  dlstlnoutshed 
from 487 

scrofulosorum  simu- 
lating     ..  ..  -188 

vesicles  in      . .         . .  488 

-  papules  in  . .  . .  487 

-  pityriasis  rubra  after    . .  G04 

pilaris  simulating. .  604 

--  prurigo    distinguished 

from 490 

Eczema,    psoriasis  distin- 
guished from  . .        . .  603 
-r  pustular  ..      557,  560 
impetigo  simulating..  558 

-  ringworm  simulating    . .  249 

-  rubrum   . .         . .         . .  000 

scabies  simulating        . .   755 

-  scabs  in  . .  . .  . .   COO 

-  scales  in    488,  601,  602,  603 

-  seborrhcptc         600,  602,  603 
congenital  syphilis  dis- 
tinguished from    . .   401 

of  flush  area  . .  . .   242 

Eczema,  seborrholc,  of  In- 
fants   401 

-  parts  affected  by      . .  491 

-  -  seal  in  ess  in     ..  ..242 

-  -^mall-pox  simulated  by    562 

-  staining  of  skin  from    . .  602 

-  syT)hilides  simulating  491,  660 

-  tenderness  of  scalp  from    710 

-  tinea     circinata     distin- 

guLshed  from  . .   219 

-  -  of  umbilicus  . .  . .   483 

-  -  versicolor     simulating  250 

-  vesicles  in  487,  488,  600, 

753,  754 

-  duo  to  wax  in  ear         . .  422 

-  weeping  ui  . .  . ,  600 
I'ffervoscence,  urinary  4,  5 
EFFUSION      IN     CHEST. 

BLOODY  ..102 

EFFUSION      IN     CHEST, 
SEROUS  ..104 

(and      see     Pleural 

Effasion :       and 
Pleuritic  Kffusion) 

-  pericardial  (see  Pericar- 

dial  Effusion) 
Kv'iTs,  albuminuria  after  . .     15 
EGG-SHELL  CRACKLING  150 

-  -  from  aneurysm  . .  093 
•    -  osteosarcoma..       152,  093 

-  nail  400 

Effvpt,  ankylostomiasis  In  521 

billifiryia  in         . .        79,  282 

-  t-irrhosis  in         . .  , .   370 

-  relapsing  fever  in  . .   590 

-  «Jplenomeffalv  in  . .  634 
EHRLICH,   DIAZO-REAC- 

TIONOF  ..173 


Ejaculatory  ducts,  gono- 
coccal infection  of     . .   182 

Elastic  fibres  in  sputum 
(see  Sputiun,  Elastic 
Fibres  in) 

Elbow,  osteo-arthritis  of. .  347 

-  pneumococcal  artlu-itis  of  339 

-  position  in  tetany         . .       2 

-  tuberculous  disease  of  . .  347 
l^lbow- jerks,  increased.  In 

brachial  monoplegia. .  502 

-  hemiplegia      . .  . .  303 
Elbow-joint    disease,    arm 

atrophy  from  . .     61 

iilbows,  psoriasis  affecting 

489,  4i>l,  002.  603 

-  pityriasis    rubra    pilaris 

affecting         . .  . .   489 

-  rheumatic  nodules  on  . .   732 

-  scborrhoeic  eczema  affect- 

ing        401 

-  small-pox  affecting       . .  561 

-  xanthelasma  of  . .         . .  324 
Electric     blindness,     ery- 

thropsia  in     . .  . .   762 

-  currents,  gangrene  from  255 

-  light,  eye-strain  from    . .  446 

-  steel  groovers,  subacro- 

mial bursitis  in         . .  476 

-  welders,    photophobia 

in 524 

Electrical  reactions  in  my- 
asthenia gravis         . .  584 
Electrical  reactions,  normal 

582.  583 

in  Raynaud's  disease, 

etc 584 

-  -  teteny  3,  584 

Thomscn's  disease    . .  58 1 

(and  sec  Reaction  of 

Degeneration) 

-  treatment  of  functional 

aphonia  . .  . .   495 

Electricity,  insomnia  re- 
lieved by        . .         . .  323 

-  in  lowering  high  blood- 

pressure          . .         . .  323 
Electrocardiogram,  in  dia- 
gnoeing    angina    pec- 
toris      476 

auricular  fibrillation 

94,  485,  {Fig.  196)  486 

-  heart-block    . .         . .  486 

heartburn       ..         ..   297 

myocardial  changes  15, 485 

paroxvsmal     tachy- 
cardia 548,  (/'iy.289)  703 

-  Stokes  -  Adams's    dis- 

ease ..         ..    486 

-  between  stomach  and 

heart  lesions         . .   709 

-  of  heart-block  {Figs.  37, 

38) 83 

-  heart  cases        . .         . .   544 

-  showing     extrasystoles 

{Fig.  231)       ..  ..544 

Electrolysis  of  water-pipes, 

plumbism  from  . .  65 
Elephantiasis,   atrophy   of 

testis  from  ..  ..60 
Elephantiasis,  blood  changes 

in       28 

-  chylous  ascites  with    . .     50 

-  chyluria  from  28,  50 

-  from  filariasis   28,  109,  411, 

701,  737 

-  geographical  distribution    28 

-  impotence  from  . .   312 

-  from  lymphatic  obstruc- 

tion      411 

Elephantiasis,  pseudo-    ..411 

-  scroti 095 

-  syphilis  simulating       . .   701 
Embolism,  cerebral,  acute 

rheumatism  and        ..   119 

age  incidence  of     119,  147 

aphasia  from . .         . .  020 

apoplexy  from  ..   147 

athetosis  after       132,  133 

in  children      ..  ..133 

brachial     monoplegia 

from  ..  ..501 

Babinski's  sign  with . .     68 

cerebral  softening  from 

108.  515 
Cheyne-Stokos  breath- 
ing from     . .         . .   108 


I  Emboli*m^  cerebral^  contd.  l 

coma  from  118,   119,  I 

301,  640  I 
diplegia  from  ..   133  I 

-  -  from  endocarditis     ..  147  I 

epilepsy  alter  . .  133  ' 

fungating  endocarditis 

and  34, 119,  303, 304, 640 

Embolism,    cerebral,    ha- 
morrhaoe  after       ..  640 

headache  from       294,  295 

heart  bruits  and      ..119 

from  heart  disease  133,  515  | 

hemianopsia  from  301,  302 

hemiplegia   from,   68,  I 

133,  258,  303.  301,  640  : 
from     •  •    intracu'Jiac 

thrombosis..         ..  147 

mental  defect  after  . .  133 

from  mitral  stenosis 

303,  304 

spastic  paraplegia  after  132 

speech  defect  after  . .  133 

from  thrombi  ..   133 

tremor -from  ..         ..  133 

unilateral  paresis  from  118 

-  of  cord,  in  infective  endo- 

carditis ..         ..517 

-  in  fungatkig  endocarditis      8 

-  gangrene  from  . .         . .  255 

-  from  heart  disease       . .  258 
.  -  infarction  from..         ..       8 

of  kidney  from        . .       7 

'  -  from  intracardiac  throm- 
bus       258 

-  mesenteric,  in  fungating 

endocarditis  34,  389,  640 

hnunatemesis  from  . .   131 

from  heart  disease  . .  131 

intestinal    obstruction 

simulated  by        ..  389 
laparotomy  in  diagnos- 
ing   389 

meliQna  from..         ..  131 

meteorism  from       . .  389 

peritonitis  from        . .  389 

simulated  by        . .  694 

-  peripheral,  in  fungating 

endocarditis  ..         ..  C40 

-  pulmonary,     bronchial 

breathing  from         . .  290 

-  -  after  childbirth         . .  290 

from  clot  in  heart    . .  289 

cyanosis  from        159,  289 

dyspnoea  from      169,  289 

gangrene  of  lung  from 

259,  644 

hiemoptysis  from  169, 

289,  290 

infarct  from  . .         . .   160 

from    infective   endo- 
carditis      ..      159,  290 
lateral    sinus    throm- 
bosis ..       159,  644 

mitral  stenosis         ..  289 

after  operation         ..  290 

I orthopnoBa  from      . .  289 

from  otitis  media     . .   169 

I pain  in  chest  from 

159.  289,  290,  480 

pleuritic  rub  from    . .  290 

rftles  from      . .         . .  290 

sudden     deatb    from 

159,  290 

from  venous  thrombus 

159,  290 

in  pyramta     . .         . .  596 

(and  see  Infarct  of  Lung) 

-  of  radial  artery,  in  fungat- 

ing endocarditis        . .  551 

-  renal,  in  fungating  endo- 

carditis ..         7,  640 

hfomaturia  from       . .  283 

infarction  from        ..  283 

pain  in  loin  in  . .   283 

Embolism,  retinal,  appear- 
ances after    ..        ..416 

-  -  (Plate  XX)     . .         . .  418 
black  spots  before  eyes 

from  . .         . .     72 

blindnc?s  from  ..   762 

in  fuiitjating  endocar- 
ditis ..         ..34 

-  of  spleen,    in  fungating 

endocarditis      34,  632,  040 

Embolism  of  spleen,  general 
account  of  ..640 


Embolism  of  spleen.     cr-tuJ. 

pain  in  chest   fTX>m    .  . 

spleen  enlarged    trcmx     * 

-  sudden  pain   from  .  .    i 

-  unequal  pulses  from  .-  -- 
Embryoma  of   kidneir       .  .    : 

aching  in  loin  from   .  -    - ' 

colic  from        . .  z'    ' 

luemataria  from       27^.  :;' 

renal  enlarpement  frotv.  -.  ' 

Embryoma  of  testis  480.  6» 
Emetics,  vomiting  from  .  -  T' 
Emetine,  disappe&rAXfcee  of 

omcebiD  after.  .  .  .      r: 

Emissary   rein    C^ee    Veil, 

Emissary) 
Emission,  nocturnal,  iklbu- 

minuria  after  - ,      '' 

oxalnria  and  .  .  . .   ^r* 

Emotion,     acato      yellow 

atrophy  after  .  .    5  ' 

-  angina  pectoris  from     . .    i-< 

-  blushing  from     .  .  .  .   :^4 

-  convulsions   from  -  -    1  ♦  ♦ 

-  diarrhoea  from   .  .  ,  .    1" 

-  dyspepsia  .from  .  -  ..*-"* 

-  jaundice  from     .  .       32^.  "  ■ ' 

-  menorrha^ia  from         . .   -  "^ 

-  palpitation  from         +8*,  4- 

-  ptyalorrhcea  from         . .   ^ 

-  tremor  from        .  -        7-1,  7; 

-  uncontroUad,  forciol  p«r- 

alysis  aud       .  .  . .   4?' 

-  uncontrolled,  in  pseudo- 

bulbar palsy   -  .  .  .   €iT 

Emphysema,    albiimlnnna 
from    . .  .  .  ..!'!' 

-  ascites  from        ..         46,  :::" 

-  from  asthma      .  .  , .   Iv" 

-  asthma,     distini^uisbed 

from  by  eos>iuophilia    tl? 
simalatod  by. .  ..   '*" 

-  back  pressure  from      4<K  217 

-  barrel-shaped  cb«st  in 

167.  :v; 
Emphysema      and      bros* 
chnis 161 

-  bronchitis  with      14,  4f.. 

153,  1C7.  •:■ 

-  bulging  above  and  l>eIov 

clavicles  in     . .  . .  1*^* 

-  cardiac   dullness    dimin- 

ished in          .  -       167.  S""*- 

-  chest  changes  with       . .  li 
expansion  slight  in    . .  16" 

-  Cbeyne-Stokes  breathing 

from    . .  . .  ..!•>' 

-  clubbed  fingers  from    . .  Ill 

-  compensatory,    with    li- 

broid  lung      . .  . ,  ;i«' 

-  constipation  from  ..  ir* 

-  cyanosis  from    ..  ..  It^I 

-  deficient  Teslcolar  mur- 

mur in  . .  ..  !•" ' 

-  dyspncea  from  . .  ..ST. 

-  epistaxis  from   . .  ..  ft" 

-  expiration  prolonged  in    IC 
Emphysema  and  fatty  heart 

dlfllcaltyofdisthifaWi- 
ino Its 

-  flatulence  with..  ..   ;il 

-  hiBmoptysis  from         . .  r*:* 

-  heart  failure  from  14.  46, 

log.  161,  41< 

impulse  impalpable  in  U: 

obscured  br  . .      217,  iJ' 

sounds  hard  to  hear  in  U' 

-  hyper-resonance  from  . .    *? 

-  inelastic  skin  with       ..  1^ 

-  insomnia  from  ..     321.  3^ 

-  intercostal  spaces  wide  i-  h ' 

-  liver  dullness  dimintsbel 

iu         . .  167,  see.  *  » 

-  enlarged  from  ..  tV 
•'  mitral  stenosis  mistake)  t 

for i: 

-  menorrhagia  from     ZsC,  J*' 

-  neck  short  in     . .         . .  ]sr 

-  oedema  of  legs  from    ..  11* 

-  in  old  |>eople     . .         . .    V 

-  ortliopnoea  from       "25,  41* 

-  outline  of  chest  in  (Fm. 

80) ir 

-  over-dlstcnded   chest  tn  1& 

-  pain  in  chest  from       , .  4i: 
limbs  in  ..        ,.  ^C 

-  palpitation  from      484,  tv 
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Emphysema^  contd. 
Emphysanui,  physical  sions 
of       217 

-  pneumothorax  from     . .  631 

-  polycythaBmia  from  63*i,  533 

-  resonance  increased  in. .  167 

-  ribs  everted  from        . .  3CC 

-  right  vcutcicle  enlarged 

from    .,        216,  217,  299 

-  roptare  of  bleb  in       . .  631 

-  shortness  of  breath  from 

85,  89 

-  shoulders     square     and 

high  in  ..         ..  1G7 

-  small  respiratory  expan- 

sion in  ..         ..160 

EmphyMma,  subcutanesui, 
various  causes  of       .203 

crepitus  from         150,  153 

EMPHYSEMA,  SURGICAL  203 

of  abdomen    . .      660,  666 

from  fractured  rib    . .  632 

gfls  -  producing       mi- 
crobes        ..         ..  056 
wounds  . .         . .  656 

-  systolic  bruit  with       ..217 

-  telangiectases         round 

waist  from     . .         . .  750 

-  tenderness  of  chest  in  . .  708 

-  tightness  in  chest  from    432 

-  tricuspid     regurgitation 

from 217 

-  vesicular  murmur  dimin- 

ished in         . .         . .   167 

-  violent   coughing   bouts 

from 289 

-  winter  bronchitis  with. .   100 

cough  from    . .         . .     14 

Kmprosthotonus,  in  tetanus  1 38 
EMPYEMA  ..103 

Empyema,  abnormal  sites 

of       . .         86,  103,  643 

-  absence  of  breath  sounds 


with    . . 

..   103 

-  voice  sounds  with 

..  103 

adhesions  round 

..  632 

albuminuria  with 

..     13 

albumosuria  with 

..     16 

anfflmia  with     .. 

32,  34 

Empyema   of   antrum    of 
Hlohmore  ISO,  462 

subjective    smells 

from       ..         ..  612 

-  from  appendicitis    103, 

104,  106 

-  ascending  nephritis      . .  106 

-  axillary  abscess  from  . .  666 

-  bacillus   coli   communis 

causing  . .         . .  104 
pyocyaneus  causing. .  104 

-  bronchial  breathing  over  103 

-  bronchiectasis  after      . .  292 

>  from  bronchopneumonia 

103,  160 

-  bursting  through  lung..  287 
Empyema,  causes  of       . .  103 

-  chest  bulged  on  one  side 

by       168 

shrunken  from    153, 

154,  168 

>  from  cholangitis  . .  106 

>  clubbing  of  fingers  from 

86,  111 

-  crackling  r&les  over     . .  103 

-  diaphragm  depressed  by  658 
Empyema,    dHHculties    In 

locating  -643 

-  from  duodenal  ulcer  104,  106. 

-  elastic  fibres  in  spuutra 

due  to  ..         ..   260 

-  with  few  signs    . .         . .  291 

-  fibroid  lung  after         ..  292 

-  foetid    bronchitis    simu- 

lated by        ..         ..  643 

-  foul  breath  from  . .     80 

sputum  from..      260,  648 

taste  from      . .  . .   705 

-  from  fractured  rib  . .  104 
Empyema  of  frontal  sinus  ISO 
(and  see  Sinus,  Frontal) 

-  $^all-bladder,  albumosuri  i 

with  ..         ..10 

-  from  carcinoma         . .  326 

-  cholangitis  from        . .  333 

-  from  cholangitis        , .  326 

-  from  gall-bladder  Infw- 

tion     ..       ..      104,  lOG 


Empyema  of  gall-bladdrr,  contd. 

gall-bladder    enlarged 

by  ..         ..253 

-  from  gall-stones        . .  326 

leuoocytosis  from  254,  360 

operation  for  . .  254 

from  typhoid  fever 

254,  333 

-  gangrene  of  lung  simu- 

lated by        260,  290,  643 

-  from  gastric  ulcer   103, 

101,  106 

-  gumma  of  liver. .         . .  100 

-  hamoptysis  from      287,  291 

-  from  hepatic  abscess  104, 

106,  370 
,  -  hydatid  c^t  of  liver  . .  106 

-  indicanuna  from       315,  745 

-  from  infarction  of  lung    106 

-  injury 104 

-  lardauMK>Ds  disease  from 

8,  635 
I  -  latent 103 

-  leuoocytosis  with    35, 

360,  361 
'  lobar  pneumonia         . .  103 

-  after  measles     . .         . .  597 

-  needling  in  diagnosing  35, 

103,  160 

-  nephritis  from  . .         . .       9 

-  from  new  growth  of  liver  106 
j   -  after  operations  . .   106 

-  osteo-arthropathy  from    362 
i  -  from  otitis  media        . .  106 

-  pain  in  the  chest  from 

430,  431,  432 

-  paths  of  infection  in    . .   104 

-  from  pelvic  peritonitis. .   106 

-  perinephric  abscess      . .  104 

-  perinephritis      . .         . .  106 

-  periodic  pus  expectora- 

tion from       ..         ..291 

-  from  peritonitis  . .  106 

-  phthisis 104 

I  Empyema,  without  physical 

'        signs  . .  86,  643 

I  -  after  pleurisy    . .         . .  597 

-  pneumococcal    103,101,105 

-  after  pneumonia    35,  104, 

(Fig.  71)  160,  291, 

574,  697,  643 
pneumothorax  from     . .  531 

-  pointing  . .        168,  169,  222 

-  polymorphonuclear  cells 

and     . .         . .        35,  361 

-  prolonged  pyrexia  from 

563,  667 

-  from  pylephlebitis       . .  106 

-  pyosalpinx         . .         . .   100 

-  pyrexia  of         . .  . .  674 

-  rarity  of  peritonitis  from  100 

-  from  renal  calculus      . .  100 
>  retraction  of  chest  after  169 

-  rib-resection  in  . .         ..  103 

-  rigor  from  . .     595,  597 
Empyema,    ruptured    into 

lung  S6,  168,  291,  531, 

632,  643,  705 

-  after  scarlet  fever        . .  597 

-  scoliosis  from    . .         . .  153 

-  septicemia  from        567,  637 

-  simulated  by  abscess  in 

the  liver        ..         ..103 

lung  abscess  . .         . .  103 

subdiaphragmatic  ab- 
scess ..         ..103 

-  simulating  bronchiectasis    86 

-  sinus  from         . .         . .  035 

-  staphylococci  causing  . .  104 

-  stench  from       ..         ..  290 

-  streptococci  causing     ..   104 

-  from    subdiaphragmatic 

abscess    103,  104,  370,  668  ! 

-  sudden  abundant  expec- 

toration of     . .          . .  86 

-  tenderness  of  spine  from  713 

-  from  tuberculous  kidney  100 

-  typhoid  bacilli  causing. .  104 
Encephalitis,  age  incidence 

of         ..         ..      120,  1.32 

-  ataxy  from        . .  . .     58 

-  athetosis  after  . .         . .   132 

-  brachial  monoplegia  from  502 

-  coma  from         . .      117,  591 

-  convulsions     with     120. 

140,  602,  511 

-  headache  with  120,  502,  525 


Encephalitis,  contd. 

-  hemiplegia  from       303, 

-  lumbar  puncture  in  dia- 

gnosing 

-  meningitis  simulated  by 

-  optic  neuritis  from  120, 

-  paraplegia  from        132, 

-  photophobia  from 

-  post-mortem     diagnosis 

-  prognosis  in 

-  pupil  small  with 

-  pyrexia  from     . .      602, 

-  retracted  head  from     . . 

-  relation  to  poliomyelitis 

-  simulating       meningitis 

120, 
sinus  thrombosis   1 20, 

-  vomiting  with  120,  602, 

61!, 
Eiicephalocele,  exophthal- 
mos from 
Encephalopathy,  saturnine 
Enchondroma     of     meta- 
carpal (Fig.  282)      . . 

-  sarcoma    simulated    by 

(Fig.  282)      . . 

simulating 

Endarteritis,  cerebral,  hemi- 
plegia from    ..     303, 
-  from  syphilis. . 
thrombosis  from 

-  cerebral  softening  from 

-  gangrene  from  . .      265, 

-  hemiplegia  from 

-  syphilitic 

headache  from 

spinal,  allocheiria  from 

Endocarditis,    absence    of 

pyrexia  with . . 

-  acute,  from  acute  rheu- 

matism, 90,   96,   105, 
209.. 211,  283,  404, 

Endocarditis,  acute,  bruiti 

from 

ouxliac    impulse    dis- 

plated  from 

in  children     . . 

aortic  disease  after  . . 

regurgitation  from 

svstolic  bruit  from 

Endocarditis,     acute,     of 

aortic  vahre  . . 
apical   diastolic   bruit 

from 

systolic  bruit  from  2, 

89,  90, 
calcification  of  valves 

after 
in  children    . . 

-  acute,  from  chorea  90,209, 

from  er3rsipelas 

Endocarditis,  acute,  general 

account  of    .. 
mid  -  diastolic      bruit 

from  ..  2.  96, 
mitral     regurgitation 

from 

stenosis  after 

myocarditis  with 

-  palpitation  from 

from  pnetimonia 

precordial  pain  from 

from  puerperal  fever 

reduplication    of   flrst 

sound  from 

from  scarlet  fever 

90,  209, 

sclerosis  oi  valves  after 

from  septicoamia 

in  tonsillitis  . . 

-  age  incidence  of 

-  aortic  disease  from 

-  cerebral  embolism  from 

-  fungating,  acute  abdom- 

inal pain  in  . . 
Endocarditis,    fungating, 

acute  aneurysms  In  . . 

nephritis  from 

age  incidence  of 

albuminuria  in 

altprnative  names  for 

ansB  nia  fron  7,  21,  34, 

aneurysm  from 

of     hepatic    artery 

from        ..       61, 

aortic       regurgitation 

from  . .       93, 


'  Endocarditis,  fungating,  amid. 
304 apicil  systolic  bruit  in     89 

I ascites  in        . .  7,  51 

625  I axillary  ai  eicysm  from  06  7 

511 blood  cultures  in    34, 

525  209,  500 

510 bruits  in         . .         . .  506 

525     -  -  without  bruit  8,  600,  640 

120 a  cose  of         . .         . .       7 

120 cerebral. abscess  from  502 

552 hasmorrliage  from..  040 

511 Cheyne-Stokes  breatli- 

689  ing  in  . .         . .   108 

132    Endocarditis,      fungating, 

chief  signs  of..        ..    34 

591   I coma  in  ..      117,  040 

611  I convulsions  from       ..     34 

disappearance  of  pulse 

625  I  in 551 

—  embolism  in  . .  8,  51 
229 of  spleen  in            . .     34 

34 of  brain  in  34,  119, 

303,  304 
671 cord  in       ..         ..517 

intestine  in  34,  389 

671 kidney  in    7,  8,  34,  283 

672 lung  in  . .        59,  290 

pancreas  in  . .     70 

304 radial  artery  iu    . .  551 

304 retina  in     . .         . .     34 

304 spleen  in    . .        34,  032 

615 fingers      clubbed     in 

258  (Fig.  270)  ..  040 

517 gangrene  from  ..     34 

515  I  Endocarditis,      fungating, 
294  general  notes  on       .  •  640 

17 gonococcal   ..        217,  574 

' haematemesis  in        . .  265 

89  ' hflBmaturia  from  7,  8,  34, 

283 

—  hemoptysis  from      . .  288 
614 haemorrhages  with    . .     34 

heemorrhagic   erosions 

209  in 269 

heart  block  from       . .  546 

211 hemiplegia  from  303,  304, 

211  040 

209 hyperpyrexia  . .  309 

93     —  influenza  simulating      564 

92 intestinal    obstruction 

I  simulated  in        70,  389 

209     -  -  jaundice  with  . .  334 

no  leucocy tosis  with . .     34 

93 liver  enlarged  in  (Fig. 

270)  ..         ..040 

211 meningitis  from        . .  567 

simulated  by         . .  567 

211 micrococcus  rheumati- 

54  cusin  ..         ..209 

,211 mitral      regurgitation 

90  from  ..         ..211 
of    months*    duration  567 

211  I  Endocarditis,      fungating, 

multiple  emboli  In    . .  640 

587 nephritis  from  . .  283 

neuritis  In     . .         . .     64 

211 neuroretinitis  in        . .       7 

211 oedema  of  ankles  from      7 

212 face  from    ..         ..       7 

211 obscure  pyrexia  froni     574 

90 optic  neuritis  with  . .     34 

211 from  osteomyelitis  . .  283 

90 pain  in  the  back  from      8 

paralysis  from  34,  303, 

211  304.  640 

peripheral  neuritis  from  61 

211     —  peritonitic  rub  in      ..     34 

•jii     —  peritonitis  from        ..  H89 

yu     —  petechlflB  in    . .         . .  563 

211 pleurisy  in      ..         ..34 

93 pneumococcal         209,  667 

209 from  pneumonia       . .  283 

147 prolonged  pyrexia  from  563 

pulmonary,    incompe- 

76  I  tencefrom..         ..  217 

of  pulmonary  valve. .  216 

640 purpura  with  34,  553, 

8  (Fig.  230),  555 

304 pyrexia  from      7,  34, 

7  334,  563 

hnH without  pyrexia       ..  311 

640 renal  tube  casts  in  . .       7 

34 retinal  hfflmorrhages  in       7 

rigors  in         34,  595,  596 

331 serum  treatment      . .     34 

shortness    of    breatli 

209  i  from  . .         . .       7 
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Endocarditis,  f ungating,  contd. 
■  -  simulating  gastric  cnr- 

ciiioma       . .         . .     21 
pernicioiis  aiiaamlji       21 

-  -  simulating  nephrilis  7,  283 
haamic  bruits         . .       7 

-  spleen  enlarged  in  .*»  I , 

G32,  037,  (Fig.  270)  610 

staphylococcus  in     . .  200 

streptococcus  -  in       ..  209 

-  sudden  pain  in  loin  in  283 
temperature  chart  in    56C 

-  tonsillitis  in  . .         . .     SI 

-  tube  casts  in..         ..  283 

-  tjphoid  simulated  by  6)7 
simulating  . .         . .  605 

-  typhus  simulated  by 

563,  667 
vaccine  treatment    ..     34 

-  pulmonary  regurgitatio  i 

from    ..         ..        93,  217 

-  pyrexia  from     . .         . .  674 

-  without  pyrexia  . .  674 
Endocervicitis,  character  of 

disclmnfc  from  . .  185 

Endometritis,  acute  perito- 
nitis from       . .         . .  692 

-  aMsemia  from     . .  . .     35 

-  backache  from  192,  387.  408, 

710 

-  blood-stained  watery  dis- 

charge from  . .         . .  391 

-  cachexia  with    . .  . .     99 

-  characters   of   discharge 

from    ..         ..         ..185 

-  cured  by  ciirettinsr        ..   192 

-  dysmenorrhroa  from    . .  192 

-  leucorrhoja  from       192,  387 

-  monorrhagia  from    185, 

192,  380,  aH7 

-  metrorrhagia  from    390,  391 

-  microscope  in  diagnosing 

387,  391 

-  pigmentation  of  face  with    99 

-  rare  with  ovarian  cyst. .  387 

-  with  retroflexion  . .  387 

-  retroversion       . .         . .  387 

-  '««lpingo-o^phoriti8       . .  387 

-  senile,     foul     discharge 

from  ..         ..180 

metrostaxis  from      . .  392 

pyometra  from  . .  180 

-  sterility  from     . .         . .  046 

-  with  subinvolution       . .  387 
Endometritis,  tymptomt  of  387 

-  in  virgins  . .         . .  387 
Endoscope,   calculus   seen 

through  . .  . .  184 

-  in  diagnosing  stricture 

183,  894,  396,  470,  620 
urethral  calculus  283,  469 

endoscope.   In  dlagnoslno 
urethritis  .183 

-  herpes  of   urethra  seen 

through  . .         . .  184 

-  papillomata  urethnD  seen 

through  . .         . .  184 

-  polypus  seen  with        . .   183 

-  soft  sores  of  uretlu^  seen 

through  . .  . .  184 

Endothelioma  of  aiitmm 

180,  085 

-  hypernephroma  and     . .  360 

-  oif  jaw,  spread  to  nose. .   179 

-  nose,  discharee  from  179,  180 

-  palate,  microscope  in  dia- 

gnosing . .         . .  688 

-  parotid  gland     . .  . .  696 

Endothelioma    of     testis, 
notes  on  . .  696 

-  vulval  swelling  from  . .   700  ' 

EndothrLx 248 

Enema,    barium,    in    dia> 

gnosing    spastic    con- 
stipation        . .         . .  245 
Enema,  harlum,  technique 
of       125 

-  bismuth,    in    dia^nosinp 

carcinoma  coli  (Fig.  64)  126 

-  in  diagnosing  faical  tu- 

mours   354,  631,  677,  718 

-  dvsohezia  relieved  by  . .  122 

-  erythema  from . .       222,  224 

-  f^Ecal  accumulations  re- 

moved by       . .         . .  460  I 

-  ileocnftcal  valve  passed  by 

( Fig.  IS2)       ..         ..420 


Enema,  contd.  ' 

-  in  intestinal  obstruction  129 

-  vomiting  after  . .      765,  767 
ENLARGEMENT  OF  THE 

FOREHEAD..         ..  203 

-  gall-bladder    (see    Gall-  | 

bladder  Enlargement) 
ENLARGEMENT  OF  THE 
H  EA  RT  (and  see  Uearr, 
Enlarged)  ..206 

(for     other     Enlarge- 
ments,     see      under 
Various  Organs) 
ENOPHTHALMOS  ..  217 

-  from  paralysis  of  cervical 

sympathetic  217,  541,  662 

Entassemont  ..499 

Enteric  fever  (see  Tjphoid 

Fever) 
Enteritis,    acute,   indican> 

uria  from       . .         . .  314  i 

-  blood  and  mucus  motions 

from 399 

-  with  cirrhosis  . .  . .  371  ' 
Enterolith,  felt  per  rectum  684  i 
Entcroptosis,     abdominal  j 

swelling  from  . .  655  i 

-  with  movable  kidney  . .  331  j 

-  undue  abdominal  aortic 

pulsation        . .         . .  643 

-  vi'icera  displaced  in  . .  659  ' 
Enterosoas'n  ..  426  ' 

-  constipation  with         . .  438  | 

-  opiga«tric  pain  from     . .  438  , 

Enterospasm,  ganeral  ac-        i 
countof  ..  124  I 

-  mucomembranous  colitis  I 

with 438  1 

-  relation  to  food . .         . .  438 
Entropion,    pain     in    eye  , 

from  ..         ..  446  , 

-  from  trachoma  . .  . .  231  ' 
ENURESIS  ..218 

-  nocturnal,  from  oxaliuia  424  | 
Envelope  crystals. .  ..  423  ' 
Eosin,       Charcot  -  Leyden  i 

crystals  stained  by  . .  102  , 

-  mucus  stained  by         . .  399 

-  pink  urine  from  . .  745 

-  in  sweets  . .  746,  747  ] 
i-<osinophile  cells,  in  asthma  | 

102,  153  I 

-  coarsely  granular,  char- 

acters of     . .         . .     22  I 
(Plat€  II,  Fig.  L)     22 

-  normal  numbers  of  . .  218  ' 

-  in  pleuritic  effusion  . .   102  I 

-  relative  numbers  of  23,  218  ' 

-  -  in  sputum      . .      102,  219  I 

-  myelocytes  . .  . .  23  I 
--  (Plate  IV)  ..  ..  26  I 
EOSINOPHILIA    ..         .218 

-  ankylostomiasis         319,  621 

-  in  asthma  163,  219,  535 

-  in  bullous  dermatoses  99, 219 

-  with  cancer  of  liver      . .  375  I 

-  cysticerci  causing         . .  405  i 

-  in    dermatitis    hcrpeti-  , 

formis  ..      219,  756 

-  with  elephantiasis        . .     28 

-  in  filariasis         ..      109,  219 

-  in  herpes  gestationis  96,  219 

-  with  hydatid  disease  49, 

226,263,291,374,376,658 

Eoslnophllia,  list  of  causes 
of  ..     218,219 

-  parasites      26,  33,  109, 

219,    405,    464,    619, 

621,  729 

-  in  trichinosis     . .      404,  729  ' 
Epicanthus,  in  Mongolism  238 
Eplcrltlc  sensibility         . .  606 
Epidemic  cervical  adenitis. 

general  account  of  ..  616 
sore  throat  in        . .  013 

-  diarrhoea  . .  ..171 

-  infective  jaundice         . .  325 

-  influenza  . .  . .  639 

-  the  Manchester. .  . .     00 

-  ptomaine  poisoning  664,  717  i 

-  relapsing  fever  . .         . .  590 

-  spotted  fever     . .         . .  554  , 

-  of  tetany  . .         . .   151 

-  trichinosis  . .  . .  729  ^ 
Epidermolvsis         bullosa, 

buUaj  in      ..  90.  98 
fingers  affected  by  . .   239 


Epidermal !fs*^  bullosa,  contd. 

Epidermolysis  bullosa,  general 
account  of  . .    98 

nails  affected  by'      . .   399 

related  to  urticaria  . .     98 

Epidermophyton  inguinale 

248,   260 
Epididymis,  cysts  of  the  481, 697 
EpIdMymls,  encysted  hydro- 
cele of 695 

-  enlare^,fromepididymo- 

orchitis  . .         . .  478 

-  gonococcal  infection  of  182 

-  new  growth  of  . .  . .  697 

-  nodule  in  478,  479,  622 

-  secondary  syphilis  of  . .  479 
Epididymis,  swollen,  general 

account  of  ..097 

-  tuberculous    nodule    in 

277,  022 
Epididymis,  various  affec- 
tions of  the  477,  478.  479. 
480,  481 

-  atrophy  of  testis  from . .  60 
Epididymitis,  causes  of  . .  66 
Epididymitis,   gonorrhosal. 

GO,  409,  697 

-  non-gonococcal  urothriMs  182 

-  obesity  after  . .  . .  409 
Epididymitis,  septic  . .  697 
Epididymttis,  tuberculous  697 
Epididymo-orchitis  (and  see 

Orchitis) 
Epididymo-orchitis,  general 
account  of    477,  478,  479 

-  gouty 742 

-  hvdrocele  from  . .  . .  481 
Epidldymo-orchttis,  list  of 

causes  of  . .  478 

-  from  mumps      . .        66,  696 

-  nfter  typhoid  . .  . .  696 
Epigastric  angle,  wide,  from 

emphysema    ..         ..217 

-  widened  by  ascites  . .     43 

-  sensation,  as  an  aura  of 

epilepsy  . .         . .     07 

Epigastrium,  fullness  in  ..  317 

-  hernia  in  . .         ..  430 

-  injury  to,  shoek  from  . .  705 
Epigastrium,  organs  con- 

UinedlR  ..660 

-  pain  in  (see  Pain  In  the 

Epigastrium) 

-  pulsatile  tumour  in     . .  437 

-  pulsation  in,  from  large 

heart 206 

-  stomach  seen  in  . .  000 

-  succussion  in     . .         . .  660 

-  tenderness  in(see  Tender- 

ness in  Epigastrium) 

-  tumour  In  (see  Swelling 

in   Epigastrium) 

-  visible  peristalsis  in     . .  660 

-  sense   of   weight   in,   in 

gastritis           . .         . ,  317 
Epiglottis,  tuberculous  ul- 
cers of 293 

Epiguanin,  uric  acid  from  742 
Epilepsia  media    . .          . .   146 
Epilepsy,  abscntmindcdncss 
in         136 

-  albuminuria  in  ..      144.  140 

-  aphasia  an  expression  of  020 

-  apnopa  in  . .  . .     85 

-  asphyxia  in        ..         ..145 

-  athetosis  associated  with  132 

-  aura  in   . .  . .         . .   146 

the  only  sign  of        . .     68 

Epilepsy,  aura  In.  varieties    67 

-  automatism  after       20,  144 

-  Rabinski's  sign  in        . .     69 

-  bradypncea  in   . .  84,  86 

-  broniide  in  diagnosing..  636 

-  bruising  in         . .  . .   664 

-  from  cerebral  embolism  133 

-  clonus  in  . .         . .  137 

-  coma  in  ..        117,  144,  146 

-  convulsions  in  68,  137,  143. 

144,  145,   146,  148 

-  deafness  from    . .         . .  166 

-  deffpcation  during  fit  . .  143 

-  dementia  from  . .         . .  20 

-  enuresis  from    . .         . .  218 

-  family  history  and       . .  146 

-  flushing  in    *    . .         . .  241 

-  foaming  at  mouth  in    . .  146 

-  hands  i:i 147 
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Epilepsy,  contd, 

-  headache  in        3  *3.   J  li. 

-  heart  thumping*  from .  . 

-  hebetude  after  -  - 

-  hyst«ria   simulatlns- 

-  indigo  blue  in  trejati5>i?  - . 

-  in  infants 

-  injury  during     .  .         -4*7, 

-  insanity  and 

-  irritabilitj  from 
Epilepsy,  iutkwmnlMm 

aura  in  ..  G7, 

consciousness  in 

head  injury  and 

localized     convulnons 

from 

scar  on  head  arid 

*  spn^d  '  of  attack  in 

from  syphilis. . 

unilateral  conval^aoits 

in     . . 
Epilepsy,  Jaclcsmiiafi. 
izing  sigiit 

-  jactitations  in    .  . 

-  iacyngeal    spaoOi    respre- 

senting 

-  lassitude  after  .  . 

-  loss  of  consciousness 

of  reflexes  daringr  fit .  .   1*: 

Epilepsy,  mai»r,  aoeonnt  of 

typical  ..145 

-  mani  i  after         .  .  ..14- 

-  medico-legal  aspects  of       r.* 
Epilepsy,  memory  duuigcs 

In       n 

~  myoclonic  .  .  . .   U" 

-  objects  varying  in  si^e  in   T'i- 

-  palpitation  from         4S4,  4*-> 

-  parageustia  in  .  . 

-  partial    . . 

-  pavor  noctomus  and   . 

-  from  plumbism . . 

-  polyuria  from    . . 

-  priapism  from  . . 

-  pupils  immobile  in 
dilated  from  . . 

-  purpura  in 

-  pjrrexia  in 

-  rigidity  of  face  In 

-  rigor  Emulated  by 

-  simulated  by  ap<^lex.r 

eclampsia 

in  heart  disease 

lung  disease  . . 

Epilepsy,    simulated     fey 

malmgerer  137. 

stokes- AdamH'K  dtseas 

14C,  5iC,  54J 

-  uraamia  . .  . .  H<i 

-  sleepiness  after  . .  . .  1 4:> 

-  smell  aura  in     .  .  . .  61-J 

-  stertor  in  . .  . .     S5 

-  stnpor  after       . .  ..♦»:; 

-  taste  aura  in     . .  . .   :"-> 

-  tetanoid  . .  . .  . .  14^ 

-  tongue  bitten  in        691,  694 

-  urine  passed  during  143,  594 

-  vertigo  in  . .  . .  752 
aura  in            . .          . ,   75J 

-  vomiting  due  to  . .  7G5 

-  voluntary  suppression  of 

attack  in         . .  . .  157 

-  warnings  in  . .  . .  1ST 
Eolieptlfonn  neuralgfai  . .  447 
EPIPHORA                       ..226 

-  in  facial  paralysis  . .  49S 
Epiphyses,  large,  in  rickets  6S5 
Epiphysis,  separated  . .  693 
in  congenital  syphilis 

348,  676 

paralysis  of  limb  from  51;! 

Epiphysitis,      from      coo- 
genital  syphilis  . .  Ae9 

-  in  infants  . .  . .  fl«> 

-  limping  from      . .      362,  3£S 

-  pain  in  the  leg  from      . .  fiTt" 

-  paralysb  simulated  by..  67" 
Episarkin,  uric  acid  from. .  7Ai 
Epispadias,    nrino    stream 

changes  from  . .  3d4 

EPISTAXIS  ..221 

-  in  acute  yellow  atrophy 

273.  3S5 

-  age  incidence  of  ..  2?I 

-  anfemia  from     . .         . .    22 

-  blood-spitting  from  . .  2« 
Epistaxis,  causes  of      220.  221 
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ICpijsfaxiSj  contd. 

-  in  chronic  alcoholism  . .     51 
nephritis  11,  76,  221,  266 

-  in   cirrhosis  51,  220,  266,  635 

-  common    site    of    ulcer 

causing  . .  . .  221 

-  concealed  . .  . .   221 

-  in  familial  acholuric  jaun- 

dice      332 

-  fullness  in  head  relieved 

by        221 

-  haematemesis  from  205,  266 

-  in   haemophilia  ..      221,  273 

-  Henoch's  purpura         . .     70 

-  Hodgkin's  disease         . .  274 

-  internal  carotid  erosion  421 

-  in  leukaBmia       ..        25,  221 

-  relapsing  fever  . .  . .  330 

-  scarlet  fever     220,  221,  273 

-  simulating  haaraatemesis  221 

-  -  haemoptysis    . .         . .  22 1 

-  in  small-pox      . .  . .  272 

-  speculum  in  diagnosing 

cause  of        *. .  . .   221 

-  in    splenomegalic    poly- 

cythflBmia       . .         . .  03^ 

-  tinnitus  relieved  by      ..  221 

-  in  typhoid  fever  70,  221,  630 

-  vicarious     menstruation 

and      ..         ..  ..   221 

Epithelial  casts     . .         . .       0 

-  cells,  similarity  of  renal, 

ureteral,    and    vesical  575 

renal,  in  chyluria      . .  109 

in  urine  ..  9,  10 

in  acute  nephritis     . .     14 

-  -  from  bacteriuria       . .     70 

-  -  from  calculus  . .  117 
Epithelioma    (see    Carcin- 
oma) 

-  adenoides  cysticum      . .  733 

-  distinction  from  rodent 

ulcer 179 

Epithelioma,  oenertl  notes 

on  ..     730,731 

Epitrochlear    glands    (see 
Lymphatic  Glands,  Epi- 
trochlear) 
Epulis,  bleeding  gums  from     72 
Epulis,  fibrous      ..     671,  684 

-  malignant  . .         . .  672 

-  microscope  in  diagnosing     74 

-  ptyalism  from  . .         . .  542 
Equilibrium,  mechanism  of 

maintenance  of        ..  7SI 
Erb,  on  electrical  reactions 

in  tetany       . .         . .  584 

-  myopathy  of     . .  . .  135 

Erb's  palsy,   general   ac- 
count of  . .  507 

-  siffn  in  tetany  . .         3,  152 
Erections,      painful      (see 

I'rlapism) 
Ei^otism,  dead  fingers  in . .  162 

-  erytltromelalgia    simu- 

lated by         . .  . .   259 

-  gangrene  from  255,  259 

-  purpura  from    . .  . .  553 

-  Kavnaud's  disease  simu- 

Tated  by         ..  ..  259 

-  from  rye  . .         . .  259 

-  tetany  from       . .  . .   151 
Erosion  of  bone,  by  aneur- 
ysm 434,  483,  516, 

693,   713,  770 

-  in  Kaposi's  disease  . .  732 

-  by  rodent  ulcer       . .  735 

-  cervical,  backache  from  468 

-  carcinoma  simulating    391 

-  character  of  discharge 

from  . .         . .  185 

-  metrorrhagia  from   . .  390 

-  metrostaxis  from      . .  392 

-  tubercle  simulating  . .  391 

-  ha»morrhagic      265,  269,  272 
Erosions,      in      Jacquet's 

erythema       . .  . .  401 

Error    of    refraction    (see 

Refraction,  Error  of) 
Eructatio  nervosa..      240.316 
Eructations,     acid,     from 

dyspepsia       . .  . .  319 

-  from     acute    dilatation 

of  stomach    . .         . .  173 

-  explosive,     after     soda- 

water,  etc.     . .  . .  588 

-  from  gastritis    . .  . .  267 


Eructations^  contd. 

-  with  intestinal  colic    . .  425 

-  rapidly    repeated,   aero- 

phagy  indicated  by  . .  245 
Erysipelas,  albuminuria  in     13 

-  bacteriological  diagnosis  413 

-  baldness  from    . .         . .     71 

-  bathing  -  drawers     area 

affected  by    ..         ..401 

-  bull8B  in  . .  90,  98,  674 

-  diazo-reaction  in  . .  173 

-  dilatation  of  heart  in   . .  214 

-  of  ear 203 

-  endocarditis  with         . .     90 

-  erythema  in      . .         . .  223 
simplex  simulating  . .  227 

-  of  face 674 

-  gangrene  from  . .         . .  255 

-  hyperpyrexia  in  . .  309 

-  leucocytosis  with  . .  360 

-  lupus        erythematosus 

simulating      . .         . .  710 

-  meningitis  from  . .  690 

-  cedema  from     . .     413,  415, 

-  pyrexia  in  98,  567,  568 

-  rigor  in   ..         694,695,674 

-  from  a  scratch  . .  . .  568 

-  simulated   in   angioneu- 

rotic oedema  . .         . .  226 
Meige's  dise.ise         . .  226 

-  sloughing  from  . .  . .  674 

-  spleen  enlarged  in    632,  037 

-  streptococci  in  . .         . .     98 

-  stridor  from      . .         . .  051 

-  temperature     chart     in 

{Fig.  245)      . .  . .  568 

-  tenderness  of  scalp  from  710 

-  toxsamia  in       . .         . .  214 

-  urticaria  simulating     . .   771 

-  weak  first  sound  in      . .  214 
ERYTHEMA  .222 

-  acute  febrile      . .         . .  602 

-  in  acute  rheumatism  . .  228 

-  in  angioneurotic  oedema  226 

-  from  arsenic      . .  . .  224 

-  artcfactum         . .         . .  222 

-  from  atoxyl       . .  . .  224 

-  bromides  . .         . .     98 

-  bullosum,  acute  oedema 

of  tongue  from         . .  698 
bleeding  gums  with  . .     72 

-  -  bull©  in  . .  90,  98 

colon  affected  by      . .     74 

dysphagia  from        . .  198 

eosinophllia  in        99.  219 

Erythema  bullosum,  general 

account  of  . .    98 

mouth  affected  by  . .  74 

pyrexia  In      . .         . .  76 

vagina  affected  by  . .  74 

-  in  cerebrospinal  menin- 

gitis    ..         ..      225,  591 

Erythema,  classftleil  causes 
of  ..222.223 

-  from  copaiba     . .         . .  384 

-  in  dengue  . .      225,  466 

-  dermatitis  herpetiformis 

98,  710,  755 

-  eczema    ..         602,  754,  755 

-  after  enemata    . .  . .  224 

Erythema    exfoliathfum. 
general  account  of  223, 227 

-  of  feet,  from  cold        . .  224 
in  erythromelalgia  . .  441 

-  from  fliariasis    . .  . .  226 

-  fingers  affected  by       . .  239 

-  in  folliculitis  decalvans      71 

-  fourth  disease    . .         . .  229 

-  a  frigore  . .  . .   222 

Erythema  fugax    ..        ..228 
Erythema,  ^tntn\  account 
of       98 

-  in  German  measles      . .  228 

-  gestationis         . .         . .     96 

-  in  herpes  . .  . .   754 

-  from  herpes  progenitalis  618 

-  hydatid  disease  . .  226 

-  ab  igne 222 

-  in  impetigo        . .         . .  658 

-  induratum         . .         . .  223 

Erythema  Induratum  scro- 

(uiosorum  ..404 

tuberculosis  and  . .  738 

ulcer  of  leg  from      . .  738 

-  from  iodides      . .  . .     98 

-  iris,  bullfe  in     . .  96,  98 
eosinophllia  in  . .  219 
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Erytltcma  iris,,  contd. 
Erythsma  Iris,  general  ac- 
count of 

vesicles  in 

-  intertrigo,  bathing-draw 

ers  area  affected  by  . . 

-  itching  in 

Erythema,  Jacquet's  Infan- 
tile      

-  from  jelly  fish    . . 
Erythema  keratodes 

-  due  to  knot-grass 

-  of   1^8,    in   girls, 

standing 

Erythema  In  leprosy 

-  in  malaria 

-  measles  . . 

-  Meige's  disease  . . 

-  multiforme 

in  acute  rheumatism 

Erythema         multiforme, 

general  account  of 

lesions  of 

parts  affected  by  489,  562 

pityriasis  rubra  after    604 

prurigo  simplex  simu- 
lating ..  ..  489 

scabs  in  . .  . .  600 

small-pox  simulated      662 

strophulus  simulating  489 

urticaria  simulating..  489 

vesicles  in      . .      227,  750 

-  from  neosalvarsan        . .  224 

-  nodosum  in  acute  rheu- 

matism 105,  228,  614 

age  and  sex  incidence  404 

Bazin's  disease  distin- 
guished from        . .  404 

bilateral  character    . .  404 

duration  of    . .  . .  404 

Erythema  nodosum,  general 
account  of  . .  404 

leprosy  simulating  403,  404 

limping  from..         ..  362 

multiple  swellings  with  668 

-  osteomyelitis  simulated 

by    ..         ..      4(M,  668 

pains  in  joints  in 

P3rrexia  in 

shins  affected  by 

successive  crops  of 

no  ulceration  with 

-  papulatum 
from  parasites 

-  with  peliosis  rheumatica  566 

-  in  pellagra         . .      102,  320 

-  -  {Plate  X)       . .  . .  228 

-  from  polymyositis       . .  464 

-  ptomaine  poisoning     . .  224 

-  radium 223 

-  in  ratbite  fever. .         . .  698 

-  rheumatic  ..        14,  337 

-  from  rhns  toxicodendron  224 

-  salvarsan  . .         . .   224 

Erythema      scartotlform^ 

general  account  of  223,227 
scales  in        . .         . .  602 

-  in  scarlet  fever  . .         . .  614 

-  from  sea-cats    . .  . .  224 

-  in  seborrhoeic  dermatitis  401 

-  from  semm  injections  . .  223 

-  simplex 223 

erysipelas  simulating     227 

Erythema  simplex,  general 

account  of     . .     227,  228 

leprosy  simulating    . .  383 

scales  In         . .         . .  602 

scarlet  fever  simulated  227 

-  in  small-pox      . .         . .  561 

-  from  sodium  cacodylate  224 

-  solare 222 

-  from  strawberries        . .  225 

-  tape-worm         . .         . .  226 

-  toxremia  ..         ..226 

-  trade 224 

-  trypanoBomiasLs  . .  226 

-  vacciniform,  of  infant"!. .  401 

-  vesicular,  perl^he  with  366 

-  vesiculosum       . .         . .   756 

-  from  wecver-flsh  . .  224 

-  sr-rays 223 

Erythrssmia  ..534 

Erythrasma,bathi  ng- draw- 
ers area  affected  by 

Erythrasma,    general    ac- 
count of 
Erythrocythamla 


404 
404 
668 
404 
404 
489 
226 


441 


441 

441 


401 


251 
534 


Erythromelalgia,  age  inci- 
dence of        . .         . .  441 

-  in    apparently    healthy 

persons  ..         ..  441 

-  cold  relieving    . .         . .  44 1 

-  in  disseminated  sclerosis  441 

-  ergotism  simulating     . .  259 

-  erythema  in      . .         . .  223 

-  flushing  of  feet  in        . .  441 

-  gangrene  from  . .      266,  256 

rare  in 

Erythromelalgia,    general 

account  of 

-  influence  of  posture  on . . 

ErythromelalBia,  Intermit- 
tent ciaudlcatlen  differ- 
entiated from  ..441 

-  oedema  of  feet  in        . .  441 

-  pain  in  the  feet  in       . .  441 

the  limbs  from        . .   256 

ErythromelalBia,  Raynaud's 

disease    differentiated 
from 

-  sex  incidence  of 

-  in  syringomyelia 

-  tabes  dorsalis    . . 
Erythropsia 

E^nce  of  vanilla,  derma- 
titis from 

Essential  albuminuria 

-  hffimattuia 
Essential  hamaturia,  general 

account  of  ..281. 

-  leucocytosis  from         . .  360 
Esthiomlne,  syphilis  and     701 

-  vulval  swelling  from  . .  099 
Estimation  of  alkapton  bv 

silver  nitrate. . 
Estimation  of  suffar 
Estimation  of  total  acidity 
of  gastric  contents  . . 
Ether,  blood  pigment  dis- 
solved by 

-  haemoglobinuria  from . . 

-  headache  from  . . 

-  Icucopenia  from 

-  in  occult  blood  test     . . 

-  peripheral  neuritis  from 

-  tinnitus  from     . . 
Ethmoidal    air    cells    (see 

Sinus,  Ethmoidal) 
Eucalyptus,    sore    Angers 

from    . . 
Eunuchs,  obesity  in 
Eustachian  tube,  adenoids 

obstructed,     deafness 

from 

in  syphilis 

Exanthemata  (see  Fevers, 

Acute) 
Exercise,  ansemia  and 

-  deficient,  biliousness  and  626 

obesity  from  ..      408,  485 

uric  acid  and. .         . .  742 

-  effect  on  albuminuria  ..     15 

-  aortic         regurgitant 

bruit  ..         ..485 
pulse-rate      . .         . .     88 

-  -  renal  calculus  . .  394 

-  ha^maturia  after  . .  280 
intermittent  claudication 

and 441 

-  irr^B^ular     heart     made 

regular  by      . .  . .     88 

-  palpitations  and  . .  487 

-  pulse-rate  and  485,  486,  704 

-  pyrexia  from     . .         . .  571 

-  rheumatism  relieved  by  466 

-  urine  amount  and        . .  534 

-  violent,  epistaxis  from. .  220 
Excitability,    in    Graves's 

disease  . .      215,  722 

-  of  muscles,  increased  in 

tetany 
Excitation,     irascible,     in 

myxoodema    . 
Excitement,  arrhythmia  of 

heart  and 

-  diarrhoea  from  . . 

-  alter  epileptic  fit 

-  insomnia  from  . . 

-  nightmare  from 

-  paroxysmal    htemoglo- 

binuria  from 

-  precordial  pain  from    . 

-  pulse  rapid  from  549,  702,  704 

-  pyrexia  from     . .         . .  573 


441 

441 
441 
441 
762 

755 
IS 

275 


746 
263 

320 

81 
284 
295 
361 
171 

61 
723 


. .   239 


165 
166 


487 


152 

119 

545 
173 
143 

320 
402 

285 
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EXCORIATION    OF    LIP    —    FACIES    OF    ACROMEGALY 


Excoriation  of  lip,  in  nasal 

diphtheria      ..         ..179 

-  nose,  in  nasal  diphtheria  178 
Exertion,  angina  pectoris 

caused  by     316,433,434 

-  brachial    neuralgia    in- 

creased by     . .         . .  442 

-  excessive^    haamoglobiii- 

uria  alter       ..         ..281 

-  pain  in  eipgastrium  in- 

creased by     . .         •  •  436 

-  precordial  pain  on       . .  433 
Exhaustion,  with   hepato- 

ptosis 308 

-  hypothermia  from     571,  573 

-  impotence  from  . .  313 

-  insomnia  from  . .      321,  322 

Exhaustion  durino  laliour, 
signs  of  ..201 

-  in  malaria         ..         ..30 

-  myasthenia       ..         ..  235 

-  nervous,    localized   con- 

vulsions from  . .  144 
twitching  from         ..136 

-  from  polyorrhomenitis. .   107 
Exophthalmic   goitre   (see 

Graves's  Disease) 
EXOPHTHALMOS  ..  229 

-  from  aneurysm..      229,  230 

-  cavernous  sinus  throm- 

bosis    597 

-  distended  nasal  sinus  229, 230 

-  encephalocele    . .         . .  229 

-  epiphora  from    . .         . .  220 

-  from  exostosis  . .         . .  229 

-  in  Graves's  disease,  215, 

220,229,236,486,703, 

722,  726,  734 

-  from  gumma     . .         . .  229 

-  intermittent,  from  vari- 

cose veins      . .         . .  230 

-  from  meningocele        . .  229 

-  myopathy  . .  . .  235 

-  new  growth       . .         . .  229 

-  orbital  cellulitis..         ..  229 

-  pulsating,  from  aneurysm  230 

-  from  thrombosed  cavern-         I 

ous  sinus        . .  . .  229 

-  tubercle  in  orbit  . .  229 

-  tumour  of  orbit  . .  220 

-  ulcer  of  cornea  from    . .  734 

-  unilateral,  from  exostosis  671 
Exostoses,  frpm  arthritis. .  143 

-  bursa  over       . .  . .  670 

-  cartilage  cap  on  . .  670 

-  family  history  of         ..  693 

-  of  femur  (Fiff.  281)  670,  692 

-  ivory,  exophthalmos  from  671 

-  -  of  frontal  bone     204,  230 

-  -  skull 671 

-  multiple  hereditary      ..671 

-  orbital,      exophtlialmos 

from 229 

-  T-rays  in  diagnosing  204,  671 
Expiration,  prolonged,   in 

emphysema    ..     167,  217 

-  -  phthisis  . .  . .   288 
Exploratory    needling    of 

chest  (see  Needling) 
Explosives,     high,     acute 

yellow  atrophy  from     334 
Exposure,    hypothermia 

from    ..         ..      311,571 
Extensor  brevis  digitorum, 

nerve  supply  of        . .  498 
pollicis,  nerve  supply  505 

-  carpi    radialis    brcvior, 

nerve  supply  of        . .  505 

longior,  nerve  supply  505 

ulnaris,  nerve  supply  of  605 

-  communis    digitorum. 

nerve  supply  of     499,  505 
r61e  in  claw-hand  . .   109 

-  hallucis,  nerve  supply  of  499 

-  indicis,  nerve  supply  of    505 

-  longus  digitorum,  nerve 

supply  of       . .         . .  498 

Jiallucis,  hypertrophied 

in   Friedreich's  dis- 


140 
505 


pollicis,  nerve  supply  of 

•-  minimi      digiti,     nerve 

supply  of       . .         . .  505 

-  ossis  metacarpi  pollicis, 
escape  in  plumbic 
wrist-drop      . .         . .     65 

nerve  supply  of . .  505 


Extensor^  eontd. 

-  plantar  reflex  (see  Plan- 

tar Reflex) 

-  proprius  hallucis,  nerve 

supply  of       ..         ..  498 
External  auditory  moatus, 
lesions  of  . .  422 

-  cutaneous  nerve,  pain  in  431) 

-  plantar  nerve    . .         . .  498 

-  popliteal  nerve  (see  Nerve, 

External  Popliteal) 

-  rectus,  paralysis  of  176, 

177,  493 
Extract,    pancreatic       ..  191 
Extragenital  chancre  {Fig. 
23)  73,  240.  379,  381, 

615,  739 
Extrasystoles,   arrhythmia 

from    . .  . .         . .  515 

-  auricular,  in  mitral  sten- 

osis     ..         ..  ..  547 

-  auscultatory  phenomena 

with 547 

-  from  coronary  sclerosis    54  7 

-  curve  showing  (f^.  231)  514  | 

-  dropped  beat  from      . .  547 
Extrasystoles,  general  ac-         I 

count  of  ..  547  I 

-  heart- block  simulated  by  j 

546,  547  I 

-  irr^ular  pulse  from   . .  549 

-  Mackenzie  on    . .         . .   547  | 
Extrasystoles,     need     for 

graphic  tracings  In  dia-         . 
gnosing  ..  547  ' 

-  from  nervousness        ..  517  I 

-  polygraph  tracing  of  (2'ij7. 

234) 547  I 

-  pulse  with         . .         . .  547 

-  pulsus    bigeminus    from  I 

547,  550  I 

-  slow  pulse  from  . .  548  , 
Extra-uterine  gestation  (sec  i 

Ectopic  Gestation)  I 

Extravasation,       urethral,  , 

scrotal  fistula  from  . .  621  ' 

-  of  urine,  after  injury  278,  470 
Extroversion  of  bladder  539. 540 
EYES,    ACUTE   INFLAM- 
MATION OF  ..        ..231 

of  iPlates  Xly  Xri) 

230. 

-  almond-shaped,  in  Mon- 

golism 
EYEi,    BLACK    SPECKS 
BEFORE 

-  blue,  psoriasis  and 

-  burning,  from  error  of 

refraction 
Eye,  choroid  cololioma  of 

-  closing  of,  ataxy  exhi- 

bited on         ..         56,  57 

Eye,  congenital  crescents  In  415 

-  conjugate  deviation    of  118 

-  deformed,  by  exostosis    204 

-  difficulty   in   closing   in 

myopathy 

-  discharge  from  . . 

-  dbfploceU,    in    liydroce- 

phalus.. 

-  embolism  of  (see  Embol- 

ism, Retinal) 

-  feeling  of  grit  in,  from 

conjunctivitis 

-  foreign     body     in     (sec 

Foreign  Body  in  Eye) 

-  herpes  of,  pain  from    . . 

-  infarction  of  (see  Embol- 

ism, Ketinal) 

-  inflamed,  from  conjuncti- 

vitis     231 

glaucoma       . .         . .  231 

-  -  iriUs 231 

-  injury   of,   photophobia 

from    . . 

-  pupil  Irregular  aft«r. . 

-  melanotic    sarcoma    of, 

(see  Sarcoma) 
Eye,  myopic  crescent  In  . . 

-  nerve    connections    of 

{Fig.  138)      . . 

-  oblique,  in  Mongolism  . . 

-  ochronosis      of      {Plate 

XXXnr)      ..  ..746 

-  opacities  in,  in  congenital 

syphilis  . .  . .   235 

Eye,  opaque  nerve  fibres  in  416 


232 
238 


71 

603 


295 
415 


235 
761 


205 


231 


445 


521 
551 


416 


300 
237 


Eye^  contd. 

-  pain  in  (see  Pain  in  the 

Eye ;       and      Photo- 
phobia) 
Eye,  physiological  cup  of . .  415 

-  pricking,  from  error   of 

refraction       . .  . .  295 

Eye,  rodent  ulcer  of       . .  734 

-  running  at  (see  Coryza) 

-  sarcoma  of         . .         . .  252 

-  shifty,  of  drug-taker    . .  234 

-  ulceration  of  (see  Ulcera- 

tion of  the  Cornea) 

-  watering,  from  error  of 

refraction       . .         . .  295 
Eyeball,    fixed,    from   ab- 
scess in  orbit  . .   177 

growth  in  orbit        . .   177 

haamorrhage  into  orbit  177 

-  herpes  of  . .         . .  754 
EYEBALL,   RETRACTION 

OF  THE  .217 

Eyebrows,     defective,     in 

myxcBdema    ..      234,  409 

-  eczema  seborrhceicum  of  491 

-  overhanging       . .         . .  203 

-  sycosis  affecting  . .  558  I 
Eyelashes,  pediculosis  pubis         ! 

affecting         . ,         . .  401  I 

-  sycosis  affecting  . .  558 
Eyelids,  absence  of  hair  on     711 

-  angioneurotic  CBdema  of 

411,  (fi>.  178)  412 

-  chancre  of         .,         ..379 

-  chromidrosis  of  . .  (»54 

-  drooping,  in  myasthenii  235 

-  epithelioma  of  . .  . .  378 

-  GBdema  of  (see  CI3deraa) 

-  pigmentation    of,    in 

Graves's  disease    215,  236 

-  puffy,  in  myxoedema  . .  234 

-  quivering  of,  in  hysteria  137 
malingering    . .         . .   137 

-  red,  from  cavernous  sinus 

thrombosis     . .         . .  229 
chronic  conjunctivitis  231  ' 

-  retracted,    in     Graves's 

disease  ..         ..722 

-  stitching     together     of, 

in  treatment  . .   734 

Eyelids,  xanthelasma  of  . .  324 

-  xanthoma  of     . .         . .   732 
Eyestrain,  from  astigrmat- 

ism      . .         . .  . .  524 

-  close  work         . .  . .   524 

-  error  of  refraction     44ri.  525 
Eyestrain,  general  account 

of       446 

-  glaucoma  from  . .        . .  232 

-  headache  from  . .      294,  296 

-  from  hypermetropia     . .  524 

-  occupations  causing     . .  524 

-  pain  in  the  eyes  from  . .  446 

-  photophobia  from       . .  524 
Eye-tension,     diminished, 

from  paralysis  of  cervi- 
cal sympathetic,  in- 
creased   in    glaucoma 

232,  233,  55 

FACE  (and  see  Facies)  | 

-  absence  of  hair  on      71 

-  acne  affecting     . .     489,  560 

-  actinomycosis  affecting    736  , 

-  angeioneurotic  oedema  of 

(Fig.  178)      ..         ..412 

-  asymmetry      of,      from  . 

facial  paralysis         . .  493 
witli  torticollis         . .  142 

-  athetosis  of      131,  132,  ' 

133,  493 

-  atrophy  of,  from  seventh 

nerve  paralysis        . .     63 

-  bleeding  naavi  of  (Plate 

XVIF)  ..         ..292 

-  bloated,  from  aspirin  . .  413  | 

-  bones    of,    enlarged,    in 

leontiasLs  o?sea         . .  670 

-  chromidrosis  of  . .  655 

-  cirsioid      aneurysm      of  I 

(PUUe  XXXi)  ..  694  I 

-  colloid  milium  of        . .  733  | 

-  contracture     of     (Figs.  . 

198-200)         . .  . .  492  I 

-  -  from  Bell's  palsy  140,  494 

-  cramps  in,  in  tetany    . .   151  | 

-  cyanosis  (see  Cyanosis) 


Face^  eontd. 

-  dysidrosis  of       -  .  . .  7" 
I  -  endothelioma  iiivailioff     Ir- 

-  enlarged,  in  acromeg^y  «^?:' 

-  epilepsy  confiaed  to     . ,  I+r. 
'  -  epithelioma  of    -  -  ..•*■" 

^  -  erysipelas  of       .  .  -  -  67* 

-  erythema  multiforme  af- 

fecting .  .  . .   4«'i» 

-  fibroma  of  .  .  -  -  ^7- 

-  flush  area  of      .  .  . .   241 

-  flushed,  in  diabetes       . .  ^4 
yellow  fever  .  .  .  -  573 

-  flushing  of  (see  FltLshin:?) 

-  gumma  of  .  .  .  .  54 1 

-  habit  tic  of        -  -  . .   11^ 

-  luematidrosis  of  . .  64* 

-  healed  gumma   of   (Fiy. 

227) 541 

-  hemiatrophy       of        CI, 

(n^.  2iJ1i)  491 

-  Henoch's  purpura  affect- 

ing (Fig.  157)  - .   34^ 

-  herpes  of  .  .  . .   7ij 

-  hysterical  spnsm  of       . .  494 

-  impetigo  affectin*?  . .  5^' 

-  leprosy  erythema  of     . .  5*3 

-  lichen  scrophulosorum  of  4H< 
Face,  lupus  of  . .  735 
etytliematosus    affect- 
ing . .           ..        247,  C-Ji 

-  meningocele     profectiii;? 

into     ..        (Fii^.  102)  •S) 

-  miliaria  of  . .  .  .    755 

-  multiple  benign  sarcoid 

affecting         . .  .  .   4'>5 

-  myoclonus  of     . .  . .   137 

-  myopathy  of      . .  . .  514 

-  ochronosis      of       (Plate 

XXXII n       ..  ..    7U 

-  oedema  of  (see  Oi-iema) 

-  pain  in  (see  Pain  in  the 

Face) 

-  paralysis  of  (see  Paraly- 

sis, Facial) 

Face,     pellagra    affecting 

(Plate  IX)     ..  ..228 

-  pemphigus    neonatorum 

affecting         . .  . .   401 

-  pigmentation  of  (and  see 

Pigmentation    of     the 
Skin) 527 

-  pitjrrlasis  rosea  affecting  G04 

-  prurigo  affecting  . .   4!l9 

-  pufliness  of,  in  nephritis    42 

-  rigidity  of,  in  epilepsy  . .  739 

meningitis      , .      '    .  .   7?9 

uraemia  . ,  . .   725 

Face,  rodent  ulcer  of    7^  73$ 

-  rosacea  affecting        241,  48$ 

-  scarring    of,     ectropion 

from S*«) 

-  sclerodermia  affecting  . .  595 

-  sebaceous  cyst  of         . .   732 

-  seborrhoea  affecting     . .  6*^ 

-  sensory  areas  of   (Figs. 

188,  189,  191)  . .  448 

-  small,  in  anosteoplasia. .  1S7 

-  small-pox  affecting    561,  757 

-  subcutaneous       emphy- 

sema 6f  . .  . .  203 

-  swelling  "  of    (and     see 

CEdema)         . .  . .  673 
from    vena   cava   ob- 
struction    ..      158,  15J 

-  sycosis  affecting  . .  558 
Face,  syphilis  of    209,  383, 

490,  560.  735 

-  syringomyelia    affectimr 

608"  609 

-  tics  affecting      . .  . ,  13C 

-  tinea  versicolor  on       . .  250 

-  tremor    of,    in    general 

paralysis        . .         . .  14< 

-  tumours  affecting        . .  fi'J 

-  ulceration  of      . .  . .  73J 

Face,  unilateral  sweating  of  €54 

-  vaccinia  of         . .         . .  674 

-  varicella  affecting     756,  757 
Facial  nerve  paralysis  (see 

Paralysis,  Fiicial) 

FACIES.     ABNORMALI- 
TIES OF  .233 

Facies    In    achondroplasia 
(Fv.  117)      ..         ..237 

Fades  of  acromeoaly  S04. 

(Fig.  116)  237,  <S5 
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FactfS,  coiitd. 

-  bloated  from  aneurysm  159 

from  aspirin  ..         ..413 

vena     cava     superior 

obstruction  . .   158 

-  in  catalepsy      . .         . .  598 

-  chronic  alcoholic  . .  233 

-  in  colic  . .         . .         . .   114 

Fades,  conoenlUI  syphilitic  235 

-  consrcsted,    from    mitral 

regurgitation  . .  210 

Fades  of  cretlnlsin    189, 

(Fig.  88)  234 

-  expressionless,  in  paraly- 

sis agitans     . .         . .  503 

-  in     familial       acholuric 

jaundice         ..         ..  C34 
(Plate  XVIin  ..  332 

Fades  In  familial  lenticu- 
lar ileoeneration      . .  238 

-  fatuously  placid,  in  insu- 

lar sclerosis   . .         . .  234 

Fadse  In  Qraves's  disease 

(Fig.  113)      . .         , .   23G 

-  hippocratica,  from  peri- 

tonitis. .         . .     388,  693 

-  in  leontiasis  ossea       ..  2Ul 

-  mitral     «teno8ls«      (PlcUe 

VI  A) :»3 

Fadse  In  Menoollan  Idiocy 

(/%*.  118, 119)237 
Fades,  myasthenic  ..  235 
Fades,    myopathic   (Fig$. 

109,  110)  235 
Fades,    myxsidematous 

(Fig.  \b)  38,  234 

-  in     ochronosus     (PUUe 

XXXI IP)      ..         ..  74C 
Fades  of  paralysis  aoltans 

(Fig.  114)  238,  725 

-  pcach-bloesoro.  In  scarlet 

fever 228 

-  In  pellaj^ra  (Plale  IX)  . .  22C 

-  pij^ented,  with  uterine 

lesions 09 

-  rat^like,  in  microcephaly  188 

-  in  risus  sardonicus        . .  598 

-  rubicund,  from  alcohol      35 

-  sallow     pigmented,     in 

cirrhosis         . .         . .     51 

-  senile,     in     congenital 

syphilis  ..         ..400 

-  in  seventh  nerve  paraly- 

sis        491 

Fades    In    splenomeoallc 
polycythamia  ..  534 

(Plaie  XXIX)  834 

-  square.  In  acromegaly  . .  237 

-  starchy,      in       pseudo- 

bulbar palsy  . .         . .  027 

-  in  strychnine  poisoning  598 

-  tetanus   . .  . .  . .  598 

FiBcal  vomiting  (see  Vomit- 
ing, F»cal) 

FoBfes  (and  see  Stools) 

-  abdominal  swelling  from  C77 

-  accumulation  of,  in  colon  G57 
movable  kidney  simu- 
lated by      . .         . .  G63 

enematA  in  diagnosing  351 

Faces,  accumulated,  notes 

on      831 

obstruction  from      . .  031 

pain  in  hypochondrium  450 

-  acid,  from  fermentation  240 
pancreatic  disease    . .   101 

-  alkaline,  with  gall-stone 

obstruction    . .  . .   101 
putrefaction  ..         . .  2i0 

-  analysis  of,  Cammidge's 

reaction  and  . .         . .   101 

-  bilharzia  ova  in . .         . .     79 

-  blood  and  mucus  in  (see 

Stools,      Hlood      and 
Mncus  in) 

-  bubbly,  from  fermenta- 

tion      240 

-  clay-coloured     . .      324,  320 

-  in     colon,     swelling     in 

hypochondrium  from    629 

-  dry,  hard,  from  deficient 

Water  intake  ..      121,  125 

in  diabetes         121,  125 

in  hot  weather      . .   125 

obstruction  due  to     125 

-  enema  in  diagnosing  tu- 

mour due  to  . .         . .  077  , 
D 


Fwccs,  corWl. 

-  examination  of,  in  duo- 

denal ulcer     . .         . .     33 

-  fat  in,  in  chronic  pan- 

creatitis ..         ..204 
jaundice         . .         . .  32 1 

-  fats  in 101 

-  fatty       239 

iridescent,  from    pan- 
creatic disease       . .  328 

-  nukes  in 328 

-  gall-stone  in       . .      110,  327 

-  hard,  dyschetla  from  . .   128 

-  impacted,  age  incidence 

of        172 

carcinoma     simulated 

by    . .         . .      453,  718 

diarrhoea  from  . .  1 72 

enemata  in  diagnosing  718 

felt  per  rectum         . .  172 

intestinal    obstruction 

from  ..  ..  120 
pain  in  left  iliac  fossa 

from  . .  . .  452 
rectal  examination  in 

diagnoAing  . .  . .  718 
swelling  in  right  Iliac 

fossa  from  . .  . .  005 
tenesmus  from  . .  718 

-  hicontinonce      of      (see 

Incontinence  of  FoBces) 

-  keratin  particles  in      . .  520 

-  lead  in    . .         . .        73,  119 

-  meat  Ubres  in,  in  chronic 

pancreatitis   . .         . .  204 
. —  fragments  in,  in  putre- 
faction       ..         ..  246 
Faces,    microscopical   ex- 
amination of  ..        ..519 
in  pancreatitis      . .   101 

-  mncuH  and  blood  in  (sec 

Stools,       Hlood      and 
Mucus  in) 

-  muscle   fibres   in,   from 

intestinal  putrefaction  241 
pancreatic  disease..  328 

-  occult  blood  in..         ..  120 
with   carcinoma   of 

the  pancreas     . .  101 

duodenal  ulcer      . .  101 

gastric  ulcer  . .  101 

pancreatitis  . .  101 

-  offensive,  in  jaundice  . .  324 

-  ova  In     . .         . .      220,  521 

-  of  ankylostomum  in    ..     81 

ascaris  in        . .         . .  328 

distoma  in     . .  . .  328 

-  palpable  in  sigmoid  colon  070 

-  parasites  in        . .         . .  621 
FiECES     PASSED      PER 

URETHRAM  ..  238 

from  carcinoma  recti  582 

cystitis  simulating     238 

Faces  passed  per  urethram, 
list  of  causes  of       . .  238 

pneumaturia  with     530 

-  ribbon-like,  from  carcin- 

oma recti       . .         . .     78 
Faces,  simuiatino  Icidney  354 

enlarged  liver  . .  307 

spleen         . .         . .  031 

-  small    In    amount,    yet 

normal  ..         ..   121 

-  starch     cells     in,     from 

carbohvdrate  ferment- 
ation    241 

-  stercobilln  absent  from, 

in  carcinoma  of  pan- 
creas     101 

-  trvptic  activity  of        . .  328 

-  tubercle  bacilli  In  70.  385, 458 

-  tumours  simulated  bv..  354 

-  urobilin  in  . .      '  . .  74.1 

-  vegetable  cells  in  . .  520 
residue   in,   with   fer- 
mentation . .         . .  240 

Fainting,  after  Ilushing  . .  241 

-  attacks,     in     Addison's 

disease            . .          . .  520 
Faintne^^s,  in  angina  pec- 
toris      43.3 

-  from  aortic  regurgitation  207 

-  arsenic    . .  . .  . .   208 

-  extra-uterine     gestation  393 

-  fatty  heart         ..  ..212 

-  haemutemesis     . .  . .  208 

-  hepatoptosis ;     . .         . .  308 


Fainltifss,  cnntd. 

-  movable  kidney  ..   115 

-  paroxysmal  tachycardia  703 

-  preceding  hoimatemesis    280 

-  from  snake-bite. .         ..  337 
Falls,  deafness  from         . .   100 

-  on  head,  fractured  spine 

from 048 

-  shoulder,     Erb's     palsy 

from 507 

-  subacromial  bursitis  from  470 
Fallopian  canal,  lesion  In  494 

-  tube    affections,    pelvic 

swelling  due  to         . .  088 

suppuration     in    (see 

Pyosalpinx)  ..   592 

-  tubes,    absent,    sterility 

from 040 

distended,     dvschezi  i 

from  .*.         ..  129 

False  images         . .         . .  170 
Familial  acholuric  Jaundice 

(Plate  XV 1 1 1)  382,  834 

spleen  enlarged  in. .  031 

I  -  amaurotic  idiocv  . .  761 

!  -  ataxy,  tremor  724,  727,  728 

-constipation       ..         ..123 

-  iaundice  . .         . .  325 

Familial  lenticular  deoenera- 
tien 238 

-  meryclsm  . .         . .  388 

-  over-weight       . .         . .  408 

-  tremor    ..         ..     724,  725 
Family  history,  in  acholuric 

jaundice         . .         . .  034 

acute  rheumatism  133, 

337,  404,  014 

angioneurotic   cedema  699 

chorea  . .         . .  133 

congenital  syphilis   . .  035 

epilepsy  . .         . .  145 

exostOMS        . .         . .  698 

Friedreich's       disease 

140,  512 

Gaucher's  disease     . .  633 

gout 344 

luemophilia       33,  73,  556 

Hanot's  cirrhosis      . .  332 

heart  disease..         ..     14 

Huntingdon's    chorea  134 

Meige's  disease  ..  414 

myopathy       . .      509,  512 

paramyoclonus  . .  136 

pavor  nocturnus       . .  322 

-  -  phthisis  . .      104,  708 
pseudo  -  hypertrophic 

paralysis     ..         ..  513 

Quincke's  disease     ..  411 

retinitis  pigmentosa..  700 

splenomegalic  cirrhosis  033 

Tooth's  peroneal  atro- 
phy 113,  512,  513 
Famine,  relapsing  fever  and 

330,  037 

-  typhus  fever  and         . .  335 
Faradic  current  in  muscle 

testino  .582 

Fasciie,   gonococcal    infec- 
tion of  ..         ..  340 

Fastigium  . .         . .         . .  694 

Fat  boy  of  Peckham        . .  409  . 

-  bojrs,     hypernephroma 

and 409 

pituitary  lesions  and    409 

-  deficiency  of  rickets  and  145 

-  droplets,  stains  for      . .  108 

-  in  fcoces lol 

in  jaundice     . .         . .  324 

from  pancren«  disease 

110,  172,  204,  328 

saponified     and     un- 

saponified  ..         ..101 

-  globules  in  ascitic  fund     50 

f»ces 101 

tube  casts      . .         . .       0 

-  indigestion,    stools  with  171 

-  necrosis,  in  acute  pan-  ' 

creatitls         131,  389,  001  ; 
pancreatitis    . .      594,  767 

-  subcutaneous,   deficient, 

in  tabes  . .         . .  230 

Fat-pa<ls  above  clavicles  in 

cretinism        ..         ..234 

-  in  niyxd'dema  ..         ..234 
Futigablllry,      undue,      in 

neura««thenla  . .         . .   715 
Fatigue,  dyspepsia  from..  319 


Fatigue,  conUl. 

-  fibrillar  contractions  from  134 

-  luemoglobinuria  from  . .  284 

-  insomnia  from   . .         . .  322 

-  localized        convulsions 

from 144 

-  specks  before  eyes  in  . .     71 

-  tremor  from     724,  725,  727 

-  twitching  from  . .         . .   130 
Fattiess,  myocardial  change 

associated  with         . .     14 

-  in  pituitary  infantilism    190 

-  (and  see  Obesity) 

Fatty  casts  . .         . .       0 

-  change,  heart  large  from    54 

-  crystals,  in  stools         . .   1 70 
from  pancreas  dis- 
ease        ..         ..172 

-  degeneration     of    heart 

(see  Heart,  Fatty) 

liver     in    phosphorus 

poisoning    . .        7.1,  337 

-  infiltration,  ascites  from     53 
of  bowel,  constipation 

from  ..         ..123 

Fatty  Ihfor,  oeneral  account  ^ 

of       374 

FATTY  STOOI^  ..         ..239 
from    carcinoma    ol 

duodenum  . .         . .  239 

pancreas     . .        61,  239 

chronic  pancreatitis..  239 

jaundice         . .         . .  239 

-  superposition  of  heart        53 

-  tumour  (see  Lipoma) 

-  Fauces,  dermatitis    her- 

petiformis affecting  . .     74 

-  epithelioma  of  379,  01 S 

-  erythema  bullosum  of . .     74 

-  gumma  of  . .         . .  013 

Fauces,  inflamed,  oeneral 
account  of    ■ .        . .  615 

sore  throat  from      . .  613 

-  mucous  patches  on,   in 

I  syphilis  ..         ..618 

I  -  pemphigus  affecting     . .     74 

-  red  in  scarlet  fever      . .  227 

-  tuberculous  . .  . .  613 
'  Favus,  achorion  Schonleinii 

causing  ..         ..  240 

'  -  alopecia    areata    distin- 
guished from..         ..  247 

-  baldness  from    . .         . .     71 

-  crusts  in  . .         . .  600 

-  diagnosis    obscured    by 

treatment      . .         . .  247 

-  ccsema  distinguished  from247 
Favus,  oMieral  account  of 

(Fig.  123)  248,  247 

-  hair  changes  from         . .  247 

-  honey-comb  appearance 

in        248 

t  -  lupus  erythematosus  simu- 
lating   247 

-  microscope  in  diagnosing  247 

-  mousy  smell  of  . .         . .  246 

-  mucous  membrane  affected 

by       246 

-  mycelium  in      . .         . .  247 

-  nails  afTected  by  247,  250,  399 

-  preference  for  scalp      . .  246 

-  ringworm    distinguished 

from 249 

-  seborrhoea  distinguished 

from 247 

-  simulating  psoriasis     . .  247 

-  spores  in  . .         . .  247 

-  sulphur  discs  of  . .  246 

-  tenderness  of  scalp  from  710 
Feor,  amenorrhoca  from..  18 
Febricula,  enteric  and     . .  464 

-  gastro-intestinal    u[>sets 

and 464 

Febricula,  oMieral  account 
of       573 

-  measles  and       . .         . .  464 

-  pain  in  the  limbs  in  403,  464 

-  pneumonia  and  . .  464 

-  pulmonary    tuberculosis 

and      . .  . .  . .   464 

"  rheumatism  and  . .  464 

-  scarlet  fever  and  . .  464 

-  sore  throat  and. .  . .  464 
Feet,  acropanosthesia  of . .  444 

-  athetosis  of        . .         . .   131 

-  blue,  with  talipes  ..   112 

-  broad,  in  myioedema  . .  410 

52 
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Feet,  contd. 

Kerment.s  In  pancreatic  cj-st 

451 

-  liromidroeis  of  . .         , .  054 

Ferret-fa«*ies      in      micro- 

- cheiropompliolyx  of  600,  76G 

cephaly 

188 

-  cold,  insomnia'from     . .  32'J 

Ferrets,  fever  from  bite  of  598 

-  cyanosis  of        . .         . .  150 

Ferric    chloride,    alkapton 

-  enlarged,  in  acrorae^ly 

and 

746 

204,  537,  085 

-  -  in  Bial's  test  . . 

26 

-  erythema  of,   from   ex- 

 indlcan  and   . . 

745 

posure  to  cold           . .  224 

melanuria  and 

745 

multiforme  affecting     48l» 

reaction,  after  carbolic 

nodosum  of    . .         . .  404 

acid 

170 

-  flat           . .         186,  362,  438 

after  salicylates    . . 

170 

-  flushing  of,  in  erythro- 

after  salol  . . 

170 

melalgia         ..         ..441 

24 

-  gangrene  of,  in  syringo- 

myelia           ..         ..257 

afliUns 

725 

-  htematidroeis  of            . .  655 

Fever  (and  see  Pyrexia,  and 

-  position  in  tetany         . .       2 

Temperature  Charts) 

-  pulmonary  osteo-arthro- 

-  blackwatcr,  hmmoglobin- 

pathy  of  (Fig.  165)  . .  351 

uria  in 

284 

-  scabies  affecting           . .  663 

-  continued  (see  Pyrexia, 

-  sore  on,  inflamed  inguinal 

Prolonged) 

glands  from  . .         . .  381 

-  relapsing  (see  Relapsing 

-  sweating  in  acute  rheu- 

Fever) 

matoid  arthritis       ..  342 

-  typhoid    (see    Typhoid 

-  trench 224 

Fever) 

Fthllno's  solution,  in  osti- 

Fevers,  acute  dilatation  of 

matino  tuoar. .        . .  263 

reduction  by  alkapton 

stomach  in     . . 

173 

nephritis  in    . .          10 

,  42 

261,  740 

I'evers,    acute,     aphthous 

by  carboluria         . .  740 

stomatitis  in.. 

740 

cerebrospinal  fluid 

backache  in   . . 

427  , 

178,  .'J04 

balditess  from 

71  1 

creatinin     ..         ..261 

cerebellar  atrophy  after  729 

after  dnigs         157,  261 

Cheync-Stokes  breath- 

 by  glycuronic  acid    201 

ing  in 

108  , 

horaogentisic  acid..  746 

coma  in          . .      117, 

144  ' 

lactose        ..         ..261 

at  onset  of . . 

694  1 

pentose       ..         ..  201 

convulsions  from 

144  ' 

uric  acid            261,  743 

at  onset  of. . 

594 

xanthin       . .         . .  261 

cramps  In 

152 

Fthllno'stett                 ..261 

deafness  from 

166 

Femoral  art«ry  (see  Artery, 

delirium  in     . . 

169  I 

Femoral) 

diazo-reaction    in     . . 

173  1 

-  glands   (see   Lymphatic 
Glands,  Femoral) 

dilatation  of  heart  in 

211, 

214 

-  hernia  (see  Hernia,  Fe- 

 eosinophitia  after 

218  , 

moral) 

cpididymo-orchltis 

-  thromboBis  (see  Throm- 

from 

478  . 

bofiis) 

epistaxis  in    . . 

221 

Femur,  epiphysitis  of,  limp- 

-  -  gastric    HCl    deficient 

hig  from         . .         . .  363 

in 

270 

-  exostosis  of  (Fig.   281, 

hromatemosis  in    265, 

272  I 

p.  670)  692 

lupmaturia  in 

275 

-  fractured  (see   Fracture 

hasmoptysis  in 

287  1 

of  Femur) 

hiemorrhagic   erosions 

-  myeloid  sarcoma  of     . .  672 

in 

269  1 

-  necrosis  of         . .         . .  692 

hydrocele  from 

481  1 

-  osteomyelitis  of,  limping 

hyperacusis  after      . . 

309 

from 863 

hyperi>yrexia  in 

309 

-  periostitis    of,     limping 

hy|)othermia  after   . . 

311  1 

from 363 

1 infective  parotitis  in . . 

094 

popliteal  abscess  from  692 

insomnia  from 

321 

-  sarcoma  of         . .      363,  692 

1 inspLssation  of  bile  in 

328 

-  separated  epiphysis  of. .  693 

Fevors,  acuta,  jaundlco  In 

1 

-  swelling   on,    in    scurvy 

'                                             325, 

335 

rickets            ..         ..670 

menorrhagia  from  380 

,387  1 

-  tyi)hoid  osteitis  of        . .  340 

' mitral      regurgitation 

1 

Fen  districts,  malaria  in . .  632 

1               from 

211  ' 

Fenestra  rotunda,  pressure 

necrosis  of  jaw  from . . 

683  . 

on,  giddiness  from  . .   753 

nephritis  after 

281  ' 

Fen  wick.  Hurry,  on  renal 

1 pain  in  the  eyes  in    . . 

446 

angioma         . .          . .  278 

1 in  U»e  limbs  in 

463 

Fergusson's   speculum,    in 

1 parenchymatous    car- 

1 

examining    for    gono- 

diac  changes  in     .. 

214 

cocci 185 

photophobia  in 

525 

Fermentation,    acid    stool 

polyuria  and  . . 

536 

from 170 

1 prolonged  pyrexia  from  563 

-  in  estimation  of  sugar. .  263 

purpura  in      . .      553 

554 

-  flatulence  from..         ..241 

pyelonephritis  In 

676 

-  gastric,  stomach  dilated 

rapid  pulse  in. . 

702 

from 241 

rigor  at  onset  of 

594 

-  intestinal,     borborygmi 

Fevers,  acute,  splenic  en 

with 82 

,  636 

carbohvdrates  and   . .     82 

taste  loss  from 

705 

FermonUtldn,      Intoitlnal. 
charactore  of  stools  with  246 

tetany  from  . . 

151 

tinnitus  from. . 

723 

constipation  with     . .  241 

uric  acid  in    . . 

742 

diarrhcpa  with           . .  241 

vomiting  in    . . 

705 

distinguished    from 

at  on.sot  of . . 

704 

putrefaction           . .  246 

weak  first  sound  in  . 

214 

flatus  from    . .         . .  246 

1  -  albumosuria  in . . 

.      10 

stools  in          ..          ..241 

Fevers,  albuminuria  in  . 

13 

tetany  from  . .         . .       3 

-  amenorrhcra  after 

18 

wind  with       ..         ..241 

-  anuria  in 

41 

-  tost  for  glucose..          ..   7t3 

-  athetosis  after  . . 

.    132 

Fermentation  test,  for  sugar  262    -  bleeding  gums  in 


Fertrs,  contd. 

-  cancruni  oris  after        . .     74 

-  cloudy  swelling  in         ..     13 

-  constipation  in  ..  ..   123 

-  diazo- react  ion  in  ..   173 

-  encephalitis  after  . .   132 

-  fatty  heart  from         53,  212 

-  hypersBsthesiaacustica  in  166 

-  shortness  of  breath  in..     87 

-  sordes  in  . .  72,  73 

-  spastic  paraplegia  after    132 

-  specific,  vaginal  atresia 

from 18 

vaginitis  from  . .     18 

-  thirst  in 719 

-  urate  deposit  due  to  . .  740 
Fibrillar  contractions  ..  134 
in  amyotrophic  lateral 

sclerosis      ..      135,  608 

bulbar  paralysis        . .  135 

myopathies    ..         ..  604 

from  poliomyehtis   . .  140 

in  progressive  muscular 

atrophy       . .  . .  136 

Fibrillation,  auricular  (see 
Auricular  Fibrillation) 

-  of  tongue,  in  bulbar  palsy  627 

Fibro-adenoma  of  breast 
general  account  of  . .  686 

-  heart  (see  Heart,  Fibroid) 
Fibroid    lung    (see    Lung, 

Fibroid) 

-  of  uterus  (see  Fihromy- 

oma  of  Uterus) 
Fibrolipoma  of  abdominal 

wall 666 

Fibroma  of  bone  . .         . .  671 

-  breast 686 

-  dermoid  cvst  simulating  732 

-  of  face    .'.         . .         . .  673 

-  femoral 676 

-  of  jaw      ..  ..      083,  684 

-  larynx,  ostluna  simulated  i 

by       536 

stridor  from  . .         . .  660 

-  of  mediastinum. .         ..  751  i 

-  molluscum  . .  . .  732 
von    Recklinghausen's 

disease  simulating. .  710 

-  of  nose,  epistaxis    from  220 

-  ovary,  ascites  with      . .  089 

-  twisted  pedicle  of     . .  089 

-  of  vulva..         ..      700,  702 

-  of  uterus,  anuria  from. .  41 
bearing-down        pain 

from  ..         ..427 
bladder  distention  simu- 
lating ..         ..088 
cachexia  with  . .     99 

Fibromyema    of    uterus, 
characters  of . .        . .  366 

carcinoma  with         . .  391 

chronic  nephritis  from       7 

cystic  change  in     39 1 ,  690 

difficulty  in  micturition 

with  ..  ..395 

dyschezii  from         . .  129 

dysmenorrhcpa  from      192 

dystocia  from  . .   201 

ectopic  gestation  simu- 
lating ..         ..  090 

expulsion  of  . .         . .  408 

extrusion  of  . .         ..391 

foul  discharge  from  . .   185 

frequent    micturition 

from  ..         ..394 

haemorrhage  from     . .  639 

in  iliac  fossa  . .  . .  678 

inversion  simulated  by  639 

kidney  simulated  by     354 

malignancy  simulated 

by 690 

menorrhacia  from 

.H8fi.  391,  088,  089 

metrorrhagia  from  390, 391 

"  -  necrobiosis  in  . .  090 

ovarian     cyst     simu- 

by    ..         386,  088,  690 

pain  in  pelvis  from  . .  408 

pelvic  swelling  due  to  088 

pigmentation    of  face 

with  ..  ..99 

pregnancy    simulating  088 

projecting  from  vagina  539 

"  -  renal  tube  casts  due  to       7 

retention  of  urine  from  649 

of  round  ligament     . .  681 


Ffbromjfomn  of  uterus,  cnn'd. 

sarcoma  from  3S»1,  tiSJ 

simulating    tumour  ot 

Cauda  equina  . .     C-Z 

sloughing        . .  . .    33i 

softened  in  pregnanov 

I'Ol".  696 

sound  in  diagno<?inir. .  3S»; 

stenosis  ol  uretiira  bj       7 

-  sterility  from  - .   €46 

strangulation  of         . .   391 

strangury  from  . .   04? 

tenesmus  from  . .   Tl^ 

uterus  enlarged  by  .  .    391 

ureters  obstructed  by     41 

vaginal  examination  ill 

diagnosing  . .       353,  394 

-  of  vagina  . .       539,   7«V 

-  vulval  swelling  from  . .  7tA> 
Fibromyxoma   of    parotid 

gland  . .  . .  . .   C9^ 

Fibroneuromata  of  brachiiU 

plexus  . .  .  .   443 

Fibrosarcoma      of      naso- 
I  pharynx  . .  . .    1 79 

j snoring  due  to  . .   613 

-  of  scrotum  . .  . .  693 
Fibrositis,  from  cold   and 

damp  . .  . .  475 

I  -  gonorrhceal,  pain  in  foot 
I  from    . .         . .  . .   43? 

-  infective  periartlirita  and  47:^ 
I  -  from  injury        ..           ..473 
I  -  interscapular  pain   from  461 
I  -  occupation  neurosis  simu- 
lating   476 

-  pachymeningitis     simu- 
lating   477 

-  pain  in  tlie  shoulder  from  474 
FlbrosKIs  Of  shouMer  region  475 
Fibula,  epiphysitis  of,  limp- 
ing from  . .  . .   36? 

1  -  grocnstick  fracture  of  . .   362 

-  osteomyelitis  of,  limpinjg 
from    . .         . .  . .   36^ 

-  periostitis     of,     limping 
from    . .         . .  . .   36* 

-  sarcoma  of,  limping  from  ^i'l 
Fidgetiness,  in  chorea  . .  133 
Fifth  nerve  paral^-sis  (see 

Paralysis  of  Fif  tli  Xerve) 
Fics,  oxalate  from  . .   424 

Fijruros,  list  of,  p.  xiv 
Fiji,  elephantiasis  in        . .     *< 
Filaments  in  urine,   from 

gleet 18S 

Filaria  bancrofti  noottima     l*«» 

-  diurna     . .         . .  . .     iS 

-  embryos,  in  blooil    109,  22»; 

-  -  (Plate  XX  nil)        ..   614 

-  perstans  . .  . .  2^ 
'  Filariasis,  age  incidence  of  10i« 

Filariasls,  blood  changes  ia 

26,  2t 
I  -  chylous  ascites  from    . .     5t« 

-  chyluria,  from    . .        54)  109 
I  -  elephantiasis  from      28, 
I  109,  411,  695,  701,  737 
I  -  eosinophilia  in  . .      li.>9,  2iy 

-  erythema  from  . .  223,  22»; 
Filariasis.  general  account  of  26 

-  parasites  in  blood  in    ..     I'T 

-  oedema  from     ..  ..  41«» 

-  sex  incidence  of  ..   1»»9 

-  in  tropics  . .  . .  !•►:> 
I  File-maker's  cramp  . .  151 
'  Fillet,  sensory  path  through  55 

Film,   blood-   (see    Blood- 
film) 
Filth,  relapsing  fever  and  637 
I  Fingers,  ani^thcsia  in     . .  6*  its 

-  athetosis  of       . .  . .   131 

Finger,  bedsore  of . .        . .  240 

-  broad,  in  achondroplasia  187 
..  537 


myxoedema 

-  bullsa    of,     in    syringo- 

myelia 

-  bullous  affections  of    . . 

-  burrows  of  acorus  on  . . 

-  chancre  on 
occupation  and 

-  cheiropompholyx  of     . . 

-  clubbed    (see     Clubbed 

Fingers) 

-  cow-pox  of 

-  cyanotic,   in   Raynaud's 

disease  .  ^  . .  16: 


239 
540 

3S1 

756 


240 
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FINGERS 


FORDYCE'S   DISEASE 


819 


FINGERS,  DEAD..        ..   162 

-  from      arteriosclerosis 

Ui'J,  163 

-  -  atheroma       . .         . .   163 

-  -  blue  brain  ..  102,  16.1 
carbonate  of  soda    . .   163 

-  -  cervijul  rib    . .         . .   162 

-  -  cold 162 

-  erKotisra         ..         ..162 

-  -  mcnorrha^ia  and      . .  387 

from  occupation       . .   162 

in  peltat^ra     . .         . .  162 

-  swimmers       . .         . .  162 

-  washerwomen  . .   163 

-  -  from    wei«ht-carrvln:j  161 

-  onchondroma    of    (Fig. 

282)  071 

-  enlarj?ed,  in  acromegaly  111 

-  -  pulmonary     osteo-ar- 

thropathy  . .         . .  Ill 

-  erythema  keratodes  of  . .  405 

-  erythematous  lesions  of  239 

Fingers,  oMigrme  of  240, 

(Plate  XlII)  253 
in  Raynaud's  disease    162 

-  -  syrins?orayelii  ..  257 

-  gonococcal  artliritis  of. .  340 
Heberden's  no'les  on 

(Fig.  155)  343 

-  necrosis  of,  in  llarnand's 

disense  (Fig.  126)  257 

-  nodosed  juvenile  . .  191 

-  numbness    of,    in    acro- 

pantxsthesia    . .  . .  444 

-  -  occupation   and         . .  444 
pads  on     (Fig.  160)  347,  405 

-  papular  affections  of    . .  239 

-  I)itvriasi»    rubra    pilaris 

affectinsr         ..         ..489 

-  podifv,  in  myxa»doma  . .     38 
position  in  tetany        . .       2 

-  pulmonary  osteo-arthro- 

pathyof  lll(F»V7.  164).'l51 

-  pustular  affections  of  . .  239 

-  Raynaud's  disease  affect- 

ing 162,  256,  257,  699 

-  rheumatic  fever  affecting  337 
septic,  cellulitis  from    . .  410 

epitrochlear  gland  en- 
larged from  ..  380 

-  scabies  of  . .  563,  755 
FINGERS,  SORE..  ..  239 
inllamed  axillary  glands 

from  ..         ..380 

-  spindled,  in  acute  rheu- 

matoid arthritis  (Fig. 

153)  .142 

-  squamous  affections  of    240 

-  svphilis  affecting         ..  239 

-  swollen,  from  tuberculous 

dactylitis        ..         ..668 

-  thickened,  in  myxcedema  409 

-  three   middle   equal,   in 

achondroplasia  . .   187 

-  tremor    of,   in  Graves's 

disease  ..      703,  770 

-  tuberculous  (see  Dacty- 

litis. Tuberculous) 

-  ulceration  of      ..       16*?,  240 

-  vesicular  affections  of..   239 

-  xanthelasma  of  . .  324 
Firemen,  left  ventricle  en- 

largefl  in        ..  ..206 

Fish,  poisonous     . .  . .   224 

-  rn-panosomes  in  . .     28 

-  urticaria  after  ..  673,  771 
Fishbone,  aorta  opened  by  267 

-  in  gum,  ptyalism  from  542 

-  inhaled,      gangrene     of 

luncr  from      . .  . .  259 

-  fpsophiiirus  perforated  by  267 

-  in  rectum  . .  . .   584 

-  tontnie  swollen  from  . .  698 
I'ishermen,  erythema  in  . .  224 
Fissure,    anal,    aching    in 

perineum   from         . .  474 
(lyspareunia  from     . .   193 

-  -  levator  ani  spnsm  from  193 
pain     on    defecation 

from  . .  . .  585 

\n  penis  from     471,  473 

rectal  examination  in 

diri'-'tiosing  . .  . .  194 
speculum  in  diagnoS' 


-  -  tenesmus  from 

-  of  tongue,  syphilitic 


194 
718 
739 


I'Lstula,  anal  . .         . .     78 

vagismus  from  . .   193 

-•  between    bile-duct    and 

urinary  tract . .         ..  744 

-  broncho-oesophatreal     . .  259 

-  gastrocolic,  ffflcal  vomit- 

ing from        . .  . .   766 

-  genital,  sterility  from  . .  646 
FItlula,  rectovaoinal        ..  588 

-  rectovesical        . .         . .  686 

-  -  after  childbirth        . .  238 

-  ronocolic,    from     carci- 

noma   530 

pneumaturia  from    . .  530 

-  scroUl     . .          . .     479,  621 
from   rectal   suppura- 
tion  621 

stricture         ..         ..621 

-  -  syphilitic  testis        ..621 

tubercle  bacilli  from . .  479 

from  tuberculous  testis  621 

urethral  extravasation  621 

-  umbilical  fiecal  . .     43 
from  pneumococcal 

peritonitis  . .         . .  631  i 

tuberculous  peritonitis 

43,  48,  631,  656 

-  urethral,  acliing  in  peri- 

neum from    . .         . .  474 

Fistula,   urethral,   osnoral 
account  of  . .  620 

from  syphilis..         ..  184 

Fistula,    urinary,    osneral 
account  of    ..        ..  397 

-  vesical,     cystoscopo     in 

diagnosing      . .         . .  530 

-  vcsicocolic  . .  . .   125 
Fits,  definition  of  (and  see 

Convulsion")  . .  . .  143 
Fixation  in  vision. .  ..  758 
FIxIno  fluid  for  histolooical 

specimens      . .     390,  391  . 
Flagellum,       trypanosorae  I 

bearing  . .         . .     28 

Flail  joint  . .         . .      346,  349 
Flashes     of     light,     from 

plethora  ..  ..221 
Flat-foot,  limping  from    ..  362 

-  metatarsal  neuralgia  and  439 

-  pain  from  . .         . .  438 

-  in  rickets  (Fig.  85)      . .  186 
FLATULENCE      ..         ..240 

-  acute    abdominal    pain  , 

from 193  t 

-  in  angina  pectoris  241.  ' 

316,  433,  709 
abdominalis   . .         . .  316 

-  asthenic  dyspepsia       . .  319 

-  atheroma  . .         . .  437 

-  bismuth   and  r-rays    in 

diagnosing  cause  of  . .  24 1  I 

-  borborygmi  with  . .     82  [ 

-  constipation  with        . .  123  ! 

-  with  emphysema  . .  241  ' 
I  -  f  real  accumulations  with  354  ' 
,  -  with  gastric  atony       . .  24 1  ' 

I  Flatulence,  oMtrlc,  oeneral        | 
'        account  of  . .  240  : 

-  from  gastritis    . .         . .  267  i 

-  in  heart  disease  . .  241  ] 

-  heart  disease  pain  simu-  | 

latcd  by        433,  435,  709  , 

-  insomnia  from  . .         . .  321 

-  interscapular  pain  from 

461,  462 
Flatulence,    Intestinal, 

general  account  of  241,  246 

-  loss  of  weight  from      . .  769 

-  merycism  and    . .         . .  388 

-  pain  in  chest  from      . .  709 
epigastrium  from      . .  437 

. round  heart  from  433,  435 

in  left  hypochondrium 

I  from  . .         . .  450 

I shoulder  from  . .  474 

-  palpitation  from       435,  485 

-  pelvic    lesion  simulated  468 

-  with  polycvstic  kidneys    42 

-  with  pyloric  obstruction  241 

-  simulating       dysmenor- 

]  rhcea   . .         ". .         . .   193 

I  -  tenderness  In  chest  from  709 

-  from  tetrachlorethane. .  334 
Flatus,  absent  with  intes- 
tinal obstruction       . .   129 

'  -  in  acute  pancreatitis  . .  131 
,  -  from  aerophagy  . .  246 


123 
246 
700 
510 
553 


Flatus,   contd. 

-  cirrhosis  . .         . .         . .  216 

-  constipation       ..  ..   246 

-  fermeatfition      ..         ..  216 

-  fullness  relieved  by  pas- 
sago  of  . .  . .  245 

-  from  heart  failure        . .  246 

-  passage  of,  colic  relieved 
by 

-  from  putrefaction 
Flavour 
Flea-bites,  itching  in 

-  purpura  from    . . 
Flexor    brevLs    digitorum, 

nerve  supply  of        ..  498 

hnllucLs,  nerve  supply  498 

minimi    digiti,    nerve 

supply  of  . .       498,  504 
pollicis,  nerve  supply  501 

-  carpi     radialis,     nerve 
supply  of       . .  . .  50 1 

ulnaris,  nerve  supply  501 

root  innervation  of    509 

in  ulnar  paralysis..   110 

-  longus  digitorum,  nerve 
supply  of  . .         . .  498 

hallucis,  nerve  supply  498  | 

pollicis,  nerve  supply  504  ' 

-  profundus    digitorum, 
nerve  supply  of 

-  subllmis    digitorum, 
nerve  supply  of 

Flexores  digitorum,  role  in 

claw-hand 
Files  and  disease 
Flint's  murmur    . .      95. 


501 

504 

109 
29 
2  7 


Flowers,  in  ankylostominsis  621 

Fluke,  liver  . .      .S05,  328 

-  lung         ..  287,  292,  645 
Fluid,  ascitic  . .         . .     45 

-  -  albumin  in  . .         48,  50 
bacteria  in  . .         . .     48 

-  -  blootly  ..         ..49 

-  -  cells  in  ..         ..48 

Fluid,  ascitic  characters  of    48 
Fluid,     ascttic     diylous, 
characters  of..        ..    50 

tinged  in  jaundice    . .  324 

-  cerebrospinal  (see  Cere- 

brospinal Fluid) 

-  hydatid,  hookletn  in  49, 

181,  376 

-  hydrocele  ..         ..  481 

-  loss  of,  in  cholera        . .  161 

cyanosis  from        167,  161 

from  diarrhcBa         . .   720 

dysentery       . .         . .  161 

excessive,  bradypncea 

after  ..         ..84 

extreme  thirst  from. .  720 

infusion  f or    . .         . .  534 

inspissation     of     the 

blood  from  . .  161 

from  peritonitis       . .  720 

polycythiemia       from 

632,  533 

from  severe  diarrhoea  6S:{ 

vomiting     . .         . .  632 

sweating         . .         . .  720 

in  typhus      . .         . .  161 

from  vomiting  . .   720 

in  yellow  fever        . .  161 

-  ovarian  . .         . .         . .     45 

Fluid,  pleuritic,  cnaracters 

of  ..102,  104 

-  spermatocele     . .         . .  481 
Fluorescin    in    detecting 

ulceration  of  cornea. .   733 
Fluorescence    in    urobilin 

test 325 

(Plate  XX XIV)     ..  748 

Flush,  malar,  mitral  stenosis 

and  ..  63,  485,  701 

In    myxoedema    38, 

(Fiq.   104)  234,  409 
FLUSHING 241 

-  as  an  aura        . .         ..   241 

-  from  alcohol      . .         . .  241 

-  blushing     distinguished 

from 241 

-  in  brachial  neuralgia    . .  442 

-  chlorosis 241 

-  at  climacteric    ..         ..241 

-  in  erythromelalffia       ..441 

-  of  face  in  malaria        . .     30 

-  fainting  after     . .  . .  211 

-  from  feeble  circulation. .  211 


Fliuhing,  contd. 

-  general  debility  . .  241 

-  giddiness  after  ..  ..241 

-  in  Graves's  disease      . .  236 

-  with  hjrsterical  pyrexia  310 

-  from  indigestion  ..241 

-  in  lactation       . .         . .  241 

-  local,  from  visceral  dis- 

ease      428 

-  menstruation     . .         . .  241 

-  nausea  after      . .         . .  241 

-  numbness  after. .         . .  241 

-  palpitation  after  ..241 

-  in  paralysis  agitans      . .  725 

-  paresis  after      ..         ..  241 

-  in  pregnancy     . .         . .  241 

-  rosacea 241 

-  sense  of  suffocation  after  241 

-  in  tic  douloureux        . .  447 

-  tinnitus  after     . .         . .  241 

-  tremor  after      . .         . .  241 

-  vomiting  after  . .  . .  241 
Flute-players'  cramp  . .  151 
Fluttering,  in  precordia  . .  703 
Foam  test  for  bile..  ..  743 
Foaming  at  mouth  in  con- 
vulsions        . .         . .  143 

epilepsy         . .         . .  145 

malingerer      . .         . .   147 

Foetal   heart,    with    prog- 
nancy  689 

sounds  proving  preg- 
nancy . .         . .     19 
with  hydrops  amnii    45 

-  movements,  with  hydrops 

amnii 45 

pregnancy      . .         . .  689 

Foetid  bronchitis  (see  Bron- 
chitis, Foetid) 
FoDtor     of     breath      («ee 

Breath.  Foulness  of  the) 
FoDtus,  dead,  albumosuria 

from 16 

Fog,  nasal  discharge  from  178 
Folie  circulaire      . .  . .  405 

Follicular       conjunctivitis 

(Plate    Xn   230,  231 

-  tonsillitis  (see  Tonsillitis) 
Folliculitis  decalvans       . .     71 

-  eczoroatous        . .         . .  249 
Fontanelle,         depressed, 

from  diarrhoea      171,  384 

-  lato  closure  of,  in  ricketa 

145,  035 
Food,  arsenical  contamina- 
tion of  ..   718 

-  foul  taste  from  . .         . .  705 

-  irritating,  vomiting  due 

to        765 

-  in  larynx  ..         ..  157 

-  regurglUtion       through 

nose  (see  R^urgitation 
of  Food) 

-  between  teeth,  foul  taste 

from 705 

Foods,     urine     coloration 

from 744 

Foot,  Charcot's  joint  In  . .  349 

-  claw         . .  . .       109,  499 

-  epithelioma  of    ..         ..381 

-  nat  (see  Flat-foot) 

-  foreign  body  in  . .         . .  362 

Foot  oanorene  of  (Plate 
Xin 258 

-  mycetoma  of     . .         . .  736 

-  pain  in  (see  Pain  in  the 

Foot) 

-  pallor  of,  from  Intermit- 

tent claudication      . .  441 

-  perforating  ulcer  of  257, 

515,   735,  (Fig.  297)    736 

-  small-pox  affecting      . .  561 

-  ulceration  of  (see  Ulcera- 

tion of  Foot) 
Foot-drop  ..         ..        66,  113 
Footballers,  cramps  in    . .  150 

-  enlarged  heart  . .         . .  214 

-  nodes  on  shins  of         . .  667 

-  tenderness  of  spine  in  . .  715 
Foramen  crocum,  emissary 

vein  through..         ..  220 

-  oval,  patent       . .  . .  157 
Forceps  at  delivery,  para- 

pleeia  from    ..     610,  611 

-  hemiplegia  from  ..  113 
Fordyce's  disease,  oeneral 

account  of     . .     365,  369 
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FOREARMS 


FUNGIFORM    PAPILLA 


Forearms,  erythema  multi- 
forme affecting         ..489 
nodosum  of   . .         . .  40i 

-  local  fatness  of,  in  Der- 

cum's  disease  . .  410 

-  paralysis  of,  Volkmanirs 

(Fig,  68)        . .  . .   141 

-  septic,  epitrochlear  gland 

enlarged  from  . .  380 

Forehead,  acne  aflectinp;. .  480 

-  bulging,     in     achondro- 

plasia   187 

rickets 187 

-  carcinoma  of     . .         . .   1 79 

-  cheiroporopholy.x  on    . .     97 

-  chromidrosis  of . .         . .  CM 

-  cirsoid      aneurysm      of 

(Plate  XX Xn  ••  C04 

-  congenital         syphilitic 

eruption  on   . .         . .  400 

-  downy,  in  Mongolism  . .   238 

-  herpes  of  . .         . .   754 
FOREHEAD,    ENLARGE- 
MENT dp  THE    203,  204 

-  hsBmatoma  of   . .         . .  305 

-  pigmentation  of  . .  527 

-  prominent,  in  congenital 

syphilis  (Fig.  106)  234,  235 

-  sloping,  in  microcephaly  188 

-  syphilte  of  . .         . .  490 

-  wrufikled,  in  acromegaly  237 

-  -  in  tabes  {Fig.  115)    . .  ,236 
Foreign  body  in  air-passage, 

asthma  simulated  by    535 

foul  breath  from  . .     87 

aorta  perforated  by  . .  267 

in  bronchus,  bronchi- 
ectasis from  ..   292 

gangrene     of     lung 

from       259,  260,  652 

hemoptysis  from  . .  287 

pyopneumothorax 

from        ..         ..  652 

simulating  diphtheriaI57 

stridor  from  . .  650 

cyanosis  from  ..   157 

in  ear,  deafness  from    165 

earache  from         . .  202 

otorrhooa  from      . .  422 

speculum  in  detect- 
ing ..         ..422 

tinnitus  from     722,  723 

vertigo  from         . .   752 

in    eye,    blinking    tic 

from  ..         ..136 

pain  from  ..  ..  445 

photophobia  from . .  524 

ulcer  of  cornea  from  733 

fatalhaunatemesi8from267 

in  foot,  limping  from  362 

pain  in  foot  from  . .  362 

in  gimis,  ptyalism  from  542 

Iisamatemesis  from  . .  271 

in  knee,  lunping  from  362 

-  -  larynx..  ..      149,  157 
death     from     (Fig. 

94)  ..  ..   195 

foul  breath  from    . .     87 

laryngeal     obstruc- 

Uon  by  ..      418,  419 

meningitis  simulated 

by  ..  ..590 

orthopnoea  from  418, 419 

simulated  by  abduc- 
tor paralysis     . .   158 

in  nose,  discharge  from  179 

epistaxis  from      . .  220 

foul  breath  from    . .     87 

oesophageal     stenosis 

from  ..  ..194 

hi  oesophagus,  bougie 

in  diagnosing        . .  267 

h»matemesis  from     265 

oesophageoscopc    in 

diagnosing      196,  267 

perforation  by      . .   267 

pyopncumopericar- 

dium  from         . .  652 

x-rays  in  diagnosing  267 

FortKin  body  in  rectum   . .  584 

abscess  due  to      . .   584 

tenesmus  from      . .   718 

-  -  in  urethra      . .      181,  184 
Formalin  flxino  fluid  391.  70i 

Formication           . .          . .   640 
Formosa,  dlstoma  pulmon- 
ale in  292 


Foul  air,  headache  from  . .  295 
FOUL  BREATH  ..  ..86 
Fournier,  on  chancre  from 

herpes 754 

Fourth    dlseaso,    oeneral 

account  of  . .  228,  229 
Fowls,  blood  of,  used  by 

malingerers    . .  . .   286 

Fox,  Oolcott,  on  vacciniform 

erytliema  of  infants. .   401 

-  Tilbury,  impetigo  conta- 

giosa of  . .  . .  401 

Fracture,     badly     united, 

elephantiasis  from  ..  411 
ulceration  over     . .   737 

-  of  base  of  skull,  blind- 

ness from  . .  . .  762 
cerebrospinal     fluid 

from  ear  due  to. .   119 

nose  due  to  119,  178 

deafness  from       . .   166 

diabetes      insipidus 

from        ..         ..  537 

epistaxis  from       . .  220 

hiomorrhage      from 

ear  due  to       1 19,  421 

nose  due  to        . .   119 

tinnitus  from         . .  523 

vertigo  af  t#»r         . .   752 

-  basisphenoid,  hemianop- 

sia from         . .  . .  302 

-  bulla)  from         ..  96,  97 

-  callus  after       . .         . .  667 

-  compound,  talipes  from  114 

-  crepitus  from    . .         . .   152 

-  Dupuytren*s,     talipes 

from 114 

-  of  femur,  oedema  of  legs 

after 414 

sciatic  nerve  paralysis 

from  . .         . .  490 

*  of  fibula . .  . .  . .  o62 

-  greenstick,    callus    first 

evidence  of    . .         . .  667 

-  of  femur,  limping  from  363 

-  -  of  fibula  . .  . .  362 
limping  from . .      362,  363 

-  -  from  mollities  oesiuni  242 

-  -  from  rickets  . .         . .  242 

-  of  humerus,  paralysis  oi 

musculoepiral     nerve 
from 504 

-  jaw  H83 

ptyalism  from  . .  542 

-  muscle  atrophy  with    ..     61 

-  from  muscular  effort    . .  242 

-  affecting   nerve,   muscle 

wasting  from  . .     61 

Il.D.  from  ..  ..61 

Fracturf.  pain  lonfi  aftor. .  476 

-  of  pelvis,  sciatic  nerve 

paralysis  from  . .  499 

rupture     of     bladder 

from  ..         ..278 
urethra  injured  by  . .  470 

-  penis 108 

-  I'ott's,  talipes  from      ..   114 

-  of  rib,  crepitus  with    . .  707 

empyema  from         ..   101 

haamoptysis  from     . .  280 

-  rarity     of    pneumo- 

thorax from  . .  532 

surgical      emphjrsema 

from  ..       203,  632 

tenderness  from       . .   707 

x-rays  in  diagnosing . .  707 

Fracture  of  lacrum.  anas- 
thitia  from  (Fig.  259;  608 

-  skull,  bradypncea  from  84 
cerebrospinal         fluid 

from  ear  after      ..  421 

coma  from     ..         ..118 

hyperpjrrexia  from  . .  309 

unilateral  paresis  from  1 1 8 

-  spine,  acute  bedsore  from  258 

ailoclteiria  from         ..     17 

from  diving    ..  ..   242 

-  -  fall  on  head    . .  . .  648 

(rirdle  pains  from   431.  436 

from  hunting..  ..   310 

hyperpyrexia  from 

309,  .TIO 

from  muscular  effort    242 

myelitis  from  . .  :U0 

pain  in  neck  from    . .   648 

parolvsis    of    bladder 

from  ..  ..398 


243     - 

516     - 
398     - 

242     - 

672 
243 
242 
242 
343 
673 
243 
242 
670 


70  I 


Fracture  of  tpinr,  contd. 

I paraplegia  from     243,  538 

I priapism  from  . .  538  I 

,  —  spontaneous,         from 
'  caries 

transverse        myelitis 

I  from 

' urine  dribbling  after 

FRACTURE,  SPONTANE- 
OUS   

from  carcinoma     242, 

caries  . .  . .     242, 

cldoroma 

fragilitas  ossium 

general  paralysis    242, 

-  -  hydatid 

new  growth  . . 

sarcoma 

in  scurvy-rickets 

syringomyelia  . .  'int 

-  of  vertebma       . .         . .   715 

-  x-rays  in  diagnosing     . .   152 
Fracture-dislocation,  spinal, 

altocheiria  from  ..  17 
Fracture-dislocation        of 

spina,  anasthisla  from  608 

knee-jerks  lost  after. .  358 

Fncnum    linguio,  abraded, 

by  violent  coughing. .  289  ' 

ulcer  of,  in  whooping-  I 

cough         . .         . .   739  ' 

-  penis,     perforated,     by  | 

soft  sore  . .  . .  618  i 
Fragilitas      ossium,     blue  | 

aclerotics  with  . .  242  , 
dwarfism  with          . .   187 

Fraollltas  ossium,  oMtrai        ! 
account  of  . .  242  I 

osteomalacia  and     . .  187  I 

Fragility  of  red  ceils,  en-  j 

larged  spleen  and     . .  634  i 

in  familial  acholuric 

jaundice  . .         . .   332 

mode  of  testing    . .  634 

Framboesia  ..         ..  403 

France,  ringworm  of       . .  24  7  I 
Freckles,  in  acute  rheuma- 
toid arthritis..         ..342 

-  Kaposi's  disease  . .  731 

-  von        Recklinghausen's 

disease  ..         ..710 

-  xeroderma  pigmentosum 

simulating  . .  . .  383 
Freezing-point    depression 

of  ascitic  fluid  . .     50 

Fresh    air,    deficiency    of, 

rickets  from  . .  . .  145 
Friction,  auricular         . .  548 

-  bulla)  from         . .         96,  97 
Friction-sounds,  in  pericar- 
ditis      433 

-  perisplenitis       . .         . .  450 

-  pleurisy  . .  . .  . .  45«» 

-  pleuropericorditis         ..  433 

-  (and  see  Rub) 

Fried  fish,  colic  from      ..   117 

Fried  lander's  bacillus,  (see 
Bacillus  Pneumonias) 

Friedreich's  ataxy,  age  inci- 
dence of  60,  113,  140,  613 

no  ankle-clonus  in    . .  512 

-  -  ataxy  in  57,  113,  140,  251 
Babinski's  sign  in    . .     68 

-  choreiform  movements 

in 513 

contractures  in      138,  140 

familial  nature         . .  140 

familv  history  in      . .  512 

Friodreidi's  ataxy,  oonoral 
account  of  146,  512 

hallux  erectus  in  113,  I 

512,  513  I 

hypertrophy  of  exten- 

sor   longus   liallucis  ' 

in 140  I 

inco-ordination  in     ..   251  I 

intention  tremor  in  . .   728  [ 

knee-jerk  absent  in 

113,512,513 

-  kyphosis  in    . .         . .   140 
main  bote  in  . .         . .  140 

-  muscular  atrophy  in. .   140 

myopathy    simulating    60 

nystagmus  in  113, 140,  513 

optic  atropliy  in       . .  513 

-  -  paraplegia  from     510,  512 
phthisis  in      . .  . .  513 


Friedreich's  atajrjfj,  cf*m/*i. 

pneumotiin    in 

posterior    coIucj. 

changes  in  .  . 

pseudoiijstasrniits  to. . 

pupils  normal  in 

rigidity  in 

scoliosis     from        14>>. 
1'-. 

no«ensorv  disturbari^  t 


U 


If. 


sex  incidence  of 

simulatini?         Infant:.  ■ 

paralysis 

-  -  speech  in  118,  140,  5 IS.  * 
no  sphincter  txoubie  n 

-  -  talipes  in  GO,  113.  14". 

tremor  in  140,  Sli.  7i~.  ' 

I'Vight,  acute  yellow  atruf*!  .. 

after    . . 

-  chorea  after        .  .  -  .    ; 

-  convidsions  from 

-  diabetes  insipidus   from 

-  menorrhagia  from  *  *« 

-  palpitation  from  48  4.  -j-^ 

-  paroxysmal    tadiycanJi  i 

from    . .  . ."  .  .    T' 

-  pupil  dilated  by  ..' . 
Froelich's  syndrsme  ■ .  191 
Frog-belly,     in      cretini'-n. 

(Fig.   103>  23::,  tZ\ 
Frontal  bone,  exo«tos-i^  of 

tumours  of     . .  . .   r^  , 

-  lobe     lesion,      a^^rapLii 

from    . .  . .  . .  •■.*■ 

speech  centre  in         . .   t,r4 

Frontal  lobe  tumour,  sistts 

of 727 

-  ridges,  enlargod,  in  acn»- 

megaly  . .  . .   ;:: 

-  sinus  disease  (see  Sin  a-. 

Frontal) 

-  veins,  engorged,  in  carer- 

nous  sinas  thrombo^^.o  tn 
Frost-bite,  bulls  from      ^,  ^r 

-  flng«3  affected  by    239.  t4  > 

-  gangrene  from  .  .  . .  :f:u 

-  hffimoglobiniiria  from 

-  Raynaud's  diseaste  simu- 

lating . . 

-  vesicles  from     . 
Fruit,  colic  from  . 

-  diarrhoea  from   ..       171,  TIT 

-  nightmare  from . .  ..  w^t 
Fruit-atone    in     bronchu<. 

hemoptysis  from     . .  2^7 
Fuchsin  stain 
Fucus  vesicolosos,   weisrUc 

reduction  by  . .  . .   "Ti? 

Fullness    in    chest,     from 
mediastinal  new  irrowTK  414 

-  epigastrium,    from    ira>- 

tritis    ..  ..       ~  ..  3IT 

-  gastric,  from  atonr  . .  1\\ 
Fullnoss,   gastric,    oMoral 

account  of  . .  243 

from  hypertonus       . .  244 

leather- bottle  stomaxrii  :;44 

rapid  eating  . .  . .  tAZ 

-  in  hoMl,  from  hi(^  blood- 

preesore  . .         . .  296 
plethora         . .         . .  221 

-  intestinal,    from    exi'e^- 

of  gas 245 

FULLNESS,  SENSE  OF  . .  432 
from  acute  congestion 

of  liver        . .  . .  3J< 

aerophagy  due  to     . .  245 

from     asthenic     dvs- 

pepsia  ..  *..  31? 
in    hypochondrinm, 

from   carcinoma   of 

liver  . .  . .  3T3 
rectum,   from   carcir.- 

oma  . .         ..  l?9 

piles  . .         ..    :$ 

rectal  polypus        ..  7< 

Functional  albuniilnuria  15. 537 

-  disease,  death  from      . .  C9» 

-  nerve  trouble  (see  Hy<u 

teria ;  and  Neurosis) 
Fungaung  endocarditis  (»>e 

Endocarditis,  Fungat- 

ing) 
Fungiform    papUlic,    pn>- 

muient,  in  scarlet  ferer  227 
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FUNGOUS    AFFECTIONS 

OF  THE  SKIN  ..246 

Furfuraldehyde    in    Catn- 

raidge's  reaction       . .   100 

Furnacemen,  left  ventricle 

enlarged  in     . .         . .  20C 

-  photophobia  in  . .  O'i-i 
Furs,  workers  in,  mercury 

poisoning  in  . .         . .  726 
Furuncle,    carbuncle    dis- 
tinguished from        ..  559 

-  in  ear,  earache  from    . .  202 

-  erythema  from  . .         . .  222 

-  sinus  tlux)mbo6l8  from..  220 

-  staphylococcus  in         ..  422 

Furunculotit   of    external 
auditery  meatus      . .  422 

-  pustules  in         . .         . .  657 

-  vulval  swelling  from  . .  699 
Fusiform  bacilli  ..  61.3,  614 
of     Vincent's     angina 

{Plate  XXV 11 1)  C14 


GAERTNER'S    bacillus 
(SCO   liacillus,  Gaert- 

QAIT,     ABNORMALITIES 
OF 251 

-  ataxic  (see  Ataxy) 

-  in  disseminated  sclerosis    728 
Gait,  carebellar  .    SS 

-  cross-legged,  from  cere- 

bral diplegia  . .         . .  739 
in  Little's  disease    . .   139 

-  festinating,  from  paralysis 

agitaus  . .         . .  252 

-  halting  (sec  Limping)  . .  251 

-  in  hemiplegia    . .         . .  139 

-  hesitant,     in     paralysis 

ncitans  . .  . .   503 
in  peripheral  neuritis    57 

-  hich-steppage    . .         . .     67 

-  limping  (see  Limping) . .  251 

in  sacro-illac  disease      680 

from  trench-foot       . .  224 

-  in  paralysis  agitans  252,  725 

-  witli  paralysis  of  sciatic 

nerve  . .         . .         . .  499 

-  reeling  (see  Ataxy)      . .  251 

-  scissor,     from     cerebral 

diplegia  ..         ..  729 
with  diplegia. .         . .  1.32 

-  in  Little's  disease     . .  139 

-  sliuniing,    from     lateral 

sclerosis  . .         . .  252 
in  paralysis  agitans  . .  498 

-  spastic,  in  disseminated 

sclerosis  . .         . .  728 

(and    see    Paraplegia, 

Spastic) 

-  in  spinal  caries  . .         ..  151 

-  stagcering,    from    cere- 

bellar tumour  . .  617 

-  in  disseminated  scler- 

osis . .         . .         . .  517 

-  in  tabes  dorsalis  67,  252 

-  Thomsen's  disease       . .  684 

-  tottering,      in     general 

paralvsis         . .         . .  726 

-  unsteady,  in  peripheral 
neuritis  . .         . .     56 

-  w.-yldling,  with  congenital 

dislocation  of  hip  156,  351 

-  in  pscudo-hypertrophic 
paralvsis         . .      251,  513 

Gulactocelo  ..      429.  686 

Gall-bladder,  carcinoma  of 
(see  Carcinoma  of  Gail- 
bladder) 
ompvema  f-«ee  Kmpyema 
of  Hall-bladder) 
QALL-BLADDER     EN- 
LARGEMENT ..  252 

-  abscess  simulating  ..  253 

-  appendix  abscess  simu- 

lated by     . .         . .  678 

-  carcinoma   simulating 

253,  368 

-  from    carcinoma    of 

duodenum  . .         . .  662 

-  with    carcinoma    of 

pancreas   51,   253,   2.'i4. 
326,  330,  451,  630 

-  from  cholecystitis    . .  597 

-  cicatrization  of  cystic 

duct  ..         ..329 


Oali-kladder  enlargement,  cnntd. 
duodenal  ulcer  simu- 
lating ..         ..  .368 

from  empyema         . .  253 

gall-stones      . .      253,  327 

gastric  ulcer  simulating  368 

hydatid        simulating 

253,  375 

—  hydronephrosis   simu- 

lating ..         ..  253 

in  iliac  fossa  . .         . .  678 

jaundice  with  . .  326 

Gall-blaiMer   enlaroement, 

kidney   simulated    by  353 
laparotomy     in     dia- 
gnosing      . .      253,  678 
movable  kidney  simu- 
lated by     . .      253,  663 

from  mucocele      253,  254 

new  growth  . .         . .  253 

from  pancreatitis 

116,  363,  254 

—  pelvic  swelling  due  to  688 
Gall-bladder,    enlaroement 

ns  of  r 


272 
174 
272 
254 
264 
573 


252.  353 


physical  signs 

pyloric  growth  simu- 
lating ..366 

resonance  in  loin  with  253 

Riedel's  lobe  simu- 
lating ..     663,  678 

rigid  rectus  simulating  669 

Gall-bladder    enlargement, 
things  simulating     ..  252 

in  typhoid  fever   263, 

364,  335 

-  infection,  empyema  from 

104,  106 
pleurisy  from  . .  106 

-  inflamed,    local   rigidity 

over 692 

-  mucocele  of       . .         . .  254 

-  opened  by  hydatid  cyst  328 

-  rupture    of,    peritonitis 

from 354 

in  typhoid  fever       . .  254 

-  suppurating  (spc  Empy- 

ema of  Gall-bladder) 
tabes  . .         . .  . .  252 

-  tender     . .         254,  437,  597 
Gall-Stones,  abscess  of  liver 

from 369 

-  adhesions  caused  by    . .  326 

-  age  incidence  of  116',  316,  328 

-  alkaline  faoces  with       . .  101 

-  bile-duct  obstruction  by 

325,  326 

-  biliousness  simulated  by  462 

-  carcinoma  following    . .  252 
simulated  by..         ..  374 

-  catch     in     breath     on 

palpating       ..      437,  460 

-  cholangitis    from    264,    326, 

333,  697 

-  chronic  pancreatitis  with  264 

-  cicatrization  of  bile-duct 

from 329 

-  clay-coloured  stools  from  326 

-  colic  from  116,  130,  252, 

272,  326,  327,  328 

-  collapse  from    . .         . .  327 

-  diagnosis  from  pancrea- 

titis      239 

-  dilatation  of  heart  simu- 

lating   436 

stomach  from  . .   174 

-  duodenal     ulcer     simu- 

lating   36 

simulated  by         . .  272 

-  duodenum  ulcerated  Into 

by        ..         ..      26.\  272 

-  dyspepsia  from..      297,  316 

-  in  fat  women     . .  . .  130 

-  in  fffices  ..        116,  272,  327 

-  gall-bladder    contracted 

from 254 

enlarge<l  from       253,  327 

not  enlarged  with  326,  451 

Gall-stone,    gastric    ulcer 

distinguished  from  ..  437 

simulated  by        . .  272  \ 

Gall-stones,  general  account        i 

of       327 

-  haamatemesis  from    265,  272 

-  heartburn  from  . .  297 

-  hexamethylenetetramine, 

etc.,  for  . .         . .  660 

-  indicanuria  unusual  with  451 


Gall-stones,  eontd. 

-  interscapular  pain  from 

461,  463 

-  intestinal  obstruction  by  272 

-  jaundice  from  101,  116, 

252,372,326,326,327, 

326,  374,  461 

-  liver  enlarged  from  273,  374 
tender  with    . . 

-  local  peritonitis  from  . . 

-  metona  from     . . 

-  microbial  causation  of. . 

-  mucocele  after  . . 

-  obscure  pyrexia  due  to 

-  pain   at  angle   of  right 

scapula  from . .         . .   116 

in  the  back  from  327, 

428,  716 

epigastrium  from  327, 

437,  462 

after  food  from         . .  437 

over  gall-bladder  with  272 

in        hypocliondrium 

from  . .      327,  450 

hypogastrium  from  . .  462 

left     hypochondrium 

from  ..         ..  450 

shoulder  from    116, 

327,  475 

-  pancreatitis  and        100,  437 
simulating      . .         . .  338 

-  pyloric  obstruction  from  174 

-  pyrexia  from  262,   2.^4, 

827,  437 

-  renal  colic  simulating  . .  461 

-  rheumatism  of  shoulder 

simulated  by..         ..  708 

-  Riedel's  lobo  and         . .  366 

-  rigors    from    264,    326, 

337,  374,  695,  697 

-  saponified  fats  with     . .  101 

-  seldom  felt        . .         . .  130 

-  sex  incidence  of  116, 316, 

338,  437,  461 

-  shivering  from  . .         . .  437 

-  simulated  by  cicatrization 

of  bile-duct    . .         . .  339 

-  sizes  of 337 

-  spasms  due  to  . .         . .  316 

-  stercobilin  and  . .         . .  101 

-  suppurating  gall-bladder 

from 326 

-  tenderness  over        254,  450 

gall-bladder  from     . .  437 

in  right  shoulder  from  709 

-  after  typhoid  fever      . .  25 1 

-  urobilin  with     ..         ..101 

-  vomiting  from  . .         . .  327 

-  wind  due  to       316 

-  without  symptoms       . .  327 

-  x-rays     in      diagnosing 

116,  (Fig.  146)  327 
Crallic  acid  (see  Acid,  Gallic) 
Gallop  rhythm  (see  Canter 

Rhythm) 
Galvl  (see  Salvarsan) 
Galton's  whist  le  (Fig.  76)      166 

Galvanic  current  In  muscle 

testing 562 

Galvanometer,    in    muscle 

testing 583 

Gamboge,  tenesmus  from    718 
Games,  cramps  during     . .  150 
Gaol  fever  (see  Typhus) 
GANGRENE  ..255 

Albumosuria  with. .         ..     16 

-  from  aneurysm . .         . .  259 

-  atheroma  . .         . .  737 

-  of  bladder,  from  cystitis  678 

-  bullro  in  . .  96,  97,  256 

-  of  cheek  (Fig.  24)       . .     74 

-  in  diabetes        . .         . .  737 
finger  affected  by    ..240 

-  from  embolism  . .         . .  258 

-  endarteritis       . .         . .  258 

-  epidemic,  from  ergot  . .  259 

-  from  erythromelalgia  . .  256 

-  femonil  ligature  . .  258 

-  of  fingers,  in  Raynaud's 

disease  . .         . .   162 

Gangrene  of  the  fingers 
and  foot  (Plates  xni, 
XIV)..        ..     256,256 

-  from  fungating  endocar- 

ditis     34 

-  of  gums  . .         . .  . .     74 

-  from  glycosuria  . .  260 


Onngrew.  eontd. 

-  from  hot-water  bottle..  257 

-  ice-bag 258 

-  injury 256 

-  intermittent  claudication 

440,  441 

-  of  jaw     . .  . .  . .     74 

-  in  leprosy  . .         . .  257 
Gangrene,  line  of  demarca- 
tion In  266,  (Plate  XI  F)256 

Gangrene,  list  of  causes  of  255 
GANGRENE  OFTHELUNG259 

albumosuria  with     . .     16 

in  alcoholics  . .         . .  259 

from  bronchiectasis  . .  259 

from  bronchitis       . .  359 

-  -  in  diabetes     . .     359,  644 
elastic  fibres  in  sputum 

from  260,  290,  644 
from   embolism     259,  644 

-  foDtor  from    . .         . .  644 

from  foreign  body  269,  260 

foul  sputum  from    . .  643 

taste  from  . .         . .  705 

Gangrene  of  lung,  general 

account  of    259,  643,  644 

-  liaamoptysis  from     . .  267 

after  immersion    260,  644 

indicanuria    from  315 

from  infarct  . .         . .  652 

inhalation  of  food    . .  259 

injury 260 

-  -  latent 260 

from      lateral     sinus 

thrombosis..         ..  259 

leucocytosis  with     . .  360 

from  liver  abscess    . .  370 

now  growth    . .         . .  652 

in  old  people  . .         . .  259 

from  phthisis  . .  259 

physical  signs  of      . .  259 

from  pneumonia,  259, 

644,  652 

-  pneumothorax  from 

631,  632 

in  pysomia     . .         . .  260 

pyopneumothorax  from  662 

simulated  by  bronchi- 
ectasis       260,  290,  643 

empyema  360,  390,  643 

foetid  bronchitis    . .  260 

phthisis      . .      260,  290 

sputum  in      . .         . .   149 

Gangrene  of  lung,  sputum 

In       259 

stench  of        . .       86,  390 

from    subphrenic  ab- 
scess ..         ..  370 
Gangrene   of  lung,   sym- 
ptoms of  . .  259 

unsuspected   . .         . .  259 

from  wounds..         ..  259 

-  from  pemphigus  . .  601 

-  peripheral  neuritis       . .  256 

-  in  Raynaud's  disease  256, 441 
Gangrene,  senile   . .        .  |  256 

-  of    skin,     leucocytosis 

slight  with     . .         . .  360 

-  from  snake-bite  . .  337 

-  spreading  . .         . .  256 

-  sub3Utaneoiu  emphysema 

from 203 

-  In  sjrringomyelia         . .  257 

-  of  testis 482 

-  from  thrombosis           . .  258 

-  tight  bandaging           ..  258 

-  of  toes,  in  diabetes     ..  240 
from  embolism          . .  34 

-  -  tabes 267 

Gardener's  itch     . .         . .  640 

Garlic,  foul  breath  from  86 

-  taste  from     . .         . .  705 
Gas  in  abdominal    cavity 

662,  653,  656 

-  carbon  monoxide  poison- 

ing from        ..         ..119 

-  per  urethram  (see  Pneu- 

maturia) 

-  in    pleural    cavity    (see 

Pneumothorax) 

-  workers,    carcinoma    of 

scrotum  and  . .         . .  621 
Gases,  inhalation  of,  biomo- 
globlnuria  from        . .  28 1 

-  irritant,  coryza  from    . .  178 
laryngitis  from         . .  157 

-  poisonous,  headache  from  296 
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Gasserian  ganglion,  exci- 
sion of,  necrosis  of 
cornea  from  . .         . .  734 

herpes  of       . .         . .  447 

Gastralgia,  dyspepsia  froRi  319 

-  epigastric        tenderness 

from 437 

-  pain  in  epigastrium  from 

319,  436 
after  food  from        . .  437 

-  in  young  women         . .  437 
Gastrectasis    (see    Dilata- 
tion of  Stomach) 

Gastric  carcinoma  (see 
CTarcinoma  of  Stomach) 

-  contents,  arsenic  in     . .     78 
blood  in,  from  carci- 
noma of  stomach  . .  317 

Gtttric  contantt,  in  carci- 
noma of  stomach     . .  270 

Gastric  contonts,  in  dliaU- 
tlon  of  stomadi       . .  766 

Gastric  contonts,  ostlma- 
tlon  of  toUl  acidity  of  820 

HCl  (see  under  Acid, 

Hydrocliloric) 

lactic  acid  (see  under 

Acid,  Lactic) 

Gastric  contonts,  mothods 
of  analysing  ..     319,  320 

micro-organisms  in  . .  267 

mucus  in       . .         . .  320 

-  -  occult  blood  in      630,  767 

-  -  Oppler-Boas  bacilli  in  320 
Gastric   contonts,   organic 

acids  in  . .  320 

-  -  poison  in   78,  85,  108,  417 

-  -  sarciwB  in      116,  241,  32u 

strychnine  in  ..  417 

unduly      acid,      with 

gastric  ulcer         . .  437 

-  -  yeasis  in  241,  318,  320,  700 

(and  see  Vomit) 

Gastric  crises  (see  Crises, 

Gastric) 
Gastric  diarrhoea  . .         ..172 

Gastric  flatulonce,  oonoral 
account  of    . .        . .  240 

-  fullness    (see    Fullness, 

Gastric) 

-  juice,  absent,  in  gastritis  317 
Gastric  Juice,  absenco  of 

HCl  from  .33 

acidity  diminished,  in 

gastritis      ..         ..317 

analyses,  in  diagnosing 

gastrectasis  ..  174 

diarrhoBa    ..         ..170 

changes,    with    carci- 
noma of  stomach  . .  316 
pyloric  stenosis     . .  318 

Gastric  Juice,  characters  In 
chronic  gastritis     43,  317 

unduly     acid,     with 

duodenal  ulcer      . .     75 

gastric  ulcer      . .     75 

(and  see  under  Gastric 

Contents) 

Gastric  peristalsis,  visible. .  S2I 

-  sarcoma  (see  Sarcoma  of 

Stomach) 

-  ulcer,  abdominal  tender- 

ness with       . .         . .  115 

abscess    of    omentum 

from  ..         ..661 

acetonuria  from       . .       4 

acute  ascites  from  . .     47 

peritonitis  from    . .  592 

adhesionH  from         . .   174 

age  incidence  of      36,  268 

albumosuria  witli     . .     10 

anaimia  with..        30,  269 

blood  per  anum  from     75 

in  vomit  from      . .   767 

carcinoma  from     316,  053 

in  chlorosis    . .         . .  274 

chronic  dyspepsia  from  658 

cicAtricial  fibrosis  of     174 

coffee-ground     vomit 

from  ..  ..208 

Gastric    ulcer,    diagnosis 

from  anamic  vomiting    36 

distinction  from  duo- 
denal . .  . .     75 

distinguished      from 

carcitioma  by  .r-ravs  1 74 

empj'cma  from      101,  100  j 


Gastric  uletr^  contd. 

epigastric     hyperaas- 

thesia  from  . .  269 

pain  with     . .        36,  266 

excess  of  acid  with  . .  437 

females  affected  by  . .     75 

Gastric    ulcer,    gall-stone 

distinguished  from    . .  437 
gastrectasis  from  174,  653 

Gastric  ulcer,  general  ac- 
count of        . .      36,  268 

peritonitis  from     . .  388 

bffimatemesis  from,  36, 

75,    265,    266,    268, 

269,  317,  437 
hiemorrhagic  erosions 

and 269 

-  -  HCl  in  . .  . .  707 

heart-burn  from       . .  297 

hyperacidity  with    . .     75 

indicanuria  from    . .     101 

inflammatory  matting 

round  . .         . .   174 

interscapular  pain  from 

461,  462 
laparotomy  in  diagnos- 
ing from  carcinoqna  174 

leaking  ..         ..531 

constipation  after..  126 

local  peritonitis  from  174 

rigidity  over  . .  592 

spot   of   tenderness 

from        ..      317,  437 

loss  of  weight  from   . .  769 

melmna  from    75,  268,  269 

occult  blood  in  fraces 

wiUi  101,  126,  767 

oedema  of  legs  after. .  414 

pain  in  the  back  from 

269,  428,  437,  716 

chest  from . .         . .  709 

pain  due  to    . .         . .  767 

in   the  epigastrium 

from        268.  4.10,  402 

after  food  from  76, 

269,  317,  437 

left  hypochondrium 

from       . .         . .  450 

hypogastrium   from  402 

shoulder  from       . .  474 

pancreatic  artery 

opened  by  . .  . .  208 

-  pancreatitis  from    100, 101 

perforation  of         47,  668 

acute     abdominal 

pain  from  . .   193 
pancreatitis  simu- 
lating . .         . .  389 

collapse  from        . .  430 

pain  in  epigastrium 

from        . .         . .  430 

laparotomy  for     . .  430 

pneumoperitoneum 

from       ..         ..  052 

shock  from  . .  430 

pleurisy  from . .         ..  100 

pneumothorax  from..  531 

profuse    hmmatemesis 

from  . .         . .   200 

ptyalism  from  . .  543 

pyloric  stenosis   from 

174,  209,  297,  317,  053  , 
in  servants    . .         . .     30  i 

-  -  sex  incidence  of  30, 208, 437  I 

simulated  by  anemia  708 

carcinoma  125,  209 

cirrhosis      . .      209,  272 

duodenal  ulcer    30,  271 

dysmenorrhoBa      ..  193  | 

gastric  ulcer  . .  272 

gastrostaxifl  36,  70, 

200,  208,  274 

heart  disease      430,  709 

leaking  pelvic  lesion  40« 

tabes  . .  . .  315 

undue       abdominal 

aortic      pulsation  543 

simulating    carcinoma  174 

enlarged  gall-bladder  308 

splenic  artery  opened 

by    ..        *..         ..208 
subcutaneous  emphy- 
sema from . .         . .  203 
subdiaphragmatic  ab- 
scess from  103,  451, 

.531,  052,  O.'iS 
sudden  pallor  from  . .   208 


Oattric  ulcer ^  contd. 

suppurative  peritonitis 

from  . .         . .     47 

tenderness    in     chest 

from  ..         ..709 

tetany  from  . .         . .       3 

tumour  with  . .         . .  318 

in  epigastrium  from  600 

vomiting  with,  36,  75, 

268,  269,  317,  437, 

767,  766 

x-rays    in    diagnosing  269 

Gastritis,  acute,  abdominal 
pain  from      . .         . .  766 

from  alcohol  . .         . .  267 

arsenic  poisoning  simu- 
lating ..         ..   760 

from  corrosives        . .  207 

diarrhcea  with  . .  700 

diphtheria  bacilli  caus- 
ing   207 

from  errors  of  diet  . .  267 

gastroscope  in  . .  267 

Gastritis,    acute,    general 
account  of    . .        . .  267 

hsematemesis  from  266, 267 

from  irritants  . .  267 

nausea  from  . .         . .  766 

phosphorus  poisoning 

simulating  . .         . .  766 

pneumococci  causing    207 

from  pyorrhoea  alveo- 

laris 207 

pyrexia  with  . .         . .  700 

from  septic  teeth     . .  207 

stomatitis      . .         . .  207 

streptococci  causing. .  267 

-  from  alcohol       43,  267,  SI  7 

-  appetite  diminished  in . .     43 

-  carcinoma    of    stomach 

simulating      ..         ..  270 

-  chronic,  from  alcohol  . .  317 

In  cirrhosis    . .         . .  317 

epigastric  pain  from . .  766 

fullness  in  epigastrium 

from  . .         . .  317 

Gastritis,   chronic,   gastric 

iulce  changes  with  ..  317 
Gastritis,  chronic,  general 

account  of  . .  . .  267 
hnmatemesis  from  . .  265 

-  -  HCl  diminished  in    . .  766 

loss  of  weight  from  . .  317 

nausea  from  . .      317,  766 

from  oral  sepsis       . .  317 

ptyalism  from  . .  543 

in  renal  disease        ..  317 

secondary     to     back 

pressure     . .         . .  317 

from  tea        . .         . .  317 

weight  in  epigastrium 

from  ..         ..  317 

-  with  cirrhosis    ..       43,  371 

-  from  defective  teeth  43,  317 

-  furred  tongue  with     . .     43 

-  gastric  juice  in  . .         . .     43 

Gastritis,  general  account  of  317 

-  heart  disease  simulated  435 

-  with  mitral  disease      . .     43 

-  mucus  with       . .         . .  320 

-  with  nephritis    . .         . .     43 

-  pain  in  the  back  from  . .  716 

-  -  limbs  in         . .         . .  463 

round  heart  from     . .  435 

in  shoulder  from      . .  474 

-  palpitation  from  . .  435 

-  phlegmonous     . .         . .  700 

-  rheumatism  of  shoulder 

simulated  by. .         . .  708 

-  from  tobacco     . .        43,  317 

-  toxic,  haematemesis  from  265 

-  unemic 315 

-  vomiting  from  317,  766,  766 
Gastrocncmii,  pseudohyper- 
trophy of       ..         ..513 

Gastrocnemius,  bursa  under  692 

-  nerve  supply  of        498,  499 
Gastrocolic    fistula,    fnscal 

vomiting  from  . .  760 

Gastrodiaphany     . .  . .   060 

Gastro-enteritis,      general 
oedema  from  . .        . .  413 

-  influenza  complicated  by  503 

-  in  trichinosis     . .         . .  464 
Gastro-enterostomy  in  error, 

in  tabes         . .  . .  484 

-  for  pyloric  stenosis      . .   174 
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Gastro-intestiiial     disorder. 
febricula  representing 

headache  from 

insomnia  from 

from  round-worrns    -  - 

in  rickets 

rigor  from       .  -  •  •   • 

' tetany  from   .  - 

-  secretions,  not  tinged  by- 

jaundice  .  .  •  -    ' 

Gastroptosis,  astbeuic  dys- 
pepsia with    .  .  - .   • 

-  with  gastric  Htony         .  -   - 

-  movable  kidnej-  "writlx   . .   . 

-  x-rays      in      diafrnosin»r 

CJ^^.    14i>  : 
Gastroscope,  in  di^^TkO&irx^ 
acute  gastritis  . .    :: 

carcinoma  of  stom»«  h 

27«*.    - 

Gastrostaxis 

-  age  and  sex  incideooe  of  i 

-  in  chl(HX)sis         . .  . .    - 

-  gastric  ulcer  simulated  f  r 

simulating  . .        St^s,  r 

-  hsematemesis  from     Stl^.  .- 

-  from  hsemorrha^^    ero- 

sions  . .  . .  . .    1* 

Gaucher*s disease,  conjur^i- 
tivae  in  . .  . .   i  ^ 

familial  acholuric  jaun- 
dice and      . .  . .   f^** 

family  history  and.    . . 

special  cells  in 

spleen  enlarged  in     . . 

splenic  ansamia  and  .  . 

von   Jakscfa's    disease* 

and  . . 

Gauze    packing,     pain     in 
pelvis  after    . .  . .   4»»^ 

Gelle*8  test h::>- 

Gemelli,  nerve    supply    of  4i^ 
General   paralysis    of    tlto 
insane,  anosmia  in     ..  ^I:^ 

aphasia  in  . .  . .  »'-4 

.^Y^ll       Robertson 

pupil  in  . .  . .  5^1 

bedriddenness  from 

59.  2U 

bleeding  gums  in  . .     7:; 

cetera!     softoiim: 

from        . .  ..!'•* 

cerebrospinal      fluM 

in  ..       l^u,  i4J 

Chcyne  -  Stokes 

breatJiine  from  . .  lu^ 

coma  in     117,    It", 

144,  >*; 

congestive  attacks  in  $U 

convulsions  in    lt\*, 

144,  146,  *4- 
-  deep  reflexes  |n     . .  U*- 

defective    writing, 

etc.,  in    . . 

dementia  from 

dysarthria  in 

dysphagia  in 

epileptiform 


General    paralysis   of   the 
insane,  general  aocMint 

of       121 

grandiose    ideas    in 

120,  146.  545 

grinding  of  teeth  in  7^; 

luematomata  In     . .  *13 

headache  from       . .  iX 

hearing  of  voices  in  4',»i 

-  -  -  hemiplegia  in    303, 

305,  r,U 

insomnia  from       . ,  Zti 

irritability  in         . .  Zt: 

judgement  defective 


19 
is: 


in 


IH 


knee-j^ks  unequal  in  sx?^ 

laryngeal  paralysis  in  4$i 

leucocytes  in  cerebro- 
spinal fluid  in    ..:•«:> 

lumbar  puncture  in  ii: 

lymphocytes  in  cerE^ 

brospinal  fluid  in 

305.  3K 

memory  defective  in  I H 

mental    and    moral 

changes  In  . .  7?»* 
mental  work  and..  215 
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14G 


,  305 
72 


13G 
72G 


General  parol yslt  of  insane,  con. 

-  -  -  paraplegia  in     514,  518 
penile  erection   ab- 
sent in    . .         . .  313 

perforating  ulcer  of 

foot  ill    . .         . .   735 

plumbism  simulnting 

111),  727 

-  -  -  pupil  changes  in 
pupils    unequal    in 

170, 

-  -  -  simulating    cerebral 

hsQmorrbage   120, 

-  -  -  sordes  in    . . 

-  -  -  spasmodic     twitch- 

ings  in    . . 

spcecb    blurred    in 

14G, 

-  -  -  spontaneous  fracture 

ill  . .      242,  243 

stammering  from . .  G28 

syphilis  and       243,  495 

tottering  gait  in   . .   72G 

tremor  in  14G,  724,  . 

726,  727 
Wasscrmann  reaction 

in..  ..      120,  243 

-  -  -  wasting  in  . .  . .     59 

wealcncss  of  muscles  14G 

worry  and  . .  . .   243 

writers*  cramp  simu- 
lated by..         ..151 

Geniculate  branch  of  ol>- 

turator  nerve  . .  3C3 

Genital  organs,  coll  bncil- 

luria  after  openitions  on   70 

-  -  condylomata  round  . .  400 

elephantiasis  of         . .     28 

external,  glands  drain- 
ing   679 

Qonltai  organs,  herpes  of 

763,  754 

Jacquet*s  erythema  of  401 

-  -  myoma  cutis  of        . .   732 
oedema    of,    in    acute 

nephritis     . .         . .       9 
precocious,         hyper- 
nephroma and  {Fig. 
176,   p.   408),   409,   630 

scabies  of       . .         . .  756 

syphilides  aflocting  . .  560 

syphilitic  papules 

round  . .  . .  401 

-  region,  lice  affecting    . .  640 
Oenito-crural  region,  ery- 

thrasma  of     . .          . .  251 
Gentian,  heartburn  relieved 
by       297 

-  taste  of 706 

Geographical    distribution 

of  ankylostomiasis  81,  521 
beri-beri         . .         . .     63 

-  -  bilharaia         . .       79,  282 

chorea  major..  ..  134 

dengue  . .         . .  466 

-  -  dlstoma  pulmonale  . .  292 

-  eczema  marginatum . .  250 
elephantiasis  . . 

-  -  epidemic  gangrene    . 

-  -  trichinosis 
hepatic  abscess 

-  -  hydatid  disease  49, 291, 658 

-  impetigo  herpetiformis    98 
kala-azar        . .        29,  633 

-  lung  fluke      . .         . .  645 

-  malaria  . .  . .  632 

-  Malta  fever   . . 

-  Meiliterranean  fever.. 

-  mollities  OHsium 

-  mycetoma 

-  oidium  troplcale 

-  primary  alcoholic  heart    53 

-  relapsing  fever      336,  590 

-  sleeping  sickness       . .     28 

-  -  yellow  fever  . .      273,  33C  [ 
German  measles,  albumin- 
uria in 13 

-  diacnosis  from  scarlet 

fever  . .  . .     14 

-  enlarged  posterior  cer- 

vical glands  in       . .  5fi2 

-  -  erythema  in  . .      223,  228 

-  fourth    disease    simu- 

lating . .  . .  229 

-  lymphatic  glands  en- 

larged in    228,  376, 

377,  378,  562 


28 
259 
464 
291 


466 
566 
242 
736 
645 


'  German  measles^  contd. 

, macules  in     . .         . .  562 

measles   distinguished 

from  ..         ..377 
occipital    glands    en- 
larged in     ..      377,  878 

-  -  rash  of  . .         . .  228 

rigor  rare  In  . .         . .  595 

scales  in         . .         . .  602 

scarlet    fever    distin- 
guished from         . .  377 

simulated  by     . .  228 

sore  throat  in  . .  613 

Germany,  primary  alcoholic 

heart  in  . .         . .     53 

Gestation,      ectopic     (see 

Ectopic  Gestation) 

-  tubal  (see  Ectopic  Gesta- 
tion) 

Giant  cells  in  tuberculosis  403 
Giddiness  (and  see  Vertigo) 

-  in  angina  abdominalis. .  115 

-  arterioacleroHis  . .         . .     11 

-  from  cerebral  abscess  . .  306 
tumour  . .      302,  306 

-  after  flushing     . .  . .  241 

-  due  to  increased  intra- 
cranial pressure        . .  590 

-  In  nephritis        . .         . .     42 

-  pellagra 225 

-  preceding    hfomatemceis  286 

-  from  snake-bite. .         . .  337 

-  in  ursBmia  . .         . .     40 

-  Weil's  disease  . .  . .  336 
Giemsa's  stain,  for  splro- 

clueta  pallida  ..  701 

Gigantism,  infantilism  with  188 
Gigantoblasts    (Plate      //, 

Fig.  F,  3)     22 
Ginger,  heartburn  relieved 

by        297 

Gingerbeer,     regurgitation 

through  nose..         ..  588 
Gingivitis,     blood -spitting 

due  to 285 

-  septic,  purpura  and     . .  557 

-  suppurative   (see    Pyor- 
rhoea Alveolaris) 

I  -  from  sjrphilis     . .         . .     73 

-  tuberculous        . .  72,  74 
I  G  Iraldes,  organ  of,  cyst  from  481 

GIRDLE  PAIN      ..         ..260 

from  aneurysm         . .  434 

from  cord  compression 

260,  516,  713 
in  disseminated  scler- 
osis   260 

from  fractured  spine 

431,  436 

hffimatomvelia  ..   140 

in  myelitis     . .         . .  260 

from   new  growth   in 

spine  . .  . .   714 

in  spastic  paraplegia     260 

from  spinal  Injury    ..  716 

syphilitic  spinal  menin- 
gitis ..  ..  260 

-  -  in  tabes  . .  260,  436 
with  transverse  myelitis 

140,  436 

-  sensation,  in  disseminated 
sclerosis  . .  . .  609 

-  -  tabes  ..  ..  116,  609 
Gland  puncture  in  diagnosis  28 
Glanders,  arthritis  with  . .  340 

-  bacillus     (see     Dacillus 
Mallei> 

-  bacteriology       In       dia- 
gnosing . .  . .   559 

-  bolUe  in  ..         96,  97 

-  horses  and         . .  . .     97 

-  of  leg 737 

-  lungs  affected  in  . .     97 

-  nasal  discharge  in         ..179 

-  occupation  in  diagnosing  179 

-  pjrrexia  in  . .  . .     97 

-  rigor  in 595 

Qianders,  skin  lesions  of . .  559 
Glans     penis,     desire     to 

squeeze  . .  . .  471 

epithelioma  of  . .   731 

Glaucoma  (Plate  Xf)       . .   230 

-  age  incidence  of..         ..  232 

-  anterior  chamber  shallow 
in         ..  ..      233,  762 

-  atropine  disastrous  in..  233 

-  blindness  from  . .      233,  762 


Otaucoma,  contd. 

-  ciliary  vessels  injected  in  232 

-  from  close  work  . .  232 

-  conjunctiva  injected  in     233 

-  cornea  ansosthetic  in  . .  233 
steamy  in       . .      232,  762 

-  cup,     distinction     from 

physiological . .         . .  415 

-  from  dietetic  error  . .  232 
Glaucoma,  disc  of . .        . .  417 

-  disc  in  (Plate  XX)      . .  418 

-  halos  round  lights  from  233 

-  headache  from  233,  294, 

I  296,  712 

-  hyperacusis  from  . .  308 
I  -  in  hypermetropes         . .  232 

-  inflammatory     . .  . .  232 

-  iris  discoloured  in        . .  233 

-  -  injected  in     . .         . .  232 

-  from  iritis  . .         . .  761 
Glaucoma,  Iritis,  and  con- 
junctivitis    compared  232 

-  laciirymation  from       . .  231 

-  migraine  simulated  by. .  233 

-  oedema  of  eyelids  in     . .  233 

-  optic  disc  white  and  ex- 

cavated in      ..  ..  233 

-  pain  from          . .  . .  231 

in  the  ears  from  . .  233 

eye  from       233,  445,  625 

face  from       . .  . .  449 

head  from      . .  . .  233 

teeth  from     . .  . .  233 

-  photophobia  from  231, 

624,  525 

-  presbyopia  increased  by  233 

-  pupil  dilated  in  232,  762 
and  fixed  in  . .  233 

-  rainbow  vision  from  233,  762 

-  sex  incidence  of  . .  232 

-  sick-headache  simulated 

by       233 

Glaucoma,  signs  of         ..761 

-  tenderness  of  eyeball  in  233 
scalp  from     ..  ..  712 

-  tension    of    eyeball    in- 

creased in      232,  233,  652 

-  unequal  pupils  from   . .  552 

-  visual  field  constricted  in 

760,  763 

-  vomiting  from  . .  . .  233 
Glaziers,  plumbism  in  . .  117 
Gleet,  arthritis  from        . .  340 

-  epididymitis  with  . .  697 
Gleet  oeneral  account  of 

182,  183 

-  gonococci  in      . .         . .  184 

-  marriage  in  relation  to  184 
Gl^nard's  disease. .         . .  669 
Glioma    of    brain,     hemi- 
anopsia from  . .  301 

-  Cauda  equina  . .  . .  62 
Gliosis,  spinal,  pain  in  arm 

from 443 

-  in  syringomyelia  . .  110 
Globulin      and     albumin, 

relative  proportions  in 
urine   . .         . .         . .       4 

-  in  ascitic  fluid    . .         48,  50 

-  cerebrospinal  fluid  . .  306 
Globus  hystericus  197,  465,  661 

aphonia  and  . .         . .  495 

in  hysteria     ..         ..  141 

-  major,  tuberculous      . .  697 

-  minor,     swollen,     gono-  I 

coccjil 697 

Qlossina  palpalis,  trypano- 

somes  from    . .         . .     28 
Glossitis,   chronic,   carcin- 
oma and         . .  . .   738 

leukoplakia  and         . .  698 

smokini;  and . .         . .  738 

-  -  syphilis  and  . .  . .  738 

-  dysphagia  from. .  ..  198 

-  tongue  swollen  from  198,  698 
Glosso-kinajstlietic     centre 

(Fig.  266)  624  , 

Glosso-pharvngcal       nerve  ' 

paralvsh         . .         . .   706  | 

Glotti.«,    oedema    of    (see  i 

CEdema  of  Larynx) 
Glove  anaesthesia,  in  hys- 
teria ..       131,  465 

from  peripheral  neuritis  56 

in  syringomyelia       . .  609 

-  and  stocking  anaisthesia  I 

(Fig.  256)  606  [ 


Glucose,  quantitative  esti- 
mation of  ..263 
Gluteal  nerve,  inferior     ..  498 

-  superior  . .  498 

-  region,  condylomata  on  700 
Glutei,    atrophy    of,    from 

hip-joint  disease       . .     61 

-  cramp  of,  in  treadlers  . .  151 

-  nerve  supply  of . .  . .  499 

-  pseudohypertrophy  of..  513 
Gluteus    maximuB,    nerve 

supply  of        . .  . .  498 

-  medius,  nerve  supply  of  498 

-  minimus,  uerve    supply 

of        498 

Glycerin,    htemoglobinuria 

from 284 

Glycogen,  relation  to  acid- 
osis      4 

GLYCOSURIA  ..260 

-  and  albuminuria,  associ- 

ated      13 

-  albuminuria    in    testing 

for 261 

-  from  alcoholism  85,  264 

-  alimentary         . .         . .  264 
diabetes  and  . .         . .  530 

-  alkaptonuria  simulating  746 

-  Cammidge's  reaction  and  100 

-  errors  in  tests  for         . .  261 

-  estimation  by  fermenta- 

tion      263 

-  fermentation  test  for  . .  743 

-  gout  and  . .         . .  742 

-  In  Graves's  disease      . .  264 

-  laryngeal  paralysis  with  495 

-  obesity  preceding         . .  408 

-  with  pancreas  lesions  51, 

116,  264,  330,  437,  661 

-  peripheral  neuritis  from  505 

-  phenylhydrazine  test  for  743 

-  in  pituitary    infantilism  190 

-  pneumaturia  from        . .  530 

-  in  pregnancy     . .  . .   264 

Glycosuria,  preonosls  wKh     3 
Glycosuria,  significance  of 

263,  264 

-  in  starvation     . .         . .  264 
Glycosuria,  symptoms  of..  260 

-  temporary,  in  alcoholics  264 
from  cerebral  hemor- 
rhage ..         ..  264 

tumour       . .         . .  264 

head  injury    . .         . .  264 

pancreatitis    . .         . .  264 

Glycosuria,  tests  for       ..261 

-  uric  acid  and     . .  . .   742 

-  (and  see  Diabetes) 
Glycuronic  acid  (see  Acid, 

Glycuronic) 
Gmeliirs  test  for  bile       . .  743 
Gnat  bite,  swelling  of  face 

from 674 

-  vesicles  from      . .         . .  767 
Goat's  milk,  Mediterranean 

fever  from  . .  4b6,  566 
God,  delusion  concerning  405 
Goitre,   asthma  simulated 

by       5.^5 

-  cyanosis  from    ..         ..158 

-  dyspnoea  from  . .  . .   158 

-  exophthalmic  (see  Graves's 

Disease) 

-  hsemorrhage  into  . .   158 

-  parenchymatous,  in  annj- 

mic  girls         . .  . .   722 

breathlessness   with . .  722 

palpitation  with        . .   722. 

simulating      Graves's 

disease        . .  . .   722 
tachycardia  with       . .  722 

-  suppuration  in  . .  . .   158 
GoltTM,  varieties  of  (and  see 

Thyroid  Gland,  En- 
larged) ..  ..721 

Gold  miners,  silicosis  in   . .  288 

Golfers,  subacromial  bur- 
sitis in  . .  . .  476 

Gonococcal  arthritis  (see 
Arthritis,  Gonococcal) 

Gonococci  (P/o^^'XA'F///)  614 

-  acute  ascites  from        . .     47 

-  arrangement  in  pairs  . .  59 1 

-  in  arthritic  fluid  . .  340 

-  in  ascitic  fluid  . .  . .     48 

-  bacteriiiria  from  . .     69 

-  in  cervix 700 
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Qonococcus,  characters  of  182 

-  ia  cliordce  . .  . .   108 

-  infective       endocarditis 

from    . .  . .      217,  574 

-  fasciao  affected  by        . .  340 

-  in  female  urethra         . .   700 

-  gleet        184 

-  sonorrhoea         . .         . .  C17 

-  lesions  due  to,  opsonic 

index  in  din^noein?  . .  340 

-  inside    leucocytes     182, 

185,  591 

QonococcI,  mode  ef  exam  In- 
itio for  in  female    . .  185 

-  nasal  dischargo  duo  to     179 

-  orchitis  from     . .         . .     67 

-  in  otitis  media  . .         . .  422 

-  prostatitis  due  to         . .     70 

-  recovered  on  blood  cul- 

ture      597 

-  reniform  shape  of         . .  591 

-  rheumatoid  arthritis  from    35 

-  spread     to     ejaculatory 

ducts,  etc 182 

-  tendon  sheaths  affected 

by        340 

-  in  urethral  discharge  67,  181 

-  urethritis  due  to       70,  182 

-  in  urine 69 

-  vasrinal  discharge         . .  185 

-  vulval  discharge  . .  700 
Gonorriiosa                 182,  183 

-  abscess  of  testis  from  . .  622 

-  albuminuria  from         . .     13 
GonorriKBa,arthritltanfl..  340 

(and     see     Arthritis, 
fronococcal) 

-  ascending  nephritis  from     13 

-  bacteriology      in      dia- 

gnosing ..         ..  700 

-  balanitis  simulating     ..  617 

-  Bartholinitis  from        ..  194 

-  Bartholin's  glands  red  in  700 

-  bursitis  from     . .  . .  439 

-  canmculic     myrtlformes 

inflamed  in    . .         . .  700 

-  chordec  from     . .      108,  617 

-  conjunctivitis  from       . .  231 

-  contractures  from        . .  142 

-  cystitis  from      . .  . .   182 

-  eoeinophilia  from  . .  219 

-  epididymitis  from      CO,  697 

-  epididymo-orchitis  from   478 
GonorrhoBa  In  female,  notes 

on       700 

-  nbrositis  from   . .         . .  489 

-  gangrene  from  . .         . .   255 

-  gout  bimulating  . .   742 

-  hsematuria  in     . .      182,  282 

-  Inflamed    hymeneal    re- 

mains from    . .  . .   194 

-  inguinal  glands  enlarged  381 

-  irrigation  test  in  ..182 

-  joint  lesions  from     252,  340 

-  micturition  frequent  in    182 

-  orchitis  from     ..         ..66 

-  oxyuris  vcrmicularis  simu- 

lating   520 

-  pain  in  feet  from  . .  439 
penis  from      . .         . .  469 

-  urethra  from  ..         ..  617 

-  painful  erections  in      . .  182 

-  -  micturition  in  . .  182 

-  papilloma  urethno  from 

184,  700 

-  phosphaturia  suggesting  524 

-  priapism  from  . .  . .  638 
^  prostatic  abscess  from. .  681 

GonorrhoBa,  prostatic  threads 
after 390 

-  prost.ititis  from . .         ..  473 

-  pyuria  from       . .  . .  575 

-  red  meatus  from  . .   182 

-  residual  in  prostate     . .     67 

-  retention  of  urine  from  649 

-  ricrors  from        . .  . .  597 

-  soaldint,'  in  . .       182,  7(K) 

-  soft  soros  from  . .  . .   700 

-  spondylitis       deformans 

from    ..  ..  ..714 

-  strangury  from..  ..   649 

-  streptococci  in  . .  ..   341 

-  stricture  after   . .  . .  396 

-  testis  atrophy  after    66,  313 

-  two-glass  test  in  . .   182 

-  ulcer  of  cornea  from    . .   734 
perineum  from  . .  620 


Gonorrhmi,  coiUd. 

-  uretliral  discharge  due  to  469 

-  urethritis  simulating   . .   181 

Qonorrhcsa,    vaginal    dis- 
charge of  . .  185 

-  vesiculitis  from..  ..687 

-  vulval  swelling  from    . .  699 

-  warts  from  . .  . .  700 
Gonorrhoea  1      rheumatism 

(see  Arthritis,  Gono- 
coccal) 

Goodhart,   Sir  James,   on 

blue  brain       . .  . .  163 

Gooseberries,  oxalate  from  424 

-  oxaluria  after  . .  . .  281 
(Joose-flesh,       xerodermia 

simulating      . .         . .  488 

-  papules  in  . .  . .  487 
Gordon   Museum,  illustra- 
tions from      ..      520,  521 

large  heart  in  . .  217 

Gout,  abdominal  pain  from  115 

-  age  incidence  of  ..  344 

-  angina  abdominal  is  from  115 

-  atrophy  of  testis  from . .     66 

-  balanitis  from  . .         . .  618 

-  bony  excrescences  in   . .  345  ' 

-  brachial  neuraltria  and . .  442 

-  cavernitis  from..  ..  473  i 

-  cellulitis  simulating     . .  410 

-  diet  and 344 

-  Dupuytrcn's  contracture 

from 142 

-  dyspepsia  from         319,  753 

-  eczema  of  perineum  from  474 

-  epididymitis  from         . .     66 

-  epididymo-orchitis  from 

478,  742 

-  epistaxis  from  . .         . .  220 

-  erythema  in       . .         . .  223 

-  family  history  of  . .  344 
Gout,  oeneral  account  of .  •  344 

-  giddiness  from  ..         ..115 

-  glycosuria  and  . .      264,  742 

-  gonorrhoea  simulated  by  742 

-  great-toe  joint  an-1       . .  344 

-  of  hands  (Fty.  158,       ..  345 

-  headache  from  . .         . .  296 

-  jaundice  from    ..         ..115 

-  Joints  affected  by         ..345 

-  Miculicz's  syndrome  in . .  695 

-  nails  affected  by  . .  250 

-  nausea  from       . .  . .   115 

-  neuralgia  in       . .  . .  431 

-  orchitis  from      66.  478,  742 

-  osteo-arthritis  simulating  345 

-  oxaluria  In         . .  . .  424 

-  pain  in  big  toe  from     . .  438 

limbs  from     . .  . .  466 

penis  from     . .  . .  473 

-  peripheral  neuritis  from 

61,  64,    44 

-  from  plumbism. .         •  •     3g 

-  priapism  from  . .         . .  53. 

-  pyaomic  joint  simulating  34 

-  pyrexia  in  ..      344,  410 

-  rarity  of  suppuration  in 

joints  in         . .  . .   345 

-  rigors  from  . .  . .  597 
rare  in  . .  . .  695 

-  salicylate  ineffectual  in    339 

-  senile  gangrene  and     . .   258 

-  skiagram  of        . .  . .  346 

-  soles  affected  by  . .  346 

-  swelling  of  bones  in     . .  670 

-  syphilis  simulating       . .  348 

-  tabes  simulating  . .  436 

-  temperature     chart     in 

acute 339 

-  tenderness  of  spine  from  713 

-  tendon  sheaths  affected  345 

-  tinnitus  from     . .  . .   723 

-  urate  of  sodium  deposits 

In         344 

-  urethritis  from  181,  538, 

575,  742 
Gout  uric  acid  and     741,  742 

-  vertigo  from       . .  . .   753 

-  vomiting  from  ..  ..115 

-  x-rays  in  diagnosing  . .  345 
Gowers.  epilepsia  media  of  145 

-  myopathy  of     . .  . .   135 
Graafian    follicle,    hemor- 
rhage into      . .  . .   193 

Gracilis  nerve  supply  of. .  498 
Grain,  sporotrichosis  from  290 
Grand  mal 68 


Grandidier  on  htemophilia  273 
Grandiose  ideas,  in  general 

paralysis         . .  . .   146 

Granular  casts       . .  . .       6 

—  kidney,  accentuated  aortic 

second  sound  in  1,  90 

—  albuminuria  with  406,  537 

—  apical  systolic  bruit  in    89 

—  apoplexy  from  . .     11 

—  arteriosclerosis     allied 

to  ..    1,11,212 

Granular    kidneys,    from 
ascending  nephritis  . .      8 

ascites  from  . .         46,  55 

back  pressure  from  . .     40 

cerebral    hemorrhage 

with      12,  84,  119,  303 
(%eyne-Stokes  breath- 
ing from     . .  . .  167 

cyanosis  from  . .  161 

Granular    kMneys,    cystic 
type 12 

epistaxis  from  . .  220 

—  hjematemesis  from  ..  271 

hmmoptysis  with      ..  287 

heart  enlarged  with  2, 

55,  106,  206,  211.  588 

Granular     kidney,     heart 
falhire  from  11,  14.46,55. 

161,  418 

—  high      blood-pressure 

with    2,  14,  46,  81, 
90,    106,    161,  211, 

406,  418,  481,  588 

mitral  regurgitation 

from  2,  89,  90,  211 

—  nocttu-nal   micturition 

with  ..         ..12 

—  noises  in  tlie  head  with  406 

orthopncBa  from       ..418 

pale,  after  scarlet  fever     14 

Granular     kidneys,     pale 

contracted.       general 
account  of    . .  M 
palpitation  from       ..481 

—  pericarditis  with       ..     11 

—  -  peritonitis  with         ..  11 

pleuritic  effusion  with  11 

from  plumbism         . .  84 

polyuria  from  12,  90, 

533,  535,  636,  537 

precordial  pain  in     . .  11 

pregnancy  and          . .  9 

—  radial  artery  thickoneil 

with  ..         ..90 

Granular     kMneys, 

contracted.       l 

account  of    . .  II 

reduplication   of   first 

sound  with. .  ..  588 
second  sound  from  588 

—  -  retinitis  with..       90,  106 
ringing  aortic  second 

sound  with. .  . .  106 

Granular  kMney,  signs  of . .      2 

—  simulating  mitral  sten- 

osis   65 

Granular  kMney,  symptoms 
and  signs  of  . .  I 

tube  casts  from       . .  537 

(and      sec      Bricht's 

Disease:  and  Nephritis) 
Granulosis  rubra  nasi      . .  654 
Grape  sugar  in  urine  (see 

Glycosuria) 
Grating  in  JoinU  . .      346,  Ml 
Gravel        741 

—  in  urine  after  renal  colic  461 
Graves*s  disease,  Addison's 

disease  simulated  by    722 

age  and  sex  incidence 

of 722 

—  albuminuria  in  ..     13 
amenorrhoDa  in         . .     18 

—  arteries  forcibly  pulsa- 

tile in          . .  . .  215 

breatJilessness  in  . .  722 

bruits  in         . .  . .  215 

cachexia  in    . .  . .  99 

conjunctiva  bright  in  236 

Dalrymple's  sign  in..  722 

diarrhoea  with  . .  172 

difficult  cases  of  . .  722 

—  --  excitability  in  215,  722 
exophthalmos  in  215, 

220,  229,   236,  486, 

703,  722,  726,  734 


Orarrs's  di»rnse^  Cftntd, 

evelids  retracted  in  .  -    ~~ 

Graves's  tfisoMe.  faciw  mM 

iFiy.  113.   Z3I 

flushing  in       .  -  .  -    -- 

functional  bruit  io  .  - 

glycosuria  in  . .  .  .    -  - 

heart  enlarxfed  in  20*,    - 

hyperacusi*  in  .  .    2 

-  irritability  in . .  •  -    f  r 
loss  of  wci^i»t  in    215,    7  7 

-  -  low  blood-presisure  in    ^  ^  _ 

-  -  menorrliAgio.  in  .  ,    —** 

mental  charifres  in     .  ,     Tr 

Moebiiu»''s  fiijni  in    215^    ^--v 

nervousness  in        ?29, 

4i<«.  703,    77 
noises  in  the  head  in . .     4  •> 

Graves's  disaaso,  notas  #• 

703,  722.   T» 

nmlema  of  eyelids  in  . .    --** 

palpitation      in       484, 

48«,    72t,    Tr-. 

pigmentation    In     21-*'. 

236,  (f  *^.  222)  &i:.   7:^- 
pupil  in  .  .  . .    S^* 

Graves's     dtoeaae,      skort 
account  of  ..213 

sliortncss     of      breatli 

from  . .  . .      *' 

-  skin  moist      in  . .  r,*  . 
spasm  of  levator  pai- 

pebrso  in      . .  . .  2i'> 
spasmodic     twitching 

in i:.: 

staro  of  . .  .  -  2-*» 

Stellwag*s  si^n  in  S13, 

2M.  7^ 

sweating  in     .  .  . .   7i'» 

taclivcardia      in      215, 

229,  486,    549,  702, 

703.    722,  726,  77  ^ 

-  tears  excessive  in      . .  t>'i 
thvroid  eland  enlanroil 

in      215,    229,    48*;. 

703,   722,   72*;,  77  ' 
pulsatile  in      21i. 

tremor  in     215,    229, 

703,  722,  724.  72C,  77 

ulcer  of  cornea  in      . .   7J4 

with  undue  abdominal 

aortic  pulsation     . .   541 
violent  arterial  pulsa- 
tion in         .  .  . .   €9t 

von  Graefc's  si^n  in 

215,  229,  722 

wasting  in       . .  . .    72« 

winking  deficient  in . .   216 

without  exophthalmos  -I^H 

thyroid  onlarpement  43^ 

Gravid  uterus    (see    l*reg- 

nancy) 
Greedy  colon         . .  . .   12S 

Green    cancer  (see    Chlor- 
oma) 

-  sickness  (sec   Chlorosif) 
Grecnstick     fracture     («ce 

Fracture) 
Grief,  dyspepsia  from       ..   317 
Grimacing,  in  chorea        . .    131 

-  hysterical,     simulatift;^ 

tetanus  . .  . .   13-^ 

Grin,  sardonic  (see   lUsus 

Sardonicns) 
GRINDING  OF  TEETH    ..  265 

in  general  paralysis  . .   7^** 

from  gumboil  . .   26-'> 

-  -  habit 2H7, 

worms  .  -  . .   V*^ 

Grip,  pelvic  . .  . .   2"  • » 

Griping    (see    C^lic ;    and 

Tenesmus) 

Groanings  in  head            . .  4f« 

Grocer's  dermatitis           . .  7i'i 

-itch         51'^ 

Groins,  chromidroois  of  . .  655 

-  eczema  marginatum   on  250 

-  lymph    glands    in     (see 

Lymphatic  Gland:!, 
Inguinal ;  and  lym- 
phatic Glands,  Femoral) 

-  swelling   in    (see   under 

Swelling) 
Grooms,  glanders  in        . .   179 
Groovers,     electric     steel, 

subacromial  bursitis  in   176 
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Growing  Pains  14, 362,363, 

Oumma^  contd. 

Ilceniafemesif,  cotUd. 

484,  466 

-  salvarsan  in  diagnosing 

2.30 

-  in  clilorosw        ..         ..271 

—  —  in    history    of    hoart 

-  of  spleen 

632 

-  cholera 273 

disease        ..         ..14 

-  synovial  membrane     . . 

348 

-  chronic  nephritis          ..  27J 

salicylates  in  relief  of    363 

Gumma  of  testis  479,  622, 

623 

-  cirrhosis        35,  51,  267, 

really  acute  rheumat- 

- of  tongue           ..      379, 

739 

272,  371,  635 

ism  363 

foul  taste  from 

705 

-  -  of  childhood  . .         . .  332 

Growth,     stunted,      from 

-  tongue  swollen  from    . . 

698 

-  coma  from         . .         ..118 

coeliac  disease          ..171 

-  of  tongue,  tubercle  simu- 

- with  duodenal  ulcer    75,  271 

—  in  cretinism    . .          . .  234 

lating  

740 

-  from  epistaxis  . .         . .  266 

Hanofs  cirrhosis     ..372 

-  tonsil,  carcinoma  simu- 

- epistaxis  simulating     ..  221 

-  -  splenomejfalic  cirrhosis  332 

lated  by 

615 

-  from     cpithelioniii     of 

Guaiacol,       diazo-reaction 

phthisis  and  . . 

615 

oosupliagus     ..          ..266 

from 173 

sore  throat  from 

613 

-  faintness  from  . .      268,  286 

-  foul  breath  from           . .     86 

therapeutic  diagnosis  of  6 15 

-  in     familial     acholuric 

taste  from      . .         . .  705 

-  ulcer  from 

737 

jaundice         ..         ..332 

Guaicum  test  for  blood  . .     75 

-  of  urethra         . . 

184 

-  from  foreign  body     267,  271 

-  -  Iodine  in  urine  and  . .     98 

-  uvula,  sore  throat  from 

613 

-  gall-stones         . .         . .  272 

in  verifying  haBmoptysis286 

-  vocal      cord      paralysis 

-  gastric  carcinoma         . .  269 

Guanin,  uric  acid  from    . .   742 

from 

495 

-  -  ulcer  36,  75,  268,  269, 

Guinea-pig  inoculation  (sec 

-  wash-leather  slough  in . . 

739 

317,  437 

Animal  Inoculation) 

-  Wassermann  test  in  dia- 

- gastrostaxis       . .         . .     36 

Guinea-pigs,  general  tuber- 

gnosing         230,  253 

334 

-  giddiness  preceding      . .  286 

-  in  h«mophilia   . .         . .  273 

culosis  in       . .         . .  104 

Gums,  actinomycosis  of  . . 

74 

Gum,  epithelioma  of       ..   379 

QUiNS,  BLEEDING 

72 

-  from  hfloraoptysis      266,  286 

-  papilloma  of      . .         . .     74 
Gumboil,  alveolar  abscess 

blood-spitting  from.. 

285 

-  -  In  infantile  scurvy  99, 

556 

distinguislied  from    ..  285 

and 683 

Gums,    bleeding,    list    of 

-  from   lifflmorrhagic  ero- 

- foul  taste  from..         ..  705 

causes  of 

72 

sions    269 

-  grinding  of  teeth  from..  265 

in  scurvy       . .        72, 

266 

-  in  Henoch's  purpura  76, 

-  pain  in  the  face  from  . .  446 

small-pox 

272 

313,  767 

-  ptyalisra  from  . .         . .  542 

-  -  from  stomatitis  72,  74, 

266 

-  Hodgkin's  disease        . .  274 

Gumma,  abscess  from     . .  253 

yellow  fever  . . 

273 

-  from  injury        . .          . .  271 

simulated  by             ..   403 

-  blnelineon,inplumbism 

-  Bazin's    disease    distin- 

34, 65,  119,  124,  131, 

-  irritants 268 

guished  from..         ..  40 1 

425, 

505 

-  leucocytosis  after         . .  360 

-  of  bone 348 

-  epithelioma  of  . . 

379 

-  in  leukaemia      . .         . .  273 

-  Cauda  equina    . .         . .     62 

-  foetid,  in  scurvy 

38 

Hamatemesis,  list  of  causes 

peripheral     neuritis 

-  foreign  body  in,  ptyalisni 

ef       ..       ..    265,266 

simulated  by     . .  559 

from 

542 

-  from,  malaria     . .         . .  274 

-  cerebral,  giddiness  from  302 

-  gangrene  of 

74 

-  malingering  and           . .  266 

-•  ~  headache  from       294,  .102 

-  Koplik*s  spots  on  (Pku<f 

-  from  mediastinal  growth  267 

hemianopsia  from  301,  302 

VUT)  178, 

228 

-  nausea  preceding          . .  286 

hyperacusls  from      . .  308 

-  recession  of,  from  pyor- 

- noises  in  the  head  after  406 

vomiting  from          . .  302 

rhoea  

73 

-  cedema  of  legs  after     . .  413 

-  chronic        mediastinitis 

GUMS,  RETRACTION  OF  589 

-  oppression  in  epigastrium 

from 751 

-  spongy,   in    scurvy    38, 

before             ..         ..286 

-  of  cord,  allocheiria  from     17 

72,  266.  278, 

556 

-  from  pernicious  anoimia  274 

-  crus  penis,  caries  of  pubes 

scurvy-rickets 

670 

-  phosphonis        . .         . .  268 

simulating      ..          ..698 

mercury 

266 

Hamatemeeis,  from  portal 

-  face,  healed  (FUf.  227)..  541 

-  tender     

462 

obstruction     ..        ..272 

-  fauces,  sore  throat  from  613 

-  tuberculosis  of  . . 

72 

vein  thrombosis        . .  272 

-  heart-block  from          ..  546 

-  tumour  of 

74 

-  prolonged  jaundice       . .  274 

-  hemianopsia  from        . .  302 

Gum-sucking,   haamoptysis 

Hamatemesis,  profuse,  three 

-  of  liver   . .          . .     372.  627 

from 

286 

common  causee  of  . .  266 

abscess  simulated  by    334 

Gun-headache 

296 

-  in  purpura  luBmorrhagica  273 

—  ascites  from  . .         . .  330 

Qunsbera's     test     iPlau 
XXXV) 

-  rapid  feeble  pulse  from  268 

—  carcinoma  simulated  by 334 

750 

-  in  relapsing  fever         . .  336 

—  empyema  from         . .  106 

Gunshot  wounds,  hnmate- 

-  restlessness  from          . .  268 

-  -  hiccough  from          ..   308 

mesls  from    . . 

271 

-  in  scarlet  fever. .         . .  273 

jaundice  from           . .  334 

pneumothorax  from 

-  scurvy 273 

-  -  liver  enlarged  from 

531, 

532 

-  snrmll-pox           . .          . .  272 

330,  334,  568 

Gurgling,  in  hernia       674, 

682 

-  splenic  anemia..      274,  372 

-  -  phantom  tumoiu- simu- 

Guy's   Hospital    Gazette, 

-  -  thrombosis     . .         . .  272 

lating          ..         ..  659 

illustrations    lent    bv 

-  splenomegalic  cirrhosis     633 

-  -  pleurisy  from           . .  106 

141,  330,  520, 

521 

-  -  polycythflomia        271,  633 

—  pyrexia  from. .      334.  668 

—  Museum  (see  Gordon 

-  sudden  pallor  from      . .  268 

-  -  simulating      enlarged 

Museum) 

-  syncope  from    . .         . .   268 

gall-bladder           ..  252 

Gymnastics,    monorrhagia 

-  from  syphilis     . .          . .  276 

new  growth          . .   253 

from 

386 

-  tiury  motions  after     . .  386 

—  skodaic  resonance  with  611 

-  from  varicose  oesophageal 

—  therapeutic  test  for 

veins 267 

253.  334 

IT  ABIT  spasms.. 

11 localized      con- 

136 

-  in  yellow  fever  . .         . .  273 

-  mediastinal,        Bright's 

disease  simulated  by    413 

vulsions  from 

144 

Haamatin,   acid,  spectrum 

—  OBdema  from  . .     413,  415 

simulating  chorea    . . 

1.13 

ot  (Fig.  Z4)    ..         ..80 

—  vena  cava  obstructed  413 

tetanus  simulating  . . 

138 

-  alkaline 284 

-  of  meninges,  bradypucea 

-  unequal  palpebral  fissures 

spectrum  of  (Pitj.  33)    80 

from 84 

from 

540 

Hematocele,    atrophy    of 

-  mercury  in  diagnosing. .  230 

Habits,  changed,  amenor- 

testis  from     . .         . .     66 

-  of  nerve,  muscle  wasting 

rhocft  from     .. 

18 

-  from  corpus  luteum     . .  688 

from 61 

HiEMATEMESiS.. 

265 

-  ectopic   gestation         . .  68S 

-  orbital,      exophthalmos 

-  after   abdominal   opera- 

Hamatoceie, general  account 

from 229 

tions    

274 

of       482 

-  of  palate,  foul  taste  from  705 

-  in  acute  fevers  . . 

272 

-  hydrocele  simulating  . .  481 

—  sore  throat  from      . .  613 

gastritis 

267 

-  after  injury       . .      481,  482 

-  paralysis  of  one  leg  from  496 

yellow  atrophy 

273 

-  operation  in  diagnosing 

-  pelvic,  simulating  cauda 

-  antemia  from     . .         S-J 

,  36 

481,  482 

equina  tumour         . .     63 

-  from  aneurysm..      267, 

271 

-  pelvic,  albumosuria  with     16 

Gumma  ef  penis,  gentral 

-  anoina  abdominalis 

316 

bearing-down        pain 

account  of              ..619 

-  antimony 

268 

from           ..         ..427 

-  -  ulceration  due  to     . .  617 

-  appendicitis 

274 

—  tenesmu**  from          . .  718 

Gumma  of  periosteum     . .  669 

-  arsenic 

268 

-  pelvic  swelling  due  to. .  688 

-  peritonitis  over..          ..     52 

-  atheroma 

271 

-  after  puncture  . .         . .  482 

-  potassium  iodide  in  dia-  ■ 

-  in  blood  diseases 

273 

-  simulating  neoplasm   of 

gnosinc           . .      230,  619 

-  from  carcinoma  of  duo- 

testis  481 

-  of  rectum          . .         . .  585 

denum 

661 

-  not  translucent. .          . .  482 

Hamatoceie,  from  tuiial 
abortion  ..690 

Haematocolpos,  amonorrhooa 

with 13 

Hamatocolpos,  notes  on..  G9I 

-  pelvic  swelling  due  to  . .  68*^ 
Iliomatoma  of  jaw  . .  68.1 

-  pelvic,  dystocia  from  . .  200 

-  pelvic  swelling  due  to..  68S 

-  of  penis  . .         . .  . .  473 

-  perinephric,  suppuration 

of         353 

Hamatoma  of  scalp,  char- 
acters of  . .  205 

-  from  vesical  calculus  . .  471 

-  of  vulva. .  . .  HH\  701 
Uasmatomata,  albumosuria 

with 16 

-  in  general  paralysis  . .  243 
HiBmatomctra,  amenorrhooa 

wlUi IS 

-  pelvic  swelling  due  to  . .  688 
Ilffimatomyelia,  ana»tlicsi)i 

with 140 

-  common  site  of . .         . .  509 

-  contractures  from     138,  140 

-  dissociative     aninsthesi-i 

from 509 

-  drawing  up  of  legs  with  140 

-  girdle  pain  with  . .  140 

-  hypenB»thesia  with      . .  140 

Hamatomyelia,  sensory 
changes  with..        ..  60S 

-  simulating    Klumpke's 

palsy 509 

-  spastic  paraplegia  from  509 

-  sphincter  trouble  with . .  140 
Hfismato-nephrosis,    from 

papilloma       . .         . .  278 
Haamatoporphyrin  ..  743 

-  spectroscope  in  detecting  744 
Hamatoporphyrin,  tests  for  744 
Haematoporphyrinuria,  bliick 

urine  from     ..         ..745 
>  In  bullous  dermatoses  . .     99 
Hamatoporphyrinuria,  gene- 
ral account  ef         ..  744 
naomato-rachls     ..         ..113 
Haamatosalpinx,     amenor- 
rhooa with      ..         ..18 
Hmmatozoa   in    blood,   in 
malaria  27,  29,  31,  32, 
225.    334,    536,    668, 

596,  637 

-  malarial,  crescent  forms    31 

effect  of  quinine  on  . .     31 

pigment  granules  in . .     32 

ring  fornis     . .         . .     31 

-  -  (See  Plate  XX  VI 11). .  614 
HiEMATURIA  .275 

-  in  acute  nephritis      42,  281 

-  age  incidence  and       . .  277 

-  anaemia  from     . .         . .     32 

-  from  angioma  of  kidney  278 

-  i^)pendicitis       . .         . .  283 

-  bacteriuria        . .         . .     70 

-  bUharxia  33,  282,  581 

-  black  urine  from  . .  745 

-  from    bladder    growths 

281,  471 

-  calculus      40,  117,  278. 

281,    282,    356,     455, 
471,    472,    577,     578, 

680,  719,  742 

-  carcinoma    of    bladder 

281,  472,  579,  580 
invading  bladder  283,  582 

-  -  of  kidney       . .         . .  750 

-  -  prostate         . .         . .  281 

rectum  . .         . .       7 

vesica  . .         ..'41 

-  colic  with  . .  . .  276 
Hamaturia,  colour  of  urine 

with 9 

-  from  corrosives..         ..  268 

-  cystic  kidneys  12, 42, 280,  857 

-  cystitis     282,  470,  678,  581 

Hamaturia,  cystoscope  In 
diagnosing  cause  ef 

277.  356 

Hamaturia,  cystescopic 
appearances  In  (Plate 
XV) 282 

-  from  dysentery. .         . .  283 

-  effect  of  exercise  on     . .  276 

-  from  endocarditis         . .  283 

-  enlarged  prostate  ..  281 
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licrnrnttiria,  eo/Ud. 

Hamaturia,  essential,  gene- 
ral account  of       '.'75,  281 

-  from  fun),'atin^  endorar- 

dkis    ..  ..       7,  8,  34 

Hamaturia,  general  points 
concerning     ..        ..  276 

-  in  K'onorrhopa    . .      102,  282 

-  hicmo^lobinuria      simu- 

lating   28 1 

-  in  Henoch's  purpura  76, 

343,  550 

-  Iiydronephrosis  . .      280,  356 

-  iiypernephroma  . .  35(» 

-  infarction  . .         . .       8 

-  injury      . .  . .         . .  278 

-  leukaemia  ..  ..  283 
Hamaturia,  list  of  causes 

of        275 

-  in  malaria  . .         . .  273 

-  from  movable  kidney  116, 460 

-  oxaluria 281 

-  papilloma  of  bladder  ..472 

-  -  kidney  . .         . .  278 

-  palpation  of  kidney  and  277 

-  from  pelvic  abscess     . .  283 

-  purpura 283 

-  rectal  examination  and    277 

-  from  renal  calculus  40, 

117,  278,  356,  577 

-  after  renal  colic.      131,  451 

-  from  renal  new  growth  7, 

51,  278,  355,  750 

thrombosis     . .         7,  749 

tuberculosis   . .         . .  356 

-  renal  tumour     . .         . .  330 

-  salpingitis  . .         . .  2S3 

-  in  scarlet  fever..         ..  273 

-  scurvy 283 

-  shape  of  clots  with      . .  276 

-  simulated    after    aniline 

dyes 745 

paroxysmal    bffimo- 

globinuria  . .         . .   285 

-  slight  albuminuria  witli      12 

-  in  small-pox      . .         . .  272 

-  splenomegalic      polycy- 

thtemia  ..         ..  633 

-  suppurative  nephritis  . .  594 

-  due  to  suprarenal  tumour  030 

-  from  tuberculous  bladder 

282,  397,  471,  579 

-  -  kidney   379,  280,  282, 

365,  679 

-  ulceration  of  bladder  . .  580 

-  -  bowel 283 

-  unilateral,  from  growth      7 

-  from  ureteral  cnlculus 

281,  455,  472,  678 

-  urethral  calculus  . .  282 
ncDvus             . .  . .  283 

-  uroerythrin  simulating     743 

-  from  urethritis  . .         . .  282 

-  urotropine         . .         . .  660 

-  vena  caval  obstruction    750 

-  vesical     calculus      282, 

471,  580,  719 

Hamic  bruits  ..91 

HiBmochromatosis  . .  628 

-  argyria  simulating  . .  629 
JTaBmocytometer  . .  . .  21 
Hsemc^lobin,  above  normal, 

in  morbus  coeruleus. .  533 

-  free  in  urine  in  nephritis    10 

-  reduced,     spectrum     of 

(Fig.  31)  80 
Ilsomoglobinometer,     Hal- 

danc-GowetR*  . .     21 

HiEMOGLOBINURIA      ..  284 

-  block  urine  from  . .   745 

-  colour  of  urine  in         . .  284 

-  Enson's  reaction  in       . .  285 

-  experimental      . .         . .  284 

-  hsematoporphyrinuria 

simulating      . .  . .   744 

-  hasmaturia  simulated  by  284 
Hamoglobinuria.    list    of 

causes  of                 • .  284 
Hamoglobinuria,  parox- 
ysmal   284 

-  senim  test  f or    . .         . .  285 

-  spectroscope      in      dia- 

gnosing . .  . .   285 

-  syphilw  and       . .  . .  285 

-  uriMC  dark  brown  in    . .   275 

-  various  drusrs  causing..   281 
Wassermann  reartion  in  285 


Hajmoly.sis,     hiwnoglobin- 

uria  evidence  of        . .   284 
Hamophllla,  anamla  from   33 
Hamophllla,   arthritis  In, 
general  account  of   . .  350 

-  bleeding  gums  in        72,  273 
from  .scratches  in      . .  556 

-  blood  changes  not  patho- 

gnomonic in  . .  . .  273 

-  epistaxis  from  ..     221,  273 

-  excessive  bleeding  from 

cuts  in  ..         ..  273 
after   tooth   extrac- 
tion in     . .  . .  273 

-  familv  history  in  33,  73,  556 

-  Grandidier  on    . .         . .  273 

-  hsematemesLs  in        266,  273 

-  lucmaturia  in     . .  . .  275 

-  haemorrhage   into  ankle  362 
hip  joint  in    . .         . .  363 

-  -  ioints  in         . .         . .  273 
knee  from      . .         . .  362 

-  hsemoptysis  in  ..         ..  287 

-  hmmorrhagic  otitis  m  . .  421 

-  limpmg  from     . .      302,  363 

-  menorrhagia  from    386,  387 

-  metrorrhagia  from    390,  392 

-  pain  in  foot  from  . .  362 

-  purpura  in         . .         . .  553 

-  sex  incidence  of       273,  550 

-  stomatitis  in     . .         . .  542 
Unmopneumothorax,  from 

bullet  wound . .         . .  052 

-  needling  in  diagnosing 

630,  051 

-  succussion  with . .         ..  651 
H>EMOI>TY$l$     ..         ..285 

-  ansamia  from     . .         . .     32 

-  from  aneurysm  149,  290, 

291,  292 

-  aortic  disease    . .         . .  288 

-  back  pressure    . .         . .  212 

-  bronchial  casts  after  . .  644 

-  from  bronchiectasis      . .  291 

-  bronchitis  149,  289,  291 

-  bronchopneumonia      . .  280 

-  carcinoma  of  lung        . .  290 

-  chronic  nephritis  ..212 

-  coma  from        . .         . .  118 

-  from  congestion  of  lungs  212 

-  cough  and  . .         . .  286 

-  from  distoma  pulmonale  292 

-  embolism  of  lung     159, 

289,  290 

-  emphysema       . .         . .  289 

-  empyema  . .         . .  291 

-  epistaxis  simulating     ..221 

-  in  familial  acholuric  jaun- 

dice      332 

-fatal  ..     287,291 

-  -  in  phthisis      . .         . .  288 

-  from  fibroid  lung  . .  216 

-  frequency  at  night      . .  280 

-  from     fungating    endo- 

carditis ..         ..288 

-  gangrene  of  lung  . .  259 

-  haamatemesis  fro"!    265,  260 
Hamoptysis,  hamatemesis 

distinguished  from    . .  285 

-  from  hepatic  abscess  ..291 

-  high  blood-pressure     . .  212 

-  hydatid  of  lung. .         . .  291 

-  infarction  of  lung    106, 

212,  290 

-  injury  to  chest  . .         . .  289 

-  laryngitis  . .         . .  149 

Hamoptysis,  list  of  causes 
of  . .     286,  287 

-  from  lobar  pneumonia. .  289 

-  lung-fluke  . .         . .  045 

-  malingering  of  . .         . .  286 

-  from    mediastinal    new 

growth  . .         . .  434 

-  miner's  phthisis  . .  288 

-  mitral  regurgitation     . .  210 
stenosis  149,  288,  289 

-  new  growth        149,  290,  434 

-  noises  in  the  head  after  406 

-  trdonia  of  letjs  after      ..   413 

-  at     oiLset     of    pneumc- 

tiiorax  . .  . .   531 

-  from  phthisis   149,   150,   288 

-  sarcoma  of  lung  . .   290 

-  simulated     by     bacillus 

protlii-'iosns"    . .       2H<;,  64 1 

-  -  tooth-brush  iiijurj'    . .      73 
-  tooth-plate  injury    . .     73 


UamoptysiM,  contd.  • 

-  in    splenomegalic    poly-  \ 

cythaemia       . .         . .  633 

-  tickling  in  throat  preced-  , 

ing 286 

-  tubercle  bacilli  and      . .  286 

-  from  violent  coughing. .  289 

-  whooping-cough  . .   289 
Hsemorrhage,       amamxwis 

from 120 

Hamorrhage,  anamla  from  33  ' 

-  into  ankle  . .  352 

-  arachnoid,      convulsions 

from 146 

-  beneath  skin  (see  I'ur- 

pura) 

-  blood  changes  after     . .     33 

-  into  carcinoma  ..         ..371 

-  -  in  liver  . .         . .  373 

-  cerebellar,  priapism  from  53S 
vomiting  from  . .  708 

-  cerebral,    absolute   rest 

for 118 

accentuated         aortic 

second  sound  with    303 

age  incidence  of    84, 

119,  303 

albuminuria  with   84, 

119,  303,  515 

aphasia  from . .         . .  626 

apople.xy  from      147,  302 

arterial  changes  with 

84,  119 

-  arteriosclerosis  and 

12,  147,  303 

athetosis  from  . .  132 

Babinski's  sign  with. .     68 

brachial     monopl^a 

from  ..         ..501 

bradycardia  from     . .     81 

brodypncoa  from      . .     81 

Cheyne-Stokes  breath- 
ing from     . .         . .  lOS 

cerebral  softening  from  515 

tumour  simulating    306 

coma  from   118,  119, 

264,  303 

diplegia  from  . .  515 

distinction    from   ab- 
scess and  tumour. .     84 

after  embolism        . .  64  u 

Hamorrhage,    cerebral, 

general  account  of   . .  119 
general  paralysis  simu- 
lating . .      120,  805 

glycosuria  from        . .  264 

granular  kidneys  with 

12,  84,  119,  303 
headache  from      294,  295 

-  -  heart  sounds  with  119,  803 

hemianopsia  from  301,  802 

hemipariRsthesia  from    302 

hemiparosis  from  118,  302 

hemipl^ia   from    68, 

119,  268,  303 

high     blood-pressure 

with     84.  119,  li7, 

303,  515 

in  Hodgkin's  disease    274 

hyperpyrexia  with  84, 

306,  309 
hypertension  of  cere- 
brospinal fluid  with  801 

-  -  hypothermia  with    ..  311 

-  Intermittent  claudica- 

tion sunulating     . .  306 
Jacksonian  epilepsy..  137 

-  from  labour   . .         . .  132 

-  -  large  heart  with     119,  147 

-  leaid   poisoning   simu- 

lating ..         ..119 

-  optic  neuritis  with    . .     84 

-  paraplegia  from    132,  614 
pyrexia  from  86,  300,  309 

-  -  rapid  onset     . .  . .     84 

-  -  retinitis  and    ..      119,  516 

-  -  senile  changes  and    . .   515 

-  -  systolic  bruit  with    ..   119 

-  -  tube-casts  and  . .    119 
uraimia  simulating    . .     85 

-  vertigo  preceding      . .   752 
vomiting  due  to      765,  768 

-  -  in  young  persons       ..   301 
fand  see  Apople.vy) 

into  cerebral  tumonr  303,  .^06 

-  collapse  from      ..  ..311 

-  convulsions  from  ..   120 


Haemorrhage^  corfi^- 

-  into  the  cord  from  injury  x 

multiple,priapia«»  tr^>^  ;* 

paraplegia  frx>m -  -   ^ 

seldom  spontaneo***-  -   -^  • 

-  from  corpus  Iut««im       -  -   s*' 
cyst,  pain    ix»    pelvi* 

from  -  -  •  -    !^" 

-  duodenal,  coaaa    from    -  - 
noises     in     tlie       l^ea-j. 

after  -  -  .  .    4  • 

Hamorrhags     from 

causes  of 
from    fractareci 


421 


-  goitre 

-  Graafian  folUcle 

-  from  groin,  from    naaJi-^- 

nant  glands    .  . 
HiEMORRHAQE      FROM 
GUMS 


Ls-. 


tolp- 


.  -  a^-^ 


41 

ii.'* 

14*1 
11^ 

115 

113 


in  yellow  lever 

Hamorrhage      into 

joint       ..     .-  --   ^^ 

-  hypothermia  after  r      311 

-  internal,  after  obdozziinaJ 

injury  . .  . .  -  .     5*3 

from    duodenal    ulcer 

ltft»,   7~  • 

leaking  aneurysm  1  :?*  n   r«  * 

ruptured  tubal  ge-s?ra- 

tion     120,  393,  5i»3, 

in  typhoid  fever     12  s  -'  T  i 

-  intestinal,  from  colitis-  .    C-'-Z 

-  into   intestinal    wall     in 

Henoch's  porpora  5,^6,  7€T 

-  intrathoracic        sarcoizuk^   1^> 

-  jaundice  and      . .  .  .    3=4 

-  into  joints  273,  350,  3Gi?.  3?0 

Hamorrhaoa    into  i  Icneo- 
ioint 36 

-  leucocy  tosis  after  . .    3*"i»  * 

-  from  lungs  (see    Hsemo- 

ptysis) 

-  in  lymphatic  leukasmla     ^v: 

-  into  mediastinum  . .    lis 

-  into   medulla,    laryngeal 

paralysis  from  . .   -i^-' 

-  meningeal,  athetosis  from  13:: 

bradypnoea  from 

coma  from     . . 

convulsions  from 

from  head  injury 

hemiplegia  from 

from  labour    . . 

monoplegia  from 

spastic  paraplegia  from  I 

trephining  for  . .    118 

-  mesenteric,  in  Henoch's 

purpura  . .  . .    767 

-  into     middle     ear,      in 

Briffht's  disease  . .    16« 

deafness  from        . .    164J 

in  leuknoiia  . .    It^: 

pernicious  ansBmi.i      1*;* 

-  from   the  month,    from 

internal  carotid  erosion  421 

in  splenomegalic  poly- 

cythaamia    . .  " .   «33 
(and see  Bleeding  (iuxn^t 

-  mucous   membranes,    in 

blood  diseases  . .   59C 

in  pseudo-leukaunia     37 

sciirvy-rickets         . ,   67i> 

septic  states  .  .    -^',9 

-  from  nose  (see  Epistaxis } 

-  occult  (see  Blood,  Occult  > 

-  oedema  of  l^s  after  413,  41^ 

-  into     optic      thalamus, 

hyperpyrexia  from   . .   2no 
Hamorrhaflo  Into  orbit  . .   177 

-  into      pancreas,      acute 

abdominal  pain  from 

blood  per  anum  from 

-  collapse  from  76. 

-  -  constipation  from   76. 

-  -  in  fat  jiersons 
glycosuria  from 

-  -  intestinal    ohstniction 

simulateil  by        76,  :^U 

-  laparotomy  in  dia$^o^- 

inir  . .  . .  . .      7ii 

pain  in  abdomen  from  tffil 

-  perinephric         . .  . .   353 

-  periosteal,  from  injury. .   6«7 
in  scurvy         . .  3Jt*  72.  tf9 


76 
76 

'.•64 

76 

264 
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II  cemorrJutge,  contd. 

-  pontine,  alcoliolism  simu- 

lating   310 

-  —  bradypnoea  from      . .     84 

-  —  coma  from     . .         . .  310 

-  —  hyperpyrexia  from 

110,300,310,811 

-  -  opium  poisoning  simu- 

lating ..      110,  310 

-  -  pin-point  pupils  from 

119,    310 

-  —  thermometer    in    dia- 

frnosinc       ..  ..   311 

-  poet-partum,       onflemit* 

trora 21 

-  —  coma  from     ..         ..118 

-  -  leucocytosis  after     ..  360 

-  —  noises  in  the  head  after  400 

-  —  cedema  of  legs  after. .  413 

-  -  secondary       . .         . .  39*i 

thirst  from    . .         . .   720 

HAEMORRHAGE         PER 

RECTUM  ..75 

(and    see    Blood    per 

Anum) 

-  renul,  blood  casts  with . .       G 

-  -  (and  see  Haomaturia) 

-  retinal 416 

-  -  in  albuminuric  retinitis  410 

with  chronic  nephritis  212 

erythropsia  from      . .  762 

-  -  from  fungating  endo- 

carditis      ..  7,  34 
with       high  •    blood- 
pressure      ..         ..  212 

macular       choroiditis 

from  ..         ..  410 
scotoma  from  . .  700 

-  -  from     thrombosis    of 

retinal  vein  . .  410 

-  into  semicircular  canal, 

M^ni^re's  disease  from  752 

-  severe,  blanching  from     120 

coma  from     . .         . .  120 

pulse-rnte  raised  by. .  120 

-  shortness  of  breath  from    87 

-  into  spinal  cord  &14,  516,  538 

-  spinal,  from  injury       . .  715 

-  paralysis    of    bladder 

from  ..         ..  398 

-  urine  dribbling  from    398 

-  into  spleen,  from  injury  041 

-  in  splenic  anicmia         . .  372 

-  subconjunctival   {Plate  \ 

XII) 232  ! 

-  subcuuneous  (see  Purpura) 

-  subdiu-al,       convulsions 

from 146  I 

-  submucous,  in  small-pox  272 

-  thirst  from        . .         . .  720 

-  into  thymus      . .         . .  159 

-  thyroid  adenoma         . .  721 

-  tongue    . .         . .      098,  699  | 

-  tunica      vaginalis      (see  | 

Usematocele) 

-  from  ulcerating  epitheli- 

oma      731  I 

-  umbilicnl,  from  congenital 

obliteration    of     bile-  I 

ducts 329 

-  unomia  simulated  after  120 

-  uterine,  from  fibroid  . .  539 

-  inversion         . .  . .   539 

-  retained  placenta      . .  201 

-  (a!)d  see  Menorrhagia, 
Metrorrhagia,  Metros- 
taxis) 

-  vitreous,     black     spots 

before  eyes  from       . .     72 

-  blindness  from  . .   702 

-  -  erythropsia  from      . .  702 

-  vulval,  from  caruncle  . .   702 

-  from       prolapse       of 

urethra       . .         . .   702 
Uiemorrhages     in      acute  I 

yellow  atrophy      333,  330 

-  Bright'a  disease  . .  55.> 

-  chronic  nephritis  . .     11 

-  cirrhosL* . .  . .  . .  030 

-  conpeiiital  obliteration  of 

bile-ducts       . .  . .  329 

-  fjimilial  acholuric  jaun- 

dice      332 

-  Hanot's  cirrhosis        ^.  372 

-  Henoch's  purpura      •?.   343 

-  leukemia  . .  . .     2.'» 
.  -  phosphorus  poisoning  . .  330 


,  249 
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234 
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558 

145 
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Hopmorrhaaes,  contd. 

-  pseudoleuksemia  . .     37 

-  pyorrhoea  alveolaris     . .  555 

-  splenomegalic  cirrhosis     033 

polycythtemia  . .  033 

Hamorrlwoic  erosions,  oone- 

ral  account  of         . .  269 

tuomatemesis  from  . .  265 

from  portal  obstruction  272 

Haemorrhoids  (sec  Piles) 

Htomosiderin,  in  macules  382 
Hair,  arsenic  in  34,  66.  73, 

529,  718 

-  brittle,  in  certlnism    ..  234 

-  broken  off,  in  ringworm 
247,  248,  249 

-  discoloured  bv  favus    . .  247 
Hair,  effocts  off  ringworm 

on  ..     247,248 

-  fair,  psoriasis  and         . .  603 

-  falling  out  of,  from  favus  247 

in  myxoedema  . .  409 

from  pityriasis  . .  249 

psoriasis         . .         . .  240 

-  follicles,  pityriasis  rubra 
pilaris  and     . .         ..  488 

-  lanugo-like        ..         ..70 

-  lustreless,  from  favus  . .  247 

-  note  of  exclamation 
shaped  . .        71, 

-  mouse-coloured,  in  Mon- 
golism 

-  in  myxcedema     38,  234, 

-  precocious  pubic  and 
axillary,  hypernephro- 
ma and 

-  pubic,  falling  out  of, 
after  brain  injury     . . 

hypernephroma  and . . 

-  recession  from  forehead, 
in  myxoedema 

-  scanty,  in  cretinism     . . 

Mongolism     . . 

myxcedema    . . 

-  sycosis  of 

-  thin  at  back  of  head,  in 
rickets 

-  wiry,  in  Mongolism 
Hair-ball  in  rectum     584,  718 

-  stomach 718 

Hair-cutting,    cramps    in 

arm  from       . .         . .  445 

Hair-wash,  lead  poisoning 

from    . .         . .         . .     65 

Haldane-Qowers'  luemo- 
globinometer  . .     21 

Hale  White,  Dr.,  Ulustration 
lent  by  ..         ..234 

Haller,  vas  abcrrans  of, 
cyst  from       . .         . .  481 

Hallowes,  Captain,  illustra- 
tion HUpplietl  by       . .     79 

Hallucinations  of  hearing    723 

-  in  pellagra         . .         . .  225 

-  concerning  voices        . .  405 

-  in  Friedreich's  disease 
113,  512,  513 

Haloe  round   lights,  from 

glaucoma       . .         . .  233 
Halting  gait  (see  Limping) 
Hammer  toe,  limping  from  362 
Hammerings  in  head        . .  400 
Hamstrings,  cramp  of,  in 
treadlers 

-  elongated,  in  contortion- 
ists       

HANO,     ACCOUCHEUR'S 
Hand,    accouchour's,     In 
totany 

-  ape*s,  in  progressive 
muscular  atrophy     , 

syringomyelia 

-  claw   (see  Claw-hand) 

-  Dupuvtren's  contraction 
of  {Fig.  59)    . . 

-  ochronosis  of  (PkUe 
XXXIII)      ..         ..740 

-  pink        05 1 

-  preacher's,  in  progressive 
muscular  atrophy    ..  110 

syringomyelia  ..   110 

-  septic,  epitrochlear  gland 
enlarged  from  . .  380 

-  Volkmann's  contracture  506 
Hands,  acropanesthesia  of  444 

-  in  acute  rheumatoid 
arthritis  {Fig.  153)  . .  342 


151 


150 
2 


151 


110 
110 


142 


Hands,  amid. 

-  angeioneurotic  oedema  of  411 

-  athetosis  of  131,  {Fig.  57)  132 

-  atrophy  of  (see  Atrophy) 

-  blue,  blue  brain  and  '. .  163 

-  broad,  in  myxccdenrm  409, 410 

-  bullffi  of,  in  syringomyelia    97 

-  Charcot's  joint  in         . .  349 

-  cheiropompholyx  of  000,  755 
,  -  chorea  affecting  . .  133 
I  -  cold,  menorrhagii  and  8b7 
'  -  cyanosis  of        . .         . .  156 

from  cervical  rib      . .  444 

-  enchondroma  {Fig.  282)  071 

-  enlarged,  in  acromegaly 

201,  537,  085 

-  in  epilepsy         ..         ..147 

-  erytheurm  multiforme  of  489 

-  gangrene  of,  in  syringo- 

myelia ..         ..257 

-  gonococcal  arthritis  of . .  340 

-  gouty  {Fig.  158)  . .  345 
skiagram  of  . .         . .  340 

-  haematidrosb  of  . .  055 

-  impetigo  affecting        . .  600 

-  ischsemic  paralysis  of  . .  500 

-  lupus        erythematosus 

affecting         ..         ..002 

-  in  malingerer  simulating 

epilepsy  . .         . .  147 

-  mjrxoBdematous  {Fig.  10)    38 

-  pain  in  (see  under  Pain) 

-  paralysis  of    (see  under 

Paral3rsis) 
Hands,   pollaora  affoctlna 
{Plates/X^X)      ^,228 

-  pigmented  and  red,  in 

pellagra  ..         ..220 

-  pulmonary  osteo-arthro- 

pathy  of  (Fij/.  104)  ..  351 

-  rheumatic  fever  affecting  337 

-  scabies  affecting       401,  563 

-  small-pox  affecting      . .  561 

-  succulent,    in     syringo- 

myelia ..         ..257 

-  sweating,  in  acute  rheu- 

matoid arthritis        . .  342 

-  tremor   of,   in    Graves's 

disease  ..         ..722 
from  mercury  33,  65 

-  urate  deposits  on  {Fig. 

158) 345 

-  xanthelasma  of  . .  324 

-  (and  see  Fingers) 
Handkerchief,  oedema  from  411 
Hanot's  cirrhosis  . .        . .  332 
Hanot's  cirrhosis,  oMisral 

account  of  ..872 

Hansen,  Dr.  Armauer,  illus- 
trations lent  by    404,  505 
Harelip,  cleft  palate  and . .  588 
Harrison's  sulcus  in  rickets 

145,  167,  187,  685 
Hat-makers,  mercury  poison- 
ing in  726 

Hats,  need  to  got  larger,  in 

leontlasis  ossea         . .  670 

-  rabbit  skins  for  33,  68 
Hay,  sporotrichosis  from  290 
Hay  fever,  anosmia  in     . .  612 

nasal  catarrh  in       . .  612 

discharge  from      ..  178 

taste    loss    from   178, 

612,  705 
Head,  asymmetry  of       . .  153 

-  enlarged,  in  acromegaly 

352,  537 
congenital     syphilis 

205,  611 

cretinism        . .         . .  234 

hydrocephalus       205,  511 

leontiasis  ossea         . .  670 

osteitis  deformans    . .  670 

-  -  rickets  145,  206,  511 

-  fixed,  in  spinal  caries   . .  429 

-  hot-cross-bun  shaped  . .  205 

-  injury    (see    Injuiy    to 

Head) 

-  nerve  supply  of  (/'igr.  290)  710 

-  noises  in  (see  Noises  in 

the  Head) 

-  quadrate,  in  rickets     . .  635 

-  retracted     (see    Retrac- 

tion of  the  Head) 

-  rolling,  in  rickets     145,  711 

-  sensory  areas  of  {Figs. 

188-191)         ..  ..448 


Head,  contd. 

-  sweating  of,  in  rickets. .  145 

-  tender,  in  rickets  . .   1 40 
Hoad,    H.,   on   anmsthesia 

{Fig.  257)       . .  . .  606 

-  segmental    areas    (Figs. 

292,  293)        ..  ..712 

HEADACHE  ..293 

-  in  acromegaly    . .         . .  68.') 

-  acute  yellow  atrophy  . .  333 

-  from  Addison's  disease    29G 

-  anaaraia 290 

-  aortic  regurgitation      . .  207 

-  before  apoplexy  . .   147 

-  from  arsenic     . .         . .     64 

-  arteriosclerosis  . .      295,  290 
Hoadacho,  from  astigmatism 

449,  712 
bad  ventilation         ..  321 

-  bradypnoea  with  . .     84 

-  from  cerebellar  tumour    517 

-  cerebral   aliscess       147, 

300,  502,  020,  768 
aneurvsm       . .         . .  295 

-  -  embolism       . .         . .  295 

haemorrhage  . .         . .  295 

lesions  . .  . .     84 

-  -  syphilis  . .         . .  146 
thrombosis     . .         . .  295 

-  -  tumour  147,  264,  302, 

306,  315,   502,  525, 

537.  020,  768 

-  in  chronic  nephritis     ..     11 

-  from  cryptomenorrhoca      17 

-  in  dengue  . .         . .  460 

-  digitalis  in  relieving     . .  290 

-  in  disseminated  sclerosis  295 

-  from  ear  disease  . .  449 

-  in  eclampsia      . .  . .   140 

-  from  encephalitis     120, 

602,  525 

-  in  epilepsy        . .         . .  14r. 

-  after  epileptic  fit  . .  143 

-  from  errors  of  refraction 

295,  440,  449,  712 

-  frontal  sinus  empyema. .  180 

-  gastritis  . .         . .  267 

-  glaucoma  233,  295,  712,  701 

-  high  blood-pressure      . .  290 

-  hyperacusis  from  . .  308 

-  from  hypermetropla  446,  712 

-  in  hysteria         . .         . .  712 

-  with  hysterical  pyrexia    310 

-  due  to'  increased  intra- 

cranial pressure        . .  690 

-  in  influenza        . .         . .  405 

-  from  iritis  . .     295,  712 

-  iron  in  relieving  . .  290 

Hoadacho,  list  of  causes  of 

2K  29S,  290 

-  from  low  blood-pressure  296 

-  in  malaria  . .         . .     30 

-  Malta  fever        . .         . .  466 

-  from  meningitis  120, 295, 

315,    323,    515,    525, 

690,  768 

-  in  migraine       ..      816.  702 

-  from  mort*us  cordis     . .  290 

-  myalgia  simulating      . .  294 

-  with  nephritis    ..  11,  42 

-  neuralgia     distinguished 

from 290 

-  in  neurasthenia         466,  715 

-  occipital,  from  cerebral 

tumour  . .         . .  429 

-  optic  neuritis  with       . .  76H 

Headache  due  to  organic 
cerebral  disease,  general 

characters  of . .        . .  295 

-  from  pachymeningitis  . .  525 

-  in  pellagra         . .         . .  225 

-  phosphorus  poisonifig  . .  330 

-  pituitary  infantilism    . .  190 

-  fromplumbism  ..        34,  147 

-  in  poliomyelitis. .         . .  110 

-  with  polycystic  kidneys  42 

-  in  rat-bite  fever           . .  598 

-  from  reading     . .         . .  449 

-  renal  disease      ..11,  42,  290 

-  in  scarlet  fever  . .         . .  27:> 

-  from  sea-cat  pricks      . .  22 1 

-  serum  injections          . .  22.''. 

-  from  sewing      . .         . .  449 

-  sick  (see  Sick  Headache) 

-  photopl>obia  In..          ..  525 

-  from  sinus  tlirombosls 

120,  597,  70S 
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HEADACHE    —    HEART 


Il'^Jache,  contd. 

-  ill  small-pox       . .  . .  272 

-  times  of  occurrence  of. .  294 

Headache,  toxic  causes  of    295 

-  in  tuberculous  meningitis 

Sr.O,  574,  640 

-  typhoid   fever    70,  5C4, 

5C6,  572,  G30,  010 

-  unp.mia  . .        40,  140 

Headache,  various  types  of  294 

-  vomitinpr  with  . .  . .   708 

-  from  weever  fish  pricks  221 

-  in  Weil's  dif^eose  . .  330 

-  yellow  fever       . .      273,  330 
HearincT,    defective    (see 

Deafness) 

-  h'lllucinations  of  ..   723 

-  impaired,     with     facial 

paUy 403 

-  from  otitis  media     . .  202 
Hearing,  tests  for..        ..  164 

-  variations  with  aee     . .   165 
Heart,  abscess  in,  in  pTCo- 

mia      ..  ..      212,  590 

-  acute  dilatation  of    211,  214 

-  aneurysm  of      ..        91,  213 

-  -  niptured  into  . .  434 

-  -  sy*<toIic    apical    bruit 

*  from  . .  . .     89 

-  athlete's 214 

heorMlrinker's    . .  . .  3fM» 

Heart  block  ..83 

from  acute  rheumatism  546 

ausculatorv    diaRnosis 

of 549 

bradycardia  from     . .     83 

-  bundle  of  His  lesions 

causing       . .  . .     83 

-  from  carcinoma  . .     83 

-  -  cardiosclerosis  . .  546 

-  -  convulsions  from  . .  486 

-  from  diphtheria        . .  540 

-  dropped  beats  from..  545 

-  -  electrocardiograph    in 

detecting    ..        S3,  486 

-  -  epileptiform  attacks  in 

83,  546,  549 

-  extrasystoles    slnui- 

latinjf  ..      510.  547 

Heart  block,  oanoral  account 
of       545 

-  from  fsrumma. .         . .  546 

-  inHuenza        . .  . .  540 
intermittine  pulse  from  549 

Heart  block,  pahv  of  beats 

wKh 550 

from  pneumonia       . .  546 

-  polyirranh  in  detecting     83 
Heart     blodc,     poiyoraoh 

tracing  of  {Fiq.  232) 

545,  {Fig.  233)  546 

-  -  from  sarcoma  . .     83 

-  simulated      by     slno- 

auricular  changes..  546 

-  -  slow  pulse  from 

546,  518,  549 
Stokes-Adams's  dis- 
ease and      . .  480,  546 

-  -  syncopal  attacks  In 

516,  549 

-  from  svphills..         ..     83 

-  -  type  of  arrhythmia  . .  545 

-  -  from  ulcerative  endo- 

carditis      . .  . .  540 

-  bovine 207 

Heart,  brief  physiology  of     545 

-  carcinoma  of,  heart -block 

from 83 

-  compressionof,  finin  with  434 

-  fonjrenital  ("see  Connrcni- 

tal  Heart) 

-  dilatation   of,   from  an- 

flBmia   . .  . .  . .     36 

-  -  in  Briffht's  disease    . .     46 

-  -  canter  rhvthm  from..   587 

-  -  diphtheria       ..  ..214 

-  -  erysipelas        . .  . .   214 

-  -  from  fattv  chanije  212,  587 

impulse  difTnse  with. .   206 

in  Kirkland's  diiwase    010 

-  -  from    overstrain       ..214 
pain     in    epigastrium 

from  ..         ..  -1.^0 

-  -  in  pernicious  onotmia  587 

-  -  fscarlet  fever  . .  . .   214 

-  -  from  toxjumia  ..   214 

-  -  in  typhoid  fever       ..   211 


Hearty  dUcUation^  contd. 

typhus  ..         ..214 

vomiting  from  . .     36 

weak  flrst  sound  with  214 

Heart  disease,  acute  rheu- 
matism and        105,  464 

omenorrhcBa  with     . .     18 

anromia  with . .  . .     34 

asphyxia  in    . .  . .   146 

—  catarrh  of  small  intes- 

tine from    ..         ..172 

—  cerebral  embolism  and 

119,  133 

—  from  chorea  . .         . .  485 

coma  in  . .         . .  144 

congenital   (see  under 

Congenital       Heart 
Disease) 

—  congestion  of  stomadi 

from  ..         ..765 

convulsions  in       144,  146 

cough  from     . .    149,  160 

cyanosis  from  . .   161 

diarrhcBa  from  ..  172 

dyspepsia  simulating    435 

electrocardiograph    in 

investigating  . .  544 

epilepsy  simulated  in  146 

epistaxl**  from  . .  220 

flatulence  witlj  ..241 

gastric  HCl    deflcient 

in 270 

gastritis  simulating  . .  435 

with  . .         . .     43 

hferaatemesis  from  . .  265 

hiemoptysis  from     . .  286 

headache  from  . .  29ri 

heartburn  simulating    297 

hypenosthesia  of  arm 

from  . .         . .  445 

infantilism  from        . .   191 

insomnia  from       321,  322 

loss  of  appetite  with . .     43 

menorrhagia  from  386,  387 

mesenteric     embolism 

from  ..         ..  131 

thrombosis  from  . .  131 

in  Monffolism  . .   191 

my xoedema  simulating  414 

—  nutmeg  liver  with     . .  368 

orthopncea  from        . .  322 

pain  in  the  chest  from 

430,  433 

left  arm  from         . .  445 

limbs  in      . .         . .  463 

prccordia  from     . .  433 

of,     simulated     by- 
flatulent  dyspepsia  433 

palpitation  from   322,  484 

pancreatitis  with      ..   100 

polycythmmia  with  ..     31 

Heart  disease,  polygraph  In 

Investlgatlna  .  •        •544 
Heart  disease,  referred  pains 

from 433 

Heart  disease,  shortness  of 

breath  from  . .        87,  88 
Heart  disease,  splenic  en- 
largement and         . .  632 
splenomegalic  polycy- 
themia simulating    633 
stomach  lesions  simu- 
lating ..         ..709 

tenderness     of    spine 

from  (Fif.  294)     . .  716 

uric  acid  and. .  . .  742 

uroerythrin  and        . .  743 

Heart  disease,  valvular,  dia- 
gnosis of  . .    14 

hypothermia  in     . .  311 

from  rheumatic  fever  485 

scarlet  fever  . .  485 

syphilis       . .  . .  485 

vomiting  from  . .   765 

—  displaced,  by  fibroid  lung 

111,  292,  643 

hydatid  of  liver       . .   375 

intrathoracic  new 

growth        ..  ..101 

meteorism      . .  . .  656 

pleural  effusion         . .  694 

pneumothorax       432, 

630,  652,  659 
subdiaphragmatic  ab- 
scess ..      052,  659 

(and    *iec    Heart    Im- 

IiuL*e,  Displaced) 


1  Hfort,  contd. 
HEART,  ENLARGED     ..  206 

with    adherent    peri- 
cardium        14,  54,  213 

from  alcoholism     51, 

I  210,  214 

aneurysm       . .         . .  208 

' aortic  stenosis         92,  208 

I arteriosclerosis      1.  2, 

11,  64,  212 
'  -  -  in  athletes     . .         . .  214 

In  Bright's  disease    . .     46 

' bronchiectasis  from..  292  ' 

cerebral     hiDmorrhage  i 

and  ..  ..      119,  147 

chest  bukred  by       . .  169  i 

from      chronic      lung 

db*ease        . .         . .     54  , 

in   chronic   nephritis  I 

I  1.  2,  10,  11,  42,  54, 

55,    76,     106,    109, 

274,  29%  408  . 

-  -  chvlurla  with  . .  109 
epigastric       pulsation 

with  ..         ..200 

from  fatty  change   51,  212 

fibroid  change  . .     64 

lung  from  . .         . .  292 

in  Oraves's  disease  . .  215 

from  hard  work      64,  214 

I hiccoiurh  from  . .  308 

with  high  blood-pres- 
sure..        ..      298,485 

impulse  displaced  206,  298 

hearing  w  ith         . .  206 

left     ventricle,     with 

I  arteriosclerosis      . .  588 

granular   kidney  688 

high    blood-pres- 
sure    ..         ..688 

reduplicated  first 

sound  with     . .  688  | 

-  from  mitral  regurgita- 

tion..  ..        89,  210  | 

with  myocardial  affcc-  ' 

tion  ..         ..14 

from  myocarditis      . .  212 

orthopncea  from    418.  420 

with  patent  interven- 
tricular septum     . .  215 
Heart   enlarged,   physical 
signs  of  . .  206 

prolonged  first  sound 

with  ..         ..       2 

re'luplicated  first  sound 

with  ..         ..688 
from  rheumatic  myo- 
cardial changes     . .     51 

skodaic  resonance  from  Oil 

in  splenomegalic  poly- 
cythemia . .         . .  633 
urffimia  . .         . .  146 

-  failure,  acute  dilatation 

of  stomach  in  . .  173 
from    adherent    peri- 
cardium     . .         . .     46 
Heart  failure,  albuminuria 
from    ..           14,  63,  65 

from  aortic  disease  . .     46 

arteriosclerosis   1,  11, 

46,  5,-.,  161 

ascites  with      46,  62, 

63,  105,  694 

-  borborysrmi  from      . .     82 

in  Bright's  disease  46, 105 

from  bronchiectasis. .  161 

-  -  bronchitis        . .       46,  161 

and  emphysema    . .  160 

bulljB  m  ..         96,  97 

cases  due  to  different 

CM  uses       ul  Innately 
alike  ..         ..63 

Heart  failure,  causes  of    2,  46 
I Cheyne-Stokes  breath- 
ing from     . .         . .  108 

-  •  couffh  from    . .         . .  148 
Heart  failure,  cyanosis  from 

167,  161 
Heart    failure,    diagnosis 
between  chief  causes  of    14 

from  cmph3rsema     46, 161 

enlarged  liver  with    . .     63 

from  fatty  heart      . .     63 

-  -  fibroid  lung   . .        46,  161 

flntus  from     . .  . .  246 

frnll-stones     simulated  436 

-  gastric  ulcer  simulated  436 


1'.: 
511 

694 


Heart,  contd. 

Heart  failure,  0M«ral  ac- 
count of  52,  53 

from  granular   kidn*^ 

1.  11,  4G,  l-:i 

high    blood-pressare 

1,  46,  65,   81 

hypothermia  with     .. 

iaandice  from 

Heart  failure,  lisl  af  cmotK 
of       

liver  enlan?ed  from  .  ■ 

-  -  lividitT  with.. 
Heart  failure   from    Nmo 

condHlons  14,  4"^ 

disease         . .  - .    1  **  1 

menorrhagia  from  J*fi.  3j^7 

from  mitral  disease  4C. 

myocardial    affections 

4C,    SI 

-  nephritis         . .  - .      55 
Heart  failure  from  nephriUi^ 

pohitsbidistliiouisliiiil     II 

nutmeg  liver  with 

47,  52,  53,  M».  654 

cedema  from  . .  . .   41^ 

of  hands  and    arm? 

from         ..  -.   4i: 

legs  with     52,   lO'.. 

413,  415.   691 

orthopnooa  with    105. 

42«.  «»* 

pain  in  the  bock  from 

epigastrium  from  - . 

pancreatitis  witJi 

pleural  effusion  frr>m 

104 
from  pulmonary  sten- 
osis . . 

pulsatile  livor  with  62.  €dJ 

respiratory  blood  pamp 

in 4» 

spleen  not  onlar;ge«l  in 

632,  «l'"* 

in  tetanus       .  .  . .    15"> 

urate  deposit  due  to 

740. 

from  Talvnlar   dise«:«e 

14,  46,  HIS, 

-  fatty,  from  alcohol 
apical    systolic     bruit 

with 

in  aplastic  nmemia    . . 

froTi  arsenic  .  . 

asthma  from  .  . 

ascites  from    .  .  46,  5! 

back  pressure   from . .     4« 

canter  rhrthm  from . .  ^' 

Heart,  fatty,  caoeaa  of    ..tit 

cardiac  impulse  feeWc 

with..  ..        213,  2i: 

Cheyne-J^tokes  breath- 
ing with      . .        108, 

coma  from     . . 

convulsions  from 

depression  from 

dilated  heart  from    .. 

Heart     fatty, 
timuhited  by 

dyspncea  from        212.  t\ 

emphysema  simulated 

by ^- 

enlareement  due  to. .  tU 

fainting  attacks  from    ?1- 

feeling  of  coldness  frtwD  SI* 

after  fevers     . .  . .    *^ 

flbroid  heart  simu- 
lating . .  . .    ii 

heartburn     simalatinc  SPr 

heart  failure  frona     4A, 

53,    14V,  4b 

Heart  fatty,    gonerml   ac- 
count of  . .  212 

—  heart    failure    from 

46,  53,   loS,  41* 

from  lead        . .  . .    i^ 

mitral      regurgitation 

from  89,  9".  ?l! 

from  obesity  . .         «►»,  iV. 

orthonncea  from        . .  4l» 

Heart     fttty,    paipitathi  _ 
from  ..  4S4,  US 

ill  pernicious  antpmh 

In  phosphoms  noeuyi- 

ing   . .     53,  73,  21?.  2:* 
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Hearts  fatty ^  contd, 

—  -  from  phthisi3  . .  212 

pulso  irregular  from . .  212 

slow  from  . .         . .  212 

weak  with  . .         . .  2ia 

—  shortness     of     breath 

from  ..  53,  88 

Haul,  fMty.  symptomt  of    14 

—  syncopal  attacks  from 

212,  213 

—  -  tachycardia  from      . .   704 

from'  typhoid  fever  . .  212 

wasting  diseases       ..  212 

—  weak   cardiac   sounds 

with  ..  ..   213 

—  Gbroid,  from  alcohol    . .  21() 

—  aneurysm  of  heart  from  213 
angina   pectoris    from 

a'J,  213 

—  aortic      regurgitation 

with  ..         ..53 
apicRl  systolic  bruit  in    89 

—  ascites  from  . .  . .     4G 

back  pressure  from  . .     46 

Cheyiie-Stok&^  breath- 
ing from     . .         ..108 

fatty  heart  simulating    53 

Heart  fibroid,  ^wnA  ac- 
count of  ..213 

heartburn  simulating    2tf7 

—  heart  fjiihu-e  from   4C, 

108,  418 

—  hpart  large  from       . .     54 
mitral   r^urgitation 

from  ..       89,  211 

orthopncea  from       . .  418 

pain  in  the  back  from  71G 

—  palpitation  from       . .  484 

—  shortness  of  breath  from  88 
Haart,  flbroid,  nrmptoms  of    14 

—  from  syphilis..         ..     63 

—  tachycardia  from     . .  704 

—  foetal       . .  19,  45,  C89 
Heart  impulse,  accentuated 

first  sound  at. .         . .       2 

—  difFuse,    from    dilata- 

tion  2«»« 

pericarditis  ..  213 

diminished,  in  emphy- 
sema ..      107,  217 
HEART    IMPULSE,    DIS- 
PLACED ..297 
from  acute  endocar- 
ditis           ..         ..211 
with  adherent  peri- 
cardium . .         . .  213 

in  aortic  disease    . .  207 

regurgitation     . .     94 

by  ascites  . .         . .     44 

flbroid  lung       168, 

206,  216,  299 

with  Flint's  bruit. .     95 

heart  enlanrement     206 

Heart    Impulie,   displaced, 

list  of  causes  of     297,  298 
in  mitral  regurgita- 
tion ..        89,210 

st«nosis  . .  . .   210 

overstrain  of  heart    214 

patent    interventri- 
cular septum     . .  215 

pericarditis  . .   213 

by  pleural  effusion    298 

pleuritic  effusion  . .   108 

pneumothorax    108,  200 

when  riuht  ventricle 

enlarged  . .         . .   215 
(and   see   Heart,   Dis- 
placed) 

feeble,  from  fatty  heart 

212,  213 
myocarditis  . .   212 

—  —  overstrain  of  heart  214 
heaving,  from  hyper- 
trophy       ..  ..200 

impalpable  in  emphy- 
sema          . .         . .   167 
increased,   in   pericar- 
ditis  213 

indiscernible,    in    em- 
physema    . .  . .  297 

from     pericardial 

effusion   . .  . .  297 

in  mitrol  stenosis     . .   216 

normal  site  of  . .  297 

obscured   by    emphy- 
sema ..      200,  217 


Heart  impulse^  contd. 

-  -  site  of 200 

wavy,   with   adherent 

pericardium  . .  213 

Heart,    Irreaular  (and  see 

fulse.  Irregular)       . .  545 
from  absinthe  . .  480 

-  -  alcohol  . .  . .  480 

coffee 480 

in  mitral  stenosis       2,  94 

from  myocHidial 

changes      *. .         . .     88 

-  rendered    regular    by 

exercise      . .         . .     88 
from  smoking  . .  486 

-  -  tea 480 

Heart  nerve  segments  cor- 
responding to..        ..708 

-  percussion  in  determining 

size  of 200 

-  polypus  of         . .         . .  750 

-  primary  alcoholic  I4w  46, 

53,  418 

heart  failure    from  418 

orthopncea  from   ..  418 

palpitation  from  . .  484 

-  rupture  of         . .         . .  213 

-  sarcoma  of,  heart-block 

from 83 

Heart,  sensory  nerves  of . .  433 
HEART     SOUNDS.      AC- 
CENTUATED I 

accentuated      second, 

from     high     blood- 
pressure      ..        81.  298 

in  arteriosclerosis  11,  90 

cerebral    bi)omorrh:ige 

and  . .  . .      119,  303 

first,  accentuated,  in 

miU^l  stenosis      . .  216 

from  nervousness . .       2 

like    second,    from 

myocardial  changes    88 

prolonged,  in  chronic 

nephritis..         ..  408 

from  hypertrophy  298 

reduplicated,     from 

overstrain  of  heart  214 

slapping,   in   mitral 

stenosis  2,  95,  280,  485 

weak,  in  diphtheria  214 

erysipelas  . .  214 

-  ^ fatty  heart        ..  213 

scarlet  fever      ..214 

typhoid  fever    . .  211 

typhus    . .         . .  214 

foetal,  proving  preg- 
nancy 19,  45,  089 

-  hard  to  hear,  in  em- 

physema    ..      167,  217 

inaudible    second,    in 

mitral  stenosis      . .     95 

lumpy  first,  in  ar- 
teriosclerosis     . .     II 

in  interstitial  nephritis 

10,  11,  90,  106.  408 

lumpy    first,   cerebral 

luBmorrhaee  and  ..   119 

in  chronic  nephritis  10 

prolonged    first,    with 

cardiac  hypertrophy      2 

in  clironic  nephri- 
tis      ..         ..11 

from  high  blood- 

pressnre         . .     81 

at  impulse         . .       1 

pulmonary  second,  ac- 
centuated In  mitrnl 
stenosis        95,  288,  289 

Heart  sounds,  reduplicated     2 

trom  high  blood- 
pressure  . .         . .  298 

second,     in     mitral 

stenosis    95,  216,  288 

reduplication    of   (see 

Reduplication) 
weak  first,  from  myo- 
carditis      ..         ..212 

-  stopping  and  going  on 

with  a  jerk     . .         . .  547 

-  syphilis  of,   heart  block 

from 83 

-  thrombus  in        138,  147,  28'.» 

-  thumpmg  of,  from  ather- 

oma      486 

epiloppr  . .  . .  480 

on  getting  into  bed  . .   480 


Ileart,  thumping  of,  contd, 
from  smoking  . .  486 

-  vagus  branches  to  . .  148 
HEARTBURN  ..296 
Heartburn,  causes  of  296.  297 
Heartburn,    characters   of 

pain  of  . .  297 

-  drugs  relieving  . .         . .  297 

-  electrocardiograph        in 

diagnosing      . .  . .   297 

-  in  health  ..  ..290 

-  heart  disease  simulated 

by       297 

-  palpitation  with  . .  297 

-  pyrosis  with  . .  . .  436 
Heat  cramps        . .         . .    151 

-  erythema  from  . .  222 

-  gangrene  from  . .  . .  255 
Heat  regulation,  notes  on . .  571 

-  sense    lost,    in    Brown- 

SAquard  paralysis     . .  497 

from     cerebellar 

artery  lesions    . .     58 

in  syringomyelia  02, 

«:i,  97 

-  stroke,  alcoholism  simu- 

lating . .         . ,         . .  310 

-  -  coma  in  118,  119,  310 
hyperpyrexia  from 

120,  309.  310 
occupation  iu  diagnos- 
ing   119 

opium  poisoning  simu- 
lating        ..         ..310 
post-mortem    examin- 
ation in  diagnosing  120 

-  prognosis  in  . .  .'.  120 
Heaviness     in     abdomen, 

from  chronic  periton- 
itis       425 

-  sense  of,  in  liver  region, 

from  hepatoptosis  . .  ."08 
Ifeberden's  nodes  340,  405 
Hcbra,  prurigo  ferox  of  . .  489 
Hedgehog  crystals  . .   740 

Heel,  bedsore  over         . .  257 

-  Jacquet*s  erythema  of . .  401 

-  pain  in  (see  Pain  in  Heel) 

-  rubbed,  limping  from  . .  302 

-  small  conical,  in  talipes  112 
Hegar's  sign  of  pregnancy  393 
Honor's  test  . .      5 

for  albumoee. .         . .     15 

Hclmitol,  for  gall-stones  . .  050 

-  pyuria 050 

HelmltoL  strangury  from 

649,  650 
Homeralopla  ..763 

Uemianasthesia     in     dis- 
seminated sclerosis  . .  609 
Homlanssthesla,     general 
account  of  ..610 

-  hemiplegia  and   302,300,610 

-  in  hysteria    59, 141,  460,  010 

-  spinal  inlurv  . .  . .  30«". 
HEMIANOPSIA    300,  301,  302 

-  in  acromegaly   . .      302,  085 

-  alexia  with        ..  ..625 

-  after  apoplexy  . .         . .  302 

-  from  cerebral  embolism    302 

-  hemiana)sthesia  with  . .  610 

-  hemipanesthesia  with  . .  302 

-  hemiplegia  with  . .  302 

-  from  intermittent  closure  302 
Hemianopsia,  lesions  caus- 
ing      301 

-  in  migraine       301,  302,  759 

-  from  occipital  lesions  . .   302 

-  in  one  eye         . .  . .  301 

-  from  optic  tract  lesion  . .   701 
Hemianopsia,   pupil   reac- 
tions and      . .     302,  552 

-  quadrant,  in  migraine..   759 

-  varieties  of        . .  . .   301 

-  from  visual  cortex  lesion  759 
Heiniataxia  ..  ..58 
Hemiathetosis,  hemiplegia 

with 304 

Hemiatrophy   of   face   01, 

(Fig.  202,  p.  491) 
Hemichorea  ..      133,  300 

-  hemiplegia  from  . .  303 
Ilemicrania  in  migraine  . .   700 
HemlhMfOSis  .654 
Hemiopia  (see  Hemianopsia) 
UcmiparflBSthcsia,  from  cere- 
bra,  htcmorrhoge      . .  302 


TIemiparesis     (sec     Hemi- 
plegia) . .  . .     08 
HEMIPLEGIA  ..  302 

-  Achillis  jerks  in..         ..  303 

-  acute  bedsore  in  . .   25i> 

Hemiplegia,  age  incidence 
of  ..     303.  304 

-  agraphia  with    . .         . .  620 

-  ankle-clonus  in    39,  139,  303 

Hemiplegia,  aphasia  with 

3U3,  626 

-  ataxy  after        . .         . .     58 

-  athetosis  alter  . .     133,  134 

-  bedsore  in         . .         . .   73  7 

-  from  caisson  disease      . .   307 

-  cerebral  abscess  OS,  300 
embolism      133,    258, 

304,  040 

hmmorrhage  ..      119,  258 

svphilis  . .         . .   140 

-  -  thrombosis    119,  258.  304 
tumour  . .       08,  306 

-  chorea  after      . .         . .   134 

-  from     congenital     mal- 

formation      . .  . .   304 

-  contractures  in..  ..   1.38 

-  crossed 302 

Hemiplegia,    detection    In 
slight  cases   . .        .303 

-  diagnosis   of   commoner 

cases  of  . .      30.;,  304 

-  from  difficult  labour    ..   113 

-  in  disseminated  sclerosis  307 

-  double,  dysarthria  in  . .  020 

explosive  laughter  from  234 

lesions  causing         . .  502 

-  dysarthria  with  . .   302 

-  elbow -jerks  in    . .         . .  803 

-  from  encephalitis        . .  304 

-  endarteritis        ..     304.  517 

-  extensor  plantar  reflex  in 

39,  08.  139.  303 

-  facial  paralysis  with     . .  492 

-  from  f ungating  endocar- 

ditis     304 

-  gait  in 139 

-  gangrene  from  . .         . .  255 

-  in  general  paralysis  305,  624 

-  hemioDiesthesia  with 

302,  300,  610 

-  hemianopsia  with         . .  302 

-  liemiathetosis  with       . .  304 

-  hysterical    59,  141,  307,  497 

-  infantUe  . .        . .      132,  304 
ataxy  in        .....     58 

-  -  athetosis  in    . .       58,  493 

-  -  talipes  with   . .         . .   112 
tremor  from  . .         . .     58 

-  from  injury  at  bfrtli  113,  304 

-  internal  capsule  lesions     302 

-  knee-jerks  in       39,  303,  358 

-  leg-raising  test  of   hys- 

terical   307 

-  from  lesions  near  Broca's 

area 303 

-  Ilmpiiiff  from     . .  . .   251 

Hemiplegia,  list  Of  causes  Of  303 

-  from  meningeal  hremor- 

rhage 113 

-  meningitis  . .      304,  306 

-  mitral  stenosis  . .         . .  304 

-  pain  in  the  shoulder  in 

475,  477 

-  from  pons  varolii  lesions  302 

-  prognosis  in       . .  . .   303 

-  recurrent,  in  old  people    306 
Hemiplegia,  rigidity  and 

139,  303 

-  from  sinus  thrombosis. .  304 

-  from  spinal  cord  injury  306 

-  syphilis   . .  . .      119,  304 

-  tendon    reflexes    absent 

with 303 

-  tremor  after      184,  724,  727 

-  twitchings    premonitory  134 

-  wrist -jerks  in     . .  . .  303 
Henoch's  chorea   elcctrica 

134.  137,  144 

-  purpura,  abdominal  pnhi 

in  . .  . .      343,  707 

-  -  acute    abdominal    at- 

tacks with  . .  . .  550 

Henoch's  purpura,   acute 
abdominal  symptoirs  In  76 

nephritis  simulating  550 

age   incidence   of    70, 

343,  550 
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HENOCH'S    PURPURA    —    HIPPOCRATIC    SUCCUSSION 


JItnoch's  purpura^  contd. 

arthritis  in     . .  . .     7G 

blood  per  anum  in    . .     70 

and    mucus    stools 

with        ..  ..556 

cessation  at  puberty    55G 

colic  in  . .         . .     76 

constipation  in         . .     7C 

diarrhcpa  in  . .         . .  3 13 

epistaxis  in    . .         . .     76 

-  -  of  face. .  {Fig.  167)  345 
Henoch's  purpura,  general 

account  of     . .     343,  556 

-  htematemesis  in      76,  343 

haimaturia  in   76,  343,  556 

htemo^lobinuria  in   . .  284 

-  luemorrha^  into  ankle  362 

hip-joint  in  . .  363 

knee  from  . .         . .  362 

intestinal    obstruction 

simulated  by       76,  767 
intn^usception    simu- 
lated by       76,  556,  767 

-  -  joint  pains  in  . .  556 

-  -  limping  in  . .  362,  363 
melsQna  in      . .         . .  343 

Henoch's  purpura,  notes  on  767 

pain  in  foot  Irom     . .  362 

the  joints  in         . .  343 

-  peliosia       rheumatica 

simulated  by        . .  556 

pyrexia  in      . .         . .  343 

recurrent  character  of  556 

-  simulating    rheumatic 

fever  ..         ..343 

vomiting  in   76,  343, 

765,  767 
Jlepatic  abscess  (see   Ab- 
scess, Hepatic) 

-  artery,  aneurysm  of  325,  331 
Hepatitis,  pain  in  epigas- 
trium from     . .         . .  437 

hypochondrium  with     450 

-  tropical,  pain  in  shoulder 

from    . .         . .         . .  475 

Hepatoptosis.  o«nsrti  ac- 
count of  . .  368 

-  from  tight  lacing  ..  366 
Herald  patch,  in  pityriasis 

rosea 604 

Hereditary      ataxy      (sec 
t'riedreich's  Ataxy) 

-  optic    atrophy,    central 

scotoma  from  . .  760 

-  trophcedema  {Fig.  177)  411 
Hereditary      trophodema 

(Fi(7.  179)      ..  ..414 

GBdema  of  lees  in  . .  415 

Heredity,       angioneurotic 

(cdema  and   ..  ..  226  ] 

-  anosteoplasia  and  . .   187 

-  blue  sclerotics  and  ..  212 

-  brittle  bones  and  . .  2^2 

-  chorea  and        ..  ..134 

-  oystinuria  and  . .  . .  161 

-  exostoses  and    . .  . .  671 

-  Meitre's  disease  and  . .  226 

-  obesity  and       . .  . .  408 

-  palpitation  from  . .  484 

-  paramyoclonus  and  . .  136 

-  paroxysmal       liaamoglo- 

binuria  and   . .         . .  284 

-  sick  headache  and       . .  526 

-  telangiectases  of  mucous 

membranes  and        . .  221 

-  trophopdema  and  ..  414 
Hermaphroditism,  pscudo-  646 
Hernia,  appendix  in        ..  683 

-  bladder  in  . .  . .  683 

-  cerebri,  pulsation  in  . .  694 
Hernia,        diaphraqmatlc, 

general  account  of  . .  652 

thoracic       succussion 

from  . .         . .  651 

-  epigastric,  pain   in  epi- 

gastrium from  . .  436 

Hernia,    femoral,    general 

account  of     . .     674,  680 

gland  simulating  075, 

079,  680 

hvdroccle  of  sac  of  . .  675 

Hernia,  femoral.  Irreducible  675 

-  -  limping  from..         ..  363 
psoas    abscess    simu- 
lating ..  ..680 

sa|)hena    varix    simu- 
lating . .      676,  680 


Hernia,  femoral^  ronld. 

sex  incidence  of     674,  680 

strangulation  of       . .  075 

testis  simulating       . .  681 

-  gurgle  on  reduction  481, 

674,  682 

Hernia,  hydrocele  of  sac  of  681 

simulating      . .         . .  481 

-  impulse  on  coughing  in 

481,  674,  680 

-  inguinal,  atrophy  of  testis 

from 60 

with  ectopic  testis    . .  483 

Hernia,   inguinal,   general 
account  of    ..        ..  680 

hydrocele  of  canal  of 

Nuck  simulating  . .  702 

limping  from..         ..  363 

oblique  and  direct    . .  681 

sex  incidence  of        . .  680 

spermatic   cord   com- 
pression by  . .     66 

vulval  swelling  from    700 

Hernia,        Ingulnoscrotal, 
general  account  of  . .  682 

-  labial,    cyst    simulating  701 
vulval   swelling   from  700 

-  in  linca  alba      . .  . .  656 
semilunaris     . .         . .  056 

-  lipoma  simulating       ..  656 

-  of  lung   . .  . .      169,  694 

-  minute,    intestinal    ob- 

struction from         . .  056 
Hernia,  obturator,  general 

account  of  ..681 
obturator       neuralgia 

from  ..         ..  439 

pain  in  iliac  fossa  from  454 

in  thigh  from  . .  681 

rectal  examination  in 

detecUng    ..         ..081 
vaginal     examination 

in  detecting  ..  681 

-  omental,  varicocele  simu- 

lating   697 

-  perineal,  vulval  swelling 

from 700 

-  reducibility       680,  682.  702 

-  resonance  over,  482,  680, 

682,  702 

-  retention  of  urine  after 

operations  for         42,  396 

Hernia,  retroperitoneal    . .  452 
Hernia,  scrotal,  characters 
of  ..     481,482 

-  of  stomach,  ar-rays  in  dia- 

gnosing . .         . .  652 

-  strangulated,     constipa- 

tion from       . .          . .  682 
ectopic  tcstic  simulat- 
ing   483 

intestinal    obstruction 

from  ..      129,388 

simulated   by  twisted 

ovarian  pedicle     . .  456 

torsio  testis  simulating  082 

vomiting  from  . .  682 

-  suppuration  of  . .         . .  680 
Hernia  testis,  general  ac- 
count of       . .     622,  623 

-  -  syphilitic        . .         . .  696 
tuberculous    . .         . .  096 

-  translucent        . .         . .  482 

-  umbilical  ..         ..656 
age  and  sex  incidence 

of 483 

-  -  irreducible      . .         . .  483 

obesity  and   . .         . .  483 

omentum  in  . .         . .  483 

pain  in  . .  . .  483 

sebaceous  cyst  simulat- 
ing   483 

-  ventral,     visible     peris- 

talsis In  ..         ..521 

Herpes,  brown  stain  after 

600,  754 

-  chancre  simulated  by  . .   754 

-  chancroids  simulated  bv  754 

-  crusts  in . .         . .      COO,  753 

-  of  ear 203 

with  facial  palsy      . .  493 

-  face         753 

-  facialis,  in  meningitis  . .  225 
pneumonia     . .      335,  042 

-  fpbrilis,  lips  afTected  by  365 

-  frontalis,  ulcer  of  cornea 

from    ..  ..  ..731 


Herpes,  contd.  I 

Herpes  of  genital  organs        { 

gestationis,  bulto  in. .     96 

eosinophilia  in     96,  219  j 

Herpes  gestationis,  general        i 
account  of  96,  98 

-  impetigo  herpetiformis  ' 

and 98 

itching  in       ..         ..96 

-  glandular     enlargement 

from 754 

-  impetigo  simulated  by. .  754 

-  iris  756 

eosinophilia  in  . .  219 

Herpes  Iris,  general  account 

of       98 

-  macules  in         . .         . .  383 

-  mucous  membranes  af-  i 

fccted  by       ..         . .  754  ' 

-  neuralgia  after  . .         . .  431  I 

-  no  scarring  after       600,  754  j 

-  ocular,  pain  in  eye  from  445  , 

-  ophthalmicus     . .         . .  710  I 

-  pain  in  the  back  from  . .  428  I 

-  of  penis    184,  473,  753,  754  ! 

-  perleche  simulating     . .  366 
Herpes  progenitaiis,  general 

account  of  ..618 

ulceration     of     penw 

from  ..         ..  617 

-  from  syphilis    ..         ..184 

-  tenderness  of  scalp  from  710 

-  of  spine  from     . .         . .  713 

-  ulceration  from..         ..  754 

-  of  uretlira         . .         . .  18 »  I 

-  urethral  discbarge  from  184 

-  vesicles  in         ..         ..  753 

-  zoster,  from  arsenic     . .     64 
axillary     glands     en- 
larged with  . .  431 

bilateral         . .         . .  754 

of  conjunctiva         . .  754 

-  distribution  of  patches 

of 431 

of  eyeball      . .         . .  754 

forehead         . .         . .   754 

gasserian  ganglion    . .  447 

Herpes  zoster,  gonoral  ac- 
count of        . .     753,  754 

hjrpenesthesia  from..  610 

inguinal  glands  en- 
larged with  . .  431 

intercostal  nerves  af- 
fected by  ..         ..431 

pain  from  . .         . .  707 

-  -  of  lips. .         . .      866,  764 
lymphocytes  in   cere- 
brospinal fluid  in  . .  305 

of  mouth       . .  . .  754 

pain  in  arm  from    446,  477 

chest  from  430,  431 

face  from   . .         . .  447 

hypochondrium 

'from        ..      450,461 

iliac  fossA  from  452, 

464,  460 

shoulder  from    476,  477 

thigh  from..         ..  460 

of  palate        . .  . .   754 

persistence     of     pain 

after  ..448 

pigmentation  after  . .  710 

pleurisy  simulated  by  754 

scabs  in  ..     431,  460 

scarring  after        431,  707 

severe  neuralgic  pains 

aft«r  ..         ..431 
supra-orbital,     photo- 
phobia from  . .  625 

syphilis  simulating  . .  766 

tenderness  from    706, 

707,  710 

of  spine  from       . .   713 

of  tongue       . .         . .  754 

unilateral  nature      . .  754 

vesicles    in  431,  460, 

477,  600 

without  eruption      . .  460 

Heteroxantliin,    uric    acid 

from 742 

Hexamethylenetetramine, 

for  gall-stones          . .  650  I 
pyuria 650 

Hexarnethylenetetramine,  * 

strangury  from      649.  650  | 
HICCOUGH  ..307 


972 

.-    571 


[liccough,  rontd. 

-  acute  dilatation  of  i^tOTti  - 

acli      . .  . .  .  .     I 

-  witli  anuria 

Hiccough,  caueaa  of  307.  a 
Hiccough,  functtoaal  ■  -  3 
Hides,  anthrax  from  G5*».  *. 
Hidrocystoma  .  .  f.^  f .  7 
High-frequency  correx-ts, 
insomnia  relieved  by       ~ 

in  lowering  hi^b  bloo-J- 

prcssuro       .  .  .  .    3 

Highmore,  antrum  of  istm 
Antrum  of  Uii^more) 
High-steppage,      in      peri- 
pheral neuritis 

-  in  tabes  . .  -  .  ..:::- 
Hill  diarrhcBa        ..       172, 
Hill,  on  pjrrexia  from  exrr 

dse     .. 
H|p-jolnt  conotnltal 

cation  of  I5i.  5V 

-  Charcot's  disease  of     . .    r  i  > 
sinagram  of   .  .  ..    Z' 

-  disease,  abscess  in  groin 

from    . .  . .  . .    C">  • 

anaamia  with . .  . .      n.'. 

bursa  simulating       ..    6  7 

buttock  wasting  with  54  - 

in  children     . .  . .    6>  > 

congenital  syphilitk!..    S*w 

delicate  look  with     . .    3^.  i 

difficult    to     diagnose 

early  . .  . .    3*^" 

atrophy  in      ..  ..      *U 

insomnia  from  . .   Six 

lardaceous  disease  frcFc 

8,  375 

leg  movements  with..     ♦:: 

limping  from    252,  562,  3*3 

lordosis  from . .  . ,   1  :^ 

loss  of  appetite  with . .  3*^ 

mensuration   in       363,  364 

natal  fold  obUquc  with  3^* 

night  starting  from  . .  Z^ 

obturator        nem^Lzia 

from  .  .  . .   43» 

pain  in  the  hip  from    363 

iliac  fossa  from     . .  4*4 

knee  from   252,  348,  UZ 

pelvic  abscess  from..  6?^' 

posture  of  limb  with. .  3S3 

Poupart's        ligament 

bulged  by  .  -  . .  «T« 
psoas  abscess  simalat- 

ing SS4 

pyrexia  with  . .  . .  363 

rarefaction    of    femur 

with  ..  ..   J<3 

rickets  simulating     . .  364 

sacro  -  iliac         disease 

simulating  . .  361 
sciatica  simulated  bj    43S 

-  -  spinal  caries  and       . .   516 

simulating  . .   Sbl 

starting  pains  at  nigtit 

from  . .         ' . .   S21 

swelling  in  iUac  foss-i 

from  . .       04^3,  fiTS 

thigh  wasting  from   . ,    IM 

traumatic       . .  . .    2<l- 

tuberailous    . .       347,  363 

with  tuberculous  peri- 
tonitis        . .  . .     4S 

wasting  of  hip  muscles 

with  ..  ..348 
T-rays  in  detecting   . .  363 

-  hfemorrhage  into  . .  963 

-  hysteria  afTectifig  . .    |42 

-  injury  to,  sciatic  nerve 

paralysis  from 

-  dislocation    of,    limpine 

from    . . 

-  osteo-arthritis     affect  imr 

345.  346,  676 
psoas  bursa  from      . .  CJJl 

-  rarity  of  gout  of  . .   :U5 

-  spondylosis  of  . .  . .   7U 

-  stiff,  after  typhoid  fever  51" 
Hip-ioint        tulMrcutoitt, 

general  accennt  of  . .  3SS 
Hippocampus,    lesions    of, 

subjective  smells  from  612 
Hippocratic    fades,     from 

general  peritonitis    . .   38S 

-  succussion,  with  pneumo- 

Uiorax  . .  . .   le? 


499 
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II  ippuric    acid,     Fehllng's 

Ilodgkin's  disease,  contd. 

solution  reduccl  by..  261 

swellings  in  abdominal 

Hlopus        552 

wall  in        . .         . .  655 

llirschsprunR's         disease, 

temperature  chart  in    670 

nbdominal    di.^tention 

x-rays     in     detecting          i 

from    ..         127,  130,  389 

glands  in    . .         . .  570  | 

affe  incidence  of  ..  130 

Cand  see  Lymphaden- 

-   -  in  cliildron     ..         ..130 

oma) 

colon  dilated  in  {Fig. 

Ilodgcn  splint,  paralysis  of 

65)  127,  657 

sciatic  nerve  from    . .  113 

-  -   congenital      . .         . .  667 

tijlipes  from  . .         . .  113 

constipation  with  127, 

Ilofmeister's  test  for  albu- 

130.  {Fig.  171)  389,  390 

mose 16 

Holland,  Dr.  C.  Thurstan, 

ral  account  Of          ..  126 

skiagrams  by  105, 125, 

intestinal    obstruction 

126,    152,    159,    195, 

from            ..      127,130 

196,     197,    198,    245, 

-  -  laparotomy     in     dia- 

269,    270,    280,    327, 

gnosing       . .         . .  390 

360,     366,    419,    426. 

-  -  meteorism  in . .         . .  389 

455,  460,  669,  672 

-  -  prc^nosis  in  . .         . .  127 

Hollow  back  (see  Lordosis) 

-  -  sigmoid  volvulus  and    654 

Holmgren's  test  for  colour 

tympanites  from      . .  130 

blindness        . .         . .  762  | 

-  -  visible  peristalsis  in..  127 

Homicide,  from  mania    . .  405 

ar-rays    in    diagnosing 

-  by  strychnine    ..         ..417 

390,  654 

-  voices  urging  to            . .  405  , 

His,   bundle  of,  in  heart 

Homogentisic  arid           . .  746 

block 83 

Honeycomb  appearance  of 

Hissing  noise  in  ear          . .  723 

favus 246 

-  -  in  head          . .         . .  406 

Hooklets,  hydaUd            . .  058 

Histological     examination 

-  in  ascitic  Quid  48,  {Fig. 

(see  Microscopical  Ex- 

18)  49,  181,  376  ' 

aminatfori) 

in  urine          . .         . .  357  ' 

Histological    preparations, 

Hooklets  of  tsntai  solium 

tochnlquofor..        ..  390 

(Fig.  212)      ..         ..519 

Hoarseness,  from  laryngitis  199 

Hook-worms                  ..520 

Hockey-players,  cramps  in  150 

Hootings  In  head,  in  in-          I 

Hodgkin's  disease,  albumin- 

sanity            ..         ..  405 

uria  in            . .         . .     13 

Hope     and     French,     on 

amenorrhoea  in         . .     18 

Meige's  disease          . .  414 

anasmia   in         37,  55,  61 

Horse-dealers,  glanders  In  179 

-  -  ascites  in        . .         46,  55 

Horse-hair  workers,  anthrax 

-  -  basophile  cells  in    64,  377 

in         674 

bleeding  gums  in      . .     72 

Horse-riders,  ossification  of 

of  mouth  in           . .  274 

tendon  in       ..         ..671 

Hodgkln's  disease,    blood 

-  torsio  testis  in  . .         . .  480 

changes  In     . .      37,  635 

Horses,  bacillus  mallei  from  645 

bronchiectasis  from  . .  292 

-  glanders  in         . .         . .     97 

—  bronchus  stenosis  from  292 

Hospitals,  sore  throat  and  615 

cerebral  haemorrhage  in  274 

Hot  weather,  constipation 

cervical  glands  enlarged 

from 125 

in 376 

urate  deposit  duo  to. .  740 

epistaxis  in    . .         . .  274 

Hot-cro^-bun  head         . .  205 

fibroid  lung  from      . .  292 

-•  -  in  congenital  syphilis 

-  -  (Fig.  168)       . .         . .  377 

669,711 

Hodgkln's  disease,  general 

Hot-water  bottles,  gangrene 

account  of               . .  635 

from 257 

generalized    lymph- 

Hour-glass  pelvis  in  rickets  187 

gland  enlargement  in  376 

Hour-glass  stomach,  dhi- 

Hodgkln's  disease  glands, 

gnoslsof                 ..  318  , 

characters  of       377,  380 

gastrectasis  simulated 

-  -  haamatemesis  in    266,  274 

by 766 

—  haemorrhages  in        . .  274 

inflation  in  diagnosing  318 

-  -  jaundice  from           . .  329 

paradoxical  dilatation 

—  large-celled        hyper- 

with           ..         ..318 

plasia  in     . .         . .  379 

-  -  skiagram  of  (Fig.  128)  268 

—  leucocyte  changes  in      37 

stethoscope     in     dia- 

- -  no  leucocytosis  in    . .  570 

gnosing       ..         ..318 

*  -  lymphatic  glands  en- 

 vomiting  from       765,  766 

larged  in  37,  55,  64, 

ar-raj's    in    diagnosing 

376,  {Fig.  168)  377, 

174,  318,  766 

569,  635 

-  utonis     . .         . .      200,  201 

-  -  lymphadenoma      and 

377,  635 

Knee,  Housemaid's)..  476 

-      lymphocytosis  in      . .     64 

Humerus,    dropping    of. 

—  Ivmphoma  and          . .  377 

from  bracheitis         . .  477 

Hodgkln's  disease,  lympho- 

- fracture  of,  paraljrsis  of 

sarcoma  and  . .        . .  377 

muRcnlospiral    nerve    504 

-  -  myelocytes  in   23.  64,  377 

-  myeloid  sarcoma  of     . .  672 

—  nucleated  red  cells  in     6 J 

-  tuberculous  periostitis  of  668 

-  -  occipital    glands    en- 

Humming noise  in  ear     . .  723 

larged  in     ..         ..378 

Hump-back  (see  Kyphosis) 

—  GPdema  of  lejrs  in  413,  415 

Hunger,      abnormal     (see 

—  peripheral  neuritis  from 

Appetite,  Abnormal) 

61,  64 

-  borborygmi  from         ..     82 

—  pigmentation  of  skin  in  527 

-  insomnia  from  . .     321,  322 

-  -  pleuritic  eflPusion  in..  106 

Hunger  pain,  from  appendi- 

— portal  glands  enlarged 

citis     . .        316,  460,  451 

in 329 

-  -  cholecystitis  . .         . .  450 

Hodpkin's  disease,  pyrexia 

Hunger  pain,  with  duodenal 

in         . .          25,  563,  569 

ulcer  36,  75,  271,  437,  150 

—  rigors  in         . .          . .  596 

Hunting,  hasmaturia  after  280 

—  no  special  blood  changes 

Huntlnodon's  Chorea      ..  134 

in 569 

Huppert's  test  for  bile  oIq- 

—  spleen  enlarged  in  37, 

ment  ..        ..     743,  744 

55,     64,    376,    380, 

HuskinesR,  from  laryngitis  616 

669,  632,  635 

-  waterbrasli        . .         . .  296 

Husks,    rectal    concretion 
from    . . 

Hutchinson,    teeth    of,    in 
conerenital  syphilis  (Fig. 
108)  ..         ..  ' 

Hyaline  casts 

-  corpuscles  (see  Lympho- 
cytes, Large) 

Hyaloid  artery 

Hydatid  cj^t,    abdominal 
distention  from 

abscess  from  . . 

of  liver  from 

arthritis  simulated  by 

ascites  from     45,  49,  i 

bacillus  coli  in 

bile-duct    obstruction 

by    ..         ..      325, 

of  bone 

breast  

clear  fluid  in  . . 

daughter  cysts  in     . . 

dilatation  of  stomach 

from 

in  Douglas's  pouch  . . 

felt  per  rectum 

gall-bladder  opened  by  i 

Hydatid  cyst,  general  ac- 
count of 

geographical  distribu- 
tion 

hooklets  in    . . 

jaundice  from       325, 

of  kidney 

liver       . .        49,  226, 

adenoma  simulating  { 

ascites  with         46, 

distinction  from  car- 
cinoma   . . 

dome-shaped  dull- 
ness with 

empyema  from     . . 

gall-bladder  simu- 
lated by . . 

heart  displaced  bv 

jaundice  from    330,  : 

liver  dullness  in- 
creased upward 
with 

enlarged  from  . . 

pleurisy  from 

rupture     into     bilo 


simulating  enlarged 

gall-bladder  252, 

pleuritic  effusion 

skodaic     resonance 

with 

witliout  sjTnptoms 

suppuration  of 

thrill  In      . . 

urticaria  from 

of    lung,    haomoptvsis 

from  ..      287,  : 

simulating  phthisis 

skiagram  of 

without  symptoms 

ar-rays  in  diagnosing  ; 

of  mediastinum     476, 

mesentery      . .      667,  i 

movable  kidney  simu- 
lated by     . . 

in  omentum  . .       657,  ( 

ovarian  cyst  simulated 

by I 

pain  in  shoulder  from 

pelvic  swelling  due  to  ( 

Hydatid  cysts  of  peritoneum 

45,  49,  226,  657,  < 

serum  reaction  for  . . 

simulating  ascites     . . 

in  spleen 

sterile 

suppuration  in      253, 

369, 

without  symptoms  . . 

swelling  in  iliac  fossa 

from 

-  -  thrill  in 
ar-rays    in    diagnosing 

291, 

-  disease,  abdominal  swell - 

ine  from . 

blood  changes  with  . . 

eosinophilia  in  49,  226, 

253,  291.  874,  375,  ( 
erythema  from     223,  I 


Hydatid  cysts^  contd. 

718 

-  -  of  joints         . .          . .  350 

* —  laparotomy     in     dia- 

gnosing      253,  328,  668 

235 

Hydatid  disease  of  Ihrer  . .  375 

6 

pain  in  the  chest  from  432 

serum  reaction  in     . .  220 

serum  test  for       253, 

750 

291,  376,  658 

—  of  spine          . .         . .   155 

45 

taenia  echinococcus  and  658 

253 

-  fluid,  no  albumin  in      . .  37G 

369 

-  -  chlorides  in   . .          . .  376 

476 

-  -  hooklets  m    . .      181,  376 

658 

-  hooklets,  in  ascitic  fluid    48 

530 

in  urine          . .         . .  357 

-  of  Morgagni,  cyst  from    481 

328 

-  of  rib,  tenderness  from. .  707 

673 

-  of  spine,  kyphosis  from  154 

]81 

tenderness     of    spine 

658 

from                            714 

668 

excessive  rarity  of    . .  632 

-  of  sternum         . .         . .  707 

174 

-  of  thyroid  gland            . .   722 

49 

Hydatidiform  mole,  blood- 

49 

stained  discharge  from  186 

328 

chorion      epithelioma 

after           ..         ..391 

658 

Hydraemia,  definition  of  . .-    20 

Hvdramnios,  ascites  simu- 

49 

lated  by          ..         ..689 

058 

-  detection  of       . .         . .  200 

328 

-  dystocia  from    , .         . .  200 
Hydrarthrosis,  Intermittent, 

.357 

657 

account  of     ..       ..349 

374 

Hydroa 99 

330 

-  iBStivale,  haematoporphy- 

riiiurm  irom  . .         . .  744 

374 

-  from  bromides  . .         . .     98 

-  eosinophilia  In  . .         . .  219 

375 

-  erythema  from  . .         . .  222 

106 

-  g^tationis          . .         . .     96 

-  from  iodides      . .         . .     98 

375 

Hydrocele^  aching  in  testis 

375 

from 481 

375 

-  in  acute  fevers  ..         ..  481 

-  atrophy  of  testis  from. .     66 

-  of  canal  of  Nuck,  hernia 

367 

simulated  by..         ..702 

330 

lipoma  simulating. .  681 

106 

vulval  swelling  from  700 

Hydrocele,  causes  of      ..481 

375 

-  of  cord,  encysted         . .  481 

hernia  simukted  by. .  682 

253 

impulse  on  coughing  in  681 

375 

-  cyst  of  testis  simulating  481 

-  dragsfing  In  loin  from  . .  481 

611 

Hydrocele,  encysted,  of  cord  695 

253 

Hydrocele,     encysted,     of 

376 

epididymis     ..        ..695 

375 

-  with   epididymo-orchitis  481 

376 

-  femoral,  gland  simulating  679 

-  fluctuation  In    ..         ..481 

291 

-  fluid         481 

291 

291 

Of        481 

291 

-  haematocele  simulating    481 

291 

-  of  hernial  sac    . .          . .  679 

761 

Hydrocele  Of  hernial  sac.  681 

658 

Hydrocele,  relationship  of 

testis  to         ..     481,695 

663 

Hydrocele  of  sac  of  hernia  675 

658 

-  scrotal  hernia  simulating  481 

-  simulated   by   neoplasm 

691 

480,  481 

476 

-  straw-coloured  fluid  from  481 

688 

-  from  syphilis     . .         . .  479 

-  translucencyof  ..      682,  695 

658 

-  -  test  for           . .         . .  481 

49 

Hydrocephalus,      anosmia 

45 

from 612 

657 

-  Cheyne-Stokes  breathing  108 

49 

-  congenital          . .         . .  511 

-  convulsions  witli        146,  146 

530 

-  dwarfism  from  . .         . .  188 

668 

-  dystocia  from    . .         . .  200 

-  egc-shell  crackling  with  150 

678 

-  enlarged  head  from     ..  511 

658 

-  eyes  displaced  in          . .   205 

-  forehea(i  large  from     . .  204 

476 

-  head  enlarged  in          . .  206 

-  headache  from  . .         . .  294 

655 

-  after  meningitis        205,  511 

26 

-  optic  atrophy  with      . .  205 

-  paraplesria  from            . .  510 

658 

-  rarefaction  of  skull  bones 

226 

from lo2 
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HYDROCEPHALUS    —    HYSTERIA 


Hydrocephalus^  contd. 

-  recognition  in  utero    ..  201 

-  rickets  simulating         ..  2Ul 

-  vomiting  due  to  . .   7C5 
Hydrochloric  acid  (see  Acid, 

Hydrochloric) 
Hydrocyanic  acid  in  vomit 
Hydrogen     peroxide,    in 

occult  blood  test 
Hydronephrosis,  abdominal 

distention  from 

-  from  bladder  growth  . . 

-  from  calculus     40,  117, 

279,  {Fig.  16C)  35G, 

-  carcinoma  uteri . . 

-  vesicae 
Hydronephroth, 

account  off 

-  growth  simulating 

-  h;omaturia    from 


,  76C 

171 

45 
28J 

53r. 
41 
41 

35C 

280 


Hyperacidity,  with  duode- 
nal ulcer 

-  gastric  ulcer 

-  of  urine,  frequent  mictu- 

rition from     . . 
HYPERACUSIS    .. 

-  with  facial  paralysis     . . 

-  from  Fallopian  cauul  le- 

sion      

-  in  fevers 
Hyporacutis,  list  off  causes 

of  ..308, 

-  in  migraine 

-  otitis  media 
Hypenesthesia  acustica  (see 

Hyperacusia)     . . 
Hypertasthesia     in     blood 


275, 
280,  3aC 

-  kidney     enlarged    from 

280,  352,  355,  53G 

-  from    movable    kidney 

115,  451,  53C,  CC5 

-  obstnicted  ureter  41 

-  palpation  in  diagnosing  253 

-  from  papilloma..         ..  278 

-  pelvic  carcinoma  . .  280 

-  pelvic  swelling  due  to  . .  688 

-  polycystic    disease    dis- 

tinguished from        . .  280 

-  polyuria  from  535,  53G,  G65 

-  from  prostate  disease  . .  280 

-  pyelography   in   detect- 

ing      . .       {Fig.  106)  356 

-  simulating  ascites         . .     45 
enlarged    gall-bladder 

252,  253 

-  from  stricture    . .         . .  280 

-  ureteric  calculus  . .  578 

-  urine  variations  with  . .  280 

-  varying  si/x)  of  45,  366 

-  z-rays  in . .         . .         . .  536 

Hydrophobia,  from  bites. .  730 

-  convulsions  from      144,  730 

-  delirium  in        . .         . .  170 

-  difficult  swallowing  from  543 

-  from  dog-bite    ..     138,  107 

-  dysphagia  in      . .      138,  197 

-  leucocytosis  in  . .         . .  360 

-  localized        convulsions 

from 144 

Hydrophobia,  notos  on    . .  730 

-  priapism  from  . .  . .  538 

-  ptyalism  from  . .         . .  543 

-  respiratory  spasm  in  . .  138 

-  retracted  head  in         . .  589 

-  rigor  rnre  in       . .         . .  595 

-  simulating  tetanus       ..  138 

-  temperature  not  high  in  170 

-  trismus  from     . .         . .  730 
Hydropneumopericardiura, 

churning  sounds  with  062 

-  succussion  in  chest  from  051 
Hydropneumothorax,    ex- 
ploring needle  in  dia- 
gnosing ..         ..  530 

Hydropnoumothorax,  Qone- 
ral  account  of       851,  052 

Hydrops  amnll  44,  45 

Hydroquinone-acetic  acid, 
alkaptonuria  and      . .  746 

Hydrosalpinx,  pelvic  swell- 
ing due  to      . .         . .  088 

Hydrothorax,    from    back 

pressure         . .         . .  212 

-  chronic  nephritis  . .  212 

-  high  blood-pressure      . .  212 

-  mitral  regurgitation     . .  211 

-  orthopncea  from  . .  418 

-  (and   see  Chest,   Serous 

Effusion       in  ;       and 

Pleural  ECfusion) 
Hydroxylamine    sulphate, 

in  estimating  sugar  . .  263 
Hygroma,  cystic,  of  axilla  667 
Hymen,    closed,    sterility 

from    . .  . .      645,  646 

-  inflamed,       dyspareunia 

Irom  ..  ..  193,  194 
vaginismus  from       . .   193 

-  imperforate,amenorrha?a 

with 18 

-  unruptured,  dyspareunia 

from    ..      '  ..  ..193 

Hyoscyamus,  delirium  from  169 


-  brachial  neuralgia 

-  Brown-S6quard  paralysis 

Hyporasthesia  of  chost  . . 

-  from  combined  scleroses 

of  cord 

-  epigastric,  from  gastric 

ulcer   . . 
Hyporasthosia,  gonoral  ac- 
count off 

-  from  hnmatomyelia     . . 

-  herpes  zoster     . . 

-  in  hyold  area,  from  ear 

disease 

-  from  hysteria    . .     468, 

-  in  neurasthenia 

-  from  neurUis     . . 

-  new  growth  in  spine     . . 

-  in     peripheral     neuritis 

440, 

-  in  pernicious  aneamia   . . 

-  with  pyelitis 

-  referred  pain     . . 

-  from  spinal  caries 

-  of  stomach 

-  in  tabes  . .         . .     609, 

-  with  transverse  myelitis 

-  from  tumotu*  of  spinal 

meninges 
Hypor«sthesia  vosica 
Hyperalgesia,     anosthcsia 

with 

-  in  aninna  pectoris 
Hyperalposla  of  ctiest 

-  in  nerve  regeneration  . . 

-  peripheral  neuritis    606, 
Hyperchlorhydria,  appetite 

increased  in    . . 

-  dyspepsia  from  . . 

-  pain  In  epigastrium  from 
relieved  by  food  in   . . 


75 


394 
308 

493 

494 

166 

309 

166 
166 


610 
442 
497 
708 


269 

610 

140  ! 

610  ; 

449 
610 
610 
140 
714 

465 
610 
451 
428 
610 
319 
610 
140 

610 
398 


-  in  brachial  neuralgia    . . 

-  eggshell  nail  and 
Hyperinvolution  of  uterus, 

omenorrhoea  from    . . 

sterility  from        645, 

Hyperkeratosis,  from  ar- 
senic    . .  34,  64 

Hyperlactation,  ausBmia 
from 

Hypermetropia,  astigma- 
tism with 

-  crescent  with     . . 

-  eyestrain  from  . .      446, 

-  glaucoma  and    . . 

-  headache  from  . . 

from  minor  degrees  of 

-  morning  headache  from 
Hypormotropia,  optic  disc  In 
{Plate  XX) 

-  pain  in  the  eyes  from   . . 

-  photophobia  from 

-  progressive,     from     tu- 

mour of  optic  nerve  . . 

-  pupil  small  with 

-  strabismus  from 

-  tenderness  of  scalp  from 
Hypemmesia 

Hypernephroma,  colic  from 
Hypernephroma,    poneral 

account  off 

-  hematuria  from 

-  of  kidney,  aching  In  loin 

from 

colic  from 

hiematuria  from    275, 

renal  enlargement  from 

slow  growth  of 

-  kidney  enlarged  by 


708 
607 

607 

42 
318 
436 
437 
654 
442 
400 

646 
646 

,  73 

35 

417 
415 
524 
232 
712 
446 
294 
417 
418 
446 
524 

230 
551 
649 
712 
19 
356 

356 

356 

278 
278 
278 

278 
278 
355 


Hypernephroma^  contd. 

-  obesity  from     ..      408,  409 

-  precocious  genitalia  with 

{Fit;,  175)       . .      408,  409 

pubic  hair   with  331, 

(Fig.  174)  408,  409,  630 

-  spleen  simulated  by     . .  662 
Hyperpiesis     (see     Blood- 
Pressure,    High) 

Hyperplasia,     large-celled, 

in   Hodgkin's    disease  379 
HYPERPYREXIA  ..  309 

Hyperpyrexia,  from  brain 

lesions  . .         . .  574 

-  with     cerebral     hounor- 

rhage  ..         ..       84,  306 

-  definition  of       . .         . .  309 

-  delirium  with    ..         ..169 

-  from  head  injury         . .  574 

-  in  heat-stroke    . .         . .  120 
Hyperpyrexia,  hysteria  and  310 

-  from  intracranial  lesions  311 
Hyperpyrexia,  list  of  causes  309 

-  in  malaria         . .         . .     30 

-  malingering  of  . .         . .  310 
Hyperpyrexia,  notes  on   . .  574 

-  from     pontine     h»mor- 

rhage  ..         ..     119,  311 

-  in  rheumatic  fever    169,  574 

-  septic  states      . .         . .  574 

-  typhoid  fever    . .         . .  574 

-  uraamia 574 

Hyper-resonance  of  chest, 

from  emphysema     89,  217 

-  over  sound   lung  when 

other  flbroid  . .         . .  168 

-  witli  pnecunothorax  432.  530 
Hyper-resonance  In  thorax  Oil 
Hypertonus,  sense  of  full- 
ness from      . .         . .  244 

Hypertrophic  pulmonary 
osteo-arthropathy  (sec 
Pulmonary  Ostoo-ar- 
thropathy) 

Hypertrophic  stenosis  of 
pylorus  ..766 

Hypnotics,  delirium  from    169 

Hypochiorhydria,  dyspep- 
sia from        . .         . .  318 

Hypochlorite  of  calcium, 
in  indican  test         ..  314 

Hypochondriasis,  blue  brain 
and 163 

-  constipation  from        . .  124 

-  hyperacusis  in  . .         . .  309 

-  insomnia  from  . .         . .  322 

-  CDSophagismus  in         . .  435 

-  oxaluria  and     . .         . .  424 

-  pruritus  from    . .         . .  540 

-  with    undue    abdominal 

aortic  pulsation       . .  543 
Hypochondrlum,  left,  organs 
contained  In  ..        ..660 

-  pain  in  (see  Pain  in  the 

Hypochondrium) 
Hypochondrlum,  right,  or- 
gans contained  In     . .  660 

-  swelling  in  (see  Swelling 

in  Hypochondrlum) 
Hypochylia,  senile  . .  319 

Hypogastrlum,  organs  con- 
tained In  . .  660 

-  pain    in    (see    Pain    in 

Hypogastrium) 

-  swelling   in   (see    Swell- 

ing in  Hypogastrium) 
Hypoglossal    nerve,    para-  i 

lysis  of  6.%  135,   '"^ 

Hypomnesia 

-  in  alcoholism     . . 

-  epilepsy 

Hypopltuarism 

-  obesity  from 
Hypopyon  ulcer  . . 
from  fifth  nerve  paraly 


-  with  iritis 

from     lachrymal    sac 

suppuration 

ulcer   of  cornea   231, 

(Plate  XII)  232, 

Hypospadias,  urine  stream 
changes  from 

Hypothenar  muscles,  atro- 
phy of  (see  under 
Atrophy) 

root  innervation  of  . . 


543 

19 

20 

20 

410 

408 

734 

734 
232 

220 

733 

394 
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HYPOTHERMIA    -- 

-  in  alcoholi-5xn 

-  Anglo-Indians     -  - 

-  with  anoTMi. 

-  cerebral  a.t>soe-w  ^n. 

-  in  children 

-  after  con  vxalsiotis 

-  in  cretinisxzt         -  -  -  -   - 

-  detinitiofi   of  -  -         _  _- 

-  from  exhaustion  *>~I- 

-  exposure 

-  heart  failare  -  -  -  -   _ 

-  intense  pairk 
Hypothermia,  fist  of  causes 

off       . .  -  -  3 

-  in    maligna.rtt.      cskolic-su 

(Fig.  143)  -  -  -  -    ■ 

-  marasmus 

-  mitral  stenousK  <^'^-  145 1  :. 

-  morning,  in  fev«-«»  . .   . . 
tuberculosis     -  .             -  -   3 12 

-  in  myxoedema    -  -  .  -   — - 

-  neorasthcoia         -  -  ..    --* 

-  from  opiam  pois»ofiit  :r 

110.  :: 

-  snake-bite  .  -  ..:*.' 

-  summer  diarrh*i»n  .  .    "■' 

-  in  urtemia  .  .  . .      ■? 
Hypothyroidism     -  - 

-  at  menopause     .  -  -,•*■• 

-  obesity  from       .  >  -  -    1^* 
Hypothyroidlsni,  tf»crape«- 

tic  test  of  •  m 

Hypotonia  of  nmsolc*-    i^* 

tabes  dorsalis  -  -    =-< 

Hypoxanthin,      urie       a*'i^ 

from    . .  -  -  . .    74- 

Hysteria,    abdominal     di-^ 

tentlon  from..  ..    41^ 

-  absence  of  fati^ne  i'l     .  .    417 

-  administration  of  }>oc<ort« 

from    . .  . .  .  -   71' 

-  amblyopia  In      . .       72^,  73 

-  amputation  in  . .  .  .   42i 

-  anaostiiesia  iu    134,    4f^<. 

498,   ^-*3.  7:€ 

-  ansosthetic  in  diumo^j'.ir 

114,  142,  351,  390 
-ankle-clonus  in..  ..141 

-  no  ankle-clonos  In        . .  >*' 

-  ankle-jerk  exaj^ircratevJ  in  4S7 

-  anorexia  due  to. .  . .     *3 

-  anosmia  \n  .  .  . .  €1? 

-  anuria  from         .  .  40,  42 
Hystorii,  aphonia   in   107, 

465,  49o,  62&  ^/ 

-  artliritis  simulated  in  . .  ^^ 

-  ascites  simulated  br    . .  S^J 

-  asthma  simulated  by  . .  ^3J 

-  ataxy  from         .  .      '    . .     59 

-  Babinski's  si^n  absent  in  141 

-  blindness  in       .  .  . .  610 

-  borbory^jmi  in  . .  . .     ^ 

-  in  a  boy  . .  . .  . .    ** 

Hystorli,   bradiial    mono- 

plootai  In,  omaral  ac- 
count   583 

-  bmdypncea  In    .  .  S4,  ?•* 

-  bulljB  in . .  . .  . .    ST 

-  carcinoma    of    stomacli 

simulatinf?      . .  . .  447 

-  cerebral    tumour    Fima> 

latinp 727 

-  Charcot's     spasmogenic 

zones  in  . .    '       . .    707 

-  chorea  and         . .  . .    1S4 

-  clavus  in  . .       141,  4«5 

-  constipation  due  to    43.  12S 

-  contracted  visual  fields  in 

728,  759 

-  contractures  in   134,  139. 141 
disappearance     undo- 

ansrathetics  .,   141 
persistence  during  sleep  141 

-  coma  in  . .  .  .      118,  144 

-  convulsions  in  137,  144. 

310.  729 
Hyttoria,  convulsiva  Hts  In  147 

-  cough  from        . .  . .  149 

-  craving  for  sympathy  in  716 

-  deafness  in         . .       "  . .  166 

-  deep  reflexes  increased  in  IW 

-  delirium  in         . .  . .  310 

-  disseminated        sclero«iR 

simulated  by . .  . .  72S 
simulating  . .          . .  727 

-  double  consciousness  and   ?) 
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Ilystena,  cuntd. 

Hysteria^  contd. 

-  dyspepsia  simulated  by 

315 

-  sex  Incidence  of . . 

466 

-  dysphagia  in      . .      196, 

197 

-  simulating   new   growth 

142 

-  emaciation  dne  to 

43 

pregnancy      . .       142, 

390 

-  epilepsy  simulated  by  . . 

137 

-  Snellen's  type  in  detecting780 

-  exaggeration     of     sym- 

- spasm  of  face  from      . . 

494 

ptoms  in 

716 

-  spasmodic  twitchings  in 

136 

-  flushings  in 

310 

-  spiral  contraction  of  field 

-  foul  taste  from  . . 

706 

of  vision  in    .. 

759 

Hysteria,  o«nertl  tiont  of 

-  stocking  and  glove  antos- 

465, 

466 

thesia  in 

465 

-  globus  hystericus  in  141, 

-  strangury  in 

649 

197,  466,  496 

,651 

-  stridor  from 

661 

-  headache  from  296,  310 

712 

-  strychnine    poisoning 

-  hemianesthesia  from  59, 

simulated  by  417,  698 

729 

141,468. 

610 

-  subjective  smells  in 

612 

-  hemldrosis  in    . . 

654 

-  suggestion  treatment  in 

-  hemiplegia     from      59, 

308,  487, 

626 

307,  497, 

303 

-  tachypnoea  in    . . 

86 

Hytteria,  hiccouoh  In     . . 

307 

-  talipes  from      ..      114, 

141 

Hysteria  and  high  tempera- 

- tenderness  in     . .     351, 

706 

tures  

310 

in  chest  in      . . 

707 

-  hip  disease  simulated  by 

141 

of  scalp  from         710, 

712 

-  hypcracusis  in  . . 

309 

nysieria,     lenoernese     oi 

-  hypersBsthesia  in       468, 

610 

spine  from    .. 

7IS 

of  breast  in    . . 

611 

in  muscles  in  . . 

141 

ovary  in 

611 

-  tetanic  spasms  in 

138 

-  hyperpyrexia  from 
-  insomnia  from  . .      321, 

309 

-  tetanus  simulated  by 

323 

417,  729, 

730 

728 

—  simulating 

138 

-  knee-jerks  in    807,  308, 

-  teUny  In 

162 

468, 

497 

-  thirst  in 

719 

-  knee-joint  disease  simu- 

- torticollis  from.. 

141 

lated  by 

141 

-  trance  due  to     . . 

120 

-  laparotomy  In  mistake  in 

390 

-  tremor  in           134,  724, 

727 

-  leg-raising  test  in 

307 

-  trismus  in          ..      138, 

417 

-  ligature  oedema  in 

411 

simulated  by . . 

729 

-  localized        convulsions 

-  typhoid  spine  simulating  716 

from 

144 

-  with    undue    abdominal 

-  loss  of  hearing  in 

610 

aortic  pulsation 

643 

smell  in 

610 

-  urgent  desire  to  mictu- 

- -  taste  in          . .      610, 

705 

rate  in 

398 

-  malingering  distinguished 

-  variability  of  symptoms 

from 

350 

in        

769 

-  memory  defects  in 

-  raeteorism  in     . . 

20 

-  vomiting  from  315,  467, 

390 

766, 

768 

-  little  muscle  atrophy  in 

351 

-  wrist-drop  in     . . 

350 

-  muscle  wasting  in 

503 

-  (and  see  Neurosis) 

-  myoclonus  in    . . 

136 

Hystero-epilepsy  , . 

137 

-  neurasthenia  simulating  716 

-  retracted  head  in 

689 

-  neurosis       distinguished 

from    . . 

487 

-  noises  in  the  head  in    . . 

406 

T  CEBAG.  bedsore  from. . 
I      -  gangrene  from 

258 

-  cesophagismus  in 

436 

258 

-  opisthotonus  in..      138 

417 

Iceland,  hydatid  disease  in 

658 

-  orthopnooa  from 

418 

Ichthyosis,  anidrosis  with  654 

-  ovarian  cyst  simulated  by  390 

-  fingers  alTected  by 

240 

disease  simulated  by 

468 

-  hystrix 

488 

pain  from 

468 

-  keratosis  pilaris  one  form 

-  pain  in  the  breast  from  430 

of        

488 

a  joint  in 

360 

-  onychogryphosis  with . . 

400 

the  limbs  from      4C3, 

465 

-  tinea    inibricata     simu- 

 muscles  in     . . 

141 

lating  

250 

-  palate  reflex  absent  in. . 

468 

Icterus  gravis  of  children 

-  palpitation  from       484, 

480 

325,  326, 

329 

-  paraasthesia  in  . . 

141 

-  (and  see  Jaundice) 

Hysteria,  paralysis  in     141 

134 

Ideas     of     grandeur,     in 

agitaus  simulating    . . 

503 

general  paralysis    120, 

243 

Hysteria,  paralysis  of  one 

Idiocy,  amaurotic  family . . 

761 

leo  from 

497 

-  coma  in 

144 

-  parapl^ia  from          69, 

497 

-  congenital  blindness  with  511 

-  paresis  in 

466 

-  convulsions  with       144, 

146 

-  paragcustia  in    . . 

705 

-  cretinism  simulating    . . 

511 

-  little  perspiration  in    . . 

417 

-  kyphosis  in 

155 

-  phantom  tumour  in    .  < 

390 

-  microcephalv  and 

188 

-  phosphates  in    . . 

622 

-  -  fades  of    {Figi.    118, 

238 

-  photophobia  in         625, 

526 

-  plantar  reflex  in          69, 

308 

119) 

237 

flexor  in     . .      307, 

497 

thyroid   treatment  in 

-  polymorphous      convul- 

'distinguishing from 

sions  in 

417 

cretinism    . . 

238 

-  polyuria  from    . .     635, 

719 

-  paraplegia  from 

610 

-  pruritus  from    . . 

540 

-  speech  defect  in 

«2.T 

-  ptosis  from 

141 

-  tongue  swollen  in     237, 

698 

-  ptyalorrhfpa  from     542, 

513 

Idiogiossia 

628 

-  purpura  from     . . 

554 

Idiopathic     dilatation     of 

-  quivering  eyelids  in     . . 

137 

colon     (sec     Hirsch- 

- reflexes  in 

503 

sprung's  Disease) 

-  repurgitntlon     of     food 

oesophagus,    vomiting 

through  nose  from  . . 

589 

due  to 

763 

-  restlessness  in   . . 

310 

Idiots,  slobbering  in 

643 

-  retention  of  urine  in    . . 

396 

Ileocjocal  kink      297,  454, 

457 

-  retracted  head  in 

589 

-  valve,    sounds    of    food 

-  rieors  simulated  in 

591 

passing 

82 

-  risus  sardonious  in 

598 

tuberculosis  at 

458 

-  scoliosis  from     . . 

153 

Ileum,  congenital  obstruc- 

- screaming  in      .. 
D 

137 

tion  of 

130 

Iliac  abscess  (see  Abscess, 
Iliac) 

-  artery,  aneurysm  of  452, 

464,  460,  587,  678 

-  crest,  bedsore  over      . .  257 

-  fossa,    swelling    in    (see 

Lymphatic  Glands, 
Iliac  ;  Swelling  in  Iliac 
Fossa) 

-  vein  thrombosis  8,  106,  411 
Iliacus,  nerve  supply  of  . .  498 
Iliocostal  space,  elongated 

by  cystic  kidney  . .  354 
Iliopsoas,  nerve  supply  of  499 
Ilium,  chondroma  of,  pain 

in  iliac  fossa  from  454,  460 

-  osteoma  of,  pain  in  iliac 

fossa  from     . .      464,  459 

-  osteomyelitis  of  . .  363 

-  periostitis    of,    appendi- 

citis simulated  by    . .  464 

pain  in  iliac  fossa  from 

452,  464 

-  sarcoma  of,  pain  in  iliac 

fossa  from     . .      454,  460 

-  tumour  of,  pain  in  iliac 

fossa  from  . .  . .  459 
niusions,  from  alcohol  . .  146 
Illustrations,  list  of  . .  xiv 

Imbeciles,  slobbering  in  . .  543 
Imbecility,  amenorrhoea  in     18 

-  dwarfism  from  , .         . .  188 

-  microcephaly  and        . .  188 

-  in  mongolism     . .         . .  190 
Immersion,  aspiration  pneu- 
monia after    . .         . .  260 

~  gangrene  of  lung  from 

260,  644 
Impacted    wisdom    tooth, 

simulating  tetanus  . .  138 
Impetigo,      bacillus      coll 

causing  . .  . .  558 
pyocvaneus  causing. .  558 

-  bullae  in       96,  98,  401,  562 

-  bullosa    . .  . .      401,  558 

-  circinata  . .  . .   658 

-  contagiosa  . .      401,  668 

Impetigo  contagiosa,  bulls 
In  96,  98 

honey-like  crusts  in  . .     98 

-  crusts    in  98,  568.  562,  755 

-  cutaneous        diphtheria 

simulating      ..         ..  558 

-  ecthyma  and     . .      657,  558 

-  erythema  in      . .         . .  558 

-  of  face  and  hands       . .  660 

-  no  fever  in        . .  . .  562 

-  fingers  aflected  by  . .  239 
Impetigo,  general  account  of  558 

-  gyrata     . .  . .  . .  558 

-  herpes  simulating        . .   754 

-  herpetiformis,  in  Austria  98 
pregnancy      . .  . .     98 

-  leucocytoeis  slight  with     360 

-  lips  seldom  attacked  by     754 

-  occipital  glands  en  laired 

from 378 

-  papules  in         ..         ..  765 

-  parts  affected  by         . .  562 

-  pemphigus-like   type   in 

infants  ..  ..97 

-  perldche  with    . .         . .  366 

-  pustular    eczema   simu- 

lating   568 

-  pustules  in         557,  668,  560 

-  ringworm  simulating  . .  249 

Impetigo,  scabs  of         . .  600 

-  from  scratching. .  . .  710 

-  small-pox  simulated  by  562 

-  staphylococci  causing  . .  658 

-  streptococci  causing     . .  558 

-  svphllides  simulatins  . ,  560 

-  vesicles  in  558,  562.  755 
Implantation  cyst,   vulval 

swellinc  from  . .  700 

IMPOTENCE  ..312 

-  deflt)ition  of      . .         . .  312 
impotenc),  functional  tem- 
porary  313 

Impotence,  list  of  causes  of 

312,  313 

-  senile,  priapism  preceding  538 

-  sterility  distinct  from  . .  312 
Impulse  on  coughing  (see 

Couching,  Impuls<>  on) 
Inattention,   from   frontal 

lobe  tumour  ..         ..   727 


'  Incoherence,  from  frontal 

lobe  tumour  . .         . .  727 

Incompatibility,    sterility 
,  ftoni 616 

INCONTINENCE  OF  FiE- 
'         CES 313 

duo  to  increased  intra- 
cranial pressure    . .  590 
I from  lateral  sclerosis    617 

in  tabes         ..         ..   719 

-  urine,  cystitis  from  . .  578 
'  —  from    destruction    of 

micturition  centres    398 

distended  bladder     . .     45 

enuresis  distinct  from  218 

I due  to  increased  intra- 
cranial pressure    . .  590 

I from  myelitis. .         ..  678 

retention  simulating     396 

I from  retro  verted  gravid 

I  uterus         ..  ..  689 

I sphincter  paralysis  ..  218 

I in  tabes         ..         ..  578 

Inco-ordination    (and    see 
Ataxy) 
;  -  from  peripheral  neuritis  465 

-  in  tabes 609 

India,    ankylostomum    in 

I  81,   521 

-  kala-azar  in      . .         . .  633 

-  mycetoma  in     . .         . .   736 

-  relapsing  fever  in      336,  596 
Indian    ink    method    for 

spirochsBta  pallida   . .  701 
India-rubber  bottle  stomach 
(pee      Carcinoma      of 
Stomach,  Diffuse) 

-  carbon  bisulphide  in  dis- 

solving . .         . .     66 

-  workers  in,  paralysis  in     66 
Indican,  indigo  from      . .  314 

-  Moore's  test  and         . .  262 

-  source  of  . .         . .   314 
Indican,  tests  for  . .     314.  746 

-  -  (Plate  XXXI V)        . .   748 
INDICANURIA     ..         ..314 

-  appendicitis  and  . .  461 

-  black  urine  from         . .   746 

-  brown  ring  with  nitric 

acid  due  to    . .  5,  314 

Indicanuria,  causes  of  314,  315 

I  -  from  duodenal  ulcer    . .   101 

j  -  empyema  . .         . .  746 

-  gastric  ulcer      . .         . .   101 

-  in  healthy  persons      ..  316 

-  intestinal  caUrrh  ..  101 
'  -  -  putrefaction  . .  101,  746 
I  -  melanuria  simulated  by 

I  745,  746 

Indicanuria,  notes  on      . .  746 

-  from  pus  formation  . .  746 
I  -  unusual  with  gall-stones  461 
'  INDIGESTION     (and     see 

Dyspepsia)  ..315 

-  air-swallowing  simulating  316 
I  -  aneurysm  simulating  316, 429 

-  angina  pectoris  simulat- 

I  ing 316 

-  casein,  stools  with       . .   171 

-  of  children,  appendicitis 

and 316 

-  cholecystitis  simulating    316 

-  chronic,  anemia  from  . .     32 

-  diarrhopa  from  . .         . .  172 

-  from   dilatation   of   the 

stomach  ..  ..317 
duodenal  ulcer         ..  317 

-  fat,  stools  with  ..  ..171 

-  flushing  from     . .         . .  241 

-  in  infants  . .         . .  821 

-  insomnia  from  . .         . .  321 

-  interscapular  pain  from 

461,  462 
■  -  intestinal       obstruction 

simulating      . .  . .   816 

-  migraine  simulating  . .  316 
'  -  oxaluria  and  phosphaturia 

I  alternating  in         423,  424 

-  pain  in  shoulder  from  . .  474 
I  -  from   pancreatic  lesions 

101,  661 

-  phthisis  simulating  . .  316 
,  -  pleurisy  simulating      . .   316 

-  from  pyloric  obstruction  123 

-  spinal  caries  simulating  316 

-  sugar,  stools  with        ..   171 

-  unemia  simulating       . .  315 

53 
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Indigo,  from  iridican  ..  314 
Indigo-bluc  . .         . .  745 

-  epilepsy  treated  by     . .  747 

-  methylene    blue    simu- 

lating   747 

Indigo-red  ..  ..  745 
Indol  314 

-  indicanuria  and  . .  745 
Indoxyl-glycuronic      acid, 

blue  tirine  from  . .  747 
Indoxyl  sulphate  314,  745 

Inertia,  uterine,    dystocia 

from 200 

Infantile    hemiplegia    (see 

Hemiplegia,  Infantile) 

-  paralysis  (see  Paralysis, 

Infantile) 

-  uterus  (see  Uterus,  In- 

fantile) 
Infantilism  with  achondro- 
plasia . .         (Fig.  80)  187 

-  anangioplastic  (Fig.  91)  190 

-  ateliosis  and     (Fig.  02)  190 

-  from  cretinism  (Fig.  88)  189 

-  and     dwarfism     distin- 

guished ..         ..188 

Infantilism,  general  account 
of  188-91 

-  gigantism  with  . .         . .   188 

-  Herter  on  ..         ..189 

-  improved  by  pancreatic 

extract  . .         . .   191 

-  pituitary  (Fig.   89)  180, 

190,  410 

-  with  splenomegaly       . .  189 

-  thymic 180 

-  thyroid 190 

Infants,  acetonuria  in     . .       4 

-  acute  arthritis  of         ..341 

Infants,  acuta  colitis  In   . .    78 

nephritis  simulated  in  413 

-  amount  of  sleep  for     . .  320 

-  bladder  of  normal       . .  6G5 

-  blood  per  anum  in      . .     76 

-  bullous  impetigo  in      . .  401 

-  carpopedal  spasms  in  . .  152 

-  caseous  bronchial  glands 

in        385 

-  (Theyne-Stokes  breathing 

in        107 

-  coli  bacilluria  in         . .  509 

-  colic  in  ..  ..  117,  321 
Infants,  convulsions  of    . .  144 

-  craniotabes  in  . .  . .  152 
Infants,  cyclical  vemltino  of  384 
Inftots.  dlarrtioia  In  ..  171 
-^  diarrhcea  and  vomiting  in     4 

-  drawing  up  of  legs  in  . .  321 

-  dribbling  of  saliva  in    . .  542 

-  epilepsy  in         . .  . .   145 

-  epiphysitis  in    . .         . .  669 

-  general  oedema  in        . .  413 

-  hffimoglobiiniria  in      . .  284 

-  hemiathetosis  in  . .  304 

-  hemiplesria  in     . .      303,  304 

-  Hirschsprung's     disease 

in        130 

Inftots,  liypertrophic  steno- 
sis of  pylorus  in     765,  766 

-  indigestion  in  . .  . .  321 
Infants,  Insomnia  In       ..321 

-  intestinal  obstruction  in  130 

-  intussusception    in     78, 

130,  717 

-  Jacquet's  erythema  In. .  400 

Infants,  iaundice  in       . .  329 

-  knee-jerks  diminished  in  358 

-  liver  proportions  in     . .  366 

-  marasmus  in     . .         . .  384 

-  milk  flow  from  nipple  in  181 

-  normal  pylorus  palpable 

in         660 

-  pemphitrus  in    . .         . .     97 

-  plantar   reflex    extensor 

in         ..         ..        09,  510 

-  postpharnygeal  abscess  in  647 

-  priapism  in        . .         . .  538 

-  pupils  small  in  . .         . .  651 

-  pyloric  spasm  in  . .   660 

-  rarity  of  phthisis  in     . .  385 

-  repursitation  of  food  In  764 

-  rheumatic      fever      un- 

known in       ..         ..341 

-  rigid  abdomen  in         . .  321 

-  scabies  of  face  in         . .   755 

-  screaming  in     ..         ..  321 

-  scurvy-rickets  in  . .  670 


Infants^  contd. 
Infants,  seborrtioiic  eczema 
of       401 

-  spastic  paraplegia  in    ..132 

-  summer  diarrhcBa  in  533,  717 

-  syphilitic  fingers  in      . .  239 

-  tetany  in  . .         . .  151 

-  umbilical  hernia  in     . .  483 

-  vacciniform  erythema  of  401 

-  vaginal  haemorrhage  in    392 

-  water  in  tissues  of       . .  384 

-  Werdnig-Hoflmann  para- 

lysis of  . .         . .  135 

Infarction    of    brain    (see 
Embolism,  Cerebral) 

-  intestine  (see  Mesenteric 

Embolism;  Embolism, 
Renal ;  and  Kidney, 
Infarct  of) 

-  lung,   after  appendicitis  106 

-  from  embolism       160,  290 

empyema  from        . .  106 

gangrene  of  lung  from  652 

-  heemoptysis  from  106, 

287,  289,  290 

impaired  note  over  . .  160 

from    infective   endo- 
carditis      ..         ..290 
lateral    sinus    throm- 
bosis ..         ..106 

-  leuknmia       . .         . .  290 

mitral  stenosis         ..  289 

after  operations       . .   106 

from  otitis  media    ..   lOi! 

phthisis  simulated  by  106 

pleurisy  from  . .  106 

-  pyopneumothorax 

from  ..         ..  052 

rub  over        . .         . .  160 

vesicular  murmur  defi- 
cient over  . .         . .  160 
-<  -  (and    see    Embolism, 
Pulmonary) 

-  retina    (see    Embolism, 

Retinal) 

-  spleen  (and  see  Spleen, 

Embolism  of) 
Infarct  of  spleen,  general 

account  of  . .  640 

hiccough  from  . .  308 

rub  over  34,  620,  640 

thrombotic,   in   blood 

diseases      . .         . .  640 
Infective  endocarditis  (see 

Endocarditis,  Fungat- 

Ing) 
Inferior  cerebellar  artery, 

thrombosis  of  58,  610 

-  dental  nerve     . .         . .     462 

-  gluteal  nerve     . .         . .  498 

-  laryngeal  nerve. .         . .  148 

-  oblique  muscle,  paralv- 

sU  of       . .      {Fig.  83)  177 

-  rectus,  paralysis  of  {Fig. 

83)  177 

-  vena    cava    (see    Vena 

Cava  Inferior) 
Inflation  of  stomach,  tech- 
nique ..        ..     244,  319 

in  diagnosis  174,  244, 

317,  318,  330,  6.30, 

653,  660 
Influenza,abdominal  pain  in  465 

-  albuminuria  in  . .         . .     13 

-  anosmia  aft«r    . .         . .  612 

-  arthritis  with    . .         . .  340 

-  atrophy  of  testis  from . .     06 

-  bacilli  (see  Bacillus  In- 

fluenzip) 
Influenza,    bacteriological 
diagnosis  of    178,446, 

465,  643 

-  brachial  neuralgia  and     442 

-  bronchitis  in      . .         . .  465 

-  bronchopjioumonia  from 

289,  290 

-  cardiac  bruits  in         . .  564 

-  chill  in 630 

-  conditions    wrongly    la- 

belled ..         ..638 

-  coryza  in  . .         . .  465 

-  coryzal 178 

-  coutrh  after        . .      148,  149 

-  deafness  from    . .  . .  166 

-  delirium  with    . .         . .   169 

-  dengue  simulating        . .   466 

-  depression  in     . .         . .  466 


'  Influenza^  contd. 
Influenza,  often  diagnosed 
when  not  present   64, 

446,  465,  572 

-  diphtheria  simulating  . .  589 

-  duration  of        . .         . .  639 

-  epidemics  of      . .         . .  689 

-  epididymitis  from  . .  66 
'  -  epididymo-orchitis  from    478 

-  epistaxis  from  . .  . .  220 
'  -  febricula  representing  . .  465 

-  gastro-entetilis  in        ..  563 

-  gastro-intestinal       sym- 

ptoms in        . .         . .  465 
,  Influenza,  general  account 

of  465,  564,  638,  639 

-  hffimorrhagic  otitis  in  . .  421 
I  -  headache  in  ..  ..  465 
'  -  heart-block  from  . .  546 
I  -  iaundice  in  . .  . .  465 
I  -  leucocytosis  rare  in  360,  640 
I  -  liver  abscess  simulating  370 
I  -  malignant     endocarditis 

I  simulating     ..         ..  564 

-  meiiin^tia  in     . .         . .  590 

-  menorrhagia  from  ..  386 
I  -  neuritis  from  . .  . .  140 
1  -  orchitis  from     . .       66,  478 

-  otitis  media  in  . .         . .  504 

-  pain  at  back  of  eyes  in 

446,  564 

-  -  In  head  in      . .         . .  564 

-  -  limbs  in         . .      463,  466 
lumbar  region  in       . ,  534 

-  pancreatitis  in  . .         . .  100 

-  peripheral  neuritis  from 

61.  64,  465,  466 

-  Pfeifler's  bacillus  in  465, 564 
I  -  photophobia  in..  ..  525 
I  -  pneumonia  in  . .  465,  563 
j  -  prolonged  pyrexia  from    563 

-  prostration  in    . .       465,  639 
I  -  rigors  in..         ..      594,  595 
I  -  retrobulbar  neuritis  from  446 
I  -  simulated     by    paraty- 
phoid   565 

I  -  softening  of  cord  from. .  517 

-  spleen  enlarged  in  . .  632* 
I  -  spondylitis      deformans 

I  from 714 

I  -  sticky  r&les  at  bases  from  290 

-  sudden  onset  of . .  . .  639 
'  -  sweating  in  . .  . .  639 
'  -  tachycardia  from  703,  704 
!  -  talipes  after  . .  . .  113 
i  -  temperature     chart     of 

I  prolonged  (Fig.  240)    664 

,  -  things  simulating        . .  672 

-  thrombosis    of    cerebral 

'  veins  after     . .  . .  113 

'  -  tubercle  and     . .         . .  564 
I  -  typhoid  fever  simulated 

I  by       639 

I simulating  . .     564,  565 

,  -  vagal  neuritis  after      . .   703 
I  Infraspinatus,  nerve  supply 

of        504 

-  paralysis  of  . .  . .  506 
1  -  pseudohypertrophy  of . .  513 

-  R.D.  in 506 

,  -  wasting  of,  in  phthisis. .     61 

Infundibulum,  swelling  at, 
from  sphenoidal  sinus 
I  disease  . .         . .  231 

I  Infusion,  oedema  from  412,415 
I  -  in  replacing  lost  fluid  . .  534 
'  -  specific  gravity  of  blood 
'  and      . .         . .         . .  634 

1  Inguinal  abscess   (see  Ab- 
scess Inguinal) 

-  canal,  testis  in..         66,  482 

-  glands    (see    Lymphatic 

Glands,   Inguinal) 
j  -  hernia  (sec  Hernia,  In- 
guinal) 

-  lymph  glands  (see  Lym- 

phatic Glands,  In- 
guinal) 

Inguinal  region,  left,  organs 
contained  in  ..        ..660 

Inguinal  region,  right,  or- 
gans contained  In    . .  660 

swelling  in  (see  Swell- 
ing, Inguinal) 

Injury,  abdominal,  acute 
dilatation  of  stomach 
I  from 173 


Injury,  ah<I*>wninal^  contd, 

chyluria    from 

coflap9«  from .  - 

-  -  internal  Hle*<iim?  af*' 
laceration  ,  of     mus*  t-: 

with  -  •  •  •  • 

laparotomy    after 

injury,  abdomlnaL  notwM  ss 

peritonitiB   after 

simulated  aft«r 

pulse    small     and    fre- 
quent   aft«r 

rigidity   after.  -  . .  ' 

shock  from      -  .  -  -   ' 

skin  cold  and  elajnrnj 

after  -  -  •  -   / 

vomiting^    from 

reoeptoculuxn  oLjU 

ruptured    by 

-  abscess  of  liver  from    .-  ^' 

-  allocbeiria  from 

-  anuria  from  -  -  4".  4. 

-  appendicitis       simulated 

after    ..  .  .  ..   i:^ 

-  arthritis  &om      -  -  . .  4 ' 

-  axillary  aneurysm    frotn  '^ ' 

-  to  back,  fracture  of  spine 

from    . .  .  -  . .  r 

hyperpyrexia  froai   . .  - 

myelitis  from  . .   "  • 

neurastlienla  after     . .   ' 

strangury  from  - .  ^- 

-  at     birth,      bemiple«?» 

from    . .  _  .        3'»3,  J-  » 

-  to    bladder,    hssmaturu    _ 

from    . .  .  .  . .  2 . 

strangury  from  . .  *\* 

-  bleeding  gums  from      . .     ''. 

-  blood  spittini?  from      . .  ^*" 

-  bony  swellinjg  due  to    . .  t^* 

-  of  brachial  plexus^  eSec^ 

of '■^' 

-  breast  pain  from  - .  4'. 

-  bridge  of  noee  fallen  in 

from    . .  .  .  ..  ITi 

-  to  cervical  spine,  hemi- 

plegia from     .  .  . .  ^  ' 

-  of  chest,  hasmopneuino- 

thorax  from   . .  . .  Sj! 

haemoptysis  from  3M,  r^^ 

hydropneumothorax 

from  . .  . .  65- 

pneumothorax    from 

Ml.  53: 

-  chylous  ascites  from     . .    5 

-  chyluria  from     ..  ..     >' 

-  claw-foot  from  . .  . .  1  •? 

-  contractures  from      138.  1«^ 

-  during  con vul^ons       ..  1*3 

-  deafness  from     . .  . .  l*f 

-  diaphragmatic         hernia 

from «t 

-  to  ear,  noises  in  the  bead 

from    . .  .  .  ..  i^^ 

-  ectropion   from..  ..  ?i" 

-  empyema  from  . .  ..  \'^ 

-  epidtdymitte  from        . .    f^ 

-  epididymo-orchitis   from  4T'^ 

-  epistaxis  from    .  .  . .  ?? ' 

-  of  eye,  photophobia  from  5!4 
pupil  irregular  after  . .  i^l 

-  fibrositis  from        . .      . .  4  T' 

-  of  foot,  limping  from    . .  s*:; 

-  gangrene  from  .  ,      2W,  2^ 

-  girdle  pains  from  .,  431 

-  hffimatemesis  from        . .  i'\ 

-  hicmatocele  after        481,  **- 

-  hrematoma  from  . .  T*'l 

of  penis  from . .  ..  4'i 

scalp  from      . .  . .  ;*>'■ 

-  haimorrhage    into     cord 

from    . .  . .  . .  513 

-  from  car  due  to      . .  421 

-  to  head,  bradypnopa  from  S* 

-  -  coma  in  1 18,  5«* 
causing     and      not 

caused  by  ..  11« 

concussion  from        ..  11< 

depressed  fracture  from  11^ 

fractured  base  from. .  IIJ* 

glycosuria  from        . .  5W 

headache  from  . .  *96 

hyperocosis  from      . .  S<>8 

hyp«pyrcxia  from   . .  574 

Jacksonian     epilepsy 

from  ..      '  .*.  147 
memory  defects  from    20 
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Injury,  conld. 

-  to       head,      moninjroal 

hajmorrhage  from . . 

-  memory  defects  from  . . 

-  —  neurasthenia  after   . . 

-  hip- joint,    sciatic   nerve 

paralysis  from 

-  hydrocele  from  . . 

-  hyperpyrexia  after 

-  hypothermia  after 

-  insomnia  from  . . 

-  Jacksonian  epilepsy  from  1 

-  of  jaw,  effects  of         . .   ' 

-  to  kidney,  abscess  from 

-  -  hagmaturia  from     275, 
renal         enlargement 

from 

-  knee,  shock  from 
vomiting  from 

-  lunf?,  gangrene  from 
subcutaneous  emphy- 
sema from  . .         . .  : 

-  to  mouth,  ptyalism  after  J 

-  myelitis  from    . . 

-  myositis  from    . . 

-  necrosis  of  nasal  bones 

from 

-  neoplasm  of  testis  after 

-  to     nerve,     contracture 

from    ..         ..      138, 

R.D.  from     ..  (Jl, 

muscular  atrophy  from 

01, 
Infury,  neurasthenia  from 

-  nystagmus  after 

-  cc-'upation  cramp  from 

-  onychia  from     . . 

-  ophthalmoplegia  interna 

from    . .         . .         . . 

-  orcliitis  from      Cr>,  478, 

-  ossification     of     tsndon 

from    . . 

-  pachymeningitis  from  . . 

-  pain  in  the  back  Irom  . . 
iliac  fossa  from    452, 

454,  • 

-  shoulder  from 

-  paralysis  of  sciatic  nerve 

from    . .         . .      118,  ' 

-  to  pelvis,  limping  from    \ 

-  perforation  of  palate  from. 'j 

-  perhiephric  eflhision  from  " 

-  i>eri  nephritis  from 

-  periosteal  abscess  from 

-  periostitis  from 

-  pneumococcal     arthritis 

after    . . 

-  purpura  from    . . 

-  rectovesical  fistula  from  : 

-  sarcoma  from    . . 

-  of  sciatic  nerve,  talipes 

from    . . 

-  septicasmia  from 

-  spinal   thrombosis   from  1 

-  to    spine,    difficulty    in 

micturition  after 
rnjury  to  spine,  effects  of. . 

hemianaasthesia  from 

hemiplegia  from 

mcontinence  of  feces 

from 

parapleeia  from     113, 

priapism  from 

-  sciatic  nerve  paralysis 

from  . .         . . 

-  talipes  from   . . 

-  testis  atrophy  after  . . 

-  transverse     myelitis 

from  . .      389, 

-  spleen,    enlargement    of 

spleen  from   . .      fi32, 

-  pain  in  left  hypochon- 

drium  from 

-  rupture  of  spleen  from  i 

-  twisted  hilum  from  . . 

-  stiff  neck  from         C47, 

-  subacromial  bursitis  from  A 

-  tenderness  from        707, 
of  spine  from 

-  testis  atrophy  after  GO, 

67, 

neurasthenia  after     . . 

shock  from     . . 

-  vomiting  from 

-  to  thigh,  limping  from . . 

-  thoracic    duct,    chylous 

effusion  due  to   • 


Injury,  conld. 

InstrumenlaUion,  contd. 

-  tibia,    arrested    growth 

-  prostatic  abscess  from 

118 

from HI 

581, 

020 

20 

overgrowth  from     ..   114 

-  urethritis  from  . . 

182 

715 

-  tongue  swollen  from    . .  098 

Insular  sclerosis  (see  Dis- 

- torsio  testis  from        . .  090 

seminated  Sclerosis) 

499 

Intellect,    dull,    in    myx- 

481 

and 165 

oedema      38,  234,  409, 

537 

301* 

-  tuberculous  arthritis  after  348 

Intention  tremor,  general 

311 

-  tympanic  membrane  rup- 

account of    . .     517, 

728 

321 

tured  by        . .         . .   421 

(and  see  Tremor) 

137 

-  ulceration     of     bladder 

Intercostal  artery,  replac- 

683 

from 580 

ing  pulmonary 

111 

570 

larynx  from  158, 199, 

-  muscle,     overstrain     of 

278 

287,  292 

431, 

432 

log  from         . .         . .   737 

paralysis  of    . . 

518 

278 

perineum  from      619,  620 

-  nerves       (see       Nerve, 

7G5 

rectum  due  to         . .  585 

Intercostal) 

705 

-  to    urethra,    aching    in 

-  neuralgia  (see  Neuralgia, 

260 

perineum  from         . .  474 

Intercostal) 

discharge  due  to      . .   181 

-  sp:aM3,  filled  out,  in  peri- 

203 

extravasation  of  urine 

carditis 

213 

612 

from            ..      278,470 

narrow,   from    fibroid 

309 

-  -  haamaturia  from     275,  278 

lung 

168 

475 

inability  to  micturate 

—  obliterated,    by    liver 

after           . .         . .  278 

absceiis 

370 

179 

pain  in  penis  from  409,  470 

sucking    in    of,    irom 

481 

-  vaginal  cloeure  from     17,  18 

bronchitis  .. 

420 

discharge  from         . .   185 

bronchopneumonia 

141 

Innervation  of  arm  muscles 

100, 

420 

,03 

504,  509 

laryngeal     obstruc- 

innorraiion oi  loy  muvciOT 

tion          . .      419, 

590 

,  63 

498,  499 

in  laryngitis 

100 

715 

Innominate  artery,  aneiu-- 

wide,  in  emphysema. . 

107 

408 

ysm  of  . .      iFig.  184)  435 

15 

151 

Innominate  bone,  sarcoma 

Intermittent    claudication 

400 

of,  sciatica  simulated 

440,  441 

by        438 

—  age  incidence  of 

300 

552 

-  vein,      obstructed      by 

in  arms 

163 

480 

mediastinal  glands  ..  381 

atheronva  and 

300 

growth         . .         . .  419 

cerebral    htemorrhago 

671 

thrombosed    . .         . .   751 

simulated  by 

300 

61'5 

Inoculation,  guinea-pig  (see 

Intermittent    claudication. 

428 

Animal  Inoculation) 

general  account  of 

306 

Insanity,  from  alcohol    . .  140 

hemianopsia  from  301, 

302 

457 

-  amenorrhcea  in . .         . .     18 

hemiplegia  from 

303 

474 

-  chorea  followed  by      ..   133 

account  of 

349 

499 

-  congenital  diplegia  and     132 

Internal    capsule    lesions. 

303 

-constipation  from        ..   12 h 

dynarthrla  with 

302 

.588 

-  delirium  in        . .         . .   loii 

(and    see    Hamor- 

353 

-  enuresis  and      ..          ..218 

rhage.     Cerebral ; 

100 

-  epilepsy  and      ..          ..145 

Embolism,    Cere- 

668 

-  explosive  sounds  in  head 

bral,  etc.) 

707 

in         723 

hemiantesthesla  with 

-  foreign  body  in  nose  in  179 

.'r02, 

610 

.339 

-  hearing  of  voices  in  405,  723 

hemianopsia  from 

5 -.3 

-  Huntingdon's  chorea  and  134 

301, 

302 

238 

-  insomnia  from    ..     321,322 

hemiplegia  from  . . 

302 

480 

-  from  insomnia  . .         . .  322 

-  carotid  artery  (see  Artery 

» 

-  loss  of  appetite  in       . .     43 

-  in  myxoedema  . .         . .     38 

Internal  Carotid) 

113 

-  plantar  nerve    . . 

498 

59  7 

Insanity,  noises  In  head  In  405 

-  popliteal      nerve      (see 

517 

-  parageustia  in   . .         . .   705 

Nerve,  Internal  Popli- 

- from  pellagra    . .         . .  225 

teal) 

393 

-  perverted  appetite  in  . .     43 

-  rectus,  paralysis  of  (Fig. 

715 

-  subjective  smells  in  012,  013 

228) 

541 

306 

Insect    bites,    swelling    of 

-  secretions,     disturbed. 

300 

face  from       . .         . .  074 

monorrhagia  from    . . 

386 

wheals  from  ..         ..771 

effect  on  menstruation 

19 

311 

-  in  ear,  earache  from    . .  202 

Interossel   of   foot,   nervo 

514 

liisecU  crawling,  sensation 

supply  of 

498 

538 

of         510 

-  hand,  nerve  supply  of  . . 

604 

INSOMNIA 320 

root  inner\'ation  of  . . 

509 

113 

-  from  alcoholism        322,  720 

-  paralysis  of,  talipes  from 

114 

113 

-  aniamia 323 

-  r61e  in  claw-hand 

109 

06 

-aneurysm          ..         ..   77o 

-  wasted,  from  cervical  rib  508 

-  arteriosclerosis  . .         . .  323 

in  progressive  muscu- 

510 

-   cerebral  syphilis       140,  32:; 
Insomnia,  chief  causes  at 

lar   atrophy 

61 

Interphalangeal  joints  (see 

641 

various  aoes..    321,322 

Joints,      Interphalan- 

Insomnia of  children      ..  32i 

geal) 

041 

-  in  chronic  nephritis      . .     11 

Interscapular     pain     (see 

641 

-  from  cirrhosis    . .         . .  323 

Pain,  Interscapular) 

on 

insomnia,  list  of  causes  of 

-  r^ion,   eczema     sebor- 

048 

320,321 

rhcBicum  of    . . 

491 

476 

-  malingering  of  ..         ..323 

Interstitial  keratitis  {Plate 

710 

-  plumbism           . .          . .     34 

xin 

232 

713 

-  specks  before  eyes  from     71 

Intertrigo,  aching  in  peri- 

- in  Ubes 050 

neum  from     . . 

474 

313 

Insomnia,  treatment  of  322,  323 

-  from  glycosuria. . 

260 

715 

Instrumentation,      abscess 

-  of    umbilicus,     in     fat 

705 

of  testis  from..          ..  022 

persons 

656 

705 

-  effect  on  urethritis      ..   181 

Interventricular     septum, 

363 

-  epididymitis  from        . .  097 

perforated  (see  Patent 

-  epidldymo-orchitls  from  478 

Septum     Ventriculor- 

106 

-  hromatemesis  from       . .  271 

um) 

Intestinal   adhe-ions  (see 

Adhesions) 
Intestinal  colic  (see  Colic) 
crises  in  tabes  116,  487,  609 

-  fermentation    (see    Fer- 

mentation) 
Intestinal  flatulence,  oenerai 

account  of  ..241 

Intestinal  fullness. .        . .  245 
Intestinal  neuralgia        ..115 
Intestinal  obstruction,  ab- 
dominal       distention 
from       115,  130,  310,  522 

pain  from  . .         . .  316 

tumour  with         . .  316 

acetonuria  from       . .       4 

Intestinal  obstruction,  acute, 
general  account  of  129, 

130,  131 

visible       peristalsis 

with        ..         ..129 
acute  pancreatitis  simu- 
lating 131,  389,  661 

from  adhesions      130,  459 

age  incidence  of     129,  130 

from  appendicitis     . .   130 

ballooned  rectum  in. .   131 

from  bands    . .         . .   130 

borborygmi  with    131,  388 

from  carcinoma    126, 

130,  388,  459,   63(», 

660,  670,  677 
carcinoma  capci  simu- 
lated by     . .         . .  469 
from   caseous   mesen- 
teric glands  . .   130 

colic  with       . .  . .  425 

simulated  by        ..115 

collapse  with         131,  311 

-  colonic  succussion  from  654 
from  congenital  mal- 
formation   of    duo- 
denum       . .         . .   130 

of  Uium  . .         . .   130 

constipation  with  241, 

I  316,  388,  522,  592,  675 

I diarrhoea  with  . .  241 

I dilatation     of     colon 

from  ..         ..657 

distention    of    ciocuin 

I  from  . .         . .  459 

'  —  from  diverticula       . .   125 
I dry  hard  feeces        . .   125 

after  dysentery        . .   125 

I  —  enemata  in  diagnosing  129 

' ftecal  vomit  witli  115, 

I  129,  388,  766 

I no  ffoces  in  rectum  in  129 

no  flatus  with         . .  129 

I foul  breath  in  . .     80 

from  fungating  endo- 
carditis      ..         ..  .389 

I by  gall-stones  , .   130 

. general  abdominal  pain 

I  in 425 

Henoch's         purpura 

simulating  . .         . .  767 

-  -  from  hernia  129,  388,  075 
hiccough  from  . .  307 

I in  Hirschsprung's  dis- 

I  ease  127,  130,  390 

' hypothermia  with    . .  311 

from    impacted   faptces 

120,  031 
1 indicanuria  from      . .  314 

indigestion    simulated  316 

-  -  in  infanU      . .         . .  130 
from     intu&*usception 

130,  388,  585,  078,  717 

leucocytosis  in  . .  300 

from    malformed  rec- 
tum  129 

-  Meckel's  diyerticulum  130 

minute  hernia  . .  050 

operation  in  diagnosing 

cause  of     . .         . .  241 

pain  with       . .         . .  131 

in  epigastrium  from  436 

hypochondrium  from  450 

iliac  fossa  from     . .  454 

right  iliac  fossa  from  459 

pancreatitis     simulat- 
ing ..        264.  594,   767 

by  pelvic  adhesions  . .  130 

from  pericolitis        . .  125 

peritoneal  bind        . .   388 

peritonitis  from    388,  593 
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Intestinal  obstruction,  eontd. 

Int8ttlnal  obstruction,  oerl- 

tonHit     distlnouishod 


388 

simulated  by        . .  593 

purgatives  in  . .  129 

no  pyrexia  with       . .  115 

rectal  examination  in 

129,  130,  450 

-  sacculation    of    colon 

from  ..  ..   G63 
shock  with     . .         . .  131 

-  sigmoidoscope  in  dia- 

gnosing    cause     of 

241,  316,  459 

-  simulated   by   embol- 

ism of  pancreas    . .  ^  7G 

. hsemorrhage       into- 

pancreas..        7C,  2G4 

Henoch's     purpura    76 

mesenteric  embolism  389 

thrombosis         . .  389 

sordes  in        . .         . .     86 

-  swelling  in  iliac  fossa 

from  ..         ..  459 

from    tuberculosis    of 

bowel         ..         ..606 

-  -  tuberculous  peritonitis 

130,  667 

ulceration  . .         . .  125 

Intestinal  obstruction,  vis- 
ible   perlstaisis    wtth 

130,241,316,388,522, 

661,  663 

-  -  from  volvulus  130, 388, 469 
vomiting    with,    116, 

131,  315,  436,  622, 

675,  766,  767 

-  -  wind  with      . .         . .  241 

-  a>ray8  and  bismuth  in 

diagnosing  cause  of 

241,  316,  469 

-  putrefaction  (see  Putre- 

faction) 
Intestinal  santf  ..599 

-  stasis,  pigmentation  from  528 

-  tozffimia,  infantilism  from  189 

noises  in  the  head  from  406 

oedema  from  . .         . .  416 

Intestine,   aneurysm   rup- 
tured into      . .        76,  120 

-  carcinoma  of  (see  Carci- 

noma of  Colon) 

-  casts  of   115,   116,  iFid. 

172)  398,  399,  519 

-  contracted,  felt  by  hand  115 

-  embolism  of  (see  Embol- 

ism, Mesenteric) 

-  hypertrophy     of,     from 

carcinoma  of  bowel  . .     77 

-  hypoplasia  of  muscle  of    123 

-  idiopathic  dilatation   of 

(see     Hirschsprung's 
Disease) 

-  lardaceous  (see  Lardace- 

ous  Disease) 

-  large  (sec  Colon) 

-  Uver    abscess    ruptured 

into     ..         ..         ..370 

-  mucous  cast  of  {Fig.  1 72) 

398,  399 

-  paralysis  of       ..      389,  425 

-  stenosis  of         . .         . .   125 

-  tuberculosis       of      (see 

Tuberculosis  of  Bowel) 

-  visible  coils  of   . .         . .     44 

(and    see    Peristalsis, 
Visible) 
Intestines,  deflcient  motor 
activity  of     ..        ..123 

-  gas    in,    liver    dullness 

diminished  by  ..   366 

-  lymphoid   structures  in, 

enlarged  in  lymphat- 
ism 382 

-  matted,     from     chronic 

peritonitis       ..  ..47 
tuberculous  peritonitis     48 

-  putrefactive  changes  in, 

indicanuria  from       . .   101 
Intracranial  lesions,  accto- 

nuria  from      . .  . .       4 

-  pressure,  increased, 

bradycardia  from    81,  548 

brady  pnoea  from   . .     84 

ebb     and     flow     of 

knee-jerk  with  . .  359 


Intracranial  pressure^  contd. 

increased,      headache 

from        ..         ..     8t 

hypothermia  with     311 

knee-jerk  lost  with    359 

I optic  neuritis  with      84 

Intracranial  pressure,   In- 
1        creased,  symptoms  duo 

to       590 

-^ vertigo  from         . .     84 

-' vomiting  from      . .     84 

Intrathoracic  tumour,  bulg- 
ing due  to     . .         . .  168 

chest  bulged  on  one 

side  by       . .         . .  168 
Intrathoracic  new  growth    104 

I arm  wasting  from . .     63 

j brachial  plexus  af- 
fected by  ..63 

I cough  from  . .  150 

pain  in  shoulder  from  474 

a>rays  in  diagnosing 

63,  150 
(and  see  under  Med- 
iastinum) 
Introduction    to    Surgery, 
illustrations  from  142, 

234,  389,  664,  665, 737 
Intubation,    ulceration    of 

larynx  after  . .      287,  292 
Intussusception,  abdominal         , 
tumour  from  78,  115, 
127,    130,    659,    663,  I 

666,  678  I 

-  age  incidence  of  . .  71 7 

-  blood  per  anum  from  . .     78 
and   mucus  from  78,  1 

127,  130,  685,  663,  678 


-  In  children 

585.  678 

-  chronic   . . 

..  678 

-  colic  from 

..   127 

simulated  by 

..   115 

-  collapse  from    . . 

..     78 

-  constipation  from 

127,  678 

-  drawing  up  of  legs  from  78 
Intussusception,      general 

acpount  of  . .    78 

-  Henoch's  purpura  simu- 

kitlng  . .         . .        76,  556 

-  from  Henoch's  purpura    767 

-  hypogastric  swelling  from  666 

-  indicanuria  from         ..315 

-  in  infants  . .       78,  13U 

-  intestinal       obstruction 

from  130, 388, 585, 678, 717 

-  kidney  simulated  by    , .  678 

-  mucus  in  stools  from  . .  398 

-  operation  in  diagnosing  717 

-  polypus  simulating      . .  717 

-  prolapse  simulating     ..  717 

-  protruding  per  anum  ..  717 

-  pulse-rate  increased  in . .     78 

-  rectal    examination    for 

78, 116, 127,  130,  585,  717 

-  screaming  from. .         . ,     78 

-  simulated  by  simple  colitis  78 

-  spasmodic  pain  from    . .  663 

-  tenesmus  from         663,  717 

-  vomiting  from  . .  663,  678 
Invagination  of  rectum  . .  1 29 
Inversion  of  uterus        . .  539 

simulating  prolapse . .  539 

vulval  swelling  from . .  700 

Iodide,  acne  from  . .     98 

-  for  actinomycosis         . .  458 

-  anosmia  from  . .  . .  613 

-  atrophy  of  testis  from . .     66 

-  bleeding  gums  from     72,  73 

-  bulla  from        . .  96,  98 

-  colds  simulated  by       . .  178 

-  coryza  from      . .  , .     73 

-  cyanosis  from   . .  . .  159 

-  in    diagnosing     sjrphilis 

560,  604 

gumma  230,  615,  619 

nature     of     ulcer     of 

tongue     . .  . .   379 

-  -  syphilis  403,  480,  588, 

622.  735,  738,  739 

-  eruption,  syphilide  simu- 

lating . .  . .  . .  560 

-  erythema  from  . .        98,  222 

-  foul  tat.to  from . .  . .  705 

-  guaiacum  reaction  from     98 

-  gumma  of  liver  and     . .  253 

-  laryntreal        obstruction 

from  ..         ..418 


lodidCy  contd. 

-  nasal  catarrh  from 
discharge  from 

-  nodules  due  to  . . 

-  noises  in  the  head  from  . . 

-  (cdema  from     4l0,  413, 
of  face  from . . 

larynx:  from  159,  418, 

-  orthopncea  from 

-  peculiarities     of     sweat 

after 

-  photophobia  from 

-  ptyalism  from  . . 

-  purpura  from   . . 

-  pustules    from    98,  660, 

acne  simulated  by  . . 

from,    no    comedones 

with 

-  rash,    small-pox    simu- 

lated by 
Iodide,  skin  eruptions  from 

-  stridor  from 

-  syphilitic     bone     pains 

relieved  by 

-  pyrexia  checked  by.. 

-  taste  loss  from  . . 

-  transmitted     to     infant 

from  mother  . . 

-  in  urine 

-  urticaria  from  . . 

-  vesicles  due  to  . . 
Iodine,  bullsQ  from 

-  in  Cammidge's  reaction 

-  co-eflQcient  of  urine     . . 

-  dermatitis  from. . 

-  scales  from 

-  starch  grain  stained  by 

-  test  for  bile  pigment  . . 
Iodized  serum,  in  examin- 
ing for  psorosperms  . . 

Iodoform  capsules  in  test- 
ing for  pancreatic  dis- 


563 
98 

650 

669 
668 
705 

98 
73 
771 
757 
97 
100 
100 
755 
602 
170 
743 

730 


232 
733 
415 
233 
232 
232 
733 

175 
230 
551 
232 
233 


-  erythema  from  . . 

-  purpura  from    . . 

-  test  for  acetone. . 
Ipecacuanha,  disappearance 

of  amoebsB  after 

Iridocyclitis 

Iridodialysis,  pupil  irregu- 
lar from 

Iris,  adhesions  of,  from 
iritis 

from  ulcer  of  cornea. . 

-  coloboma  of 

-  discoloured,  in  glaucoma 

-  green,  with  Iritis 

-  injected,  in  gUiucoma  . . 

-  prolapse  of 

-  tremor  of ,  from  dislocated 

lens 

Iritis,  acute  (Plate  XI)    . . 

-  adh^ions  after  . . 

-  atropine  in  diagnosing. . 
treatment  of  . . 

-  block  spots  before  ey« 

from 72 

-  blindness  from  ..         ..761 

-  ciliary  vessels  injected  in  232 

-  corneal  opacities  from . .     72 
Iritis,  general  account  of . .  232 

-  glaucoma  from  . .         . .  761 
IrltlSw  glaucoma,  and  con- 
junctivitis,   compared  232 

-  headache  from  294,  295,  712 

-  hyperacusis  from  . .  308 

-  hypopyon  with . .  . .  232 

-  iris  discoloured  with    . .  232 

-  keratitis  punctata  with    232 

-  lachrymation  from       . .  231 

-  pain  from  . .  . ,  231 

in  eye  from    . .         . .  445 

face  from       . .  . .  449 

-  photophobia  from     231,  524 

-  pupil  changes  with       . .  232 
irregular  after  ..  551 

-  from  syphilis     . .         . .  403 

-  synechias  from    . .        72,  232 

-  tenderness  of  scalp  from  712 

-  turbid  aqueous  with   . .  232 

-  from  ulceration  of  cornea  733 

-  unequal  pupils  from    . .  562 
Iron,  blue  sweat  from     . .  655 

-  in  chlorosis        . .  . .     36 

-  headache  from  . .  . .  295 
relieved  by     . .  . .  296 

-  in  intestinal  sand         . .  599 


Iron^   contd. 

-  perchloridc,     alkaptu: 

and 

in  Bial's  test  . . 

earboluria  and 

in  diacetic  add  te^r  .    . 

i  ndican  and    . . 

melanaria  and 

salicylates  and 

thirst  from     . . 

in  Uffelmann'g  test  - 

-  phosphate,     wtiite    j-n^- 

cipitat-e  of 

-  sulphide,   black  moUo- 

from     ..  ..      t:, 

Iron-founders,  cramps  in . . 
Irrigat  ion      in     d  iagw^i : ; 

posterior  opethritis  ..  ' 

-  testing^  for  urethritis  .. 
Irritable  bladder  398,  ^t\.  :z 

strangurj  in  .. 

Irrftablo   breast  of  Astby 

Cooper..  <3 

-  larynx      . .  

-  spine        . .         . .        . .  " 

IRRITABILITY    ..  IS 

-  in  acromegaly    ..        ..  <. 

-  alcoholism 

-  from  bad  yeatiUtion  .. 

-  in  chorea 

-  diabetes - 

-  epilepsy  . . 

-  general  paralysis 

-  Graves's  disuse         ..  1- 

-  jaundice "- 

-  leukaamia  ..  .•  - 
-melancholia       ..       ■■  ^• 

-  from  meningitis. .     S15.  !. 

-  mental  deficiency  aud..  ■: 

-  in  nephritis 

-  in  neurasthenia       322, '- 

-  plumbism  . .        .   ^•; 

-  rickets " 

-  from  tea j- 

-  with  tropical  lirer  .  >'^ 
Irritant  poisons,  acute  g**- 

tritis  from 
ptyalism  after        .   ^i- 

Irritant  poisons,  symptoxs 
caused  liy  ■  ■  ^ 

Irritants,  dysphagia  afrer  I" 

-  htematemesis  from  t^.  • ' 

-  pain  in  epigastrium  iron:  .« 

-  pigmentation  from         J 

-  sore  throat  from        ••  '• 

-  tongue  swollen  from  ..  ^^ 

-  T^etable,    sore    fing^f^  , 

from    . .        . .     _  V  :'■ 

-  vomiting  from  -.  '^'-  -^ 
Ischffimic  paralysis  (Fij.  *^' !«' 
(and   see   VolkmaM  ^ 

Paralysis) 
Ischiorectal     abscess  fsw 
Abscess,    Ischiorectalt 

-  fossa,    examination  «, 

per  rectum 
Italy,  malaria  in  . 

-  pellagra  in 
Itch,  carpenter's  . 
Itch,  dhoble*s 

-  gardener's         .  ■ 

-  grocer's,  from  sugar  ..  »'■ 

-  (and  see  Scabies) 
Itching      in      applicatioa 

dermatitis      ..       ••  !;^ 

-  from  bug-bites  . .       •  •  f[ 

-  in  cheiropomphol.TX  S'.^J 

-  chilblains  •  •    .-,.,, 

-  dermatitis  gestationis..  w 

-  -  herpetiformis  98,  5W.  ^^ 

-  drug  rashte  ••  ^  ■•  * 
-in  eczema  488,491,^0. 

658,  560,  710,  «^.  ^^^ 

-  erythema  ••       "  u\ 

-  from  flea-bites  ..       -- r, 

-  in  herpes  gestations  •• 

-  with  inflammatory  pap-  ^. 

ules     .  •        •_•       y.  tj,, 

-  from  jelly-fish  stings  2.*,  w 

-  inlicheniiaUon..    <»'•  " 

-  lichen  urticatos..    «'.' 

-  with  malignant  pnstuw  ^/ 

-  frommosquito-bit«   .•^' 

-  in  mouth,  from  Fordvce  s  ^^ 

disease  ••         •  y,. 

-  in  mycosis  fnngo.dej--Jj 

-  of  nose,  sniffing  tic  froiDi-*'' 
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Itching^  coiUd. 

-  occupation  and. .  ..   510 

-  in   papular  eczema       . .  487 

-  pediculosis  . .      490,  540 

-  pemphigus         ..  ..  510 

-  of  penis,  from  herpes  . .   754 

-  in  pityriasis  rosea         . .  540 

-  —  rubra 540 

pilaris  . .      489,  540 

-  prickly  heat      . .  . .  540 

-  prurit?o    . .         . .      489,  540 

-  psorixsis  ..      540,  G03 

-  scabies     ..  ..      490,  540 

-  seborrhcBa  . .  . .  540 

-  from  serum  injections  . .  U23 

-  in  small-pox      . .         . .  *!01 

-  from  tinea  circinata    . .  249 

-  —  mandnata      . .         . .  510 

-  in    urticaria      489,  540,  771 

-  -  pigmentosa    . .         . .   732 

-  from  vesicles     . .         . .  753 

-  vulval,  from  leukoplakia  70l 

-  (and  see  Pruritus) 

Ivory  exostoses  of  skull  . .  C71 


TABORAiiDI,     ptyalism 
«l       from    . .         . .         . .  542 

Jacksonian    epilepsy    (sec 

Epilepsy,  Jacksonian) 

Jacquet't  orythema,  timu- 
latino  conpanltal  sy- 
philis   400 

Jactitations,  in  epilepsy..   145 
Jaffa's  test  for  Indlcan   . .  314 

Jamaica,  ankylostomiasis  in  521 
Japan,  distoma  pulmonale 

in         292 

T  luiic  fluke  in      . .         . .  046 
JAUNDICE  ..324 

-  from   abdominal  aneur- 

ysm      331 

-  from    abscess    of    liver 

326,  330,  332,  370 

-  acholuric  (see  Acholuric 

Jaundice) 

-  from  acute  congestion  of 

liver 334 

Jaundice  In  acute  fevers  . .  335 

vellow    atrophy    273. 

333,  764 

-  alveolar     echinocoocus 

disease  . .         . .  376 

-  from  aneurysm  of  hepatic 

artery  ..         ..331 

-  with  angina  abdomlnalis  115 

-  from    arsenitirotted   hy- 

droeen  ..         ..  337 

-  ascaris  lumbricoides    . .  328 

-  ascites  with  46,  50,  52 

-  from   bile-duct  obstruc- 

tion    . .         . .      369,  372 

-  after   biliary   colic  131, 

326,  707 

-  black  urine  from  ..  74 '» 

-  brain  not  coloured  iu  . .  324 

-  bra<lycardia  with  . .  329 

-  rare  with        . .         . .     84 

-  bruising  with     . .  . .   32  4 

-  from  trivial  causes  in  535 

-  bleeding  due  to. .         ..  274 

-  from  carcinoma  . .  326 

-  -  of  ampulla  of  Vater. .  239 

-  -  bile-duct         . .  . .  002 

-  -  colon   . .  . .      329,  330 

-  -  duodenum      . .      330,  061 

-  -  liver  52,  252,  326,  330, 

331,  373,  374 

-  pancreas     239,     251, 

326,  451,  601,  062 

-  -  rectum  . .         . .  326 

-  -  stomach  . .      329,  330 

-  catarrhal  . .  . .   326 

-  acute  yellow  atrophy 

simulaUng  ..         ..  273 

-  -  albumosuria  with     . .     16 

Jaundice,  catarrhal,  peneral 
iccount  of     . .     828,  829 

-  pain  in  shoulder  from  474 

-  secondary         syphilis 

simulating  . .  . .   334 

-  -  specific  infectious  nature 

of 329 

-  cerebrospinal    fluid    not 

coloured  in     . .         . .  324 

-  from  chloride  of  sulphur  337 

-  ciioljemia  from  . .         . .  321 


Jaundice^  contd. 

-  from    cholangitis     326, 

332,  369 

-  choluria  with     . .         . .  744 

-  from  chronic  pancreatitis 

239,  264 

-  from     cicatrization     of 

duct 329 

-  cirrhosis  35,  46,  51,  326, 

332,  371,  635 

-  clav-coloured      motions 

with 826 

-  from  colon  tumours     . .  330 

-  co!)irenital  obliteration  of 

bile-ducts       ..         ..329 

-  -  syphilis  . .      329,  334 

-  congestion  of  liver       . .  326 

-  constipation  with        . .  324 

-  dark  green  urine  with . .  74  7 

-  from  dinitrobenzene     . .  337 

-  distoma  hepaticum      . .  328 

-  in  dogs 387 

-  from  duodenal  tumours  330 
Jaundice,  emotional       ..  337 

-  with       enlarged  "^'gall- 

bladder ..         ..326 

Jaundice,    from    enlaroed 
portal  glands  . .        . .  329 

-  epistaxis  in        . .         . .  221 

-  fk^m  colour  with         . .  324 

-  familial,  spleen  enlarged  631 

-  fatal  oozing  due  to     ..  556 

-  fatty  stools  with  . .  239 

-  with     fungating     endo- 

carditis ..         ..  334 

-  from  gall-stone  116,  252, 

272,  326,  327,  328,  374,  451 

-  gastrointestinal  secretions 

not  coloured  la        . .  324 

-  green 746 

-  from  gumma  of  liver  330,  334 

-  luematemesis  from       ..274 

-  hsemorrhages  with        . .  324 

-  in  Hanot's  cirrhosis     . .  372 

-  from  hepatic  aneurysm    61 

-  hepatoptosis      . .         . .  368 

-  Hodgkin's  disease        . .  329 

-  from    hydatid    cyst   of 

liver    . .         328,  330,  376 

Jaundice  In  Infants  ..  829 

Jaundice,    Infectious  or 

epidemic  ..336 

-  in  influenza        . .  . .  465 

Jaundice,  from  Inspissated 
bile 328 

-  irritability  from  . .  323 

-  itching  in  . .         . .  324 

-  from    leuksemic    portal 

glands  ..         ..  330 

Jaundice,  IM  of  causes  of  325 

-  liver  enlarged  with   326,  369 

-  from  local  liver  enlarge- 

ments   330 

-  in  lymphadenoma        . .  329 

-  malaria  ..         ..      273,  .33.-* 

Jaundice,  malignant       ..331 

-  with  malignant  liver  . .     60 
portal  glands  . .  330 

-  meninges  not  coloured  in  324 

-  milk  tinged  in  . .         . .  324 

-  with  multiple  liver  ab- 

scesses . .         . .  336 

-  from  movable  kidney  . .  33 1 

-  in  new-born       . .         . .  326 

-  with  nutmeg  liver    334,  368 

-  olive  green         . .         . .  373 

-  from  omental  tumour..  331 

-  ovarian  cyst      . .         ..331 

-  pancreatic  calculus      . .  061 

lesions  . .         . .   101 

new  growth    . .         . .  630 

tumours         . .         . .  330 

-  with    pancreatitis    101, 

116,  254,  326,  328 

-  in  pernicious  antemia  . ,  325 

-  pernicious  antomia  simu- 

lating?   324 

-  due  to  phosphorus    326,  336 

-  in  pneumonia    . .         . .  335 
Jaundice,  due  to  poisons 

336,  337 

-  from  portal-vein  throm- 

bosis     51 

-  with  pressture  on  portal 

vein 272 

-  prolonged    haamatemesis 

from 206 


Jaundice,  contd. 
Jaundice,  pulse-rate  in    . . 

-  purpura  in         . .      553, 

-  in   pyoomia  and  septic- 

mmia 

-  from  pylephlebitis    326, 

-  pyrexia  with     . . 

-  rectal  examination  in  . . 

-  in  relapsing  fever 

-  from    right   kidney    tu- 

mours 
Jaundice  with  rigors,  causes 
of       

-  saliva  not  coloured  in.. 

-  with  sarcoma  of  liver 

62,  252, 

-  in  secondary  syphilis  . . 

-  serous   effusions    tinged 

in        

Jaundice,  signs  of.. 
Jaundice,  skin  changes  In 

-  slow  pulse  from        329, 

-  from  snake  poison 

-  spinal  cord  not  coloured 

in        

-  in  splenic  ansamia 

-  splenomegalic  cirrhosis 

332, 

-  from  stomach  tumours 

-  suppurative  cholangitis 
pylephlebitis  . . 

-  sweat  tinged  in. . 

-  from  syphilis     . . 

-  tears  not  coloured  in  . . 

-  from  tetrachlorethane 

334, 

-  toluylenediamine 

-  tuberculous  portal  glands 

-  in  typhoid  fever      326, 

-  typhus  fever 
Jaundice,  urine  changes  in 

-  urobilin  with     . . 

-  from  uterine  timiour  . . 

-  in  Weil's  disease 

-  yellow  fever      . .     273, 
Jaundice,  xanthelasma  from 

-  xanthoma  planum  with 

-  xanthopsia  from      324, 
Jaw,  actinomycosis  of  74, 

468,  683, 

-  clenching,  in  convulsions 

-  dislocation  of,  ptyalism 

from 

-  endothelioma  of,  spread 

to  nose 

-  enlarged,  in  acromegaly 

204,  237, 

-  fixation    of,    by    osteo- 

arthritis 

-  fracture  of         . .      642, 

-  gangrene  of 

Jaw,   Inflammatory  affec- 
tions of 
Jaw,  necrosis  of   . . 

-  osteo-arthritis  of,  ptyal- 

ism from 

-  papilloma  of 

-  sarcoma  of         179,  683, 

-  tics  affecting     . . 

Jaw,  tumours  affecting  683, 

microscope  in  dia- 
gnosing 

Jejunum,  obstruction  of, 
no  abdominal  disten- 
tion with 

Jelly-fish,  erythema  from 
222, 

-  itching  from      . .     224, 

-  oedema  from 

-  urticaria  from  . . 
Jerks,    ankle   (sec    Ankle- 
jerk) 

-  elbow,  increased  in  hemi- 

plegia   

-  knee  (see  Knee-jerk) 

-  supinator 

-  wrist  (see  Wrist-jerks) 
Jenner's  stain 
Jewellers,  nail  changes  in 
Jews,  tuberculous  penis  in 
Joint,  great  toe,  gout  and 

-  loose  body  in    . . 

-  temporo-mandibular.  sup- 

puration in,  otorrhoca 
from    . . 

-  temporo-maxillary,  rheu- 

matoid arthrit^  of  . . 
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324 

330 
334 

324 
324 
324 
618 
337 

324 
372 

633 
330 
r.69 
596 
324 
326 
324 

.'J37 
337 
51 
335 
336 
324 
101 
331 
336 
336 
824 
732 
763 

736 
143 

542 

179 

686 

643 

083 

74 


683 


642 
72 


74 


130 

234 
640 
234 
224 


303 

602 

21 
399 
619 
344 
350 


423 
343 


JOINTS,  AFFECTIONS  OF 
THE 337 

-  Charcot's,    in    syringo- 

myelia . .         . .  257 

-  haamorrhage  into      272, 

350,  362,  303 

-  hydatid  disease  of       . .  350 

-  inlerphalangeal,  pulmon- 

ary arthropathy  of  . .  352 

-  -  spindled        {Fig,  169)  377 
in    rheiunatoid    ar- 
thritis    . .      343,  378 

spindle-shaped  35,  {Fig.  • 

163)  .^$42 

-  malignant  disease  of  . .  350 

-  prominent,  in  achondro- 

plasia   187 

-  tuberculous  (see  Arthritis. 

Tuberculous) 

-  urate  of  sodium  in       ..  344 

-  (and    see    the    Various 

JoinU*) 

Jolting,  vesical  calculus  and  471 

Jordan,  Dr.  A.  C,  skia- 
grams   by    209,   279, 

282,  289,  318,  435 

Judgement,    defective,    in 

general  paralysis       . .   1 16 

Jugular  vein  (see  Vein, 
Jugular) 

Jumphicss,  from  alcohol . .  720 


KAHLER'S    DISEASE       17 
Kolo-azar,   confused 
with  malaria     . .     29 

-  due  to  trypanosomes    . .     29 

-  geographical  distribution 

of        ..         ..       29,  033 

-  Leishman-Oonovan 

bodies  in        . .       29,  033 

-  pyrexia  in  . .         . .     29 

-  spleen  enlarged  in      29,  031 

-  splenic  pimcture  in  dia- 

gnosing ..         ..  033 

Kaposi's  disease ;  general 
account  of  ..731 

-  pigmentation  in        . .  628 

Kathode 583 

Keith,  Dr.  A.,  on  malforma- 
tions of  rectum         , .  580 

Keratin -coated  capsules,  in 
detecting  pancreas  di- 
sease     328 

diagnosing     pyloric 

obstruction        . .  053 

-  particles  in  fteces         . .  520 
Keratitis,  black  spots  be- 
fore eyes  from  . .     72 

-  in  congenital  syphflis  . .  235 

-  corneal  opacity  from    . .     72 

-  interstitial,  in  congenital 

syphUis  ..     348,  752 

opaque  cornea  after. .   733 

pain  in  eye  from       . .  445 

KeratHlsolagophthalmo..  734 
Keratitis  neuroparalytica. .  734 

-  photophobia  from        . .  524 

-  punctata,  with  iritis  . .  232 
Keratomalacia  ..734 
Keratosis  follicuiarls  732,  733 
Keratosis   pilaris,    general 

account  of  . .  488 

ichthyosis  and  . .  488 

keratosis   foUicularis 

simulating  . .         . .  733 

nutmeg-grater  skin  in  488 

scales  in         . .         . .  001 

Kcrion         ..        247,  248,  710 

-  baldness  from    . .         . .     71 
Kernig's  sign,  in  meningitis  315 
Kharsivan  (see  Salvarsan) 
Kick  from  hoisc,  paraplegia 

after 610 

-  on  knee,  shock  from  . .  765 
vomiting  from  . .  765 

-  urethra  injured  by       . .  470 
Kidney,  abscess  in  (see  Ab- 
scess, Renal) 

-  angioma  of,   hasmaturia 

from    ..         ..      275,  278 

-  atrophy  of,  from  ureteric 

calculus  . .  . .   57S 

-  calculus  in  (see  Calculus, 

Renal) 

-  carcinoma  of  (see  Carci- 

noma of  Kidney) 
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Kidney^  contd. 

-  cloudy  swelling  in        . .     13 

-  cystic,  albuminuria  from  537 

anuria  with   . .  40,  42 

arteriosclerosis  with . .     42 

ascites  rare  with       . .     42 

Cheyne-Stokes'  breath- 
ing with     . .         . .  108 

flatulence  with         . .     42 

Kidneys,  cystic,  amerai  ac- 
count of  12.42 

hematuria  with        . .     42 

headache  with  . .     42 

intestinal    obstruction     12 

kidney  enlarged  in    . .  355 

cedema  rare  with      . .     42 

ovarian  cyst  simulated 

by 354 

Kidneys,    cystic    pliysicai 
signs  of  -.354 

polyuria  from        536,  587 

porencephalus   with..  611 

renal  tumours  with  . .     42 

simulating  chronic  ne- 
phritis       ..         ..42 

-  -  spleen  simulated  by. .  662 
tube  casts  from         . .  537 

-  -  unemia  with..        42,  108 

urine  changes  with  42,  357 

a  variety  of  Bright's 

disease       ..         ..       6 

-  vomiting  with  . .     42 

-  cysts  of,  kidney  enlarged 

from 352 

-  displaced,  in  visceroptosis  426 

-  embolism  of  (see  Embol- 

ism, Renal) 

-  embryoma  of  (see  Em- 

bryoma  of  Kidney) 
KIDNEY,         ENLARGE- 
MENT  OF    ..         ..  352 
by  abscess      . .         . .  362 

-  -  albuminuria  with    61,  330 

aneurysm  mistaken  for  631 

appendix  lesions  simu- 
lating ..  ..354 

bile-duct  obstructed  by  330 

-  from  bladder  growth  281 

from  calculus  ..      41,  461 

by  carcinoma  . .  355 

-  carcinoma  coli  simu- 

lating ..         ..354 
in    compensation    for 

the  other    ..         ..355 
contralateral      aching 

from  ..         ..355 
dilatation  of  stomach 

from  ..         ..174 

Kidney,  oniarged,  distinc- 
tion from  otiier  tumours 

353.  354 

dullness  in  loin  with . .  253 

ffBces  simulating       . .  354 

-  eall-bladder  simulating  353 
hematoma     mistaken 

for 631 

htematuria  with      61,  330 

hypyonephrosis     280, 

352,  355,  356,  536,  675 

from  injury    . .         . .  278 

intussusception   simu- 
lating ..         ..678 
jaundice  from  . .  330 

Kidney,    onlarood,     iarqo 
spleon  distinguislisd 

from 629 

liver  simulating       51, 

330,  353 
mesenteric  tumour  si- 
mulating    ..         ..  364 
movement  with  respi- 
ration ..         ..629 

bynewerrowth  7,  278,  352 

omefital  tumour  simu- 
lating ..         ..354 

pancreas  tumour  simu- 

latint;  ..  ..354 

from  pafiilloma         . .  278 

pelvic  tumours  simu- 
lating ..  ..  353 
perinephric  lesions  si- 
mulating    . .         . .  363 
Kidney,  oniarged,  pliysicai 
signs  of         . .     352,  629 

by   polycvstic  dij«pase 

12,    42',    280,  1.352, 

"  SS."),  357 


KIDNEY    — 

Kidney^  mlargedy  contd.  ' 

from  pyelitis  . .         . .  451  , 

pyelography    in    dia- 
gnosing     . .         . .  354 

from    pyelonephritis 

355,  676 

pyoneplirosls  352, 356, 

366,  636.  577 

pyuria  with    . .       61,  330 

spleen  simulating  353, 

662,  664 

suprarenal        tumour 

simulating  331,  354,  630 

by  tuberculosis      282, 

352,  355,  679 

varicocele  with         . .  352 

from  vesical  growth. .  277 

-  fatty,  in  phosphorus  poi- 

soning . .         . .   337 

-  floating,     RiedePs    lobe 

simulating      ..         ..  3G7 

-  granular   (see    Granular 

Kidney) 

-  growth     in,     varicocele 

with 356  , 

Kidney  growths,  varieties  of  855 

-  hydatid  cyst  of  . .         . .  357 

-  hypernephroma   of   (see 

Hypernephroma       of 
Kidney) 

-  in  iliac  fossa      . .         . .  676 

-  infarct  of,  abscess  from  76 

albuminuria  due  to  . .  7 

in  blood  diseases       . .  7 

Kidney,  infarct  of,  causes  8 

from  embolism         . .  7 

in  fungating  endocar- 
ditis           ..           7,  34 

hsematuria  from    275,  283 

renal  tube  casts  due  to      7 

Kidney,   infarct  of.  sym- 
ptoms of  8  , 
from  thrombosis       . .       7 

-  -  (and    see    Embolism,  ' 

Renal) 

-  injurv  of  (see  Injury  of 

Kidney)         ..         ..278 

-  lardaceoiis    (see     Lard- 

aceous  Disease) 

-  lesions,    bladder    lesions  , 

simulated  by  . .         . .  675 

increased  frequency  of 

micturition  with  . .  676 

-  liver  simulating  . .  367 

-  movable,  aching  in  loin 

from 280 

albuminuria  from     7,  460 

appendicitis  simulated 

by    ..  ..      460,  665 

-  -  bile-duct  kinked  by..  331  ^ 
biliary  colic  simulated 

by    . .         . .     450,  461 

blue  brain  and  . .  163 

carcinoma  of  colon  si- 
mulating    ..         ..663 
Kidney,  movable,  charac- 
ters of  . .  663 
chronic  nephritis  from       7 

-  -  colic  from      . .      280,  394  , 

collapse  from  ..  115 

constipation  with     . .  127 

Dietl's  crisis  from  115, 

280,  666,  765 

duodenum  dragged  on  280 

kinked  by  . .         . .  331 

enteroptosis  with      . .  331 

fasces  in  bowel  simu- 
lating ..         ..663 

, faintness  from  ..  115 

frequent    micturition 

from  ..      2S0,  394 

gall-bladder  simulating  663 

I gastro-Intestinal  sym- 
ptoms from          . .  280 
, gastroptosis  with      , .  318 

Kidney,  movable,  general 
account  of  . .  280 

hematuria  from   115, 

275,  280,  460 

hydatid  simulating  . .  663 

hydronephrosis  from 

115,  536,  665 

in  iliac  fossa  . .         . .  678 

intermittent       hydro- 
nephrosis from      . .  451 

iautulice  from  . .  3.31 

mucocele  simulating     254 


KNEE-JOINT 


Kidney^  motahle^  contd. 

nausea  from  . .         . .  115 

noises  in  the  head  with  406 

omental    mass    simu- 
lating . .         . .  663 

ovarian  cyst  simulating  363 

tumour  simulating    663 

pain  in  iliac  fossa  from 

454,  460 

loin  from  . .         . .  460 

palpation  in  diagnosing  263 

polyuria  from  . .  665 

no  pyrexia  with        . .  460 

renal  tube  casts  due  to      7 

-  Riedel's    lobe    simu- 

kiting  ..      262,  663 

-  simulating   enlarged 

gall-bladder       252,  263 

-  swelling  in  right  iliac 

fossa  from  . .         . .  665 

-  -  torsion  of       . .         . .  394 
with  undue  abdominal 

aortic  pulsation    . .  643 

urethral  kinking  from      7 

vomiting  from  . .  765 

without  symptoms  . .  280 

-  neuralgia  of,  simulating 

stone 426 

-  new  growth  of,  albumin- 

uria from       . .         . .       7 

cystosoope   in   dla- 

tmosing  ..         ..      7 

kidney  enlarged  from  352 

tube  casts  from     . .       7 

Kidney,    new   growth   of, 

urine  changes  from  . .      7 
varieties     . .         . .  278 

-  pain  over  (see  under  Pain) 
Kidney,  palpitation,  tech- 

niauo  of  .277 

-  papilloma  of      . .      275,  278 

-  pelvis,    carcinoma    coli 

opening  . .         . .  530 

-  polycystic,  age  incidence 

of        280 

arteriosclerosis  with . .  367 

Kidney,  polycystic,  general 

account  of     . .     280,  357 

-  hematuria  from    275,  280 
hydronephrosis  distin- 
guished from        . .  280 

kidney  enlarged  in  . .  355 

urine  changes  with  . .  367 

-  right,  normally  palpable  663 

-  sarcoma  of  (see  Sarcoma 

of  Kidney) 

-  scarred,  from  ascending 

nephritis        . .         . .       8 

-  sickening    sensation    on 

palpating        ..      263,  331 

-  single,  good  health  with    40 

-  stone   in   (see  Calculus, 

Renal) 

-  tuberculous  (see  Tuber- 

culosis of  Kidney) 
Kink  of  colon,  constipation 

from 126 

-  of      duodenum,       with 

movable  kidney        . .  331 

-  ileocax^l,   appendicitis 

simulated  by..         ..  457 

constipation  from     . .  457 

heartburn  fiom         . .  297 

pain  in  iliac  fossa  from 

454,  457 

T-rays  and  bismuth  in 

diagnosing  . .  467 

-  of  ureter,  from  movable 

kidney  . .  . .       7 

Kirkland'*^  disease,  cervical 
glands  enlarged   from 

379,  615 

Klrfciand's  disease,  general 
account  of  615,  616 

temperat^ire  chart   in  615 

Klcbs-Loefller  bacillus  (see 

Bacillus  Diphtheria?) 
Klumpke's  palsy  ■ .        . .  507 

-  hromatomyelia     simu- 

lating ..  ..509 

Knee-elbow  position  in  ab- 
dominal   examination  693 

detecting  nscites  . .     44 

Knee,  housemaid's  . .  476 

-  -  subacrominl     bursitis 

allied  to      . .  . .  476 

-  injury,  shock  from       . .   766 


Knrc  inJMrff,  cnntfi. 

vomit jne  from 

KNEE-JERK.  ABMOS- 

MALITIES  OF  r 

-  absence  of  on^^  in  t.^*.— 

-  in  chorea  -  -        3-^**-   ' 

-  diminished,    in     Anten*jr 

cmritis  .  .  .  -    i 

from    bronctw^neto.- 

monia  -  .  . .  • 

epidemic  diarrh.a&a.    ... 

in  infants 

-  ebb  and   flow    of,    m  .r  u 

cerebral  tumour 

-  increased,  abdoznirial  re- 

flexes and        - .  .  .   V 

in  amyotrophic  la,r«^ '  I 

sclerosis       .  -  *■-.  ' 

with  anklc^clonos    3».  :  - 

blue  brain  and  .... 

with    brachial     mono- 
plegia .  .  . .   *.  : 

from  cerebellar  absoes^ 

tumour        . .  ,.'■>' 

in  convaleacenoe        . .  :  *» 

in  disseminated    sci^r- 

osis  ..         307.    4'>-.   JP 

with  extensor  pLirjt.*r 

reflex  . .  .  .     > 

functional  nerve  troi I  >'*^  ! 

from  general  iU-be.iIri    39 

in  hemipletna 

-  -  hysteria  307,  308,  4»;< 

4?:,  '^  ^ 

lateral    sclerose  ..  ^r 

neurasthenia  . .       ^'<,  -i-  ♦ 

-  from  new   growth    in 

spine  . .  . .  n  t 

noises  in  the  head  with  \  • 

in  paraplegia . .  . .     ir 

patellar  clonus  witL. .  J-'» 

in  phthisis       .  .  . ,  V-* 

plantar  reflexes  and.,  ai 

with  pyraxnidal    tra-'t 

lesions  .  .         3».  :^ 

in  renal  disease         . .  V'^ 

in  spastic  paraplesria    'At 

syringomyelia  . .  '^^ 

-  from  transverse  mye- 

litis   - : 

after  typhoid  fever  . .  5i^ 

with  undue  abdonxinal 

aortic  pulsation    . .  m; 

-  lost,  from  anterior  crural 

nerve  lesion   . .  . .  4*t* 

cerebral  tumour        ..  ^j 

In  diabetes       63,  2f.l.  '> 

-  after  diphtheria         ..  3-*. 
from  fracture-disloca- 
tion . .  . .  Ji* 

in   Friedreich 'st    ataxr 

113,  :^vi.  ;i: 

increased    intracraxm: 

pressure       . .  . .  iSS 

myelitis  . .  . .  Si* 

myopathy       . .  . .  Si* 

peripheral  neuritis  35;?.  44  ' 

pneumonia      . .  . .  5^;: 

sick  children  ..  ..51- 

-  -  tabes    126,  315.    3.'*, 

420,  426,  466,   5U, 

650,  719.  :f1 
from  transverse  mve- 

litfcs  . .  . .        ' . .    « 

Knee-Jtrk,  method  of  tosttaf  3S7 

-  in  myasthenia  jjrravis  ..  Ji3 

-  unequal,  in  general  par- 

alysis . .  . .  . .  S4S 

from  ?ross  Intracranial 

lesion  . .  . .  11? 

In  hemiplcjria         303,  s^fc 

poliomyelitis  acutA  .  .  Sis 

tabes   ..  359,  515.  6^' 

Knee-ioint,  Charcot's  di-ea^ 
of         ..        iFig.  \^\^>^  349 

disease,  rickets  simu- 

latinjf  ..  ..564 

sninal  caries  and       . .  516 

thigh     alrophr    from 

61.  3€3 
with  tuberculous  peri- 
tonitis        . .  . .     4S 

-  flexed,     from     popliteal 

abscess  . .         . .  C52 

-  forcible  extension  of  con- 

tracted, sciatic  nerve 
paralysis  from  ..  113 
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Knee-joint,  ciiud. 

-  forcible  extension  of  con- 

tracted, talipes  from     113 

-  foreign  bcKly  in  . .         . .  362 

-  gonococcal  arthritis  of. .  340 

-  gout  of 345 

-  luemophilic  arthritis  of    350 

-  haamorrhage  into  . .  362 

-  hysteria  affecting     142,  350 

-  intermittent     hydrarth- 

rosis of  . .  . .  349 

-  osteo-arthritis  of      340,  347 

-  pneumococcal  arthritis  of  339 

-  syphilitic     arthritis     of 

235,  318 

-  limping  from..         ..  362 

-  tuberc  ilous,  anieniia  with    35 

Baker's  cvst  with     . .  092 

disease  of       ..         ..  347 

-  limping  from..         ..  362 
KnM-JoInt,  varleus  affec- 
tions of,  causini  llmp- 

ino 362 

Knees,  lichen  pianos  affect- 
ing        603 

-  1!ne£  albicantes  on       . .  365 

-  pityriasis    rubra    pilaris 

affecting         ..         ..489 

-  position  in  tetany       . .       2 

-  psoriasis  affecting    489, 

491,  603 

-  -  starting  on    . .         . .  602 

-  pulpy .348 

-  seborrhoeic  ecxema  affect- 

ing        401 

-  spurious  osteoma  above  671 

-  xanthelasma  of. .  ..  324 
Kneeling,  housemaid's  knee 

from 476 

Knife-grinders,  siderosis  in  288 

-  lung,  hsemoptysis  from  286 
Knife-rester  crystals  . .  524 
Knock-knee,     in     dwarfs 

{Fig.^b)         ..         ..186 

-  Mongolism         . .  . .   191 

-  from  rickets  {Fig.  85)  186 
Knot-grass,  erythema  from 

222,  224 
Knuckles,   pads   on    {Fin. 

160,  p.  347)  405 
Koch's  old  tuberculin,  in 
diagnosing       tubercle 

738.  740 
Kocher,  on  cervicobrachial 

plexus  . .  . .  507 

-  lumbosacral  plexus      . .  500 

Kopllk's  spots  (/"/o/f  vun 

178,  228 

Korea,  lung  fluke  in  . .  645 
Korsakow's  syndrome     . .     20 

Korsakow's  syndroms,  from 
poripheral  nourltis  ..  465 

Kraurosis  vulvaa,  age  inci- 
dence of         . .  . .   701 

dyspareunia  from  193, 

194.  701 

Kraurosis  vuiv0.  loukoolakic 
vulvitis    dMinguMied 
from 701 

-  -  levator  an i  spasm  from  193 

-  -  parts  affected  bv     . .  701 

-  -  vasinal  stenosis  from    194 

-  -  vasinisma*!  from       . .   193 

-  -  vulval  swelling  from  699 
Kyphosis  in  adolescence..  155 

-  from  caries  . .  . .  188 
of  spine            . .  .  .154 

-  in  congenital  spnstic  para- 

plegia . .  . .  . .   155 

-  diffuse,  in  rickets         . .   155 

-  dwarfism  from  . .         . .   188 

-  in  Friedreich's  disease. .  140 

Kyphosis,  Qoneral  account 

of                 ..     I5«,  155 

-  from  growth  of  spine..  15 i 

-  hydatid  of  spine  . .  154 

-  in  idiocy. .  . .          . .  155 

-  infantilism  with  ..  189 

-  from  lazv  htbits  ..  155 

-  in  Little's  disease         . .  139 

-  lordosis  with      . .      155,  156 

-  from  osteoarthritis      ..  188 

-  osteomalacia      . .  . .  188 

-  in  porters  . .          . .  155 

-  fromHrkots        ..  ..188 

-  ^hort  siifht  ..          ..  155 

-  wciijht-carrying  . .  155 


LABIA,  condylomata  on    700 
-  herpes  of  . .  754 

-  majora,  leukoplakia  of. .  701 

-  minora,  kraurosis  affect- 

ing        701 

-  -  leukoplakia  of       191,  701 

-  pseudo-elephantiasis  of  701 

-  myxoma  of  . .  . .  732 
Labium  majus,  epithelioma 

of        381 

pain  in,  from  renal  cal- 
culus ..         ..  117 

-  minus,  oedema  of  . .  701 
Labioglosso-pharyngo-laryn- 

geal  paralvsis  (see  Par- 
alysis, Bulbar)  . .  543 
Labour,  diflicult  (see  Dys- 
tocia) 

hemiplegia  from       . .   113 

Labour,  oxhaustlon  during, 
signs  of  ..201 

-  pain  in  the  back  from.  .716 
pelvis  from    . .  . .  468 

-  pelvic  cellulitis  after  ..601 

-  phlegmasia  alba   dolens 

in         737 

-  stages  of 211 

-  straining  at,  subcutaneous 

emphysema  from      . .  203 

-  (and  see  Childbirth) 
Labyrinth,  component  parts 

of  the 163 

-  liquor  Cotunnii  from  ..421 
Tiabyrinthitis.tinnitus  from  723 
Laccy,    Dr.    T.     Warner, 

illustration  lent  by  . .   195 
Lachrymal  ducts,  obstruc- 
tion of  ..         ..  220 

-  glands,  enlarged  {Fig.  3)     23 

in  chloroma  . .  556 

lenkromia    . .         . .     25 

Miculicz's  syndrome  695 

-  sac,     excision     of,     for 

suppuration    . . 

suppuration  of 

Lachrymation     (and 

Epiphora) 

-  from  conjunctivitis 

-  glaucoma 

-  in  influenza 

-  from  iritis 

-  nasal  discharge  from 

-  neurotic 1 78 

-  in  tic  douloureux         ..447 

-  from  ulceration  of  corneo  733 
Lacrosse-players,  cramps  in  150 
Lactate  of  calcium,  effect 

on  albuminuria  . .     15 

Lactation,       anienorrhoDa 
during  ..         ..18 

-  flushing  in  ..         ..241 

-  galoctocele  in    . .         . .  686 

-  mastitis  in         . .         . .  685 

-  mastodrnia  in  . .         . .  431 

-  milk   flow   from   nipple 

during  .,         . .  181  | 

-  no  pregnancy  durine  . .     36 

-  swelling  of  breasts  in  . .  685 

-  tetany  during  . .         . .   151 
Lactic  acid  (see  Acid.  Lactic) 
Lactose,  Bial's  test  for    . .  261 

-  bismuth  salts  reduced  by  262 

-  copper  salt  reduction  by  261 

-  osozone  crystals  from 

26 1,  262 

-  picric  acid  test  and  . .  262 
Lfiennec,  metallic  tinkling 

of,  with  pneumothorax  168 
LflBvulose,  fermentation  with 

yeast 263 

Ulling       628 

Lameness  (see  Li m pine) 
Lamina  cribrosa  415,  416,  417 
Landouzy-Dejerine    myo- 
pathy    69,  136,  514,  628 

Landry's  paralysis,  goneral 
account  of  ..518 

plantar  refl*x  in        . .     68 

Lane,  Sir  A.,  ileociBcal  kink 

of        457 

r>anugo-like  hair   . .         . .     70 
Laparotomy,    after    abdo- 
minal infury  . .  . .  593 

-  acute       dilatation       of 

stomach  after  . .   173 

-  for  acute  pancrcntiti«  . .  661 
peritonitis       47,  425,  767 


220 
220 

220 
231 
231 
465 
231 
178 


Laparolomjf,  contd. 

-  in  colic  cases     . .         . .  693 

-  cryptomenorrhcea        . .     18 

-  diagnosing  actinomycosis  458 

acute  abdomens       . .  436 

peritonitis      . .         . .  593 

carcinoma  opci        . .  677 

of  sigmoid  . .         . ,  676 

of  stomach         271,  769 

cicatrization    of    bile- 
duct  ..         ..329 

diverticulitis  . .         . .  676 

double  ovarian  tumours  19 

embolism  of  pancreas    76 

encysted  ascites       . .  657 

enlarged  spleen        . .  662 

tuemorrhage  into  pan- 
creas . .  . .     76 

hepatic  abscess         . .  253 

Hirschsprung's  disease  390 

hydatid  disease     253, 

328,  668 

malignant    peritonitis    49 

mesenteric  embolism    389 

thrombosis  . .  389 

pancreatitis    389.  694,  767 

pyloric  stenosis     174,  663 

renal  growth . .         . .       7 

retroperitoneal  cyst  . .  661 

-  -  Riedel'a  lobe  . .         . .  262 

ruptured  spleen        . .  641 

splenic    vein    throm- 
bosis ..         ..272 

suppurating  gall-blad- 
der   678 

suprarenal  tumour    . .  354 

tuberculous  cfDcum  ..  677 

-  in  distinguishing  carcin- 

oma from  ulcer        . .  174 
pancreatitis  from  gall- 
stones        ..         ..328 
salpingitis  and  appendi- 
citis  466 

-  in  hysteria        . .         . .  390 

-  pneumonia  in  error      . .  593 

-  scar,    visible    peristalsis 

beneath  ..      521,  622 

-  for  twisted  spleen       ..641 

-  (and  sec  Operation) 
Lardaceous  disease,  Addi- 
son's    disease     simu- 
lated by        ..         ..527 

albuminuria  in  7,  35, 

375,  636 

annmia  with  36,  636 

anuria  in       . .         40,  42 


Of  ..8 

from  chronic  sepsis  . .     35 

diarrhoea    in    8,    35, 

172,  375,  636 


account  of  . .    35 

from  hip  disease      . .  376 

intestine  Involved   by 

636,  638 
kidney     affected     by 

172,  636 

albuminuria  from. .       7 

anuria  from  40,  42 

disease  affecting    . .  636 

renal  tube  casts  due 

to  ....       7 

Lardacoous  disoaso  of  tho 
kidnoy,  urino  changos 

with 8 

liver  affecte*!  by        8,  172 

enlarged  in  8,  35, 

375,  635 

Lardacoous  disoaso,  notos  on  635 
Lardacoous  disoaso,  organs 
affoctodby    ..  8 

pernicious        anojmia 

simulate  1  by         ..  527 

from  phthisis. .         . .  375 

polyuria  from  . .  636 

from  psoas  abscess  . .  375 

rarer  than  formerly  . .  636 

severe  an-emla  from  . .  527 

skin  colour  in  . .     35 

spleen  affected  by    . .  172 

enlarged  in  35,' 375, 

632,  635 
from  suppuration  172, 

375,  635 
-  -  syphilis    35,  172,  372, 

376,  527,  635 


Lardaceous  disea*e,  contd. 

-  wiui   tuberculous   ar- 

thritis       ..         ..348 

Jsoaso,  urine 

ctiangos  In     . .  8 

-  kidney,  albuminuria  from 

7,  637 

polyuria  from        536,  637 

renal  tube  casts  due  to      7 

tube-casts  from        . .  637 

-  i  itestine,  diarrhoBa  from  375 
Lardacoous  ilvor,   goneral 

account  of  . .  375 

-  tube-casts  . .         . .       8 
Laryngeal  crises    . .         . .   159 

-  -  in  tabes  418, 420, 487, 516 
Laryngismus  stridulus,  cya- 
nosis from      . .      157,  420 

-  -  diphtheria  misUken  for  4  20 
Laryngismns   stridulus, 

general  account  of   . .  420 

larynx  obstructed  bv 

167,  418 

orthopnoea  from    418,  420 

in  rickets       . .      145,  420 

spasmophilia  and     . .  420 

Laryngitis,  acute,  pneumo- 
coccal        ..       158,  650 

sputum  in      . .         . .   149 

staphylococcal  . .  G50 

streptococcal         158,  660 

stridor  from  . .         . .  660 

Laryngitis,  acute  suffocativo  616 

from  pneumococci. .  158 

tracheotomy  for  . .  158 

Laryngitis,  bacteria  causing  613 

-  bacteriological  diagnosis 

of         ..  ..      lyi»,  616 

-  bronchitis  with  . .         . .   167 

-  bronchopneumonia  simu- 

lated by         . .         . .   160 

-  from  congenital  syphilis  400 

-  convulsive    movements 

of  chest  in      . .         . .   160 

-  cough  from       . .         . .  149 

-  cyanosis  from   ..      157,  160 

-  diphtheria  bacilli  causing  199 

-  dysphagia  from. .         . .   199 

-  hremoptysis  from       149,  287 

-  hoarseness  from  ..   199 

-  huskiness  from  . .        . .  616 

-  from  irritant  gases      ..157 

-  laryngeal    obstruction 

from    ..         ..      137,  418 

-  loss  of  voice  from       . .  6 16 

-  in  measles         ..      199,  418 

-  orthopnoea  from  . .  418 

-  pneumococcal    199.  418,  419 

-  simple,  with  phthisis  . .   199 

-  simulating         laryngeal 

paralysis         ..  ..491 

-  sore  throat  from  . .  613 

-  streptococcal     199,  418,  419 

-  sucking  in  of  intercostal 

spaces  in        . .         . .   160 

-  from  syphilis     . .         . .     73 
Laryngitis,  tuberculous,  dia- 
gnosis of  . .  100 

(and  see  under  Tuber- 
culosis of  larynx) 

-  voice  change  with         . .   150 
Larynx,   absence  of  deep 

tenderness  in,  in  tabes  515 

-  angioma  of        . .      2S7,  293 

-  carcinoma  of  (see  Carci- 

noma of  Larynx) 

-  cocaine  in  examining  . .   199 

-  epithelioma  of  (see  Car- 

cinoma of  Larynx) 

-  fibroma  of         . .      533,  650 

-  foreign     body     in    (^oe 

Foreign       Body       in 
Larynx) 

-  irritable 150 

-  lupus     of  . .         . .  287 

-  myasthenia    gravis    nf- 

'fectinjf  . .  . .    197 

-  obstniction  of,  from  ab- 

ductor paralysis       ..  419 

in  Bricrht's  disease  . .    159 

cyanosis  from  ..    157 

from  diphtheria     157,  589 

dyspnoea  from  . .  590 

from  foreign  body  157,  119 

Larynx,    obstruction    of, 
general  account  of   ■  •  410 

from  io<lides  . .  . .    159 
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Larynx^  obntruetion  of,  eontd, 
from  laryngismus  stri- 
dulus ..      157,  420 

laryni^itis       . .         . .   157 

Larynx,  obttructitii  off,  litt 
off  cautot  off   418.  650.  651 

orthopnopa  from     418,  419 

from  post-pharjnpeal 

abscess        . .      167,  41» 
retracted  head  from . .  589 

-  -  stridor  with  157,  419, 

590,  G50 

suckinjf  in  with     419,  690 

trachootoray  for       . .   419 

up-atid-down      move- 
ments of  larynx  in 

160,419,  420,590 

-  cedema  of  (see  Oklema 

of  Larynx) 

-  papilloma  of,  asthma  si- 

mulated by     . .         . .  535 

-  paralysis  of  (see   Para- 

lysis, LarynKeal) 

-  sarcoma  of,  h«moptysi«* 

from 287 

-  spasm  of . .  . .  . .  752 

-  syphilis    of        . .  . .   199 

-  tooth-plate  impacted  in 

(Fig.  94)        ..         ..   195 

-  ulceration  of  (see  Ulcer- 

ation of  Larynx) 

-  vagus  supply  of..         ..   148 
Lassitude,  in  diabetes     . .  2C0 

-  after  epileptic  fit         ..   143 

-  from  serum  injection    . .  55 1 

-  in  typhoid  fever  . .  036 
Latant  uramla,  general  ac- 
count of          . .         . .     40 

Lateral  sclerosis,  age  inci- 
dence of        . .         . .  140 

amyotrophic  (see 

Amyotrophic  Lateral 
Sclerosis) 

anecmia  with  . .         . .  140 

anaesthesia  with       . .   140 

Babinski's  sign  with  08,140 

some  causes  of         . .     68 

contractures  from  138,  140 

drawing  up  of  letfs  with  140 

Lataral  tclorosit,  primary, 
oaneral account  off   ..517 

paraplegia  from     1  lo,  514 

*•  -  retention  of  urine  in . .  398 

-  -  riiridity  in      . .         . .   139 

shuffling  gait  from    . .  259 

sphincter  troubles  with  140 

in  syringomyelia       . .     02 

-  sinus   erosion,   in   otitis 

media 421 

thrombosis  (see 

Thrombosis   of    La- 
teral Sinus) 
T>ateropulsion  in  paralysis 

arritans  . .  . .   725 

Latissimus  dorsi,  atrophy 

of         513 

nerve  supply  of       . .  505 

root  innervation  of  . .  509 

Laughing,  regurgitation  of 

food  through  nose  from  588 
Laughter,  explosive,  from 

double  hemiplegia    . .  234 

-  hiccough  from   . .  . .  307 
Lavngfi   of   bladder,   boric 

acid  for  . .  . .  675 
in  pyuria       . .  . .  575 

-  stomach,   in   diagnosing  | 

dilat4\tion       ..         ..317 

giiatrectasis  ..   174 

hour-glass    contrac- 
tion ..   318 

in  testing  motilitv    ..   320 

for  oiiium  poi^ninc. .    118 

Lead  acetate  in  Camraidjjo's 

reaction  . .  . .   1 00 
test  for  cystin  ..  101  I 

-  amblyopia  from  . .   759 

-  ammonium  sulphide  test 

for 65 

-  carbonate  in  Cammidge's 

reaction  ..  ..100 

-  central  scotoma  from  . .   769 

-  delirium  from    . .  . .   109 

-  coli<\    renal   colic   simu- 

latins? 451 

-  dcafru^s  from    ..  ..   160 

-  foul  taste  from  . .         . .  705 


Lrad,  comd, 

-  me^lulla    oblongata    de- 

generation from        . .   197 

-  poisoning,       abdomiiuil 

cramps  in       . .         . .  484 

abortion  from  . .     34 

acute  mania  from  119,  147 

albuminuria  from      . .     34 

amenorrhoea  from     . .     18 

anaemia  in      . .  32,  34 

anuria  from   . .  40,  41 

from  beer       . .         . .   117 

bleeding  gums  from. .     72 

bluelineongums  in  34, 

05,119,  121.  131,425,505 

bniit  de  diable  in      . .   723 

cachexia  from  . .     99 

cerebral     haemorrhage 

simulated  by         . .  119 

tumour  simulated  by  119 

symptoms  from  146,  147 

colic    from    34,   117, 

126,  131,  425,  593 

simulated  by         ..115 

coma  from     ..      118,  119 

constipation     due     to 

34,  (Fig.  51)  124,  131 

convulsions  from     84, 

146,  147 

cramps  from  . .         . .  484 

dementia  from  ..   119 

from    electrolysis    of 

water-pipes  . .     05 

epigastric  pain«  in    34,  438 

epUepsy  from  . .     34 

epileptiform    convul- 


sions  from  . . 

119 

— 

-  fjBcee  analysis  and  . . 

66 

- 

-  fatty  heart  from 

53 

_ 

-  foot-drop  from 

118 

account  off 

34 

- 

-  general  paralvsissimu- 

mulated  by        119, 

727 

_ 

-  gout  from 

34 

- 

-  granular  kidney  from 

34 

_ 

-  from  hair-wash 

66 

_ 

-  headache  from  34, 147, 

295 

_ 

-  infantilism  from 

189 

— 

-  insomnia  from 

34 

_ 

-  irriUbility  from 

323 

- 

-  lead  in  faeces  in      73, 

119 

- 

in  urine  in    34,  73, 

119, 

147 

- 

-  leucopenia  with 

361 

- 

-  mania  from  . . 

34 

_ 

-  nausea  in 

34 

- 

-  neuritis  from . . 

140 

noises  in  the  head  from  406 

of  external  popliteal 

nerve  in . .         . .  499 

occupation  and      117,  14  7 

ophthalmoplegia  from     31 

optic  atrophy  from  . .   769 

neuritisfrom34, 119,  759 

pain  in  the  limbs  from  466 

at  umbilictLS  in      ..  481 

paralysis  from  . .  726 

of  sixth  nerve  from     34 

penile  erection  absent 

from  ..        ..  3l:i 

Lead  poisonino.  porlphoral 
nouritit  from    34,  61, 

65,  113,443,  465.  466,506 

punctate  basophilia  in     2J 

retrobulbar      neuritis 

from  . .  . .  440 
saturnine     encephalo- 
pathy from            . .   119 

sight  itnpainvl  in     . .     34 

source  obscure  . .     05 

tetany  from  ..  ..   161 

tremor  from  . .      724,  726 

urine  analysis  and    . .     65 

vomiting  from  . .     34 

from  water    ..         ..   117 

\*Tist-drop  in    34,  65,  505 

-  in  s<Tfvniiig  nullum      ..   223 

-  sulphide,  from  cvNtin  . .  161 
Lea«l  -  miners,     ankylosto- 

niuni  in           .  .          . .  520 

Lead-workers,  plumbism  in  117 

IvPfither-bottle  stoniiu-h   . .  244 

Lecirhif)  in  asciiio  Iluid  ..  50 

-  ph««t»liates  from  . .  522 
Lccrh  bite,  purpura  from  563 
Leeks,  foul  taiitc  from     . .  705 


Loial't  toit  ffor  acotono  . .     3 
Lo|  HHitclot,  laaorvatlon  off 

-  Volkmann's  contracture 

of        114 

Legs,     bent,     in     osteitis 

deformans      . .         . .  155 

-  bow  ..  ..       186,  187 

-  burn  of,  talipes  from  . .  114 

-  cramps    in,    from    peri- 

pheral neuritis  . .  465 

Loot,     iotormbiation     off 
^nonfth  of  ..153 

-  diple»?ia  affecting  . .  132 

-  drawing  up,  from  appen- 

dicitis . .         . .  677 

colic  ..      117,  426 

lucmatomyelia       . .  140 

in  infants    ..      117,  321 

from  intussusception    78 

lateral  s<lertKis     . .   140 

perito!iitis  ..         ..  425 

transverse    myelitis  140 

-  elephantiasis  of. .  ..     28 

-  epithelioma  of    . .  . .  381 
•  -  erythema       multif(Hine 

affecting         ..  ..489 
nodosum  of  . .  . .  404 

-  gangrene  of  (see  Gangrene) 

-  elands  draining..  ..  679 

-  hiceration  of,  tali|>es  from  114 

-  local  fatness  of.  in  Der- 

cum's  disease. .         ..  410 

-  lupas  of 738 

-  multiple  benign  sarcoid 

affecting         . .  . .  405 

-  mycetoma  of     . .  . .   736 

-  cpdema  of  (see  (Edema) 

-  pain  in  (see  I'ain  in  the 

Leg ;  and  I'ain  in  the 
Extremity,  Lower) 

-  paralysis   of  (see  under 

Paralysis  of  one  Leg) 

-  pigmented  scars  on,  from 

syphilis  . .  . .  209 

-  position  in  tetany        2,  151 

-  short,    from    achondro- 

plasia    187 

in  dwarfs       ..         ..  186 

-  -  from  rickets  {Fig.  85)  186 

-  sore  on,  inflamed  inguinal 

elands  from  . .  . .  3S1 

-  stiffness  of,  in  Thomaen's 

disease  ..         ..581 

-  syringomyelia  affecting    608 

-  swollen,  in  myxonlema    537 

-  ulcer    of    (see    Ulcera- 

tion of  the  Leg) 

-  unduly  curve<l,  in  rickets  636 

-  unequal,  scoliosis  from     153 
Leishman- Donovan  bodies 

iPlate  XX  VIII,   Fig. 

H)  fil4 

in  kala-azar  . .         . .  633 

splenic  puncture  for. .  633 

l-eishman's  stain  21,  28,  31,508 
Lcmon-vellow  skin,  in  per- 
nicious antnmia         . .  509 
lemonade,  polyuria  from 

634,  535 
Lens,  coloboma  of  ..  415 

-  in  diagnosing  eczema  . .  488 

-  dislocation,  diplopia 

from    ..  ..      1/6,  561 

ophthalmoscope        in 

di.agnosing. .  ..    176 

pupil  irregular  from..   551 

shallow  anterior 

chamber  from        . .   1 75 
tremor  of  iris  from  . .  175 

Lenticular      dogoneratlon, 
familial,  fades  In    . .  238 

Tx?ntigo,  macules  in         . .  382 

Leontlasit     ottoa,     bono 
changoi  in     ..        ..685 

chronic  thickening  of 

bones  froni  . .   406 

cranial  and  fj4ce  bones 

crilarsed  in  . .   070 

forehead  onlart;ed  in     201 

Leontlasis   ossoa,    oeneral 
account  of    ..        ..204 

increasing  sizes  of  hat 

with  . .      201.  070 

noi^c^  in  thohca.Hroni  400 

osteitis  defurnians  re- 
lated to       . .  . .   204 


Leontiasis  ossra,  eontd. 

osteoporosis  aiid         .  .    1  '% 

Paget's  disease  rdateJ 

to     . .  - .  . .   5" ; 

from  syphilis . .  .  .   1   i 

Lepidophytou,     riiu^r^romi 

from    . .  .  .  . .   Z-' 

tai  n^. 


-  bacilli  4n 

in  uasal  dischainge    m  X>. 

Loprooy,  bulla  In..  ..60) 

-  cicatrization   in..  ..    4  -i 

-  crusts  in . .  . .  . .   C   . 

-  distinction    £roiu     leuco- 

dermia  . .  . .    *- • 

-  erythema  in      222,   22'i.  :k^; 
nodosum  simulated  bv 

40.1.   V  I 
simplex  sintalat«<l   br  3*:. 

-  fingers  affected  by    239,  24 

-  forehead  enlarged  in    . .   2  J 

-  (Fangrene  froni  . .        2&5.  2^* 
Leprosy,  tonoral  accsunt  of  403 

-  hemoptysis  from  . .   l"?: 

-  lupous  nodules  miniicked 

by       ..  ..       4«»r>,  I'll 

-  mscnles  in  ..       383,  4'' • 

-  mucous  membranes    af- 

fected by         ..  . .   4"t 

-  necrosis  in  . .  . .     •  - 

-  nodular  403,  iFig,  173)     4v. 

-  in  Norwegian  iFiy.  ITS) 

401.  6«' 

-  pains  In  joints  in  . .   4  -i 

-  iterforating  ulcer  of  foot 

in         . .  . .  . .    73-i 

-  peripheral  neuritis  from 

61,  63,  iFig,  20r,)  .vr- 

-  pigmentation  in  250.  .':;* 

-  rosacea  mimicked  by  . .   4'  . 
Leprosy,  skhi  oruptlona  off    383 

-  subcutaneous  nodules  in     t"-" 

-  svcosis  mimicked   by    . .   4 "3 

-  syphilis  simulated  by 

403,  4H4 
simulating       . .  . .     6i 

-  sjrringomyelia  sdmalating 

63,  3*" 

-  telangiectases  in  .  .    I"-' 

-  tinea    versicolor     simu- 

lating . .  . .  . .   25  • 

-  ulceration   in       63,  247, 

401,  6u: 

of    larynx    from    1S8, 

199,  287,  23: 

-  nose  from       . .  . .   2^ 

-  \Vas6ermann*3  test  pKisi- 

tive  in  ..  ,  .    4'M 

Leptothrix  bacillus,   septi- 
caemia from    . .  . .   5*i: 
Leucin,    in    acute    yellow 

atrophy        273,    333,    7t'.5 

-  crystals  {Fig.  147)        .  .  333 
Lcucxiyte    count,     differ- 
ential (see  DiffercntiaJ 
Leucocyte  Count) 

Leucocytes,  abnonnai  forms 
of(Ptato//)..  a,  23 

-  in  ascitic  fluid  . .  . ,      ts 

-  blood,  in  children  . .  3S0 

daily  variations  of   . .   5S' 

in  pregnancy . .  . .   ^;  * 

Leucocytes,  In  oorobroapiaal 
fluM 385 

-  behind  cornea,  in  iritis     2^2 

-  eosinophile  (see  Bosino- 

phile  Cells) 

-  gonococci  in      182,   18.>,  501 

-  in  leukffimia       . .  . .     24 

-  meningococci  in  . .   591 

-  in  morbus  coerulcus     . .   53 r: 

-  myocarditis        ..  . .   ;it 

-  normal  numbers  of       . .    ~22 

-  polymorphonuclear    (see 

Polrmorphonucloar 
Cells) 

-  In  pustules         . .  . .  557 

-  relative  numbers  of     1  \     '*?, 

-  in  stools. .  . .  ,  [   5^; 

-  tube  casts  . .  .  [       ^ 

-  urine       . .  . .  ! .   742 
in  acute  nephritis      . .     \\ 

-  from  bacillaria        400    77f 
carcinoma  recti  '       7 

-  -  (and  see  Pyuria) 

-  in  uterine  casts. .  . .   193 
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I.eucocytesjrontd. 

-  va^itialjIrdLscharpc         . .   185 

-  varieties  of  normal       . .     22 
LEUCOOTTOSIS    ..         .359 

-  from  acute  peritonitis..  593 
rheumatism    . .  . .  360 

-  appendicitis       ..      361,  677 
r  bronchiectasis    . .  . .  360 

-  carcinoma         SCO,  374,  630 

-  in  ciiseous  bronchopneu- 

monia . .  . .   360 

^  with  CPlluUtis    . .  . .  410 

-  cholansitis  . .  . .   360 

-  in  ciiolera  . .  . .  360 

-  cirrhosis  . .  . .  374 

-  from  cinnamon . .         . .  360 

-  definition  of       . .  . .  359 

-  in  diphtheria     . .  . .   360 

-  disappearance  of,  when 

abscess  opened         . .  360 

-  from  drugs        . .  . .   360 

-  with  empyema  . .        35,  361 

-  of  gall-biadder  . .  254 

-  erysipelas  . .  . .  360 

-  from  essential  oils       . .   360 

-  in  foptid  bronchitis       . .  360 

-  pranjirene  of  lunj?  . .  360 

-  with  liepatic  abscess  . .  361 

-  ill  intestinal  obstruction  360 

-  leuluemia  24, 25,  55, 273, 

570,  572,  632 

-  with  liver  abscess         . .  362 

-  lymphatic  leuksomia  61,  330 

-  in  measles  . .  . .  360 

-  meningitis  . .  . .   361 

-  myxcedema  •     . .         . .  360 

-  osteomyelitis     . .         . .  668 

-  from  peppermint  . .  360 

-  periostitis  . ,  . .  693 

-  in  phthisis  with JBecondary 

infection        '. .  ..  360 

-  pneumonia  35,  361,  593 

-  from  protargol  . .         . .  360 

-  py»mia 696 

-  pylephlebitis      . .  . .   360 

-  pyosalpiax         ..  ..   361 

-  rabies 360 

-  ratbite  fever      . .         . .  698 

-  ruptured  tubal  gestation  693 

-  sarcoma  . .  . .  . .   360 

-  scarlet  fever       . .  . .  360 

-  septic  arthritis  . .         . .  .339 

-  sepiicicmia         ..  ..  567 

-  after  severe  blood  loss. .  360 

-  from  succinic  acid        . .   360 

-  subdi.iphragmatic    ab- 

scess   ..  ..      451,  658 

-  with  suppuration  . .   360 

-  suppuration  sucgosted  by  672 

-  with  thrombosis  of  vein  360 

-  in  tonsillitis       . .  . .   360 

-  trichinosis  . .  . .  464 

-  tuberculous  meningitis..  360 

-  from  turpentine  . .  360 

-  in  typhus  fever. .         . .  335 

-  urethritis  ..         ..  360 

-  with  whitlow     ..  ..  360 

-  v\  whooping-cough       . .  360 

-  worms  gugurested  by    . .  672 
Leacocythajmia  (sec   Leu- 

knimia) 
Leucodermtai  ..529 

-  line^    atrophictp    sirau- 

latinp 365 

Leuco-meianodermia  {Figs. 

223,  221)         ..  ..    528 

T.euconvchia  . .  . .   400 

LEUCOPENIA  ..361 

-  malaria    ..        361,  362,  370 

-  in  pernicious  antemia  24,  361 

-  typhoid   fever    76,  171, 

3.35,  361,  6.16 
L'^ticorrhcpa,  cachexia  with     99 

-  from  endometritis     192.  387 

-  pigmentation  of  face  with    99 

-  with  pyosalpinx  ..   682 

-  pyuria  from      . .      575,   581 

-  urethritis  from  ..      182,  478 

-  from  uterine  congestion    387 
Jjeukiemia,  aches  and  pains 

in         467 

-  albumosuria  with         16,  17 

-  amenorrhtea  In . .  . .     18 

-  anaemia  in  . .        99.  283 

-  (is<'ites  in  45,  46,  65 

-  hosoi^hile  cells  in  ..     24 

-  bleeding  gums  in  . .     72 


Leukcemia^  contd. 

-  blood  per  auum  in      . .     76 

-  cachexia  in        . .  . .     99 

-  Cbarcot-Leyden  crystals 

in        102 

-  chloroma  related  to    . .     39 

-  chlorotic  ansemia  in     . .     24 

-  chylous  ascites  from  60,  106 

-  chylous    fluid    in   chest 

from 106 

chyluria  from    . .         . .     50 
cirrhosis  simulating     . .  273 


166 

221,  273 

266,  273 

276,  283 

..  287 

..  273 

166 


325 
672 


26 
25 


26 


25,  5.»6 
..  699 

en- 
..  679 
..  25 
3.10 


-  deafness  from    . 

-  epistoxis  from 

-  tuDmatemesis  in 

-  hematuria  in 

-  luemoptysls  In  . . 

-  luBmorrhages  in 

-  into  middle  car  in 

-  tongue  in 

-  jaundice  in 

-  loucocytosis  in   64,  273, 

570, 

-  liver  enlarged  in         64,  374 

-  loss  of  weight  in  . .     99 

-  lymphatic,  age  incidence 

of        25 

anromia  in     . .        25,  556 

ascites  in        . .         . .     61 

basophile  cells  in      . .     26 

Leuksmhi,  lymphatic  Mood 
changoi  In    ..        ..25 

f  Plate  V)  . .     28 

blood    count    in    dia- 
gnosing      ..         ..  632 
change    of    tempera- 
ment in      . .         . .     25 

chloroma  allied  to  . .  556 

siraolatlng  . .         . .  206 

colour  index  in         . .     26 

different  types 

epistaxis  in    . . 

without  gland  enlarge- 
ment 

hffimorrhages  in 

into  tongue  in 

inguinal     glands     en 

larged  in    . . 

-  -  irriUbility  in.. 

jaundice  in     . . 

lachrymal  glands  en 

larged  in     ..        25,  095  I 

leucocytosis  in  26,  51, 

65,  330 

without  leucocytosis       26 

loss  of  appetite*  in    . .     25  , 

lymph  glands  enlarged 

in  25.   51,    56,    64,  ; 

376,   556,  670,  632  I 

lymphocytes  in  25, 51 ,  ' 

55,  64,  274,   330,   632 

in  cerebrospinal  fluid  305 

Miculicz's  syndrome  in 

25,  696 

myelocytes  in  . .     26 

nodules  in  liver  In    . .  374 

portal  glands  enlarged 

in     ..         ..         45,  61 

prognosis  In  . .         . .     26  i 

purpura  in     . .  . .     25 

first  sign  of  . .  566  I 

pyrexia  in      . .         . .     25 

salivary  glands  enlarged 

in     ..         ..        25,  696 
serous  Inflammations  in   26  i 

-  simulated  by  lympho- 

cytosis       ..         ..26 

spleen  large  in  25,  61, 

66,  556,  631 

Leuksmla,  lymphatic,  sym- 
ptoms of  . .    25 

-  visceral  glands  enlarged 

in 3.10 

-  malaria  simulating       . .  273 

-  marrow  hyperplasia  In . .   707 

-  metrorrhagia  from    390.  392 

Leuksmla,  mixed  forms  of    26 

-  myelocytes  in    . .  . .     64 

-  occipital  glands  enlarged 

in         378 

-  oedema  of  legs  in       413,  415 

-  peripheral  neuritis  from 

61,  64 

-  pleuritic  effusion  In     . .   106 

-  portal  glands  enlarged  in  326 

-  priapism  in        . .  . .  538 

-  prolonged  pyrexia  from  5G3 


Lcuk<Fmia  conld. 

-  pseudo   (see   rscudoleu- 

kaemin) 

-  purpur.i  in         . .  . .   653 

Leuksmla,  pyrexia  In  576,  572 

-  renal  infarct  in..  ..       8 

-  rigors  in  ..      595,  596 

-  shortness  of  breath  from    87 

-  simuliting    malignant 

peritonitis      . .         . .     51 

-  skodaic  resonance  in   ..Oil 

-  spleen    etdarged    in    61, 

99,  273,  283,  570,  611 

-  splenic    antemla    simu- 

lating   273 

Leuksmla,  splenomedullary, 
blood  changes  In      . .    24 

{Plate  IV)  . .     26 

count  in  diagnosing  632 

duration  of    . .         . .     24 

eosinophilla  in  . .   219 

leucocytosis   in        65,  632 

myelocytes  in  23,  24, 

56.  274,  632 

pyrexia  In  {Pig.  4)  . .     26 

spleen  enlai^^  in  24, 

65,  631,  6^2 

-  tenderness  of  bones  in 

467,  707 

-  thrombosis  in    ..         ..411 

-  thrombotic  infarction  in  640 

-  tinnitus  from   . .         . .     723 

-  tongue  swollen  in         . .  698 

-  uric  acid  in       . .  . .   742 

-  effect  of  x-rays  in         . .     25 
Leukoplakia,    carcinoma 

from    . .         . .      701,  739 

-  from  syphilis      . .      209,  739 

-  tongue  swollen  from    . .  698 

-  vulvae,  age  incidence  of  701 

appearances  of  . .   194 

dyspareunla  from     . .  193 

Leukoplakia  vuhra,  kraurosis 
distinguished  from    ..  701 

levator  ani  spasm  from  193 

pain  in  . .         . .  194 

vaginismus  from      . .   193 

vulval  swelling  from    699 

Levaditi's  st^in,  for  splro- 

chaBta  pallida  . .  701 

Levator    anguli    scapulie, 

nerve  supply  of        . .  504 

-  ani,  injury  of,  prolapse 

from 5.18 

rdle  in  defipcation  127,  128 

spasm  of,  cau.se3       . .   193 

dyspareunia  from..  193 

vaginismus  from  . .   193 

-  palpebrsB,  spasm  of,  in 

Graves's  disease       . .  229 

superioris,  absence  of    542 

paraljrsis  of  (and  see 

Ptosis)     ..  ..641 

T^vden,  myopathy  of     . .   136 
Lice,  genital  region  affected 

by 610 

-  shoulders  affected  by  . .  640 

-  tvphus  fever  spread  by  335 
Lichen    annularis,    fingers 

affected  by    . .  . .  239 

-  planus,  arsenic  relieving  489 

brown  stains  from  . .  487 

fingers  affected  by  239,  240 

Lichen  planus,  general  ac- 
count of        . .     467,  468 

itching  in       . .      491,  540 

lips  affected  by         . .  365 

macules  in     . .         . .  383 

Lichen  planus,  papular  ec- 
zema distkigulshed 
from 467 

-  -  papuleof487,491,603,  756 

pityriasis  rubra  after    604 

pilaris  distinguished 

from    ..  ..489 

prurigo    distinguished 

from  ..  ..490 

Lichen  ptainus,  psortaisis  dis- 
tinguished from    488,  603 

syphllldes  simulating    491 

verruca    plana    simu- 
lating ..  ..488 

vesicles  in       . .  . .   756 

xanthoma    simulating  733 

-  ruber  planus,  papule  of  487 

Lichen  scrofulosorum,  gene- 
ral account  of         . .  466 


Lichen y  contd. 

-  urticatus,  ecsema  simu- 

lated by         . .         . .   756 

itching  in        . .       54' »,  756 

Lichenizatlou,  Itching  in . .  540 

-  in  prurigo  . .         . .  490 

Llentery 173 

Life    insurance    examina- 
tions, albuminuria  at    15 

effects  on  heart     . .       2 

nephritis  discovered 

at  ..         ..12 
poljruria  from        . .  535 

-  -  obesity  and  . .         . .  408 

preglycosuric  state  and  4o8 

urine  reduction  and..   743 

Lifting  loads,  orchitis  from     67 
Ligament,  long  plantar,  cal- 
cification in  ..         ..439 

-  plantar,  ossification  of . .  671 

-  round,  fibromyoma  of..  681 
malignant  deposits  in 

666,  657 

-  Poupart's,  line  of         ..674 

-  torn,  pain  long  after  . .  476 
Ligaments      affected      in 

osteo-arthritis  ..  346 

-  ossification  of  . .  ..143 
Ligature  of  artery,  pain  on  434 

-  neurotic,  oedema  from . .  411 

-  of  vessels,  gangrene  from  255 
Light,  intolerance  of  (see 

Photophobia) 
Lightning,  gangrene  from    255 
Lightning  paini  described 

as  rheumatics  . .  440 

spontaneous  cessation 

of 710 

-  -  in  tabes  116,  315,  466, 

616,  609,  6.50 
TJgneous  thyroiditis  . .  158 
Limbs,  chromidrosis  of  . .  655 

-  leprosy  erythema  of    . .  383 

-  lichen  scrofnlosorom  af- 

fecting ..         ..488 

-  pigmentation  of  ..527 

-  pityriasis  rosea  affecting  604 
rubra  pilaris  affecting  489 

-  prurigo  SLffecting  . .  489 

-  psoriasis  affecting         . .  603 

-  seborrhcea  affecting     . .  602 

-  small-pox  affectltig      . .   757 

-  syphilis  roseola  on        . .  383 

-  syphiloderms  of  . .  490 

-  tics  affecting     . .         . .   136 

-  xeroderma  affecting  . .  488 
Lime,  dermatitis  from  . .  755 
Lime-kilns,    carbon    mon- 

o.xide  poisoning  from  119 
Lime-salts,  in  stools         . .  170 

-  (and  see  under  Calcium) 
Limestone,  silicosis  from. .  288 
Lime-water,  in  bile  test  . .  744 

-  in  hffimatoporphyrin  test  744 
LIMPING  IN  CHILDREN    362 

-  from  hemiplegia  . .  251 

-  hip-joint  disease       362,  363 

-  infantile  paralysis  . .  251 
Limphig,  list  of  causes  of . .  362 

-  from  monoplegia  . .  251 
-osteoarthritis     ..  ..347 

-  osteomyelitis     . .         . .  302 

-  pain  on  walking  . .   26 1 

-  parapleaia  . .         . .  251 

-  psoas  abscess     ..  ..  713 

-  sacro-iliac  disease. .  347,  680 

-  trench  feet         . .  . .  224 

-  tuberculous  arthritis     . .  347 

-  x-rays      In      diagnosing 

cause  of  . .  . .  363 

Linea  alba,  minute  herniaa 

along 656 

-  semilunaris,  minute bernlffi 

along 656 

LINEiE  ALBICANTE6  ..  365 
from  ascites  . .         . .     43 

-  atrophlcaa  . .  . .  305 
Linen,  stained  by  jaundiced 

urine 324 

Llplns  in  ascitic  fluid  . .  50 
Lipoma  of  abdominal  wall  650 

-  In  axilla  ..      666,  067 

-  of  breast  . .  . .  680 

-  chronic     abscess     simu- 

lated by         . .       666,  607 

-  cystic  hygroma  simulatingOO  7 

-  of  face 073 
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Lipoma^  contd. 

-  femoral fi75 

-  hernia  simulated  by  650,  C81 

-  impulse   on  coughing  in  681  i 

-  lobulaUDH  of     ..         ..  732  \ 

-  periosteal  . .         . .  671 

-  popliteal  . .         . .  692 

-  retroperit3iieal,    ovarian 

C3r8t  simulated  by   . .  091  i 

-  pelvic  swellint;  due  to  088  i 

-  of  round  ligament        . .  081 

-  sebaceous    cyst    distin- 

(^ished  from..         ..  732 

-  skin  wrinkling  over     . .  067 

-  vulval  swelling  from  . .  700 
Ll9omatoti8  dlffuta,  osneral 

account  off  ..410 

-  -  obesity  in      . .         . .  408 
Lips,  affected  by  stomatitis    74  I 
LIPS.     AFFECTIONS    OF 

THE  RED  PARTS  OF  365 

-  angioneurotic  cedema  of  411 

-  ataxy  of 69 

-  blanching  of.  from  severe 

hasnorrhige  . .         . .  120 

-  bleeding,  from  stomatitis     71  \ 

-  blubber,  from  lymphan- 

gitis    ..         ..         ..671 

-  blueness  of,  in  pneumonia  593 

-  burning,    in    Fordyco'* 

disease  ..         ..  366 

-  capillary  pulsation  in  . .  207 

-  chancre  of  {Fig.  23)  73, 

36."!,  674 

-  chapping  of       . .         . .  365 

-  condylomata  on  . .  365 
•  congested,   from   mitral 

regurgitation  ..  210 

-  dead  feeling  in  . .         . .  365 

-  dermatitis  herpetiformis 

affecting         . .         . .     74 

-  eczema  affecting      365,  600 

-  epithelioma  of  179,  365, 

369,  370 

-  erythema   bullosum    af- 

fecting . .         . .     74 

-  excoriation  of,  in  nasal 

diphtheria      ..         ..179 

-  fissured,  in  Mongolism. .  238 
LIpt,  Fordyco't  diiotto  of 

36S,  866 

-  lierpes  affecting        366,  754 

-  Koplik's  spots  on     178,  228 

-  lichen  planus  affecting. .  365  ' 

-  lupus  affecting  . .         . .  365 

-  paresis  of,  in  bulbar  para- 

lysis      589 

-  pemphigus  Meeting    . .     74 
Lipt.  porlocho  off   . .        . .  366 

-  pigmentation      of,      in 

pernicious        aniemia 
iPkUe  XXI n  . .  528 

-  poutinff.  In  myopathy . .  235 

-  psoriasis  affecting        . .  365 

-  scars  on,  in  congenital 

syphilis  ..         ..  235 

-  seborrhcea  affecting     . .  365 

-  sore  from  picking         . .  865 

-  swelling  of,  from  mercury    73 
stomatitis       . .         . .     74 

-  swollen,  In  myxasdema     234 

-  sycosis  affecting 

-  nyphilis  affecting       365, 

-  syphiloderm  of  . . 

-  tinea  affecting  . . 

-  tremor,  from  lead 

-  urticaria  affecting 

-  yaws  affecting  . . 
Liquor  ammonisB  in  acetone 

test 3 

-  amnii,  deficient,  dystocia 

from    . . 

-  CJotunnii,  albumin  in 
escaping  from  ear 

-  '»pLspasticus,  bullaa  from 

-  ferri   perchloridi,   in  di- 

acetic  acid  test 

-  potasso),     in     Bottger's 

test     . . 

-  -  examining  for  psoro- 

sporms 

-  -  melannria  test 

-  -  methylene  blue  and 

-  -  in  Moore's  test 

-  -  in  picric  acid  test  for 

sufirnr  . .  . .   202 

-  -  safranin  test  . .  . ,  202 


Liquor  potauce,  contd. 

test  for  pus    . .         . .  576 

urates  dissolved  by . .  740 

-  (and  see  Potash,  Cau  aic) 

-  sodffi  in  acetone  test  . .  3 
Lithotomy,  fistula  after  . .  620 
Lithotrity,    epididymo-or- 

chitis  after     ..         ..478 
Litmus  paper,   in   testi  ig 

stool  reaction  . .  170 

Litmus,  photphatos  and  . .  523 
LIttlo't    dItotM,    ocnmil 

account  off     . .     132,  729 

kyphosis  in    . .         . .   139 

scissor  gait  in  . .  139 

Liver  abscess  (see  Absress, 

Hepatic) 
Lhror,  actinomycotit  off  375,  456 

-  acute  yellow  atrophv  of 

(see     Acute     Yellow 
Atrophy) 

-  adenoma  of,  simulati  ig 

hydatid  ..         ..374 

-  albumosuria  from  affcj- 

tions  of  . .         . .     16 

-  alcoholic,  dwarfing  of  one 

.    lobe  of  . .         . .  366 

-  angiomata  of  . .  371 

-  carcinoma  of  (see  Car- 

cinoma of  Liver) 
Livor,    chrhotlt    of    (nee 

Cirrhosis) 
Lfvor,  congottlon  off,  actlva, 

oonoral  account  of  ■ .  334 

simulating     hepatic 

abscess    . .         . .  3.^4 

pain  in  the  back  from  716 

passive     (see     Liver, 

Nutm^) 

in  Tropics      . .         . .  369 

LIvor,  doprotsod   . .        .367 

-  dipping  to  feel  41,  371 

Livor  diaoaiotcautina  ascites  46 

tenderness     of    spine 

from         (Fig.  291)  716 
368 

656 
353 
366 
426 


600 
739 
490 
.^$65 
726 
365 
403 


200 
421 
421 
97 

. .  170 

r's 

. .   262 

730 
740 
747 
262 


308 


LIvor  displaood 

by  meteorism 

-  renal  tumour. . 

from  tight  lacing 

in   visceroptosis 

from  weight  in  nutmeg 

change 

-  dropped,     constipation 

with 127 

in  wasting  diseases  . .  367 

-  dullness,  absence  of,  with  I 

meteorism      . .         . .  656  i 

pneumoperitoneum    656 

LIVER    DULLNESS,    DE- 
FICIENT .366 

diminished,    in    acute 

yellow  atrophy  273. 

333,  366 

cirrhosis     . .         . .  360  ! 

emphysema        167,  I 

217,  366,  368 

gas  in  bowel      366,  368 

in  perforative  peri- 
tonitis    ..      366,  368 

pneumothorax       . .  366 

from  tight  lacing  . .  360 

increased  upwards,  by 

abscess       ..         ..  367 

-  dvspeptic  congestion  of    369 

-  edge,  beaded       51,  272,  332 

rounded  . .         . .     62 

turned  under. .         . .     62 

LIVER.  ENLARGEMENTS 

OF  THE  ..  366 

-  -  from  abscess         320,  658 

by  actinomycosis     . .  375 

from  acut€  congestion  334 

in     alveolar     echino- 

coccus  disease       . .  376 

by  aneioraa    . .         . .  374 

ascites  with  . .         . .     46 

bile-duct  obstruction 

326,  369,  372 

bronchiectasis  from . .  292 

in  bronzed  diabetes. .  372 

from  carcinoma  46,  47, 

50,  52,  77,  252,  326, 

831,  373 
carcinoma     of     colon 

simulating  . .      330,  307 

pancreas  simulating  330 

stomach  simulating  307 


Liver ^  tnlargemfntf,  contd. 
in  catarrhal  jaundice 

—  ch^t  bulged  by 

from  cholangitis    333, 

In  dironic  alcoholism 

nephritis    . . 

chronic  peritonitis  si- 
mulating   . . 

—  -  from   cicatrization   of 

hepatic  duct 

—  in  cirrhosis    61,    266, 

272, 320,  332, 

of  childhood 

in  congenital  syphilis 

congestion 

LIvor,  onlarpod,  doprosslon 
off  liver  simulating   . . 

from  distoma  hepati- 

cum 

from  emphysema 

f«?es  in  colon  simu- 
lating 

in    familial    acholuric 

jaundice     . . 

—  -  fatty 

—  fibroid  lung  from 
in  fungating  endocar- 
ditis {Fig.  270)     . . 

from  gall-stones     272, 

in  general  tuberculosis 

by  gumma     334,  372, 

in  Hanot's  cirrhosis  . . 

Irjra  heart  failure  63, 

—  high  blood-prassure  . . 

by  hydatid    . .       49, 

jaundice  with        826. 

from,  some  types  of 

Livor,     onlarped,     kidney 

simulated  by  . . 

in  lardaceous  disease 

8,  35,  375, 

leukffimia       . .       04, 

locally,  by  abscess    . . 

carcinoma  . . 

gumma 

hydatid  cyst 

sarcoma 

in  lymphadenoma  329, 

—  mitral  regurgitation 

210, 

—  myocardial   degenera- 

tion  

nutmeg  63,  834, 

omental  matting  simu- 
lating        . .        48, 

tumour  simulating 

pain  in  the  hypochon- 

drium  with. . 

from     phosphorus 

poisoning    326,  336, 

in  pseudo-leuloemia. . 

pylephlebitis  . . 

relapsing  fever 

renal  tumour  simulat- 
ing . .         ..        61, 

rigid  rectus  simulating 

from  sarcoma..      62, 

from  single  abscess  . . 

skodaic  resonance  from 

from  suppurative  cho- 
langitis 

pylephlebitis 

suprarenal     tumour 

simulatini?  . . 

from  svphilis. . 

with  tricuspid  regurgi- 
tation 

—  from  tropical  conges- 

tion 

tuberculous  peritonitis 

simulatintr  . . 

—  vena  caval  obstruction 

by 

in  Well's  disease 

—  fatty,  from  alcohol 

—  phosphorus         . .       73, 
Liver,   ffatty.   OMieral  ac- 
count of 

from  severe  anaemia. . 

tubercle 

—  wasting  disease 

—  fibrosed,    in    congenital 

syphilis 

—  furrowed,     from     tight 

lacing  . . 

—  gas-containinsr    loculi  in 

—  Gaucher's  cells  in 


329 
169 
697 
51 
212 


..  867 


329 

370 
332 
831 
326 

367 

328 

217 


611 
374 
292 


610 
374 
375 
668 
372 
212 
212 
375 
369 
330 

353 

685 
374 
330 
3.10 
310 
31') 
3.10 
374 

211  I 

90  , 
368  I 

367 
331 


374 

37 

333 

336 

830 
659 
252 
369 
611 

369 
696 

331 
326 

92 

369 

48 

749 
336 
375 
337 

374 
375 

376 
375 


367 
203 
634 


Licer^  rotUJ. 

-  gumma  of  (sec  Ouninaa 

of  Liver) 

-  hard,    from     carcinoma 

2-52.   373 

-  -  cirrhosis    52,  272,  332,  37') 

new  growth    .  .  .  .      32 

sarcoma  -  .  - .    252 

-  hydatid    cyst     of     (<ee 

Hydatid        Cyst         in 
Liver) 

-  irregular,  from  carcinoma  373 

in  cirrhosis     .  .  -  -    272 

from  syphilis.  .  .  .   372 

-  kidney  simulated  by     .  .    567 

-  lardaceous    (see     Lania- 

ceous  Liver) 

-  lesions,  ptyal ism  from  . .   543 

-  leukaamic  nodules  la      . .   374 

-  lobulated  . .  .  -   3« 

-  lymphadenomata  of      -  .    374 

-  malignant,  pyrexia  with     77 

-  melanotic  sarcom'i  in   .  .   353 

-  new  growth  of,  pain   in 

the  back  from  . .    71  fi 

shoulder  from    . .   475 

physical  signs  of  the     3«v6 

proportions  of  the     . .   36*3 

-  nutmeg,    from     arterio- 

sclerosis . .  11,  36^ 

ascites  with    ..  47,531 

cyanosis  with  . .   354 

from  fibroid  lan^      . .   554 

Liver,  nutmeg,  foiMrAl  ac- 
count of  . .  366 

from  granular    kidnev     11 

from  heart  failure  47. 

62,  S3i,  CS4 

jaundice  with  . .   334 

liver  enlarged  with    . .     47 

tender,    pulsating  354 

from  lung  disease     . .     47 

from  mitral  stenosis. .   334 

oedema  of  legs  with  . .   531 

pain    in    epigastrium 

from  . .  . .   437 
shoulder  from  . .   47-1 

-  primary  growth  of       . .     32 
Liver,     Prussian-blue     re- 
action in,  in  bronzed 
diabetes  ..  ..21 

in  pemicioos  anae- 
mia     . .  . .      24 

in  sprue  . .  . .     24 

Uver.  pulsatile      36S.  388,  9H 

from  heart  failure     . .      52 

mitral  regurgitation.  .   211 

tricuspid  r«furgi cation     02 

nutmeg  chance  . .   33* 

Liver,  RMd't  lobe  off        .366 

-  rub  over. .  . .       ."ix*.  592 

-  sarcomi    of    (see     Svtr- 

comi  of  Liver) 

-  secondary  carcitioma   Id 

77,  196,  317 
Liver,    suppuration     in, 

general  account  of  . .  389 
Liver,  typhlllt  of,  gonoral 

account  of  37i,  372 

-  tender,  from  acute  con- 

gestion . .  . .   334 

cholangitis      . .  . .   333 

gall-stones      . .  . .   272 

new  jrrowth    . .  . .     52 

nutme?  change  . .    334 

-  (see    Tenderness     of 

Liver) 

-  transposed         . .  . .   iCfi 
Liver,  tropical  conoeetion  of  389 

-  tuberculous  tumour  in . .  375 

-  tumours,  ascites  from . .     46 
portal  obstruction  from    46 

-  umbilicated  nodules   in 

52,  253,   331.  373 

-  uneven,  from  cirrhosis. .  370 

-  venous    congestion       of 

(see  Liver,  Nutmos) 

-  visible  movements  of    . .  373 

-  wandering  (see  Hepato- 

ptosis) 
LIvidity  (see  CJyanosi  o 
Llewellyn,  L.  J.,  illustration 

lent  by  . .  . .  343 

Lobar     pneumonia       (see 

Pneumonia) 
TiObelia,  asthma  relieved  by  53-> 
Lobster,  urticaria  from    ..   771 
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Locomotor  ataxy  (jwe  Tabes 
Dorsalb) 

Lock-jaw  (see  Tetanus ; 
and  Trismus) 

Locke,  Dr.  Lindsay,  skia- 
grams by       .'.      440,  531 

Locking  of  joints  . .         . .  346 

Loin  filled  out  by  perine- 
phric abscess. .      352,  451 

-  oedema  of,  in  aoute  ne- 

phritis..        ..  9,  412 

-  pain  in  (see  Pnin  in  Lcins ; 

Bockaolio ;  and  Aching 

in  Loins) 
Loin,  tumour  in,  from  pori- 

nsphrlc  lotions  ..  353 
Ijondon,  rinjfworm  of      . .  247 

-  School  of  Tropical  Medi- 

cine ..  28,29,30,31 
Lonsr  plantar  Hfirament  439,  671 

-  thoracic  nerve  504,  605,  53C 
Loose   cartllacre    in    knee, 

limping?  from . .         . .  3C2 
LordosiJ^  abdomen  promi- 
nent from'      . .         ..   15fi 

-  in  achondroplasia        ..  187 

-  from  congenital  disloca- 

tion of  hip    . .      156,  251 

-  in  contortionists  . .  150 
Lordosit.  gonorai  aceount  of  156 

-  with  kyphosis   ..      156,  150 

-  from  myopathy  (f^.  66)  166 

-  rickets 188 

Los^  of  appetite  (see  Appe- 
tite, liOSS  of) 

-  ^\•cight  (sec  Weight,  Loss 

of) 
Lozenges,  oosin  in . .         . .  746 
Lumbago,  a  form  of  my- 
algia     407 

-  pain  in  the  back  from 

428,  438 

-  rectal  examination  in  . .  429 

-  sciatica  witli     . .         . .  438 

-  simulated      by      pelvic 

lesions 429 

-  spondylitis  deformans    715 
tumour  ..  429 

-  tenderness  in  the  back  in  438 

-  of  spine  from . .         ..  713 

-  vaginal  examination  in    429 
Lumbar  cushion    . .         . .  412 

-  pain  (see  Pain  in  Loins  ; 

Backache ;    and  Ach- 
ing in  Loins) 
Lunbar  pioxut  498.  499.  500 

-  puncture,  in  diagnosing 

cause  of  pain  in  arm . .  412 

prolonged  pyrexia  6rtS 

cerebral  tumour    . .  526 

encephalitis  . .  625 

general  paralysis  . .  243 

meningitfe,  147, 225, 

316.     611,     615, 
626,  666,  690,  640 

pachymeningitis    . .  625 

sarcoma  of  cord    . .  305 

sciatica       . .         . .  439 

-  -  spinal       meningitis 

417,  439 

spotted  fever        . .  554 

(and     see    Cerebro- 
spinal Fluid) 

-  rocrion,    Jacquet's    ery- 

thema of        . .  . .  401 

Lumbar  reqion.  loft,  organt 

containodin  ..  ..660 
Lumiiar  roglon.  right,  or- 

oans  contalnod  in  . .  660 
Lumiiar  logmontt  of  cord, 

muscle  connections  of  499 
Lumhricals,     aflfocted     in 

ulnar  paralysis         . .  1 10 

-  of  foot,  nerve  supply  of  498 

-  hand,  nerve  supply  of  . .  501 
root  innervation  of  . .  509 

-  paral^is  of,  talipes  from  1 11 

-  role  m  claw-hand        . .   190 
Lung,  abscess  of  (see  Ab- 
scess of  Lung) 

-  actinomycosis     of     (see 

Actinomycosis) 

-  aneurysm  ruptured  into 

287,  290 

-  aepergUloeis  of  (see  As- 

pergillosis) 

-  carcinoma  of     ..      287,  290 


Lung,  cirrhosis  of  (see  Pneu- 
monoconiosis) 

-  compressed  by  aneurysm  434 
Lung-conditions,  iioart  fail- 
ure from  14 

-  congestion     of,     heamo- 

ptosls  due  to  . .         . .  212 
from  mitral  regurgita- 
tion  212 

stenosis      . .         . .  215 

-  diseases,  heart  large  from    54 
pancreatitis  with      . .  100 

-  embolus  of  (see  Embol- 

ism, Pulmonary) 
Lung,   empyema  ruptured 
through   86,  168,  287, 
291,  531,  632,  643,  705 

-  engorgement    of,    from 

myocardial   degenera- 
tion      90 

-  fibroid,  albuminuria  from    14 
amphoric      breathing 

over  ..         ..  216 

ascites  from"  . .         . .     46 

back  pressure  from  . .     40 

bronchial    breathing 

over  ..         ..168 

bronchiectasis  and  14, 

111,  16S,  216,  292 
bronchophony  over  . .  216 

-  -  bubbling  r&les  in      . .  168 
cavernous    breatliing 

over  . .         . .  216 

chest  of  affected  side 

shrunken  from   163, 

164,  216 

movement  defective 

with        ..         ..168 

outline  with  (Fig.  79)  167 

Cheyne-Stokes  breath- 
ing from     . .         . .  108 

clubbed    fingers    with 

14,  111,.  168,  216,  643 
compensatory  emphy- 
sema of  other  lung 
with  ..         ..216 

cough  from    ..         ..216 

cracked-pot  sound  over  216 

crackling  rftles  ovei". .  216 

cyanosis  from  . .  161 

-  deficient      movenent 

over  ..         ..216 
distinguished    from 

phthisis      ..         ..216 

dyspnoea  from  . .  216 

epigastric      pulsation 

from  ..         ..216 

foetid  sputum  with   . .   168 

hsemoptysis  from     . .  216 

heart  displaced  by  111, 

168,  206,  216,  299 

failure  from  14,  46, 

108,  161.  418 

-  intercostal         spaces 

narrow  with  . .  168 

Lung,flbroid,  list  of  causes  of  292 

Uver  depressed  with. .  367 

nutmeg  liver  from  . .  334 

orthopnoBa  from        ..  418 

osteo-arthropathy  from  352 

palpitation  from      . .  484 

pectoriloquy  over     . .  216 

Lung,  fibroid,  ohysicai  signs 
of  168,  206.  292,  643 

polycythcemia  with  . .  533 

precordial      pulsation 

from  ..         ..216 
resonance       impaired 

over  ..      168,  216 
retraction     of     chest 

from  ..      168,  169 
right  ventricle  enlarged 

from  ..      21.5,  216 

scoliosis  from         163,  216 

shoulder  drawn  down 

in 216 

lowered  with         . .  168 

Lung,   fibroid,   signs   and 

symptoms  of  ..        ..210 
simulated     by     new 

growth        ..         ..104 

spinal  curvature  from  168 

sputum  from..         ..  216 

vesicular  murmur  im- 
paired over  . .  168 

vocal    fremitus    over 

108,  216 


Lun^,  fibroid^  contd. 

vomiting  from  . .  765 

Wassermann  test  with  292 

-  JIuke       645 

LUNG,     GANGRENE    OF  259 
(and  see  Gangrene  of 

the  Lung) 

-  glanders  affecting        . .     97 

-  growtii     of,     aneurysm 

simulating     . .         . .  159 

bronchus  obstructed  by  159 

cyanosis  from  . .   159 

mediastinal     fibrosis 

simulating  . .         . .  169 
ODdoma    of    faco    and 

arms  from  . .         . .  159 

pleuritic  effusion  from  159 

vena     cava     superior 

obstructed  by       ..   1.59 

x-rays  in  diagnosing. .  159 

Lung,  hepatic  absceu  rup- 
tured through  149,  287, 

291,  332,  370,  644,  705 

-  hernia  of 169 

pulsation  In   . .         . .  69 1 

-  hydatid  cyst  of         287,  291 

-  induration  of,  from  mi- 

tral stenosis   ..      '    ..  215 

-  infarction  of  (see  Infarct 

of  Lung) 

-  injury  of,  subcutaneous 

emphysema  from     . .  20r{ 

-  knife-grinder's  286,  28S 
Lung,  new  growth  of     ..104 

-  sarcoma  of  (see  Sarcoma 

of  Lung) 
I  Lung,  sporotrichosis  of  287, 

290,  292 
I  -  stonemason's     . .         . .  28G 

-  vagus  branches  to         ..   148 
Lupoid,  muHiple  benign  . .  405 

1  Lumpus  erythematosus,  age 

incidence  of  . .         . .  710 

1 atrophic  scarring  in  ..  212 

atrophy  of  ears  from..  60.) 

baldness  from         71,  710 

Lupus  erythematosus,  char- 
acters of  . .  402 

I cheeks  affected  by    . .  603 

chilblains  simulated  by  602 

comcKlones  in. .         ..  602 

erysipelas  simulated  by  710 

erythema  from         . .  222 

face  affected  by       ..217 

I favus  simulating      . .  247 

fingers  affected  by  239,  240 

granulosis  rubra  nasi 

I  distinguished    from  654 

I  Lupus  erythematosus,   le- 
I        sions  of  . .  602 

I lips  affected  by        . .  305 

:  —  lupus   vulgaris   simu- 
I  lating  ..  ..402 
parts  affected  by      . .  602 

Lupus  erythematosus,  psori- 
asis distinguished  from  603 

rosacea    distinguished 

from  ..  ..242 

scaliness  in     242,  602,  603 

scarring  in    71,    247, 

602,  on.*? 

sex  incidence  of       ..710 

tenderness     of     scalp 

from  ..         ..710 

'  -  vulgaris,  age  incidence  of 

179,  402,  735,  738 

Lupus  vuioaris,  apple-Jelly 
,         nodules  of      179,  402, 

601,  738 

I bone  never  eroded  bv 

I  402,  735 

cartilage  eroded  by  . .  402 

1 crusts  in        . .         . .  601 

of  cheeks       . .         . .  1 79 

' erection  from . .         . .  220 

I epithelioma  simulating 

I  402,  422 

starting  from        . .  73 1 

I  -  -  finger  affected  by     . .  210 

Lupus    vulgaris,    general 
i         account  of  . .  735 

granulosis  rubra  nasi 

I  distinguished  from     661 

of    larynx    168,    199. 

'  287,  293 

-  -  of  leg 738 

, leprosy  mimicking  402, 401 


Lupus  mUgarutf  contd. 

lips  affected  by        . .   365 

iupus     erythematosus 

simulating  . .         . .  402 
lymphatic    gland    in- 
volved in    . .         . .  403 

nose  affected  by    179,  402 

of  palate        ..         ..  285 

pharynx         . .         . .  285 

rodent  ulcer  simulating  402 

scarring  in     . .         . .  402 

' —  scrofulodermia    simu- 
lating ..  ..402 
distinguished  from    559 

-  -  spinal  caries  and      . .  616 
syphilis  simulating 

402,  403 

-  tuberculous    ulcer    of 

palate  with           . .  688 
with  tuberculous  peri- 
tonitis  48 

Lying,  from  alcoholism  . .  465 
Lymphadenoma  (and   see 
Hodgkin's  Disease) 

-  albuminuria  in  . .         . .     13 

-  anaemia  in        . .      329.  679 

-  a-scites  in  . .         45,  51 

-  axillary  glands  affected 

by       380 

-  bronchiectasis  from      . .  292 

-  bronchus  stenosis  from     292 

-  cervical  glands  enlarged 

from 379 

-  fibroid  lung  from         . .  292 

-  general     glandular     en- 

largement in  ..       61,  376 
^  luemoptysis  in  . .         . .  287 

-  hiccough  from    . .         . .  308 

Lymphadenoma,  Hodgkln's 
disease  and    ..     377,635 

-  inguinal  glands  enlarged 

in        679 

-  jaundice  in        . .      325,  329 

-  lachrymal  glands  enlarged 

in        695 

-  large-celled  hyperplasia  in379 

-  leucopenia  in     . .         . .  361 

-  liver  changes  in . .  ..  374 
enlarged  in    . .      329,  374 

-  lymphoma  and..         ..  377 
Lymphadenoma,    lympho- 
sarcoma and  ..    377,  635 

-  Miculicz's  syndrome  in    695 

-  myelocytes  in    . .         . .     23 

-  occipital      glands      en- 

larged in        . .         . .  378 

-  orthpncea  in      ..         ..  419 

-  pleuritic  effusion  in      . .   106 

-  portal  glands  enlarged  in 

46,  51,  325,  329 

-  purpura  in         . .  . .  553 

-  pyrexia  in  . .         . .  679 

-  salivprv  glands  cnlnrgwi  695 

-  simulating       maligna  it 

peritonitis      . .         . .     51 

-  spleen  enlarged    in    .^l, 

329,  679 

-  thrombotic  infarction  in  640 

-  tuberculous  glands  simu- 

lating   378 

-  vocal  cord  paralysi*  from  496 
Lymphanaioma     'circum- 
scriptum ..756 

-  of  cord,  hernia  simulated 

by       682 

Lymphangitis,  blubber  lips 

from 674 

-  from  di&section  wounds    240 

-  erythema  from  . .         . .  222 

-  of  penis 473 

Lymphatic  glands,  abdo- 
minal, enlarged,  cise- 
ous  thoracic  glands 
with  ..         ..308 

in  Hodgkin's  dis- 
ease    . .         . .  635 

leukaemia  . .     51 

lymphadenoma . .     51 

Lymphatic  glands,  axillary, 

anatomy  of   . .        . .  666 
Lymphatic  glands,  axillary, 

eniarqed  ..380 

from  carcinoma 

380,  686,  687 

Lymphatic  glands,  axillary, 
enlarged,  general  Ac- 
count of        . .     686.  667 
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LYMPHATIC    GLANDS 


Lymphatic  glands^  contd. 
' —  axillary,  enlarierod,   in 

German  measles    . .   228 

from  herpes      ..  431 

Hodgkiii'a  disease 

(Fig,  1G8) 

377,  569,  G3o 

leukaamia  . .     51 

lichen     scrofulo- 

somm  with    . .  488 

... in  lymphadenoma 

51,  380 

lymphatic  IcukiD- 

mia     . .         . .     25 

from  mastitis    . .  C8fi 

pruri{?o   . .         . .  490 

from  septic  absorp- 
tion    ..  ..  380 

tubercle  . .      378,  380 

tubcrculoos  breast  GSd 

pain  in  arm  from  . .  443 

-  bronchial,  caseous,  age 

incidence  of  . .  385 

Lymphatic  glands,  bron- 
chial, casMuc  brady- 
pnoa  from    . .       8  i,  85 

bronchiectasis 

from    ..         ..292 
seen  with  the  bron- 
choscope   (Fiff. 
G8)       ..         ..  158 

bronchus  stenosis 

from    292,  381,  704 

(Fig.  61)..         ..  149 

in  children        ..     85 

coujrh  from        . .  149 

difficulty  in   dia- 
gnosing . .  385 

fibroid  lung  from  292 

general     tubercu- 
losis from       . .  385 

hanmoptysis  from  287 

hiccough  from  307  308 

irruption  into  bron- 
chus   381.  420,  644 

-  - into  trachea  . .  418 

- marasmus  from . . 

- from  milk 

obstructing 

trachea 

-  -  —  orthopnoea  from 
— phrenic  nerve  irri- 
tation by 

simulating    dipl^ 

theria  . .         . , 

tachycardia  from 

vagus  nerve  irri- 
tation bv       . .  308 

ar-rays  in  diagnos- 
ing      . .        85,  149 

cretaceous     Iiaomo- 

ptysis  from 

Lymphatic  *  glandf.  bron- 
chial, enlarged 

bronchus     ob- 

stnicted  by    . . 

in  Hodgkin's  dis- 
ease    . .  . .   ftOH 

- in  lymphntism  . .   382 

systolic  bruit  over 

manubrium  from  91 

.T-rays  in  detecting  370 

inflamed,  conarh  from  149 

-  carotid,  enlarped  from 

epithelioma  ..  738 

-  -  caseous,"  milk  causing 

308,  379,  385 

-  —  periodic  fever  from    SO"* 

pyrexia  from         . .   704 

scrofulodermia  with  403 

T-ravs  in  diaernosing 

85.  149.  308,459,  701 

-  -  cervical,     carcinoma- 

tous  190 

Lymphatic  glands,  cervical, 

eniaroed  ..  379 
from  boil            . .   64  7 

- carious  tooth     . .   647 

- caseoiLS     thoracic 

elands  with     . .   308 

Lymphatic  plands.  cervical, 
enlarged,  epithelioma- 
tou8 380 

-  -  -  -   in  fJprman  mensles  228 

-  -  -  -  ITo<li?kiii'«  dispnsfi 

370,  (Fio.  lOS) 

377,  5G9,  G35 


385 
385 


157 

418 


308 
157 


287 
381 


376 


Lymphatic  gland* ,  contd. 

cervical,        enlarged, 

inflammatory        . .  379 

in  Kirkland's  dis- 
ease    . .      379,  015 

lichen    scrofulo- 

sorum  with    . .  488 

in  leukscmia      . .     51 

lymphadenoma 

51,  379 

lymphatic  Icukte- 

mia     . .         . .     25 

lymphosarcoma. .  379 

mumps  simulated 

by       ..         ..617 

from  otitis  media  379 

pediculosis      379,  647 

peptic  ulcers     . .  740 

scarlet  fever   10, 

228,  379,  617 

Lymphatic  glands,  cervical, 
enlarged,  sources  of 
infection  causing     ..617 

spinal  caries  and  516 

stiff-neck  from  . .  G47 

from  tonsillitis  . .  647 

Lymphatic  glands,  cervical, 
enlarged,  tuberculous 

379,  378 

with   tuberculous 

peritonitis      . .     48 

inflamed,  dysphagia  ' 

from       ..         ..  617  I 

sore  throat  from 

018,  617 

torticollis  from  . .  142 

lympliadenomatous, 

orthopnoca  from 

418,  419 

trncliea  obstructed 

by       ..         ..418 

malignant,      ortho- 

pnoDa  from    418,  419 

stridor  from      . .  661 

trachea  obstructed 

by       ..         ..   418 
vocnl    cord    par- 
alysis from    . .  495 

sarcoma  of  . .  380 

tubcrctilous,    laryn- 
geal paralysis  from  495 

ulceration  of      . .  379  j 

ulceration  of  malig- 
nant      ..         ..  380 
LYMPHATIC  GLAND  EN- 
LARGEMENT ..  376  I 
blood-count  in  differ- 
entiating ..  376 

In  chloroma      205,  566 

generplly,  in  German 

measles  ..         ..228 

in  plague  . .  378  j 

Still's  disease  35,  378 

syphilis  240,  491,  618 

tuberculosis       . .  378 

in  Hodgkin's  disease 

37,  65,  64 

Lymphatic  gland  enlarge- 
ment, localized        . .  378 

leukaemia      65,  64,  670 

lymphadenoma     . .     61 

lymphatic  leukiBmia  650 

multiple  benign  sar- 
coid        ..  ..  405 

in  mycosis  fungoides  731 

pleuritic    effusion  I 

with     ..      ..  106 ; 

syphilides  and       . .  560 

from  tinea  circinata  249 

Lymphatic  glands,  epi- 
trochlear,  enlarged  ..  380 

with  arthritis    . .     35  i 

from  digital  chan-  I 

ere       ..         ..  381 

in  Hodgkin's  dis-  I 

ease  (Fin.  168)  377  ' 
rheumatoid  arth- 
ritis    . .      343, 
from    septic    ab- 
sorption 
Lymphatic  glands,  femoral, 

anatomy  of    . . 
Lymphatic  glands,  femoral, 
onlaroed  381, 

from  bites 

epitheliomatons 

679,  738 


378 
380 


679 


675 

679 


Lymphatic  glands^  contd. 

femoral,      enlarged, 

from  pediculosis    . .  679 

syphilitic  . .  679 

from  truss  . .  679 

tuberculous       . .  679 

hernia  simulated  by 

679,  680 

suppurating  . .  679 

Lymphatic  glands,  general- 
ized enlargement  of, 
list  of  causes  of       . .  376 
Lymphatic  glands,   Hodg- 
kin's, characters  of..  377 
Lymphatic  glands,   Hodg- 
kin's,  distinguished 
from  tubercle..        ..  380 
iliac,  calcareous,  simu- 
lating stone  in  ureter  456 

connections  of       . .  679 

enlarged     . .         . .  676 

appendicitis  simu- 
lated by      459,  677 

malignant      381,  480 

swelling  in   right 

iliac  fossa  from  665 

tuberculous        . .  677 

inflamed, causes  of  459 

pain  in  iliac  fossa 

from  462,  454,  459 

pyrexia  from     . .  459 

rectal  examination 

for       ..         ..  459 

swelling    in    iliac 

fossa  from     . .  459 
Lymphatic    glands,    Iliac, 

tuberculous    ..        ..459 
operation  in  dia- 
gnosing . .  469 

tuberculous    ob- 

cum  simulated 
by       ..         ..469 
von  Pirquet's  re- 
action with    . .  459 
T-rays     in     dia- 
gnosing ..  469 

inflamed,  absce^  from  381 

pain  over  . .         . .  381 

pyrexia  from        . .  381 

reddening    of    skin 

over        . .         . .  381 
Lymphatic  glands,  Inguinal, 

anatomy  of   . .        . .  679 
Lymphatic  glands,  Inguinal, 
enlarged  ..381 

by  carcinoma  184, 

381,  585 

witli  chancre  618,  700 

from  epithelioma 

019.  021,  696,  700 

Lymphatic  glands,  inguinal, 
enlarged,  general  ac- 
count of  ..  679 

in  German  measles  228 

from  herpes   431,  754 

in  Hodgkin's  dis- 
ease    ..     669.  6.^5 

leukffimia         61,  679 

lymphadenoma 

51,  679 

lymphatic       leu- 

kromia  . .     25 
melanotic        sar- 
coma ..         ..  381 

prurigo   ..         ..  490 

from  sarcoma    . .  680 

scrotal  chancre..  621 

septic  absorption  381 

in  sleeping  sickness  28 

from  soft  sores  ..617 

syphilis  . .      184,  377 

trypanosomiasis       28 

tuberculous       . .  378 

inflamed,    limping 

from        ..         ..  863 

from  soft  sore  . .  619 

suppurating  . .  680 

lumbar,  enlarged,  from 

carcinoma  480,  685,  696 

mastoid,  inflamed    . .  203 

Lymphatic  glands,  medi- 
astinal, caseous,  notes 

on       704 

phrenic  nerve  irri- 
tation by        . .  SOS 

tachycardia  from 

703,  701 


Lymphatic  glands,   contd. 

mediastinal,     caaieou?, 

V£Hrus  uerro    irrita- 
lion  by     30»,  TU3.  701 
x-rays      ia       dia- 
gnosing -  -    7iU 

Lymphatic  glands.    Medi- 
astinal, enlaroad        -  -  381 

in  Hodgkiirs  dis- 

c»se     .  -  -  -    'J**'* 

pressure  sign*  fronj  C>1 

simulating  aneur- 
ysm    . .  . .  r^i 

mcdiasticiitts  - .   ^5l 

new  gromli    . .   i^l 

x-rays    'in       dia- 
gnosing .  .    3*1 

malignant,         vocal 

cord         paratjrsis 
from        - .  . .   4S5 

sarcoma  of .  .  . .    7 '» 1 

mesenteric,  caseoits  . .      I  •♦ 

adhesions  from. .    1-"'J 

bands  from         . .    li'-> 

intestinal  obstruc- 
tion from        . .    K  ' 
Lymphatic    glands;     mes- 
enteric, eniaroed       ..381 

ill  lympliatism    . .    Z^-l 

tuberculous    381,  c^r 

Lymphatic  glands,  ocdpitml, 
enlarged  .  -  373 

in  German  measles 

228,  377,  37^ 

in  syphilLs       377,  375 

pelvic,  enlarged,  from 

carcinoma  of  bladdn- 

472,  &79,  551 

recti    .  -  .  .  •>*-'• 

malignant  . .   -?  1 

rectal  examination 

indet«cUng3Sl,  472 

from  testis  i?row^h  CvKi 

obstructed,  chyluria 

from        - .  . .     *S 

popliteal,  cnlan?ed    - .  Cm-1 

from  septic  absorp- 
tion . .  382 

suppurating  . .   6U2 

portal,        enlarged, 

ascites  from  4 5,  o  1 , 3 ^ 
bile-duct  obstruc- 
ted by  51,  -iS 

carcinomatous  45, 

61,     325,     329, 

330.   331.  ZS\ 

Lymphatic  glands,   portal, 
enlarged.  Jaundice  from 

50,  325,  329.  2:0 

Icukosmic    45,  51, 

325,   S:0 

lymphadenoma  tons 

45,   51,  Zt^ 
from    lymphosar- 
coma . .  . .   C23 

mnlignant,  ascites 

from    . .  45,  io 
bile-duct       ob- 
structed  by       iO 

jaundice     from 

50.  SJJ 
porta!  vein  ob- 
structed     bv 

45,  50.  '^\ 

sarcomatous       ..     .': 

tuberculosis  4.'».51,S^ 

posterior  cervical,  en- 
larged   in    German 
measles       ..  ..  5*"; 
mediastinal,  second- 
ary deposits  in.,    103 
Lymphatic    glands,    pro- 
auricular,  enlanied  . .  378 

from    diancre    of 

eyelid  . .  . .  379 

epithelioma         . .   .^"'^ 

melanotic  sarcoma  379 

rodent  ulcer        ..  37^ 

septic   absorption  37'^ 

sepsis       . .  . .  fi9^ 

syphilis   . .  . .  6»5 

tubercle  . ,  G9i 

puncture  in  diaimosis 

of  trypanosomiasis      2S 
retroperitoneal,  secon- 
dary depoe^its   in  7. 

3S1,  7-19.  753 
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Lymphatic  glands^  contd. 
Lymphatic    glands,    sub- 
maxillary, enlarged  . .  379 

In   diphtheria    . .  379 

epithelioma    379,  738 

lichen    scrofulo- 

sorum  with    . .  488 

from  quinsy       . .  379 

in  scarlet  fever..  379 

from  septic  absorp- 
tion    ..         ..879 
suppuration  of  . .  379 

-  ; from  tonsillitis  . .  379 

-  -  suppuratinf?,    leuco- 

cjtosis  with  . .  3C0 

septicremia  from  . .  0C7 

prolonged     pyrexia 

from        . .         . .  667 
Lymphatic  glands,  supra- 
clavicular, enlarged  . .  380 

from     abdominal 

new  growth  . .  380 

carcinoma  coli  . .  630 

of  rectum      . .       7 

stomach      817,  630 

epithelioma        . .  738 

Lymphatic   gland,    supra- 
clavicular,  enlarged 
maltanant  (.Fig.  17)  . .    49 

left,  carcinoma  in 

107,  252,  253 

thoracic,   enlarged   lu 

Hodgkin's  disease. .  635 

leuksemia  ..  61 

lymphadenoma        61 

tuberculous,  age  inci- 
dence of      ..         ..  380 

annmia  with         . .     32 

from  milk  . .         . .  379 

obscure        pyrexia 

from        . .         . .  673 
phthisis  rare  with . .  879 

-  k'ukffimia  Cscc  Leuktomia  ; 

and  Leukffimia,  Lym- 
phatic) 

-  obstruction,    from    car- 

cinoma mammsB       . .  411 
elephantiasis  from   . .  411 

-  -  by  filaria        ..         ..411 

-  nedema .  f rom . .         ..  410 

of  arm  from  ..411 

after  operation  . .  411 

L^-mphatics,      abdominal, 

obstructed,  chylous 
ascites  from  . .         . .     60 

chvluria  from       . .     50 

Lymphatlsm.  general  ac- 
count of  ..882 

Lymphocytes,  hi  cerebro- 
spinal fluid  120,  305,  611 

in  general  paralysis 

243,  30a 

tobes  ..      116,  440 

-  in  Hodgkin's  disease  ..     37 
Lymphocytes,  large,  charac- 
ters of 22 

-  -  iPIaU  II,  Fig,  J)     . .     22 
increased     in   malaria 

3.^6,  361,  362,  636, 

696,  637 

in  lymphatic  leukromia     26 

relative  numbers  of..     23 

-  in    leukfemia      64,  274,  632 

-  lymphatic  leukojmia    . .  330 

-  myelocytes  simulating. .     23 

-  numerous  in  children  . .     23 

-  in  pleuritic  effusion       . .   102 

-  small       . .         (Plate  V)     28 
in  ascitic  fluid  . .     48 

Lymphocytes,  small,  charac- 
ters of 22 

in  louknimia  . .  . .     5"> 

lymphatic  leukcemia  25,  51 

pernicious  annBmia    ..     24 

relative  numbers  of..     23 

-  -  in  typhoid  fever    361,  636 

Lymphocytes,  transitional     22 

Lymi>hocytosi8  of  children, 

Htmuiatin!?    lenktomia      26 

-  in  Hodgkin's  disease    . .     64 

-  pernicious  anemia        . .     64 
Lymphomn,    ireneralized 

lymph-pland  enlarge- 
ment in  . .  . .   376 

-  Tlodpkin's  disease  and. .  377 

-  lymphosarcoma  and     . .   377 
Lymphosarcoma  of  cascum  665 


Ljfmphosarcoma,  eontd. 

-  cervical  glands  enlarged 

from 379 

-  chloroma  related  to     . .     39 

-  eosinophil  ia  from         . .  219 

-  generalized  lymph-gland 

enlargement  iu  . .  376 

Lymphosarcoma,  Hodgkin's 
disease  and    . .    377,  835 

-  jaundice  from    . .         . .  329 
Lymphosarcoma,    lymph- 
adenoma  and..        ..635 

-  of  mediastinum . .         ..  287 

-  portal    glands    enlarged 

from 329 

-  swellings   in    abdominal 

wall  iu  . .         . .  655 

Lysi^  in  pneumoni*\  . .   160 

-  typhus  fever  {Fig.  268)    638 


McBURNEY'sspot   451,454  I 
McCall    Anderson, 

psoriasis  rupioides  of  601 
Mackenzie,  on  extrasystolos  54  7 
Mackenzie   polygraph,    in 

heart  cases    . .        . .  544  I 
Macmillan  &  Co.,  Messrs.,  I 

blocks  lent  by  . .  235 

Macrocheilia  . .         . .  698  ' 

Macrocytes  (Plate  //,  Fig.  B)  22  ! 
Macroglossia  ..         ..  698 

Macula,  cherry-red  . .  416  , 

-  white  patches  at          . .  416  ■ 
MACULES 382  I 

-  in  erythema  multiforme  489 
fourth  dlseawj  . .  229  i 

-  Qerman  measles       228,  562 

-  hemosiderin  in..         ..  382  ' 

-  in  herpes  . .         . .  383  , 

-  lentigo 382 

-  leprosy    ..         ..      383,  403 

-  lichen  planus     . .         . .  383 

-  measles  . .         . .     228,  562  , 

-  pityriasis  rosea. .         . .  383 

-  syphilides  . .         . .  560  i 

-  syphilis  (Fig.  170)         . .  383  I 

-  tinea  versicolor. .         . .  383 

-  types  of 382 

-  in  typhoid  fever  . .  382 

-  xanthoma  . .         . .  383 

-  xeroderma  pigmentosum  383  , 
Madura  foot  . .  736  , 
Magnan's  sign  ..611 
Magnesium    in    intestinal 

sand 599 

-  phosphate,  deposit  of  . .  524 
needles  of       . .         . .  524 

-  -  solubility  of  . .         . .  623 
urine  cloud  from      . .       4 

-  rectal  concretion  from . .  718 
Main  bote,  in  Friedreich's 

disease  . .  . .   140 

MAIN-EN-6RIFFE  ..   109 

-  (and  see  Claw-hand) 
Main  succulente,  in  syringo- 
myelia ..         ..110 

Maize,  pellagra  and         . .  226 
Malaise,    from    abscess   of  > 

liver 597 

-  in  acute  yellow  atrophy  273 

-  from  phthisis    . .  . .  572  , 

-  in  poliomyelitis..         ..  140 
acuta  . .  . .  . .   509  ] 

-  from  polymyositis        . .  464 

-  pyelonephritis    . .         . .  355 
Malar  flush  in  mitral  sten- 
osis     ..  53,  485,  704 

mvxcpdema  (Fig.  104, 

■p.  234)         . .        .38,  409 

-  process,  etdarged  in  acro- 

megaly . .         . .  237 

Malaria,    abscess   of    liver 

simulated  by. .         . .  335 

-  aretonuria  from  . .       4 

-  acute  congestion  of  liver  334 

-  fBstivo-autumnal,     cres- 

ccntic  parasites  in   . .     31 

-  albuminuria  in   13,  31,  273 

-  algidity  in  . .         . .     30 

-  anosmia  in     21,  29,  33,  637  , 

-  ascites  in  . .         . .     46  . 

-  blackwater  fever  and  . .  28 1  ' 

-  blood  changes  in       274,  637  | 
examination  in         . .  273  i 

Qlms  in  diagnosing  . .  335  [ 

-  brachial  neuralgia  and . .  442  j 


.Valaria,  contd. 
-tcachexia  .in    4,  13,  33, 
^         173,  .274,.  313,  413,  415 

-  characters  of  attack   of    30 

-  chattering  teeth  in  .  :  . .     30 

-  Oheyne-Stokes      breatli- 

'  ingin 108 

-  chill  in 568 

-  cirrhosis  and      . .      335,  372 
simulating      . .         . .  273 

-  cold  stage  of      . .  . .     30 

-  collapse  in         . .         . .     30 

-  coma  in  . .         . .      30,  117 

-  death   from,   symptoms 

preceding       . .         . .     30 

-  diazo-reaction  in  . .   173 

-  double  tertian  . .         . .     30 

-  English 574 

-  eosinophil  ia  after  . .  218 

-  erythema  in       . .      22J.  225 

-  c^diaustion  in    . .         . .     30 

-  in  fen  districts  . .         . .  632 

-  flushing  of  face  in         . .     30 

-  gangrene  from  . .         . .  255 
Malaria,  general  account  of 

29,  30 

-  general  wasting  from  . .     59 

-  hsematemesis  in  265,  273,  274 

-  haoraaturia  in    . .     273,  275 

-  hsemoglobinuria  in       . .  28 1 

-  headache  in       . .         . .     30 

-  hot  stage  of       . .         . .     30 

-  hjrperacusis  in  . .         . .  309 

-  hjrperpyrexia  in         30,  309 

-  impotence  from  ..  313 

-  in  Italy 632 

-  jaundice  in       273,  325,  335 

-  kala-azar  confused  with     29 
distinguished  from  . .  633 

-  large  lymphocytes  in  336, 

361,  362,  5.':6,  596,  637 
mononuclear  cells  in . .  568 

-  latent 32 

-  no  leucocytosis  in    335, 

361,  636,  668,  696 

-  leucocytosis  rare  in      . .  360 

-  leucopenla  in    361,  862,  370 

-  leuksemia  simulating  . .  273 

-  liver  abscess  simulating 

361,  362,  370 

-  loss  of  weight  after      . .  770 

-  menorrhagia  from        . .  386 

-  mosquito  bites  and      . .     29 

-  nephritis  from  . .         . .       9 

-  cedema  of  legs  from  413,  415 

-  overwork  causing  attack    32 

-  pains  in  the  back  in     . .     30 
eyes  in  . .         . .  446 

-  -  limbs  in         . .         . .  463 

-  parasites  of  (Plates  IV, 

XXVI II)   32,  614 
absent  after  quinine. .  335 

-  -  in  blood  in   27,  29,  31, 

32,    64,    225,    331, 

536,  668,  596,  637 

-  peripheral  neuritis  in  61,  64 

-  pernicious,  yellow  fever 

simulating      . .  . .   336 

-  pigment  granules  in  urine     31  I 

-  pigmentation  of  skin  . .  528  ' 

-  polyuria  in         ..      535,  536 

-  prolonged  pyrexia  in  663,  568 

-  purpura  in         . .         . .  553 

-  pyemia       distinguished 

from 696 

-  pyrexia  in  . .      S3'i,  574 
Malaria,  pyrexia  In.  types 

or  . .  28,  29,  30 

-  quartan 29 

rinc  form  of  parasite  in     31 

-  quinine  in         536,  596,  637 
in  di^gn-s'ng..        31,  568 

-  quotidian  ..  29,  30 

-  relation  of  pica  to         . .     99 

-  rigors    in    29,   30,   225, 

594,   595,  596 

-  ring  and  crescent  forms 

of     (Plates     VI     and 
XX  r///,  p.p.  32,614)    31 

-  septicaemia  simulated  by  568 

Malaria,  spleen  enlaroed  in 

278,  274,  668,  631,  632,  637 

-  splenic     aneemia     simu- 

lating   273 

-  sweating  in        . .        30,  568 

-  temperature  charts  in  28, 

29,  30,  31 


Maiaria,  contd. 

-  tenderness  of  scalp  in  . . 

-  tertian 

and  quartan  parasites 

distinguished 
ring  form  of  parasite  in 

-  thyroid  gland  enlarged  in 

-  tinnitus  from    . . 

-  in  tropics 

-  types  of 

-  urobihnuria  in  .. 

-  weakness  in 

-  worry  causing  attack  . . 

-  yellow  fever  simulating 
Male  fern,  jaundice  from. . 
Malformations  of  rectum 

(Figs.  249-252) 
Malignant  disease,  aceton- 
uria  from 

amenorrhcDa  in 

anromia  from . . 

cachexia  from    4,  33, 

chylous  ascites  from 

chyluria  from 

diazo-reaction  in 

(and  see  under  Carci- 
noma, Sarcoma,  etc.) 

-  peritonitis    (see    Perito- 

nitis, Malignant) 

-  pustule,  erythema  from 
Malignant  pustule,  general 

-  -  account  of 

(and  see  Anthra.x) 

.Malingerers,  pyrexia  and . . 
Malinsrering,  aneurysm  simii' 
lating  . .      432, 

-  anuria  and 

-  bulla)  in 

-  carcinoma  simulating  . . 
of    spine     simulating 

432, 

-  coloured  sweat  and 

-  coma  in  . . 

-  convulsions  in  137,  144, 
Malingering,  convulsive  fits 

in       

-  deafness  in 

-  epilepsy  simulated  by  . . 

-  erythema  from  . . 

-  by  external  applications 

-  fatigue  in 

-  foaming  at  mouth  in  . . 

-  hromatemesis  and     265, 

-  haemoptysis  and 

-  hysteria      distinguished 

from 

-  insomnia  and     ..      321, 

-  ligature  and  cedema  from 

-  localized  convulsions  in 

-  paraplegia  in     . .     514, 

-  perspiration  in  . . 

-  photophobia  and 

-  purpura  from    . . 

-  quivering  eyelids  in 

-  risus  sardonicus  in 

-  stertor  in 

-  tri-smus  in 

Mallein,  in  diagnosing  glan- 
ders      

Malpresentations,  dystocia 
from 

-  early  rupture  of  mem- 

branes from  . . 

Malt  liquors,  obesity  from 

Malta  fever  (and  see  Medi- 
terranean fever) 

arthritis  in     . .      340, 

bocteriajmia  in 

bronchitis  in  . . 

constipation  in 

continued  fever  in    . . 

debility  in 

gastric  symptoms  in . . 

Malta  fever,  general  account 
of       

goats'  milk  and 

headache  in  . . 

in  Mediterranean 

micrococcus  melitensis 

and 

micro-organism  of  (see 

Micrococcus  Meli- 
tensis) 

orchitis  in 

pain  in  limbs  in  463, 

perspirations  in 

rigor  rare  in  . . 
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MALTA    FEVER    —    MEIGE'S   DISEASE 


MaL'a  feper,  conld. 

-  -  scrum  reaction  in     . .  466 

-  spleen  enlarged  in  466, 

632,  637 

Mamma  (see  Breast) 

Mammary  abscess  (see  Ab- 
scess, Mammary) 

Manchester  epidemic,  ar- 
senic in  beer  in       66,  526 

Mania,  acate,  from  plumb- 
ism      . .         . .        34,  147 

-  saturnine     encephalo- 

pathy        ..         ..119 

-  delirium  in        . .         . .  169 

-  dilated  pupil  from       . .  552 

-  after  epileptic  fit  . .  143 

-  hearing  of  voices  in    . .  405 

-  homicide  from  . .         . .  405 

-  insomnia  from  . .         . .  322 

-  nocturnal,  from  old  age  322 
Mannerisms  . .  . .  136 
Manson,  on  dhobio's  itch . .  250 
Manubrium,  systolic  bruit 

over    . .         . .         . .     91 

MARASMUS  ..  3S4 

-  from   caseous   bronchial 

glands  . .         . .  385 

-  congenital  syphilis       . .  385 

-  defective  feeding  . .  385 

-  defirUtion  of      . .         . .  384 

-  from  diarrhcea  . .         . .  38 1 

-  dirt         385 

-  gangrene  from  . .         . .  255 

-  j;eneral  wasting  from  . .     59 

-  hernia  of  lung  in  . .   169 

-  Iiypothermiii  from        . .  673 

-  keratomalacia   with     . .   731 

-  from  rickets       . .         . .  385 

-  tuberculosis       . .         . .  385 

-  vomiting  . .  . .  38 1 
M:urte,  on  spondylose  rhizo- 

mdlique  . .      714,  715 

Marriage,  anaemia  cured  by    36 

-  gleet  in  relation  to  . .  184 
Marrow,  hyperplasia  of  . .  707 
Marsh  cachexia  . .  . .  99 
Marsh's  test  for  arsenic  . .  78 
Massage,  insomnia  relieved 

by       323 

-  in  lowering  high  blood- 

pressure         . .         . .  323 

-  for  cedema  of  le^         . .  414 

-  in    prevention    of    con-  i 

trac'tures        ..         ..  Ill  , 

-  of  prostate,  in  detecting 

prostatitis      ..         . .  183  j 

-  rheumatism  relieved  by  466 

-  in  rheumatoid  arthritis-  343 
Masseter  muscle,  paralvsis 

493,  706 
Masseters,  atrophy  of,  in 

bulbar  paralysis        . .  49:1 

from  cerebral  tumour  447 

Mastication,  difficulty  with,  I 

in  bulbar  paralysis  . .  135 
MattHic     acuta,     o«neral 

account  of  ..  685  I 

-  chronic,  carcinoma  simu-  I 

lating 686 

fibro-adenoma     simu- 
lating . .         . .  687  I 
MattHIc,   chronic.  o«nerai 

account  of    ..        ..  688  , 

-  cyst  formation  with  181,  G86  . 

-  pain  with  429.  430,  431   1 

-  pus  from  nipple  with  . .  181 

-  serous  discharge  from..  181 

-  tenderness  from  . .  707 
Mastodynia          . .     430,  431  , 
Mastoid  abscess  (see  Ab-  j 

scess,  Mastoid)  i 

-  disease,  cerebral  abscess 

from 502  I 

headache  from  . .  295  j 

-  oedema  over      . .         . .  597  i 

-  process,  enlarged,  in  acro- 

megaly ..  ..237 
pain  over        . .         . .  202 

-  -  tender..  ..      202,  697  | 

-  swelling,  from  cavernous 

sinus  thrombosis  . .  229 
Masturbation,       priapism 

from 538  , 

Matdies,     phosphorus     in  ' 

making  ..  ..73 
poisoning  from  . .  330 

-  in  urethra  . .         . .   ISl  i 


Measles,  albuminuria  in  . .     13 

-  albumosuria  in  . .         . .     16 

-  arthritis  with    . .         . .  340 

-  cancrum  oris  after       . .     74 

-  coma  in  . .         . .         . .  117 

-  common  cold  simulated  228 

-  convulsions  from  . .  144 

-  coryza  in  178,  384,  446 

-  cough  in 384 

-  deafness  from    . .         . .   166 

-  delirium  in         . .         . .  169 

-  diagnosis    from    scarlet 

fever 14 

-  diazo-reaction  in  . .  173 

-  diphtheria  with. .         . .  199 

-  empyema  after  . .         . .  597 

-  eosinophilia  after         . .  218 

-  epistaxis  in        . .         . .  221 

-  erythema  in      . .     223,  228 

-  febricula  representing  . .  464 

-  fourth  disease  simulating  229 

-  gangrene  from  . .         . .  255 

-  German     (see     German 


-  haBmopt3r8is  in  . .         . .  287 
Moatlet,  Koplik's  spott  In 

iPIcUe  VI I/,   178,  228 

-  laryngeal  obstruction  in  418 

-  laryngitis  in      . .     199,  418 

-  leucocytoeis  rare  in      . .  360 

-  macules  in  ..      178,562 

-  menorrhagia  from        . .  386 

-  nasal  disdiarge  from  ..  178 

-  oedema  of  face  from  413,  415 

-  orthopnoea  in    ..         ..418 

-  pain  in  the  eyes  in      . .  446 
limbs  in         . .         . .  465 

-  peroneal    atrophy    after 

60,  513 

-  photophobia  in . .         . .  525 

-  purpura  in         . .      553,  551 

-  rash  of 228 

-  rigor  in  and  after      595,  597 

-  scales  in  . .         . .  602 

-  scarlatina  simulated  by  228 

-  simulating  common  cold  178 

-  syphilis  simulating   383,  384 
-•  talipes  after       ..         ..  113 

-  thrombosis    of    cerebral 

veins  after     . .         . .  113 

-  tuberculous    meningitis 

after 385 

Meat,  distaste  for,  from 
carcinoma  of  stomach 

4S,  316 

-  fibres  in  faeces,  in  chronic 

pancreatitis   ..      116,  264 
Meatus  auditorius,  exosto- 
sis in    671 

(and  see  Ear) 

-  urinarius,  reddened,  from 

gonorrhoea     ..         ..  182 

small,  enuresis  from. .  218 

frequent  micturition  394 

Meckel's  diverticulum,  in- 
testinal  obstruction..  130 
Median  nerve        . .      504,  506 
Mediastinitis,  acute,  pain  in 

the  chest  from  . .  435 

sternal       crepitations 

with  ..         ..435 

-  from  acute  rheumatism    308 

-  chronic,  after  pericarditis    52 
with    adherent    peri- 
cardium     ..         ..  213 

adherent  pericardium 

part  of        . .         . .     53 

ascites  from  . .         . .     46 

Bright's  disease  simu- 
lated by     ..         ..413 

enlarged     mediastinal 

glands  simulating. .  381 

fibrous,  vena  caval  ob- 
struction from       . .  751 

Mediattlnitlc,  chronic,  gono- 
ral  account  of  . .  435 

gummatous    ..         ..  751 

oedema    of    face    and 

arms  from  . .         . .  413 

after  pleurisy  . .     52 

-  from  polyorrhomenitis  107 

rheumatic         52,  54,  751 

tuberculous    . .         . .  751 

vena  cava  obstructed 

by    ..         ..        52,  413 
inferior    obstruc- 
tion by  . .     40 


159 
159 
159 

159 
415  i 
485 


Mediastiniti*^  contd. 

-  clubbed  fingers  from    ..  Ill 

-  hiccough  from  . .         . .  308 

-  pain  in  the  chest  from. .  430 

-  pericarditis  preceding  . .  308 

-  pleurisy  prewding        . .  308 

-  from  syphilis  {Fig.  303)    749 

-  varicose  abdominal  veins 

from  (fi^.  303)  ..  749 

-  (and    see    Mediastinum, 

Fibrosis  of) 
Modlastino-poricanfttis    ..  435 
Mediastinum,absoess  in  (see 

Abscess,  Mediastinal) 

-  aneurysm  leaking  into..  120 

-  crepitations  in  . .         . .  435 

-  fibrosis     in,     aneurysm 

simulating 

cyanosis  from 

growth  simulating    . . 

oedema    of    face   and 

arms  from  . . 

from 

palpitation  from 

pneumogastric  irrita- 
tion from   . .      703,  704 

tachycardia  from  703,  704 

vena  cava  obstructed 

by       62,  159,  415, 

673,  761 

vocal    cord    paralysis 

from  . .         . .  496 

x-rays  in  diagnosing. .  159 

(and  see  Mediastinitis, 

Chronic) 

-  gumma    in,    vena   cava 

obstruction  by  . .  415 

-  hemorrhage  into  . .  159 

-  hydatid  cjrst  in         476,  751 

-  lesion  of ,  tenderness  from  706 

of  sternum  from  . .  708 

ar-rays  in  diagnosing . .   708 

-  lymphadenoma  of,  hic- 

cough from    . .         . .  308 
Mediastinum,  growth  of  . .  104 

anaemia  from  434,435 

aneuiysm    simulating  435 

arthritis  simulated  by  476 

ascites  from   . .         40,  52 

blood-stained  effusion 

from  ..      102,  105 

bronchiectases  from . .  292 

bronchus  obstructed  by 

104,  292,  308 

cachexia  from       434,  435 

cervical     sympathetic 

affected  by        ..  65t 

clubbed  fingers  from. .  Ill 

cough  from    . .         . .  434 

dyspnoea  from  . .  434 

effects  of        . .         . .  102 

eosinophile  corpuscles 

and 102 

fibroid    lung     from..  2.i2 

haematemesis  from  265, 267 

hsemoptysis  from      . .  434 

heart  displaced    by..  101 

hiccough  from  . .  308 

intercostal     neuralgia 

suggesting  . .         . .  431 

oedema  from  . .        . .  415 

of  arm  from       267,  41 1 

face  and  arms  from  413 

legs  from    . .         . .     62 

neck  from  . .         . .  267 

opening  aorta        265,  267 

oesophagus. .      265,  267 

orthopnoea  from     418,419 

pain  down  arm  from . .  434 

Mediattlnum.   growth    in, 

pain  lnGhettfrom267, 

430,  434,  435 

head  from  . .         . .  434 

neck  from  . .         . .  434 

shoulder  from       . .  476 

-  palpitation  from       . .  485 

-  pleuritic  effusion  from  101 
pneumogostric    irrita- 
tion from  703,  704 

-  pyrexia      from     435, 

{Fig.  248)  570 

-  secondary    in    supra- 

clavicular fluid      ..  380 

simulating    aneurysm  267 

asthma        . .         . .  5S6 

Bright's  disense    . .  413 

bronchiectasis       . .  104 


UcdiastiHum,  grotcth  in,  cnnid. 

simulating       enlarged 

mediastinal  fri&niJs  ^1 
epithelioma  of  oeso- 
phagus   . .  - .   2»*'7 

fibroid  lung  ..    10 1 

phthisis      ..      104,  tcl 

-  skodaic         resonajice 

from  ..  ..   r.ll 

spine  eroded  bj        . .   434 

stridor  from  . .  . .   <i51 

tachycardia  from  703,  701 

tightness      in       chest 

from  ..  ..434 

trachea  obstructed  by 

418,  41y,  cr,i 

unequal  pulses  from  - .   h'yj 

unilateral  sweating  ot 

face  from    . .  . .   &54 

varicose  thoracic 

veins  from  lo-l,  308,  4lf> 

veins  invaded  by       .  -    2<i7 

vena  cava  inferior  ob- 
structed by  , .     4G 
vena    cava     ob^  ruc- 
tion bv  52,  104,  J  13, 

415,  419,  673,   751 

vocal    cord    paralysis 

from        . .  . ,   49^ 

voice  altered  by       . .   434 

a:-rays    in    dia^nosiru; 

52,  102,411,419, 

435.  4C1.  47G 

Modiattlnum,  non-maHinant 
tumours  of    ..         ..751 

-  sarcoma  of  (see  Sarcoma 

of  Mediastinum) 

-  syphilis  affecting  .  .   43A 

-  tuberculosis  affecting  . .   4Si 
Medical    Annual,-  iUostra- 

tions  from  327,  5SS 

Medical  Laboratory  Meth- 
ods, illustrations  from 

519,  520,  521,  612 

-  men,    chancre  of   fingvr 

In         210 

Medico-legal    aspects    of 

epilepsy  . .  . .     2' » 

Medinal,  bradypnoea  from     si 


account  of     . .     565,  565 

prolonged  pyrexia  in 

563,  r*«r. 

temperature  chart  of  5*>0 

(and  see  Malta  Fever) 

Medulla     oblongata,     de- 
generation   of,     from 
alcohol  ..       197,  3<»? 

arterial  changes     3*^^«* 

hfemorrhage  into       . .   49»i 

lesions  in,  ataxy  from     b^ 

bulbar        paralrss 

from  63,  589,  027 

Cheyne    -    Stokes 

breathing       from 

107,  1<jS 

double     hemiplegia 

from        ..  ..    5*>2 

hiccough  from    307,  3U5J 

laryngeal    paralysis 

from        ..       495,  4^ 

from  lead   ..  ..19  7 

senile  . .  . .   308 

from  syphilid     197,  308 

r  tongue  atrophy  from  197 

softening  of,  Cheyne- 

Stokes       breathim^ 
from  . .  . .    107 

from  thrombosis  of 

posterior    inferior 
cerebellar  artery     610 
tumour  of,  bulbar  par- 
alysis from  . .   627 

Cheyne  Stokes  brwiUj- 

ing  from . .  . .    1 03 

laryngeal    paralysis 

from        . .  . .   496 

-  sensory  impulses  crossing 

in        53 

-  vomiting  centre  in       . .  764 
Mesraloblasts         ..          ..  22 

-  iPlate  II T)         ..          . .  24 

-  in  pernicious  annmia  . .  317 
Megnlocytes          . .          . .  22 

-  (Plate  II,  Fig.  B)         . .     22 
in  pernidoos  nn-emia  . .     61 

'tdiMaio(F^.  179)    414 
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M0ioe't    disMse,    o^naral 
account  of  ..226 

-  -  erythema  in  . .      223,  'J'-'e 

-  febrile  attacks  in      . .  414 
MEL>ENA  (and  see  iilooU 

per  Anum)     . .       75,  385 

-  in  acute  yellow  atrophy 

273,  33.1 

-  anoemia  from     . .         . .     3r» 

-  from  ankylostomiasis  ..  521 

-  cirrhosis  . .         . .  . .  371 

-  duodenal  ulcer     36,  75, 

271,  451 

-  from  crall-stones  . .  272 

-  gastric  ulcer        75,  268,  269 

-  in  Henoch's  purpura  . .  3-13 

Mel«na  neonatorujn       . .  76 

-  from  portal  vein  throm- 

bosis      272 

-  in  small-pox      . .         . .  272 

-  splenom^alic      polycy- 

thsemia           ..         ..  G:i3 

Melancholia,  catalepsy  and  598 

-  hearing  of  voices  in      . .  40r» 

-  hif?h  blood-pressure  with  81 

-  insomnia  from  . .         . .  322 

-  irritability  in     . .         . .  323 

-  loss  of  appetite  and     . .  43 

-  mutism  in          . .          . .  624 

-  suicide  from       . .         . .  405 

-  the  unpardonable  sin  in  4i)*> 
Melanin  in  urine  . .         . .  374 

Melanopen 745 

Melanotic  carcinoma  of  skin  730 

-  sarcoma   (see    Sarcoma, 

Melanotic) 

Moianuria,  goneral  account 
of  . .     745.  746 

-  {Plate  XX XIV)  ..748 
Melon -seed  bodies,  in  teno- 
synovitis       . .         . .  152 

Merabrana    propria,    per- 
foration in     . .         . .  423 

-  tympani  (see  Tympanic 

Membrane) 
Membranes,  adherent,  dys- 
tocia from      . .         . .  200 

-  early  rupture  of,  dystocia 

from 200 

Membranous  dysaienorruujii 
(see    Dysmenorrhcpa) 

-  rhinitis     (see     Rhinitis) 

-  vaginitis  (see  Vai?initis) 
Memory  changes  in  demen- 
tia        19 

epilepsy  . .         . .     20 

hysteria  . .         . .     20 

-  defective,     in    general 

paralysis         . .  . .   146 

-  defects  after  fevers      . .     20 
MEMORY,  LOSS  OF       ..     19 

-  from  alcoholism      20, 

14(1,  46.". 

frontal  lobe  tnmoiir. .   727 

M^ni^re's  disease,  deafness 

from 166 

Moniore's  diieasa,  genorai 

account  of    ..        ..752 

headache  in  . .         . .  7US 

from  syphilis..         ..  166 

tinnitus  from  . .  723 

vertiffo  in       . .  . .  768 

vomiting  due  to       . .   765 

Meningeal  haemorrhage  (see 

Hffimorrhage,  Meningeal) 
Meninges,  branch  ot  vngus 

to        148 

-  gumma   of,    bradypncca 

from 81 

-  spinal,  gumma  of,  allo- 

cheiria  from  . .         . .     17 

neoplasm     of,     allo- 

cheiria  from  . .     17 

-  not  tinged   by  Immdire  321 
Meningitis,   acute   bctlsoro 

from    . .  . ,         . .  258 

-  albuminuria  with         . .     13 

-  basal,        hydrocephalus 

from 511 

pupil  reacting  to  h'ght 

but  not  to  accom- 
modation in  . .  551 

-  blood  culture  in  . .  666 

-  cerebrospinal,  acctonuria 

from    . .         . .  . .       4 

-  -  acute  general  tender- 

ness in        . .         . .  501 


Meningitis^  cerebrospinal,  (onld. 
Cheyne-Stokes  breath- 
ing from     ..         ..108 

coma  from     . .         ..117 

erythema  in  222,225,  591 

green  vomit  in  . .  225 

headache  in  . .      225,  •J95 

-  hemiplegia  from       . .  :ho3 

herpes  facialis  in      . .  225 

hyperpyrexia  in        . .  «0'J 

-  lumbar  puncture  in 

147,  225 

meningococci  in        . .  225 

photophobia  from     . .  525 

purpura   in   225,   653, 

554,  591 

pyrexia  in      . .         . .  225 

pyrexial  crises  in      . .  566 

relation    of    posterior 

basal  to      . .         . .  591 

-  -  rigidity  of  face  in     . .  729 

rigor  in  . .         . .  694 

somnolence  in  . .  226 

vesicles  in      . .      225,  591 

-  choroid  tubercles  with . .  :I07 

-  coma  from         ..      144,  566 

-  constipation  in  . .         ..128 

-  convulsions    from     120, 

144,145,146,307,511,515 

-  deafness  from    . .         . .   166 

-  diphtheria  mistaken  for  690 

-  drowsiness  from  . .  566 

-  dyspepsia  simulated  by  315 

-  encephalitis  simulating 

120,  511,  691 

-  foreign   body  in  larynx 

mistaken  f or  . .         . .  690 
Meningitis,    genorai    sym- 
ptoms of  . .  590 

-  gummatous,    dysarthria 

from 627 

pain  in  the  face  from  447 

-  headache  from  120,  294, 

316,323,615,625,711,  768 

-  hemiplegia  from  . .  306 

-  hypertension  of  cerebro- 

spinal fluid  with        . .  304 

-  irritability  in     ..      315,  323 

-  Kcrnig's  sign  due  to    . .  316 

-  leucocytes    in    cerebro- 

I  spinal  fluid  in  . .  305 

-  lumbar  puncture  in  dia- 

gnosing 147,  226,  304, 
'  307,    815,    417,    439, 

I  611.    616,    626,    666,    590 

'  -  in  malignant  endocarditis  567 
I  -  malignant     endocarditis 
I  simulating     . .         . .  6C7 

I  -  meningococcal,  age  inci- 
dence of         . .         . .  304 

-  -  arthritis  with  . .  340 
Meningitis,  meningoceccai, 

genorai  account  of  560,  59  i 

hemiplegia  from    303,  304 

hydrocephalus  after. .  205 

hyperacusis  in  . .  308 

leucocytosis  with      . .  361 

lumbar    puncture    in 

diagnosing  . .         . .   30 1 
pyrexia!  crises  of      . .  590 

-  -  recovery  from  . .  590 

retracted  head  in     . .  589 

temperature  chart  in  591 

tuberculous  simulating  590 

-  meningococci  causing  . .  305 

-  occipital  headache  from  295 

-  optic  neuritis  from    120, 

307,  616,  525 

-  pain  in  the  back  from. .  427 

-  paraplegia  from  510,  614,  615 

-  photophobia  due  to     ..315 

-  pneumococcal   305,  667,  590 

-  posterior  basal,  Cheyne- 

Stokes  breathing  from  108 

coma  from..         ..   117 

headache  from      . .  295 

hemiplegia  from   . .  303 

; hyperpyrexia  in  309.  310 

' relation  of  cerebro- 
spinal to. .         . .  691 
' rigidity  of  face  in. .   729 

-  pyrexia  with  146,  611,  563 
1  -  pyrexial  crises  in  310,  590 
I  -  retracted  head  from  295, 

I  323,  666,  689,  500.  649 

j  -  retropharyngeal   abscess 
I  mistaken  foe  ..         ..  500 


Meningitis^  cantd. 

-  rigors  rare  in     . .         . .  597 

-  simulated  by  otitis  media  202 

-  simulating  sinus  throm- 

bosis     511 

-  sinus   thrombosis  simu- 

lating . .         120,  691,  597 

-  spinal,    atrophy    of    leg 

from 499 

convulsions  in  . .   138 

-  crural        monopl<^ia 

from  ..         ..499 

-  -  fever  In  . .         . .  138 

girdle  pain  in . .         . .  260 

lumbar    puncture    in 

417,  no 

meningococci  in       ..  417 

-  opisthotonos  in        ..417 

optic  neuritis  in       . .  417 

pain  in  head  and  neck 

in 138 

part  of  cerebrospinal 

meningitis  . .         . .  417 

-  priapism  from  . .  538 

-  pyrexia  in      ..         ..417 

-  sciatica  simulated  by  439 
simulating  tetanus  . .   138 

-  -  syphilitic        . .      260,  409 
Wassermann   reaction 

with  ..         ..499 

-  squint  due  to     ..         ..  315 

-  staphylococci  causing  . .  305 

-  stiff  neck  from         295,  G49 

-  strabismus  from       323,  515 

-  streptococci  causing    . .  305 

-  suppurative,      duo      to 

bacillus  coli  . .         . .  590 

diphtheriJB  . .  690 

from  cavernous  sinus 

thrombosis  ..  229 

-  Cheyne-Stokes  breath- 

ing from     . .  . .  1 08 

coma  from     . .  ..117 

first  sign  of  ..118 

hemiplegia  from  . .  303 

hyperacusis  in  . .  '.'.OS 

hyperpyrexia  in  . .  o09 

-  due       to       influenza 

bacillus       ..         ..590 

leucocytosis  with      . .  361 

lumbar    puncture    in 

147,  511 

-  from  otitis  media     . .     84 

photophobia  from    . .  525 

prognosis  in  . .         . .  590 

rapid  pulse  with       . .     84 

retracted  head  in      . .  589 

due  to  typhoid  bacillus  590 

Meningitis,       suppurative, 

various  causes  of      ..  SOO 

-  tache  c6r6brale  in         . .  702 

-  tendernessof  scalp  in  710, 711 

-  tuberculous,       abdomen    *"* 

retracted  in  . .         ..566 

age  incidence  of       . .  590 

Blot's  breathing  in..     84 

bradycardia  from     . .     84 

bradypncea  In  . .     84 

from  caseous  glands . .  385 

Cheyne-Stokes  breath- 
ing from    . .      108,  147 

in  children      ..         ..84 

choroidal  tubercles  in 

615,  590,  640, 

coma  from     ..      117,  147 

convulsions  in  . .  666 

duration  of    . .         . .  566 

Meningitis,    tuliercuious, 

genorai  account  of  . .  590 

headache  in  666,  574, 

690,  640 

hemiplegia  from       . .  303 

hyperacusis  in  . .  308 

hyperpyrexia  in    309,  310 

irregular  pulse  with..  147 

leucocytosis  with  360,  36  i 

no  leucocytosis  in     . .  640 

lumbar    puncture    in 

147,  511,  640 
lymphocytes  in  cerebro- 
spinal fluid  in        . .  305 

after  measles . .         . .  385 

meningococcal     simu- 
lating ..         ..690 

optic  neuritis  in  566, 

590,  640 
paralysis  in    . .         . .  666 


I  Meningitix,  tuberculous,  conld. 

photophobia  from    . .  525 

prognosis  in  . .         . .  590 

prolonged  pyrexia  in    566 

1 pyrexia  from  147,  566, 

674,  590 

retracted  head  in   689,  640 

rigidity  of  face  in     . .  729 

squint  from  . .         . .   147 

-  tache  c6r6brale  in     . .   702 

tachycardia  from     . .     84 

typhoid  simulated  by  566 

simulating  . .         . .  565 

I unilateral  convulsions 

I  from  . .  . .   147 

-  vomiting    from     574, 

690,  640 

-  unilateral  paresis  from. .  118 
'  -  vomiting  from  120,  148, 

307,    815,    32.1,     611, 
616,    625,    674,    590, 

640,  765,  768 
Meningocele,  dystocia  from  200 

-  exophthalmos  from     . .  229 

-  paraplegia  from  . .  510 

-  pulsation  of       . .         . .  230 

-  puncture  in  diagnosing    230 

-  situation  of  {Fig.  102). .  230 
Meningococci,   in  cerebro- 
spinal fluid     ..      305,  590 

-  (Plate  XXVIII)  ..  6U 

-  within  leucocytes         . .  591 

-  meningitis  from        146, 

225,  305,  590 

-  in  otitis  media  . .         . .  422 

-  spinal  meningitis  . .  417 
Mo  lingomyelitis,  acut.c  bed- 
sore from       . .         . .   258 

-  gangrene  from  . .  . .  255 
Meningomyelocele..  ..  H94 
Menopause,  epistaxis  at..  221 

-  flushing  at         . .         . .  241 

-  hypothyroidism  at       . .  409 

-  male,  priapism  from    . .  538 

-  menorrhagia  at  . .  387 

-  metrorrhagia  at  '         . .  390 

-  nervous  symptoms  at. .  409 

-  noises  in  ears  and         . .  723 

-  obesity  at  . .         . .  409 

-  phantom  tumour  at  45,  691 

-  thyroid  extract  beneficial 

at        409 

MENORRHAGIA  ..         ..385 

-  imsBmia  and       . .       32,  387 

-  from  arteriosclerosis    . .  388 

-  calcium  and       . .         . .  387 

-  chilblains  and  ..         ..387 

-  from  cirrhosis   . .         . .  387 

-  cold  hands  and..         ..  387 

-  from  constipation         ..  387 

-  (lead  fingers  and  . .  387 

-  distinction  from  metror- 

rhagia ..         ..  386 

-  metrostaxis    . .         . .  386 

-  from  emphysema  . .  387 

-  endometritis     186,  192,  387 

-  exanthemata     ..         ..  .387 

-  excessive  ovarian  activity  387 

-  fibroid     ..        391,  688,  689 

-  in  Graves's  disease       . .  388 

-  from  hnmophilia  . .  387 

-  heart  disease  . .  . .  387 
Menorrliagia,  list  of  causes 

of       386 

-  at  menopause    ..         ..387 

-  from  prevention  of  con- 

ception . ,         . .  383 

-  at  puberty        ..     387,  392 

-  from  purpura    . .  . .   38  7 

-  with  retroversion  . .  387 

-  salpingo-oophoritis  and 

387,  090 

-  from  sarcoma  of  uterus  387 

-  scurvy 387 

-  sexual  excess    . .      388,  392 

-  subhivolution    ,.         ..  .387 

-  tight  lacing        ..         ..387 

-  treadle  machine  ..  .387 

-  uterine  congestion        . .  387 
Menses,  excessive  (see  Men- 
orrhagia) 

Menstruation,  age  of  start- 
ing       17 

-  calcium  and      . .         . .   392 

-  excessive    (see     Menor- 

rhagia) 

-  flushing  with     ..         ..241 
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Menstruatton.  conld. 

-  headache  from  . . 

-  internal  secretions  and 

-  noises  in  ears  and 

-  pain  in  the  back  from . . 
breast  from  . . 

-  in  pregnancy     . . 

-  thyroid   gland   enlarged 

during 

-  vicarious 

-  blood  per  anum  from 

-  epistaxis  from 

hajmoptysis  from     . . 

Mensuration,  abdominal,  in 


-  In  hip-joint  disease  363, 

-  witli  ovarian  cyst 
Mental  backwardness,  from 

cerebral  diplegia  132, 
embolism    . . 

-  cases,  salivation  in 

-  changes,  in  general  par- 

alysis   

Graves's  disease 

-  defect,    in    congenital 

syphilis 

cretinism 

Mental  iMIcioney  in  child- 
ren, tlgnt  off  . . 

lalling  and     . . 

with  poreticephalus  . . 

priapism  from 

with  spastic  paraplegia 

speech  defect  and     . . 

-  deterioration,  from  alco- 

hol        

-  disease,  insomnia  from.. 

-  dullness,  in  typhoid  fever 

-  failure,     from     cerebral 

softening 

-  state     in     disseminated 

sclerosis 

-  symptoms,    in    adiposis 

dolorosa 

Mental    symptoms,    from 


in  leiid  poisoning 

—  myxoedoma    . . 

—  from  peripheral  neuritis 

—  trouble,  from  plumbism 
Meralola  panesthetlca  .. 
Mercurialism,  albuminuria 


-  occupations  causing     . . 

-  taste  loss  from  . . 
Mercury,  acute  oedema  of 

tongue  from  . . 

-  albuminuria  from 

-  anffimia  from     . . 

-  anuria  from 

-  bleeding  gums  from  72, 

73, 

-  cachexia  from    . . 

-  chancre  healed  by 

-  condylomata  cured  by . . 

-  in  congenital  syphilis  . . 

-  curing  rabbit  skins 

-  curious  results  of  taking 

-  deafness  from    . . 

-  in  diagnosing  gumma  . . 
nature    of    ulcer    of 

toncrtie 

-  -  syphilis  99,  190,  480, 

660,  58S,  G04, 

-  dysphagia  from 

-  erythema  from  . . 

-  foul  taste  from  . . 

-  gumma  of  liver  and     . . 

-  intolerance  to   . . 

-  iodide,  in  syphilis 

-  leucopenia  from 

-  necrosis  of  jaw  from  . . 

-  (pdema  from 

-  peculiarities     of     sweat 

after    . . 

-  peripheral  neuritis  from 

33,  Gl,  05, 

-  poisoning,    amenorrhoea 

from    . . 
anuria  from   . . 

-  -  disstemitiatcd   sclerosis 

simulated  by 
Mercury  poisoning,  general 
account  of 

occupation  and 

paralysis  at'itans  simu- 
lated by      . . 


I  Mercury   poisoning,   sym-        ^ 
296  ptoms  off  . .    33 

388     -  in  pseudoparalysis       . .  348  i 
723     -  purpura  from    . .         . .  553  ' 
716     -  in  rabbit-skin  curing  . .     33 
430     -  salivation  from    33,  73, 
688  542,  726  , 

-  speech  defect  from       . .   726 
721     -  stomatitis   from  33,  73, 
274  74,  266,  542,  726,  740 

79     -  taste  loss  from  . .         . .  70o 

221  I  -  tremor   from      33,  724,  726 

287  I  MERYCISM  ..388 

j  -  vomiting  simtUated  by    784 

44  I  Mesenteric  embolism  (see 
364  Embolism,  Mesenteric) 

45  -  glands   (see    Lymphatic 

Glands,  Mesenteric)..   130 
729     -  hemorrhage      ..         ..767 
133     -  plexus  lesions,  meteorism 
543  from 389 

-  thrombosis  (see  Throm- 
120  bosis,  Mesent«ric) 
726  '  Mesentery,  hydatid  cyst  in 

657,  658 
235  -  loaded  with  fat..  ..  45 
234  '  -  thick  contracted  . .     48 

I  -  tumour  of,  kidney  simu- 
823  lated  by     ..      354,  663 

628  I  Mesotan,  dermatitis  from    755 
144     -  erythema  from  . .         . .  222 
538     Metacarpal,    enchondroma 
144  of  {Fig.  282)  . .         . .  671 

623     -  bones,   tuberculous  dis- 
ease of  . .         . .  668 
726     Metacarpus,  node  on,  from 

322  yaws 403 

76  I  MetalUc     tinkling,     with 

,  pneumothorax  . .  168 

725  Metatarsal  neuralgia       . .  439 
Metatarsus,  node  on,  from 

148  yaws 403 

-  tender,  in  Norton's  dis- 
410  ,  ease 439 

METE0RI8M        ..      388,383 
465     -  abdominal    distention 
119  from    ..         ..      655,  656 

119    Meteortsm,  effects  of      ..656 
465     -  hysterical  . .         . .  390 

34  I  -  (and  see  l^mpanites) 
439     Methffimoglobin,     spectro- 
scope in  detecting  . .  157 
13     -  spectrum  of  {Fig.  35)  . .     80 

33     -  in  urine 275 

705 after  dnigs    . .         . .  157 

Metluomof^lobinflomia       . .  161 

698     -  cyanosis  in         ..      157,  161 

13     Methtemoglobinurla,  black 

33  urine  from     . .         . .  745 

40     -  from  drugs         . .         . .  533 

-  polycythiemia  and       . .  533 
266     -  spectroscope      in      dlo- 

99  gnosing  ..         ..284 

739     Methyl-orange  test  for  free 

700  HCl 320 

348     Methyl-salicylic  acid        . .  222 

65  '  Methylene  blue     ..         ..641 

542 blue  urine  from        . .  747 

166 in  detecting  pancreas 

230  disease        . .         . .  328 

urinary  fistula      . .  397 

379 diagnosing  pyloric  ob- 
struction    . .         . .  653 
735 green  urine  from       . .  747 

73 mucus  stained  by     . .   390 

222 in  searching  for  amcobo)   77 

705 spectroscope  band  of    747 

253 in  sweets        ..  ..747 

73     -  -  tests  for         ..         ..  747 

63     Methyl  xanthin,  uric  acid 

361  from 742 

683     Metritis,   chronic.      193,  194 
410     METRORRHAGIA  ..  390 

-  in  acute  yellow  atrophy  333 
655     -  from  carcinoma  uteri  . .  391 

-  chorion-epithelioma     . .  391 
505     -  circulatory  lesions        . .  391 

-  distinction  from  menor- 

18  rha^ria  ..         ..386 

41 metrostaxis    . .  . .  386 

-  from  endometritis        . .  391 

726  -  haimophilia        . .         . .  392 

-  leukaemia           . .          . .  392 
726     Metrorrhagia,  list  of  causes 
726  of        390 

-  from  polypi        . .  . .  391 
726     -  at  puberty         . .         . .  392  | 


I  - 


MctrorrlMgia^  eontd.  | 

-  from  purpura    . .         . .  392 

-  ruptured  tubal  gestation  593 

-  sarcoma  uteri    . .         . .  391 

-  scurvy 392 

-  sexual  excess    . .         . .  392 

-  sloughing  fibroid  . .  391 

-  tuberculosis  uteri         ..  391 
METROSTAXIS    ..        ..392 

-  anaemia  from     . .         . .     32 

-  distinction  from  menor- 

rhagla  ..         ..  886 

metrorrhagia  . .  386 

Metrostaxis,  list  of  causes  of  392 
Mica-like  scales,  in  pityri- 
asis rubra  pilaris      . .  488 
Microblasts  ..         ..22 

-  {PkUt  II,  Fig,  F)        ..     2J 
Microcephaly,       dwarfism 

from 188 

-  facies  in 188 

-  idiocy  with        . .         . .  188 

-  infantilism  with  . .  189 
Micrococcus       catarrhalis, 

cold  due  to     ..         ..178 

nasal  discharge  duo  to  178 

in  otitis  media  . .  422 

-  -  phthisis  . .         . .  641 

sore  throat  due  to    . .  613 

urethritis  due  to      . .     70 

-  melltensis,   Malta   fever 

and 466 

-  in  Mediterranean  fever  666 
urine 69 

-  rheumaticus,  in  infective 

endocarditis  ..         ..  209  \ 

-  tetragenus,  in  sputum..  645  ' 
Microcytes  ..         ..     22  i 

-  {PUUes  II,  III)  . .  22,  24 

Micromelia 188 

Micropsia 763 

Microscopical  examination 

for  bllharzia  . .         . .     79 

blood  in  stools  . .     7.» 

cystin 161 

detecting  chyluria   . .  108 

elastic  fibres  . .  642 

malingering  of  hio- 

matemesls  . .  266 

moat  fibres  in  stools  116 

uric  acid    . .         . .  741 

diagnosing   actinomy- 
cosis   74,  375,  458, 

677,  683,  698 

adenoma  recti       . .  719 

antral  tumour      . .  685 

carcinoma  180, 184, 

186,  230,  390,  391, 
422, 430.  480,  680. 
685,  615, 688,  687, 

690,  697 

cause  of  hsamaturia  276 

chorion-epithelioma  891 

cysticerci    . .         . .  405 

eczema  marginatum  250 

endometritis      387,  391 

endothelioma         . .  180 

epithelioma  74,  179, 

379,  381,  619,  684, 

701,  731,  738 

erythrasma  ..251 

favus  . .         . .  247 

gum  tumours        . .     74 

Hodgkin's  gland  . .  379 

hydatldiform    mole  186 

intestinal  fermento- 

Uon         ..         ..  241 

leprosy       . .         . .     63 

malignant  eCFusion     290 

melanotic  carcinoma  730 

meningitis  . .         . .  417 

multiple  benign  sar- 
coid       ..         ..  405  I 
_  —  nature  of  ulcer  483, 

688,  739 

nephritis     . .         . .  212  i 

orbital  tubercle    . .  230 

ovarian  tumour    . .  690 

oxalurla     . .         . .  218 

Paget's  disease     . .  730 

polypi         . .         . .  186 

polypus  of  uterus..  391 

pyelitis       . .         . .  218 

pyuria        . .         . .     70 

rodent  ulcer  . .  179 

sarcoma      391,  672,  i 

684,  731 


Microscoptcal  exam.,  conld. 
diagnosing    sebnoeous 

cyst  . .  .  -   6^3 

sloughing  fibroid  . .   3&1 

tinea  . .       223.  2 IS 

torsio  testis         48o,  69* 

triple  pho^hatea..   h-l\ 

tubercle      ..  .-   74m 

of  nteros  . .   391 

tuberculous  breast     »>^"; 

glands     . ,  . .    37» 

tongue     . .  . .   fi»* 

ulcer  of  larynx     . .    IW 

xanthoma  . .  . .    73J 

distinguishing     new 

growths      . .  .  .   5§^"^ 

essential  in  albuminaria     d 

Microscopical  examinatlM 
oflsftces  170.  519 

in  pancreatitis       . .    1«.»I 

fowl's  blood  corpuscle 

detected  by  . .   2^1 

for^osazone  crvstaK. .    :>5- 

of.  pleuritic  effu>ioii. .    1*U 

semen  in  sterility     .  -  647 

sputum^in  phthisis  .  .   !'*< 

in  stomatitis  . .  . .   i42 

supraclaivcuiar  fflarul     3Jt»J 

Microscopical  examination 
of  tissues,  technique  for  390 

of  vomit         . .  . .   76*» 

Microscopists.  eyestrain  in  446 

-  specks  before *eves  in   . .      72 
Microsomia  (see  Dwarfism) 
Microspore,  ringworm  from  247 
Microsporon  Andouini,  riri:;- 

worm  from    . .  . .   247 

-  canis,  ringworm  from  .  .   247 

-  felineum.  ringworm  from  217 

-  furfur,  dhobie's  itch  from  ii») 
tinea  versicolor  from     2^) 

-  minutissimum,    dhobie's 

itch  from        . .  . .   23^ 
erythrasma  from       ..  251 

-  tardum,  ringworm  from  217 
MicrosporofUs         . .  . .   247 
MICTURITION.     ABNOR- 
MALITIES OF  . .  383 

-  arrested,    by     bladder 

growth  . .  .  -   47«l 
calctdus           . .      470,  471 

-  cessation  of,  after  injury  27^ 

-  diflicult.   from   enlariged 

prostate  ..  ..281 

Micturition,  difnculty  in  . .  3K 
Micturition,  Increased  fre- 
quency of      . .     383.  384 

from  appendicitis  394, 

582,  G77 
b?u*teriuria     . .         70,  3*4 

-  -  balanitis         . .  . .   394 

calculus  . .  . .   S*4 

carcinoma  of    bladder 

41,    281,    394,   471 


472, 

&SO,  &83 

— 

rectum 

-.   394 

_ 

utenis 

..   394 

— 

-  in  children     . . 

..   394 

_ 

-  from      chronic 

ne- 

phritis 

393,  394 

— 

-  coll  bacilloria 

..    394 

— 

-  cystiUs  194,  393, 

470, 

678, 

681.   742 

_ 

-  diabetes 

260,  393 

_ 

-  diverticulitis  . . 

..    453 

_ 

-  enlarged  prostate 

281, 

393,  394.  396, 

634,  742 

_ 

-  after  exercise.. 

..    394 

_ 

-  from  fibroid  . . 

..    394 

_ 

-  gonorrhoea     . . 

..    182 

- 

-  hyperacidity   of 

urine  394 

- 

-  irritable  bladder 

..  3Si 

— 

-  movable  kidney 

280,  394 

— 

-  ovarian  cyst  . . 

..   394 

_ 

-  oxaluria 

394,  434 

_ 

-  pelvic  lesions.. 

394.  742 

_ 

-  penile  calculus 

..   394 

_ 

-  peritonitis 

-.   693 

— 

-  phimosis 

..   394 

— 

-  polvuria  and . . 

..   M4 

— 

-  from     prostatic 

ab- 

scess 

..   470 

- 

-  prostaUtis      . . 

393.  470 

— 

-  pvelitis          393, 

576,  57* 

_ 

-  pyelonephritis 

..   57S 

- 

-  pyosalpinx     . . 

..   394 

-  renal  calculus  278,  393,  394 
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-  in  reiial  colic 

..  394 

lesions 

..  575 

-  retroverted 

gravid 

uterus 

..   394 

-  salpingitis 

..   394 

-  small  meatus. 

..   394 

-  stricture 

..   534 

-  tuberculous 

bladder 

471,  5:U,  679 

kMney        277,  279, 

282,  355,  393,  577,  579 
ureter  . .  . .  473 

-  -  ulceration   of   bladder  580 

-  -  undue  acidity  . .   742 

-  -  ureteric  calculus    47-',  578 

-  -  ureteritis        . .         . .  472 

-  -  uri«  acid  and . .         . .   742 

-  -  vt^^nal     examination 

in  detecting  cause . .  394 

-  -  from   vesical  calculus 

282,  471,  579 
worms 394 

-  interruption  of,  by  sto'ie 

in  bladder     ..      181,  282 
urethral  calculus  282,  4«9 

-  involuntary,  in  epilepsy  143 

-  muscles  of,  nerve  supply 

of        499 

-  nervous  control  of        . .  397 

Mteturttion,  niohtfrMiuency 
of       393 

-  nocturnal,  with  arterio- 

sclerosis . .         . .     12 
granular  kidney        . .     12 

Micturition,  normal  foaturos 
of        393 

Micturition,  palnfuL  oonoral 
account  of    Ai.  470,  471 

(and    see     Tain     on 

Micturition) 

-  precipitate,  from   spinal 

cord  lesions    . .         . .   314 

-  scalding  on,  from  bocteri- 

uria 70 

-  -  in  gonorrhoea  .  182,  700 
MIcturttion  through  flttul«  397 
Mlculkz't  syndromo 

iFig.  3)  25,  695 
MM-brain  lotion,  facial  par- 
alytit  wKh     . .        . .  493 

-  tumour  of,  deafness  from  lUG 
MM-braln,  tumour  of,  tlgnt 

of        727 

Middle  cerebral  artery  (see 
Artery,  Middle  Cere- 
bral) 
Middle-oar  disease  (see 
Otitis  Media,  and  Otor- 
rhoea) 

lueoiorrhagc  into       . .  160 

Midwives,  chancre  of  finger 


210 
4 
759 
G26 
702 


Migraine,  acetonuria  in 

-  amblyopia  from 

-  aphasia  in 

-  blindness  in 

-  central  scotoma  in    759,  760 

-  glaucoma  simulating   . .  233 

-  headache  in      290,  310,  762 

-  hemianopsia  in  301,  302 

-  hemicrania  in    . .         . .   760 

-  hyperacusLs  in  160,  308,  309 

-  from  hypermetropia    . .  446 

-  indigestion  simulatetl  by  316 

-  monocular  blindness  in     759 

-  periodicity  of  attaclca  of  316 

-  photophobia  in . .         . .  525 

-  polyuria  from    . .         . .  635 

-  quadrant  hemianopia  in  759 

-  ring  scotoma  in , .         ..   759 

-  sick  headache  and        . .  526 

-  sickness  in  . .  . .   762 

-  tinnitus  from     . .  . .   723 

-  unilateral  headai-he  in,.   294 

-  vertigo  in  . .  , .    752 

-  vomiting  in        . .      760,  765 

-  xanthoma  planum  with  7.32 
Miliaria 654 

Miliaria  rubra,  notes  on  . .  755 

Milium        48U 

-  colloid 733 

skin  tumours  from  . .  732 

-  papule  of  . .  . .  487 
Milk,  caseoas  glands  from 

308,  38.'. 

-  colic  from  . .         . .  117 

D 


Milk,  contd. 

-  goats',  Malta  fever  and    466 
Mediterranean   fever 

from  ..         ..  560 

-  in  rennin  test    . .         . .  320 

-  spontaneous  discharge  of  181 

-  in  test  meal      ..         ..317 

-  tinged  in  jaundice        . ,  324 

-  tinned,  scurvy  from     . .     72 

-  transmission  of  bromides 

in        98 

-  -  iodides  in       . .         . .     98 

-  tuberculosis  from       . . .   768 

-  tuberculous  glands  from  379 

peritonitis  from        . .  631 

Milkers,  cow-pox  in         . .  240 

-  cramp 151 

Milky  urino,  from  phos- 
phates ..  S24 

Mllroy's  disease  {Fig.  179)  414 

oedema  of  one  leg  iu 

{Fig.  177,  p.  411)..  415 
Mimicry,  nervous,  of  arth- 
ritis      350 

Miners,  nystagmus  in      . .  407 

-  phthisis    (see    Phthisis, 

Mnier's) 
Mines,  workers  in,  anky- 

lostomum  in  . .         . .     81 
Mirror,    in    distinguishing 

trance  from  de-ith    . .     85 

-  makers,  mercurialism  in     33 
Mirth,   exaggerated,   from 

lenticular  degeneration  238 
Miscarriage  (see  Abortion) 
Mitral  area,  bruits  in  (see 

Bruits) 
definition  of  . .  . .     89 

-  disease,  bruits  of  . .       2 

gastritis  with . .         . .     43 

loss  of  appetite  with..     43 

pain    in    ejiigastrium 

from  . .  437 

passive  congestion  of 

liver  in        ..  ..437 

polvcyth«mia  with  . .     34 

I pulmonary  second  sound 

I  with  ..         ..       2 

-  endoc  irditis,  distinction 

I  from  mitral  stenosis . .       2 

-  regurgitation,   from   ad- 

herent      pericardium 

89,  90.  211 

albuminuria  from  210,  211 

j from  alcoholism        . .  214 

I aortic  disease    40,  89, 

90,  211,  212,  288,  368 

arteriosclerosis  89,  90,  212 

ascites  from    46,  210,  211 

from  athlete's  heart. .   214 

back-pressure  from  46,  212 

benefited  by  rest  and 

ditritalis      ..         ..  2U 

bruit  of  . .       89,  210 

cardiac    impulse    dis- 
placed from  . .  210 

cardiorespiratory  bruit 

simulating  . .         . .   190 

Mitral  regurgitation,  causes 
of  2,  211 

Mitral  regurgitation,  charac- 
ters of  bruH  with      . .    89 

after  chon»a  . .         . .     8«> 

from  chronic  nephritis  298 

clubbed  finjrers  from     111 

congestion  efface  from  210 

couKh  from    . .  . .  210 

Mitral  regurgitation,  from 
dilatation  of  left  ven- 
tricle   ..  90,  211,  212,  298 

dyspnoea  from  ..  2ln 

from  endocarditis     ..   211 

epiutkstric    pulsation 

from  ..         ..  210 

from  fattv  heart      89,  211 

fibroid  heart  ..        89,  211 

Mitral  regurgitation,  general 
account  of  ..210 

from  granular  kidney  211 

hjomoptysis  from      ..  210 

heart  enlaiyed  witli  89,  210 

failure  from         46,  418 

from     high     blood- 
pressure      ..  ..  211 

hydrothorax  from    ..  211 

from    infective    endo- 
carditis      . .         . .  211 


Milral  regurgitation,  contd. 

interstitial  nephritis  89,  90 

pulsatile  liver  from  ..  211 

left  ventricle  enlarged 

from  ..         ..206 

liver  enlarged  from  . .  210 

loud  pulmonary  second 

sound  with  . .       1 

with  mitral  stenosis..     95 

from  myocardial 

changes  53,  89,  90,  211 

nutmeg  liver  with    . .  368 

oedema  from         210,  211 

orthopnoea  from       ..  418 

palpitation  from  210,  484 

with  pericarditis  211,  213 

polycythaamia  with  . .  533 

precordial  bulging  with 

89,  210 

puLse  irr^ular  with..  210 

after  rheumatic  fever    89 

site  of  impulse  with . .  299 

-  -  thrUl  from     . .      210,  720 
tricuspid  regurgitation 

from  ..         ..211 

Mitral  regurgitation,  various 
causes  of  . .    89 

-  stenosis,  accentuated  pul- 

monary second  sound 

iu         ..     1,  95,  288.  289 

acute     dilatation     of 

stomach  in. .         . .   173 

-  after  acute  endocardi- 

tis     211 

acute  rheumatism  atid 

485,  704 

after  acute  rheumatism    53 

age  incidence  of       . .     96 

ante-mortem  clot    in 

heart  from . .         . .  -289 

aortic  dise-ase  with  . .  209 

apical   diastolic    bruit 

from  ..         ..     93  I 

ascites  with      46,  53,  694  \ 

atheroma  of  pulmonary 

artery  from  215, 289,  291 
auricular  extrasystoles  I 

in 547 

fibrillation  in       94,  548  I 

bronchiectasis  from  . .   292  ■ 

bronchus  stenoscd  from  292  I 

Mitral  stenosis,  bruits  of 

{Fig,  39)        . .  . .     94  ; 

-  -  without  bruit     2,  53,  485  , 

cardiac  dullness  in  216,  289 

impulse  displaced  in  210  I 

cerebral  embolism  from         I 

303,  301 

after  chorea  ..         ..  53  , 

chorea  from  . .         . .  70 1  i 

clubbed  fingers  from  111 

congestion  of  the  lungs  , 

from  ..  ..215 

difficulties  in  diagnosing  53  ' 

digitalis  for    . .         . .  53 

disappearance  of  bruit  548 

thrill  of       . .          . .  548  I 

distinction  from  endo- 
carditis      . .         . .  2  I 
epigastric  pulsation  in  216 

-  -  facies  in  {Plate  VI  A)  53 

fibroid  lung  from     . .  292 

forces  causing  bruits  in  94 

hiemoptysis  from  149, 

286,  288,  289 

heart  failure  from   14, 

40,  53,  55,  418  . 

hemiplegia  from    303,  304  | 

high       blood-pressure 

with  . .  14,  55,  81  i 

hypothermia  in  {Fig. 

142)  ..         ..311 

indunition  of  the  lungs 

from  ..         ..215 

infarction  of  lung  from  289 

irregular  heart  with    2,  94 

left    auricle    hyper- 

trophied  from        . .  292 

and  dilated  from  215  , 

ventricle  not  hirge  in     94 

lividity  with  . . 

malar  flush  from   485, 

mid-diastolic  bruit  in 

mistaken   for  emphy- 
sema 

mitral     regurgitation 

with  ..         ..95 


694 

704 

94 

15 


Mitral  stenosis,  contd. 

my  xcedema  simulating    38 

nephritis  simulating..     55 

nutmeg  liver  with  334,  694 

oedema  of  legs  with . .  694 

ortliopnoea  with    418,  694 

palpitation  from       , .  484 

panting  from. .         . .     14 

paroxysmal        tachy- 
cardia from        548,  549 

polycythffimia  with 

532,  538 

polyuria  in     . .         . .  535 

precordial  pulsation  in  210 

presystolic  bruit  with 

53,  93,  216,  289,  720 

pseudo-bradycardia  in    82 

pulmonary     apoplexy 

from  . .         . .  289 

embolism  from      . .  289 

regurgitation     from 

93,  217 

thrombosis  from  . .  289 

pulsating  liver  with . .  694 

pulse  fast  and  irregular 

in 53 

irregular  in  14,  55, 

81,  216 

-  reduplicated   second 

sound  in    95,    216, 

288,  588 
right  ventricle  enlarged 

from  . .         . .  215 
second  sound  inaudible 

in 96 

see-saw  impulse  with    64 

Mitral  stenosis,  signs  of  . .      2 

site  of  impulse  with . .  289 

slapping  first  sound  in 

2,  95,  216,  289,  485 

sputum  in       . .         . .   149 

systolic  bruit  in     95,  216 

tachycardia  from  703,  704 

-  -  thrill  in  . .      216,  720 

tricuspid  stenosis  with  694 

vocal    cord    paralysis 

from  ..         ..495 

Modesty,  blushing  from  . .  241 
Mnebius,  myopathy  of  . .  1 35 
Moeblus*s  sign  . .  215,  229 
Molar,  unerupted,  pain  in 

jaw  from        . .         . .  402 

skiagram  in  diagnosing  462 

Mole,  epithelioma  starting 

from 731 

-  hairy,  over  spina  bifida  611 

-  hydatidiform,        blood- 

stained discharge  from  186 

chorion-epithelioma 

after  ..         ..391 
microscope    in    dia- 
gnosing      . .         . .   186 

-  sarcoma    stariini;    from 

379,  381,  731 

-  tubal 393 

Molimina    . .         . .  17,  18 

Mollitlos   osslum,    general 

account  of  ..  ..242 
Molluscum     contaglosum, 

characters  of . .        . .  732 

keratosis      follicularis 

simulating  . .         . .   733 
skin  tumours  from  . .   732 

-  flbrosum  {Fig.  291)      . .  711 

of  vulva  . .         . .   702 

Mongolism  {Fig.   90)   190,  237 

-  double-jointed  thumbs  in  191 

-  flat  occiput  in  . .  . .  190 

-  heart  disease  with        . .  191 

-  knock-knee  in  . .         . .   191 

-  tongue   swollen   in   190,  698 
Monoplegia,  brachial    501,  502 
Monoplegia,  brachial,  hys- 
terical ..  503 

Monoplegia,  crural,  general 
account  of    .  ■        . .  496 

-  from  difficult  labour  . .  113 

-  hysterical  . .         . .  141 

-  limping  from     . .         . .  251 

-  from  meningeal  haemor- 

rhage   113 

-  spastic  infantile  . .  132 
Montgomery's  gland,  swollen, 

in  pregnancy..  ..  430 
Moore's  test,  alkapton  and  262 
indicAU  and   . .  . .   262 

Moore's  test  for  sugar    .  ■  262 
54 
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Moertn's  ulcar  ..734 

Moorhead,  Dr.,  iUustratioa 

lent  by  ..  ..158 

If  oral   deterioratioo,  from 

alcohol  . .  . .   526 

Morati-Axenfeld  diplobacilli, 
conjunctivitis  from  . .   231 

Mortms  ctpruleos  {Fig.  67)    157 

-  -  blood  count  in  . .   533 

clubbed  lingers  from     111 

polycythiemia  in       . .  532 

(and     see     Congenital 

Heart  Disease) 
Moitus  ctnlls  tint  iiivr- 
mure tS 

-  COX8B  senilis        . .  . .   340 

-  maculosus    of     Werlhof 

653,  55C 
Morpaerni,  hydatid  of,  cjst 

from 481 

Morgan's  bacillus^  ptomaine 

poisoning  from  . .   71 7 

summer  fliarrhcpa  from  384 

Morison,  Prof.  Rutherford, 

illustrations  lent  by 

142,234,389,601,665,737 
Mornini?  diarrhnpa         172,  173 

-  sickness,  in  chronic  alco- 

holism.. ..        51,  267 

in  preenancT  . .  . .   393 

Moro's  tuberculin  reaction 

(Plat:  XXX  V\l)  . .  77» 
Morphia,,  abdominal   pain 

from 426 

-  amenorrhcra  from         ..     18 

-  bradypncpa  from  . .     84 

-  Cheyne-Stokes      breath- 

ififf  from         . .  . .   108 

-  coma  from  ..  ..   118 

-  contra-indicated    in   en- 

terospasm  . .  . .  426 
peritonitis       . .  . .  425 

-  convulsions  from  . .   144 

-  leucopenia  from  . .  361 

-  palpitation  from       484,  486 

-  prick  marks  in  diagnos- 

ine 486 

-  tremor  from       . .      724,  726 

-  urticaria  from  . .  . .  771 
Morphine,  glycuronic  acid 

from 261 

-  reduction  by  urine  after  261 
Morpha-a,  atrophic  strife  of  529 

-  baldness  from    ..  ..     71 

-  distinction    from    leuco- 

derniia  . .  . .   529 

-  linete    atrophica!    simu- 

lating   365 

-  violet  border  of . .  . .  529 
Mortar-making,  dermatitis 

from 755 

Morton's  ditetse  . .        . .  439 

Mortuary  attendants,  warts 

of         240 

Morvan's  diSMse  . .       62,  257 
Morvan's  diseasi,  syringo- 
myelia and    ..        ..97 

Mosquito  bite,  itching  from  540 

malaria  and    . .  . .     29 

swelling  of  face  from    674 

vehicles  from  . .  . .   757 

Motoring,  sore  throat  from  615 
Mountaineering,     epistuxis 

from 221 

-  noise*  in  the  head  in     . .  406 

-  shortness  of  breath  from  89 
Mousy  smell,  of  favus  . .  246 
Mouth,  athetosis  of  . .    132 

-  bleeding  of,  from  hajmo- 

philia 273 

in  Ilodgkin'a  dl8ea.se. .   274 

Mouth,  bleeding  n«vl  of 

{Plate  XV IT)  . .  292 

-  breathing,  foul  taste  from  705 
snoring  from  ..  ..   013 

-  bullous  dermatoses        74,  99 

-  chicken-poT  affecting  . .   616 
congenital  syphilitic  erup- 
tion round      . .  . .   400 

-  herpes  of  . .  . .    75 1 

-  injury  to,  ptyalism  after  542 

-  Koplik's  spotfi  in  {Plate 

V//l)l-!S,   238 

-  nnavi  in    . .  . .  . .   28.3 

-  pain  in    . .  . .         74,  267 

-  pigmentation      in      (see 

Pigmentation  in  Mouth) 


Houth,  cnntd. 

-  scars  round,  in  congeni- 

Ul  syphilis     . .  . .   235 

-  small-pox  affecting       ..   616 

-  sore,  in  pellagra           . .   225 
angles     of.     in     con- 
genital syphilis  {Fuf. 
107) 234 

Mov.ible  kidney  (sec  Kidney, 

Movable) 
Mucinoid     substances     in 

ascitic  fluid    . .  . .     50 

Mucocele    of    gall-bladder 

253,  251 
Mucomembranous      colitis 

(see      Colitis,      Muco- 

membranous) 
Mucous    colic    (see    Colic, 

Mucous) 

-  membranes,  affected  by 

bullous  tiermatoses  . .     99 

blanching      of,      from 

severe    hajmorrhage  120 

favus  of  . .  . .   246 

hemorrhage   from,   in 

blood  diseanes         . .   596 

in  i»seudo-leuksmia    37 

in  sciu'vy-ricket*^  . .  670 

into,  in  septic  states  269 

herpes  of        . .  . .   754 

leprosy  affecting       . .   404 

-  -  iiffivi   of  275,  283,  293 
pigmentation     of,     in 

.Vddison's  disea.se  ^2,  528 
(and  see  Pigmentation 

in  the  Mouth) 

rhinoscleroma  affecting  733 

ringworm  affecting  . .   247 

svphills  affecting       . .   40-t 

telangiectases  of        . .   221 

-  shreds  in  stools,  simulat- 

ing tape-worm  . .   399 

-  tubercles  in  perineum  . .  620 

on  scrotum     . .  . .  621 

Mucus  and  blood  in  stools 

(see  Stools,  Blood  and 
Mucus  irO 
I  -  excess  of,  in  gastritis  43, 

317,  320 

-  from  nose  . .  . .   178 
I  -  shre<ls  of,  from  mucous 

I  colitis  . .  . .  . .   115 

-  stainetl  by  eosin  . .   399 

methylene  blue         . .   399 

MUCUS  IN  THE  STOOLS 

I  (and  see  Stools)      170,  398 

-  urates  simulating         . .   740 

-  uric  acid  with    . .  . .   741 
MUCUS  IN  THE  URINE..  399 

I  Mulberry  rash       . .  . .  335 

Multiple  benign  lupoid    . .  405 
Multiple  benign  sarcoid   . .  405 
Multiple  seresltis,  general 
account  of  . .  106 

I  Mummification  ..255 

Mumps,  atrophy  of  testis 

from 66 

-  cervical  adenitis  simiilat- 

I  ing 617 

'  -  deafness  from    . .  . .   166 

-  dysphjigia  from..      198,  617 
I  -  earache  from      . .  . .   202 

-  epididymitis  from        . .     66 
,  -  epididymo-orchitis  from 

I  478,  696 

-  hydrocele  from  . .  . .  481 

-  leucocytosls  rare  in      . .   360 
,  -  lymphocytes  in  cerebro- 
spinal fluid  in. .  . .  305 

-  orciiitis  from      . .  . .     66 

-  pancreatitis  in    . .  . .    100 

-  ptyalism  in        . .  . .   542 

-  rigor  nire  in       . .  . .   595 

-  sail  vary  gla'ids  enlarged 

in     *   ..  ..       617.  694 

-  sore  throat  from       613,  617 

-  testicular  ab-^coss  in      . .   622 

-  trismus  sinuilated  by  . .    729 
Murmur,      vehicular     (see 

Vesicular    Murmur) 
Murmurs  (see  Bruits) 

-  intrat^rani  il        . .  . .   723 

Musca  voiitantes  ..        ..    71 

t from  plethora  .  .   221 

Muscle    fibres,    in    kidney 

tumours  . .  . .   3.')6 

,  -  -stools  101,170, 172,241,328 


MuMcie,  contd. 

-  intercostal,  overstrained, 

from  bronchitis         . .   432 

pain  in  chest  from    432 

stitch  from  overetraia 

of 431 

-  laceration  of  abdominal  593 

Musde  tone,  iMde  of  main- 
tenanee  5.\  |37 

Msedes  of  arNi«  nerve 
supply  of  .504 

Musdes  of  arm,  root  Inner- 
vation of  . .  509 

-  calcification  of  . .  . .    143 

-  electrical     reactions     of 

normal  . .      582,  583 

-  flabby,  with  fatty  heart    212 
in  rickets        . .  . ,   714 

-  haimorrhiigic    knots    in, 

in  scurvj'        . .  . .   556 

-  hyperalgiaof,  anoisthesia 

with 606 

-  hypotonia   of,    in   tabes 

dorsalis  . .  . .   230 

-  injury     of,    contracture 

from 143 

Musdes  of  log.  Innervation 
of  ..490.499 

Musdes  of  leg,  spinal  seg- 
ments associated  wKh  490 

-  ossifiaction  of    . .  . .   143 

-  pain  in  (^^ee  Pain  in  Muscles) 

-  parasites  encysted  in    . .   729 

-  rupture  of,  purpura  from  653 

-  slow    relaxation    of,    in 

Thomsen's  disease    . .   584 

-  swelling  of,  in  myositis 

o&'^ilicans        . .  . .  143 

-  swollen,  in  trichinosis  . .  464 

-  tenderness  of  (see  Ten- 

derness of  Muscles) 

-  trichinella  in      . .  . .  464 
MUSCULAR  ATROPHY  ..     59 
progressive   (see   Pro- 
gressive     muscular 
atrophy) 

-  dystrophy,  primary  (see 

Myopathy) 

Muscular  rheumatism  138, 

431,  443,  467 
Musculo-outaneous      nerve  501 
Musculospiral    nerve     (see 
Nerve,  Musculospind) 
Mushrooms,     btemoglobin- 
I  uria  from       . .  . .   28  4 

Ma««els,  urticaria  from    ..   771 
Mustard  plasters,  erythema 

j  from 222 

I  -  sore  fingers  from  . .   239 

-  vomiting  from  . .  . .   765 
Mutism   (and   see   Speech, 

Loss  oO 

-  aphasia    distinguished 

I           from    . .          . .  ..624 

I  -  iti  dementia       . .  . .   623 

-  melancholia       . .  . .  624 
Myalgia,     cervical,  head- 

I  ache  simulatetl  bv     . .  294 

Myalgia,  general  account  of  467 

'  -  intercostal,     tenderness 

j  from 707 

-  pain  in  the  chest  from  . .  430 
\ limbs  in  . .  . .   463 

-  tenderness  from         431,  706 
j  Myasthenia  gravis,  bulbar 

I  paralysis      simulating   198 

drooping  of  eyelids  in  235 

of  chin  in    . .  . .  235 

Myasthenia  gravis,  dysar- 
I         thria  in  . .  627 

' dysphagia  from     197,  543 

Myasthenia  pravis.  electri- 
cal reactions  in        . .  584 

exhaustion  in  . .   235 

Myasthenia  oravis.  fades  In 

(Figs.  Ill,  112)        ..  235 

knee-jerk  in    . .  . .  359 

muscles  affe?ted  in  . .  197 

nasal  voice  in. .  . .  627 

ptosis  in         . .  . .  541 

ptyalism  from  . .  543 

' rapid  fatigue  in        . .  627 

regurgitation    of   food  761 

-  -  rlsorius  weak  in        . .  235 
sneering  appearance  in  235 

' zygomatic     muscles 

weak  in       . .  . .  235 


Mycelium  in  crythrasma  . .  :': 

-  favus       . .  . .  ..  L*' 

-  ringworm  ..  ..  -'' 

-  tinea  rersicolcr.  .  ..  :' 

Mycotofa 73S 

Mycosis  fanflsltftai,  paasnl 

accoMirt  of  .731 

itchifig  in         .  .  ..'->'* 

Myelitis,  acute  betlsore  from  -.• 

hyiMjrpyrevia  from  ..  i 

from  injury  -.  -  ..  %■ 

strangury  from         ..  ht- 

Myelitis,  anastlMfii  from   « 

-  comnres^ion,  pain  at  um- 

bilicus from    .  .  . .  4* 

-  constipation  ill  ..  . .  Iz' 

-  coniractores  after         ..  l> 

-  difficulty   in   micturtiior. 

with     . .  -  .  . .  : .  ■ 

-  gangrene  from   . .  . .  -' 

-  girdle  pain  in     .  .  . .  :• 

-  knee-jerk  lost  after       . .  I^* 
•-  paralysis  of  bladder  in. .  :  * 

one  leg  from  .  .  . .  4  ■ 

-  precipitate      defipcatiof. 

from    . .  . .  ..:'-• 

-  pupil   re-u-tin^?    to    lie! it 

but  not  to  accommo- 
dation in         .  .  . .  -V 

-  retention  of  urine  in   3?»l.  :.  ■ 

-  transverse,     anic^tbe^ii 

with     .  .  02,   I4»t,  ' 

without  nnaffisthesia  . .   *':* 

from  aneurysm  . .  ^*  • 

ankle  clonus  from     . .     •  - 

anterim-  cornua! 

changes  in  . .  ..     *. 
atrophy     of     mtxscles. 

from  . .  ,.     f~ 
cervical  cord   aflfe:ned 

by 

from  compression  3Sa.  '■] 

cvstitis  from  . .  . .  '*- 

dorsal  cord  affected  by   « . 

drawing    up     o£     led^ 

with  . .  . .   ]  1 
extensor  plantar  reflex 

from  . .  *'>t.  i-^ 

Myelitis,  transverse,  omaral 
account  of  62.  516 

girdle  pain  from      140.  J' 

h5T»en«^the5?ia  with  . .  1 : 

incontinence    of    urine 

in :.-• 

Myelitis,  transverse.  Injury 
and  SS9, 5ii 

knee-jerk      increased 

from  . .  . .     *  - 

lost  from     .  .  . .     ♦ : 

loss  of  reflexes  from,.  -*: 

main-en-griffe  from  . . 

from  new  growth       ..   > 

I pain  and  .  .  . .   ^! 

paraplegia  from     514, 

515.3' 

priapism  from  . .  ^  * 

R.D.  from  61,  62.  ^1 

retention  of  urine  in. .  :^> 

simulating      amvotro- 

phlc  lateral  soiera«^i*    ' : 

progressive  muscolar 

atrophy  .  .  . .     ' . 

from  softenine  . .  '1 

spastic  paraplegia  from  ♦ : 

-  sphincter  trouble  from 

62,  1' 

from  spinal  ojiries     . .  :* 

thrombosis.  .  . .  r- 

I syphilis  .  .  . .   n- 

-  tympanites  from        . .   :* 
wasting     of      muscles 

from  .  .  61.  ^' 

-  urine  dribbling  in  . .   -^ 
Myelocytes  (Plaies  //,  /  n 

-  in  aplastic  anieniia        . .     . 

-  oosinophile      (Platr      II 

Fig.  N,  p.  22>  .  .*     i 

Myelocytes,  general  account 
of       23 

,  -  in  Hodgkin*s  di<<eH$e  2S. 

S7.  64.  377,  kT" 

-  leuluemia  2S,  24,  55,  64. 

27J.  ' "^ 

-  lymphadenoma  .  .  . .     J 

-  lymphatic  leukaatnia     !       : 

-  lymphocytes  simulaUng      . 


Digitized  by 


Google 


MYELOCYTES    —    NECK 


851 


Myelocytes,  contd. 

Myopalhyy  contd. 

Myxaedema,  contd. 

1 

-  neutropuile 

23 

-  Friedreich's  ataxy  simu- 

- lips  swollen  in   . . 

231 

-  in  pernicious  anaa.nia   . . 

IM 

lating  60 

-  loss  of  strength  in 

409 

-  polymorphonuclear  ceili 

-  infantile  . .         . .      510,  513 

-  malar  flush  in  38,  {Fig. 

simulating 

23 

paralysis  simulating. .     60 

104)  231, 

403 

-  in  splenic  aiueniia 

55 

-juvenile..          ..      510,513 

-  mental  changes  in 

38 

Myeloid  sarcoma  (see  Su- 

-  knee-jerk  lost  in          . .  358 

symptoms  in. . 

119 

coma,  Myeloid) 

-  Landouzy-Dejeriuc  type  514 

-  mitral  stenosis  simulated 

38 

Myelomata,     aibumoiuria 

-  limping  from     . .         . .  362 

-  nephritis  simulated     38, 

234 

with 

17 

-  lordosis  from      (Ftj^.  66)  156 

-  nose  broad  in    . . 

234 

Mylabris,  bulla  from 

97 

-  orbicularis  palpebrarum 

-  oedema  in 

38 

Myocardiil    changss,    ac- 

weak in          ..         ..  2.35 

-  -  of  leg  in 

415 

count  of 

14 

-  paraplegia  from           . .  510 

-  paralysis   agitans  simu- 

-  -  age    incidence  of     . . 

90 

Myopathy,  peripheral  neu- 

hited  by 

234 

-  -  fro.-n  alcohol  . . 

701 

-  perspiration  deflcient  in 

537 

-  -  as"it«s  from  . . 

46 

513,  514 

-  podgy  fingers  in 

38 

-   -  bai'k-pressuro  from  . . 

46 

simulating  . .         . .     60 

-  polyuria  in         . .      530, 

537 

Gheyne-Stokes  breath- 

- plantar  reflex  in           . .     68 

-  sex  Incidence  of         38, 

414 

ing  trom     . . 

108 

-  pouting  lips  in  . .         . .  235 

-  skin  thickened  in 

38 

-  -  diduilLs  and  . . 

4S5 

trophic  113,  609,  510,  513 

—  slow  pulse  in  . .       81, 

235 

-  -  dv'^pepsia    simulating 

485 

speech  in 

234 

-  -  ay^pnoea  from 

300 

-  -  cUmbing  up  self  in  113,  251 

-  swelling  of  legs  in      4U, 

537 

-  -  engorged    Uings    from 

90 

waddling  gait  in        . .  251 

-  to-nperature    subnormal 

-  -  lirst  sound  like  sejond 

-  no  B.D.  in          59,  509,  513 

in        ..         ..      235, 

311 

in 

88 

-  reflexes  in          . .          . .  513 

-  thickened  fingers  in     . . 

409 

-  -  crallop  rhythm  with  . . 

300 

-  rire  en  travers  in         . .  235 

-  thyroid  extract  in    119, 

heart  block  with 

83 

-  scoliosis  from     . .      153,  154 

235, 

537 

-  -  heartburii    simulitiig 

2J7 

-  shoulder   involved   by     509 

diagnosing  . .       38, 

415 

-  -  hsart  failure  fro.n  14, 

Myopathy,  some  account  of  513 

-  tongue  swollen  in 

698 

4*1, 

108 

-  synonyms  f or    . .         . .   135 

-  urine  in 

38 

hctrtinpul-sedispljujcd 

-  talipes  in           ..         ..113 

-  weight  increased  in 

537 

witu 

299 

-  Tooth's  paralysis  distin- 

MyxcDd6me  fruste 

190 

large  from  . . 

54 

guished  from..        60,  113 

Myxoma,  parts  affected  by 

732 

-  -  insomnia  from 

3L'l 

Myopathy,  types  of       59,  135 

-  -  irreu'uliir  heart  from. . 

ti6 

Myopia,  crescents  in    415,  416 

-  —  pnbe  from. . 

300 

-  nyctalopia  from           . .   703 

\^  ^VI,    buccal :    blood 
IN      oo%m^  (Plate  XV 11) 

liver  e.ilarged  from  . . 

yo 

-  optic  disc  in  («a/e  J/X)  410 

micral     regurgitation 

-  pupil  large  with           ..  551 

292, 

293 

from          2,  89,  'JO, 

211 

-  strabismus  from           ..619 

Niuvus     of     tongue      and 

Myocarillai  changes,  mode 

Myositis,    from    cold    and 

moutn 

283 

of  estimatino-. 

88 

damp 475 

-  urethral,  hematuria  from  275 

-  -  Xauheim       treat.ncnt 

-  infective     peri-arthritis 

anaemia  from 

283 

and  . . 

485 

and 475 

liiomaturia  from 

283 

-  -  nutmeg  liver  from    . . 

368 

-  from  injury       ..          ..475 

urethroscopy    iu    dia- 

 cpdema  from  . ,        9U, 

300 

-  intercostal,     tondorness 

gnosing 

283 

-  -  in  old  people. . 

85 

from    ..         ..      706,  707 

NAILS,   AFFECTIONS  OF 

palpitation  trom    30u, 

-  interscapular  pain  from  461 

THE 

C99 

484, 

485 

-  occupation  neurosis  simu- 

Nails, brittle 

400 

-  -  rlieumatic 

704 

lating  476 

Irom  ringworm 

250 

-  -  shortness     of     breath 

Myositis  ossincans          . .  143 

,  -  capillary  pulsjition  in  . . 

207 

Irom            . .          8  J 

,  90 

trismus  simulated  by     729 

-  co.igenitel  syphilis  affect- 

 simuUting     aJhere.it 

-  pain  in  the  limbs  from . .  463 

ing       

400 

pericardium 

54 

muscles  from..         ..  464 

-  dull,  from  ringworm     . . 

250 

Myocardial  changet,  some 

-  -  Ihe  siioulder  from    . .  474 

psoriasis 

399 

lurifiw  iri                   "to^^  ^Ow 

-  rheumatic,  torticollis  from  142 

-  eczema  affecting       250, 

399 

syncope  from 

300 

Myositis  of  shoulder  region  475 

-  egg-shell 

400 

systolic  bruit  from  89, 

300 

-  tenderness  of  spine  from  713 

-  epidermolysis       biillosa 

from  syphilis.. 

704 

Myotonia    atrophica    (and 

affecting 

399 

-  -  tacnyc^ardia  irom 

704 

see  Myopathy)         ..   135 

-  exfoliation      of,      from 

varieties  of    . . 

46 

MyxcDdema,  adiposis  dolo- 

eczema 

399 

(and  see  Heart,  Patty  ; 

rosa  simulating         . .  410 

ringworm 

250 

and  Heart,  Fibroid) 

-  age  incidence  of           ..414 

-  favus  affecting  247,  250, 

399 

MyocKdItis,    general    ac- 

- albuminuria  in  ..       .38,  414 

-  gout  affecting    . . 

250 

count  of 

212 

-  amenorrhoea  in..        18,  388 

-  hypertrophy  of.. 

400 

-  pain  in  the  back  from  . . 

710 

-  anmmia  in          . .         . .     38 

-  orange-rind    like,    from 

-  parenchymatous,     acute 

-  apathy  in          ..         ..234 

eczema 

399 

dilatation     of      heart 

-  broad  features  in      409,  537 

-  psoriasis  affecting     250, 

399 

from 

214 

hands  and  feet  in     . .  410 

-  rheumatism  affecting  . . 

250 

in  acute  fevers 

214 

-  cerebral    tumoiu:    simu- 

Nails,  ringworm  of    247, 

Myocardium,  chronic  affec- 

lated  by        ..         ..38 

249, 

399 

53 

-  coarse  skin  in   . .         . .  23  4 

-  shedding  'of,   from  dia- 

Myocardlum,  diseases  of. 

-  c^ma  in  ..         ..     117,  119 

betes   

400 

general  account  of  . . 

212 

-  cyanosis  in        . .          ..231 

locomotor  ataxy 

400 

-  rhenmatic  nodules  i»i    . . 

405 

-  delusions  in       . .         . .  119 

from  syphilis 

400 

Myoclonus  . .               138, 

137 

-  depression  in     ..         ..119 

-  pitting  of,  from  eczema 

399 

-  chorea  electrica  and     . . 

137 

-  diabetes  insipidus  and. .  537 

-  splitting  of,  from  eczema 

399  1 

-  locaUzed      convulsions 

-  dry  skin  in         . .          . .   537 

psoriasis 

399 

from 

144 

-  ears  thick  in      . .          . .   234 

-  spoon      

400 

-  parathyroid  glands  and 

137 

-  excitation  in      . .          . .  119 

-  thickened,     from    ring- 

Myokymia, in  intermittent 

-  eyebrows  defective  in  . .  234 

worm  

219 

claudication  .. 

441 

-  eyelids  puffy  in. .         ..  234 

-  time  of  growth  of 

769 

ilyoma  cutis 

732 

MyxcBdema,  fades  of  (Fig. 

-  transverse  f'lrrowing  of, 

Myopathy,  age  incidence  of 

00 

104)  234 

from  psoriasis 

399 

-  arm  involved  by 

509 

in  diagnosing..         ..  119 

Nails,  transversa  ridges  on 

-  atrophy  of  muscles  in  00, 

-  falling  of  hair  in          . .  409 

{Fig.  30C)       . . 

769 

509,  51  i, 

583 

-  fatty  masses  in  . .         . .  234 

Names,  proper,  associated 

-  deep  reflexes  in . . 

59 

MyxcBdema,  general  account 

with  (see  end  of   In- 

- drooping  eyelids  in     . . 

2.35 

of       3d 

dex)     diHea.ses,    sig-is, 

-  dysarthria  "from 

028 

-  hair  in 38 

symptoms,  tests,  etc. 

-  exophthalmos  in 

235 

scanty  in        . .         . .  231 

Nanosomia  (see  Dwarfism) 

Myopathy,  fades  of  {Figs. 

-  heirt  disease  simulated 

Naphtha,   haomoglobinuria 

109,110) 

235 

by       . .         . .        38,  414 

from 

281 

-  family  history  in        509, 

512 

MyxoBdema,    hypothyroid- 

- peripheral  neuritis  from 

-  ftbrillary  contractions  in 

501 

ism  and                 ..  409 

61 

,  65 

-  no  fibrillary  contraction 

509 

-  increasing  stoutness  in. .  409 

NAPKIN-REQION   ERUP- 

400 ' 

-  fibrillary        contrwiions 

-  intellect  dull  in  234,  409.  537 

TIONS 

rare  in 

135 

-  leucocytosis  in  . .         . .  3G0 

seborrhceic  dermatitis  401  , 

Narcotics,    Cheyne-Stokes 

breathing  from 
Nares,  active,  in  pneumonia 

-  collapsing,  snoring  due  to 

-  occludeil,  anosmia  from 

-  posterior,  rhinoscleroma 

affecting 

-  pruritus  of 

Nasal  bones,  necrosis  of 
(see  Necrosis) 

-  diphtheria    (see     Diph- 

theria, Nasal) 

-  discharge  (see  Discharge, 

Nasal) 

-  process,      enlarged,     in 

acromegaly    . . 

-  septum,  dislocated,  anos- 

mia from 

spur  on,  anosmia  from 

Nasolabial  fissure,  sebor- 
rhceic eczema  affecting 

-  folds,  eczema  seborrhGoi- 

cum  of 

in  hemiplegia 

Nasopharyngeal  catarrh, 
heiulache  from 

Nasopharynx,  fibrosarcoma 
of         ..         ..      179, 

suppuration  in,  menin- 
gitis from 

-  recurrent  fibroma  of     . . 
Natal  fold,  oblique,  with 

hip  disease     . . 
Nates,  eczema  mai^inatum 

on        . .         ... 
Navel  (see  Umbilicus) 
Navvies,  occupation  neuro- 
sis in    

-  pain  in  shoulder  in 
Nauheim  treatment,  heart 

affection  benefited  by 
Nausea,   from    acute  con- 
gestion of  liver 

-  in  acute  yellow  atrophy 

273, 

-  angina  abdominalis 

-  from  arsenic      ..        64, 

-  bacteriuria 

-  carcinoma    of    stomach 

270, 

-  catarrhal  jaundice 

-  chronic  alcoholism 

-  cirrhosis 

-  nft«r  flushing    . . 

-  from  e>istric  ulcer 

-  gustriJls  267, 

-  with  intestinal  colic     . . 

-  in  Meniere's  disease 

-  migraine 

-  from  movable  kidney  . . 

-  pancreatit.s 

-  in  pellagra 

-  phosphorus  poisoning.. 

-  phthisis 

-  plumbsm 

-  portal  obstruction 

-  pre^edins    hsematemesis 
-in  scarlet  fever        614, 

-  from  snake-bife 

-  tuberculous  peritonitis 
Nausea,  vomiting  and  785. 

-  with    undue    abdominal 

Jiortic  pulsation 
Neck,  acne  affecting    489, 

-  actinomycosis     affecting 

-  brawny  swelling  of,  from 

angina  Ludovici 

-  cellulitis  of 

-  chorea  electrica  affecting 

-  cramps  in,  in  tetany     . . 

-  crick  in  . . 

-  irritation  of  back  of,  from 

pediculosis 

-  local     fatness     of,     in 

Dercum's  disease 

-  lymph    glands    in    (see 

Lymphatic       Glands, 
Cervical) 

-  pain  in  (see  Pain  in  the 

Neck,  and  Stiff  Neck) 

-  seborrhoeic  eczema 

-  sensory  areas  of  (Fw. 

188,  189,  191) 

-  short,  in  emphysema  . . 
thick,  apoplexy  and 

-  sinuses  in,  from  actino- 

mycosis 


103 
593 
613 
612 

733 
540 


268, 
317, 


612 
612 


401 


491 
303 


294 
613 


590 
179 


363 

250 


476 
476 


334 

333 
115 

268 
70 

316 
329 
51 
51 
241 
270 
766 
425 
752 
768 
115 
767 
225 
336 
315 
34 
272 
286 
765 
337 
657 
768 

543 
560 
736 

158 
651 
134 
151 
429 

378 

.  410 


401 

448 
167 
167 


Digitized  by 


Google 


852 


NECK    —    NERVE 


Seek,  contd.  \ 

-  stiff  (see  Stiff  Neck) 

-  swelling  of,  from  aneur-  i 

ysm  opening  vena  cava  169  | 

thyroid  gland  enlarge-  , 

ment   (see   Thyroid 
Gland  Knlargement)  , 

from  veua  cava  obstruc-        i 

tion 168 

-  Byphllis  roseola  on         . .  383 

-  tics  affecting      . .  . .    130 

-  ulcer  of,  from  tubercu- 

lous glands     . .  . .   379 

Necrobiosi.^  of  fibroids  . .  090 
Necrosis  of  bone,  abscess 

in  heart  from         . .  596  , 
acute,    mistaken    for 

acute  rheumatism . .  338 
ananmia  with . .         . .     35 

-  central,    sarcoma   simu- 

lated by         . .         . .  GC8 

pyaemia  from  . .  690 

suppurative  pericardi- 
tis from      . .         . .  696 

-  of  cartilage,  in  lupus  402,  735 

-  ear  bones,  otorrhcea  from  422 
polypi  from  . .  422 

-  fat  (see  Kat  Necrosis)  . .   131 

-  of     femur,     popliteal 

abscess  from . .  . .  693 
Itoerotlt  of  law  . .  . .  683 
stomatitis  from         ..  642 

-  in  leprosy  . .  . .     63 

-  of  nasal  bones,  anosmia 

from 612 

bridge  of  nose  fallen 

in  from  ..         ..179 

foul  breath  from    . .     87  ' 

from  injury  . .   179 

pus  from  nose  due 

to  ..         ..179 
from  syphilis     179,  210 

-  from  periostitis  . .  608 

-  of  pubic  boneff,  scrotal 

swelling  from  . .  697 

-  tibia,  talipes  from         ..   114  | 
Necrospermia        ..      646,  047 
Nc^le    in    foot  ..         ..302 

-  knee        362  I 

-  rectum 584 

Needlewomen,        acropar- 

eesthesia  in  . .  . .  444 
Needlework,  cramps  in  arm  I 

from 445  ! 

-  eyestrain  from  . .         . .  446 

-  pain  in  the  eyes  from    . .  446 
Needling  of  chest,  in  dia- 
gnosing empyema  35,  | 

103,  100  ' 

fluid  in  chest      lOl,  530 

tiffimopneumothorn  X 

5oO,  051 
hepatic  abscess      . .   253 

-  -  -  subphrenic  al)s<css  dbS 
pyopneumothorax 

05 1,  652 

-  -  hromoptysis  from      . .   280  | 
subcutaneous   emphy- 
sema from      . .         . .   203 

-  of  meningocele  . .  . .   23(>  | 

-  of  joint,  in  diagnosis  . .  340 
Nejrro  blood,  pigmentation 

of  mouth  from  . .   528 

NeiTToes,  cachexia  in         . .     99 

-  dirt-eating  in     . .  . .     99 

-  perverted  appetite  in  . .     99 

-  pica  in    . .  . .  . .     99 

-  piemcnted  mouth  in     . .  526 

-  stomach  disease  of        . .     99 

-  white-tongue  in  . .  99 
NeitMT,  oonococcus  of  . .  182 
Ncisser's  stain,  for  bacillus 

diphtheriaj  . .  157,  614 
Ncosalvarsan,       erythema 

from    . .  . .      222,  224 

Nephritis,  acute,  acute  di- 
latation of  heart  from  211 

albuminuria  in        42,  281 

albumosuria  with      . .     10 

aiit?i('neurotic    (rdoma 

simulating  (FUf.  178)  412 

anuria  in         . .  . .     42 

Cheyne-i?tokes  breath- 
ing from      . .  . .   108 

-  -  from  chill        ..         ..281 

-  -  chronic     parenchima- 

tous nephriti.s  aft«T  408 


XrfthritUy  rvntd. 

Nophrltls,  aeutr,  exacorka- 
tlon  of  chronic 

from  exposure  to  cold 

from  fungating  endo- 
carditis      ..     7,  8. 

Nophrltlt.    acuta,    oMcral 
account  of 

-  hematuria  in  42,  275, 

-  Henoch's         purpura 

simulating 

mercurial  stomatitis  in 

mitral    regurgitation 

from 

cedema  of         9,  281, 

from  beer  simulat- 
ing 
Nephritis,   acute,   without 

oedema      9,  11,  14, 

pallor  in 

pneumococcal  9, 

polyuria  after 

pufliness  of  ankles  in 

face  in 

pyrexia  in 

in  secondary  syphilis 

simulated   in   anaamic 

girls 

by  carcinoma  recti 

in  infants    . . 

Nofriirttls,  acuta,  tlmulatMl 
by  thrombotii  of  ronal 


Nophritis,  acuta,  in  tcarlot 
favor   ..        ..  14,42, 

from  a  specific  fever. . 

streptococcal 

Nephritis,  acuta  tuppura- 
thro,  oMorai  account 
of       

tube  casts  in  42. 

witliout  tube  casts     10, 

from  typhoid  fever    . . 

Nophritis,  acuta,  unhrarsal 
•doma  In 

unomia  from . . 

Naphritis.  acuta,  unrocog- 


Nophritis,    acuta,    urino 
chanpas  in     9,  iOl  14, 

Nophritis,  acuta,  various 
causae  of 

vena  caval  thrombosis 

simulating 

-  amenorrhcea  from 

-  anasarca  with    . . 

-  anuria  in 

-  ascending,     albuminuria 

from 

causes  of         . .  7 

Cheynp-Stokes  breath- 
ing from 

empyema  from 

hyperpyrexia  in 

perinephritis  from     . . 

pleurisy  from 

urremia  from  108, 

-  B.  coli  with 

pyocyaneus  with 

-  bulla)  in  . . 

-  cachexia  with    . . 

-  chronic,  acute  superven- 

ing on 

ace  incidence  of 

albuminuria  with    70, 

191,  212,  274,  298, 

a  first  sign  of 

albuminuric    retinitis 

with     47,  212,  274, 

aniemia  in    11,  34,  70, 

anas,arca  with 

anuria  from  . . 

apical  bruit  in 

arteriosclerosis  with.. 

Nephritis,  chronic  ascend- 
ing, general  account 
of       

uscitos  with    . .         42, 

blood  per  anum  in     . . 

blood-pressure  hii,'h  in 

10,  11,  42,  70, 
breathlfssiif«<<^  in 

-  -  cardiac  impulse  in 
causes  of 

-  -  catarrh  of  small  intes- 

tine from     . . 
chylous  as<ite3  from. . 


9 

281 


650 
612 


211 
415 


281 
42 

,  42 

635 
42 
42 
42 

642 

413 

7 
413 


594 

2H1 

,  13 

42 

412 

108 

9 

42 
9 

749 
18 

104 
40 


108 
loo 

.';09 
loo 


8 

212 
70 

408 
II 
11 

7 

172 
100 


.Xephritis^  chronic,  contd. 

coma  in  . .  . .     42 

convulsions  In  . .     42 

Cheyne-Stokes  breath- 
ing from     . .         . .  108 

cliylous  fluid  in  chest 

from  ..         ..100 

diarrhcpA  from  . .   172 

Nephritis,  Chronic  effects  Of   42 

enlarged  heart  with  10, 

11,  42,  54,  109,  274,  408 

epistaxis  from  11,  70,  266 

first  symptom  of    . .  221 

freciuent    micturition 

from  ..  ..  893 

at  night  with     . .  894 

gastritis  from  . .  317 

general  cedema  in      . .     10 

giddiness  in    . .         . .     42 

hfiematemesis  in        . .  274 

hHjmoptysis  from      ..  212 

hiemorrhages  in         . .     11 

headache  in    ..  11,  42 

heart    impulse    dis- 
placed with  . .  298  I 

heart  sounds  with    lo,  11 

high-tension   pulse   in  274 

hydrothorax  from     ..  212 

-  -  hyperacusis  in  . .  309 

hypothermia  in  ..311 

infantilism  from        . .  191  ' 

infarction     of     lungs 

from  ..  ..212 
inflammation  of  serous 

membranes  in  . .  11 
insomnia  in    . .         . .     11 

Nophritis,  chronic  InterstHlal 
(see  Granular  Kidney) 

-  -  irritabiUty  in  . .  323 

left  ventricle  large  in     76  , 

liver  enlarged  from  . .  212  | 

mitral    regurgitation 

from  ..  ..298 

morning  headache  from  294 

nutmeg  liver  from     . .  368  j 

obesity  from  . .  . .  408 

aMlema  of  legs  from  . .  212 

palpitations  in  . .     11  i 

Nephritis,  chronic   paren- 
chymatous,     general         i 
account  of     ..       10,408' 

polyuria    in   42,  191, 

274,  298 

radial  artery  thick  and 

tortuous  with        . .  212  | 

resulting   from    acute 

10,  408 

retinal  changes  with  11,  \'2  ' 

hemorrhages  with     212  , 

ringittg    aortic    second  [ 

sound  with..         ..  408 

shortness  of  breath  in     11 

simulated  by  polycys- 
tic kidneys      *   *. .     42 

stertor  in        . .         . .     42 

tliick  tortuous  arteries 

in 274 

-  -  tinnitus  from  . .  723 

tubal,  anffimia  in       . .     32 

coma  in      . .         . .     11 

Nephritis,    chronic    tubal, 
Rose  Bradford  typo  . .     11 

ur»mia  in  . .  . .     11 

tube   casts   with     76, 

212,  274,  298 

-  -  unomia  in      ..       42,  108 
Nephritis,    chronic    urino 

changes  in     . .        . .    10 

w  eakness  from           . .  76 

-  chvlous  ascit  ?s  with      . .  109 

-  chyluria  with      . .         . .  109 

-  from  old  and  damp      ..  10 

-  convulsions  from           . .  144 

-  Fried  lander's        bacillus 

with 09 

-  gastritis  with      . .          . .  43  j 

-  Jjajmoirlobinuritt  in        ..  281 

-  hij?li  blood-pressure  in..  47 

-  latent 9  , 

-  loss  of  appetite  with      ..  43  I 

-  mvxcedema  aimulating  38  i 

-  ivdema  with        ..      109,  413  | 

-  pain  in  limbs  in..          ..  403  f 

-  pleural  cfTusion  from    ..  104 

-  piieumococcus  with      . .  69  . 

Nephritis    of     pregnancy. 

1  account  of  6,  8,  9 


XephrilU,  contd. 

-  ri:;or  in    . . 

-  simulated     by     chrocic 

j»eritonitl8 
myxoedema    . . 

-  from  s  'arlet  fever 

-  staphylococcus  with     .. 

-  s.reptococcus  with 

Nephritis,  tube  casts  wWi  i. 

-  tubercle  bacilli  with 

-  unilateral 

-  urate  deposit  uncommo : 

with 

Nephritis,  varieties  of 

-  vertigo  from 

-  in  Weil's  disease 


S.J 


affections  of  ..       -43 

Nerve,  anterior  crural,  dis- 
tribution of    ..  m 

Narve,  anterior  crural,  par- 
alysis of  431 

spinal  segments  d^ 

rived  from       ..  4?> 

Nerve,  anterior  thoradt, 
muscles  supplied  by.  SM 

spinal  segments  rmj*- 

plying     .. 

-  Arnold's  . .        .■  > 

-  auditory,   noises  ia  ear 

due  to  lesion  of       . .  '.' 
tumour  on,  tremor  witiT;.* 

-  cases,   obscure,  sjptiiis 

at  the  root  of"      ..  ^  • 

-  circumflex,    affected  bj 

weieht-carrying        .    I*'" 
Nerve,  circumflex,  musttes 
supplied  by    .. 

neuritis  of      . .        ..  i'" 

paraljrsis  of,  arthnttf 

simulating  . .        •■  '•^'^ 
spinal   segments  sup- 
plying        . .        - .  ^ 

-  weigh i-carryim:  alIe«T- 

iiig  . .     "    . .        . .  ' 

-  external  cutaneous,  pat  > 

in         i^ 

Nerve  oxtemai  phuitar. 
distribution  of       •    ^■'^ 

spinal  segments  de- 
rived from        .    '•"* 

Nerve,   oxtomal   poplHal 
distribution  of        <N 

neuritis  of  . .        . ■  ^-^ 

Nerve   oxtomal   popntMl. 

paralysis  of   . .         ^ 
spinal  segments  de- 
rived from       ..  ^ ' 

in  Tooth's  palsy      ^I 

-fifth,  hyperidrosis  in  arta 

of         ''-' 

neuralgia  in  ..        .-  f  • 

ptyaliani  from 

neuroses  of    . .         •    ' 

tumour  of,  anajsthesJi 

from  ..        ..  ]; 
neuralgic  pain  from  r;' 

-  glossopharyngeal,    para- 

lysis  of    . .        •    * ' 

-  gumma  of,  mus-'le  wa-^n- 

ing  from         . .        •  •   ' 
R.D.  from 

-  hypoglossal,  paralrsis  of 

63,  15^.  ^" 

-  impulses,  motor,  rate  of 

dfscharec  of  . .        ••  '•• 

-  Inferior  dental,  neuralcii 

in         ..         ..        .  .^^• 

Nerve  Inferior  gluteal,  db-  ^ 

tributloii  of   ..  431 

spinal  segments  <i(^ 

rived  from       ••  ^'^ 

-  Inferior  laryngeAl         ■■  •'' 

-  intercostal*  abscess  irri- 

tating . .  . .        ■■  *'■ 

aneurysm  irritating 

4=1  q 

callus  involving       ••  ^;: 

herpes  offectint?        ■  ^; 

new  crowth  irrit«ti'C  i--- 

intorcoftal,  tendir 

points  on  '•"* 

internal  cutAntxMi^,  m"- 

ralgia  of     ..        ••  *'- 

re.     internal    plantr.  .^ 

distribution  of  ^ 
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yerre.  intfrnal  plantar^  eontd. 

Nerve^  conUi. 

Neuralgia,  abdominal  425.  426 

yeurcutftenia,  contd. 

spiiml  sosrmonU  de- 

- roots,  sacral,  injury  of. 

Neuralgia,  anterior  crural    439 

-  complete   incapacitation 

^ 

rived  from        ..  408 

claw-foot  from          . .  109 

-  from  antrum  disease     . .   180 

from 

716^ 

popliteal,       elaw-foot 

Nerve,  sciatic,  distribution 

-  brachial,  alternating  with 

-  constipation  from 

121 

from  lesion  of        . .  100 

of       498 

calcanodynia  . .          . .  439 

-  craving  for  sympathy  in 

716 

Ntrvt.    inttrnal   popliteal 

injurv  of,  talipes  from  113 

Nerve,  sciatic,  paralysis  of 

Neuralgia,  brachial  general 

-  disseminated     sclerosis 

distribution  of         . .  498 

account  of     . .     442,  443 

simulating 

318 

interossei     supplied 

113.  489 

writer's  cramp  simu- 

- dyBmenorrhoea  from  192, 

193 

by           ..         ..100 

spinal    segments    de- 

lated by      ..         ..161 

-  dyspepsia  from 

406 

lumbricales  supplied 

rived  from..         ..  498 

-  exaggeration     of     sym- 

by          ..         ..109 

-  seventh,  paralysis  of  (see 

-  cervico-brachlal            ..477 

ptoms  in 

710 

Nerve,    internal   popliteal 

Paralysis,  Facial) 

pain  in  shoulder  from  475 

-  fatigabUity  in    . . 

715 

paralytitof..        ..  489 

-  from  decaying  tooth  296, 

-  headache  from  . .      466, 

715 

spinal  sei?monts  de- 

sdppiledby ..*       ..    535 

spinal  segments  sup- 

448, 710 

-  hyperacusis  in    . . 

309 

rived  from         ..  498 

-  hyperaosthesla  in       610, 

611 

ulnar   nerve   homo- 

plying         ..         ..  505 
Nerve,  superior  gluteal,  dis- 
tribution of  . .        . .  498 

-  distinction    from    head- 

- hysteria  simulating 

716 

logue  of  . .         . .  109 

ache     230 

-  imaginary    sexual     dis- 

Nerve, long  tlioracic,  mut- 

-  earache  from      . .         . .  202 

order  in 

406 

clot  supplied  by       . .  504 

spinal  segments  de- 

- from  ear  lesions            ..  710 

-  incubation  period  of     . . 

715 

Nerve,  long  thoracic,  par- 

rived from      . .         . .  498 

Neuralgia,  Mlieptiform    . .  44/ 
Neuralgia   from   error   of 
refraction                ..449 

-  insomnia  from          321, 

322 

alysis  of  (^iy.  207)  505, 586 

Nerve  supply  of  lieart  433.  708 

-  intention  tremor  in 

728 

spinal  sejrme.its  sup- 

Nerve supply  of  the  scalp 
(Fig.  290)      ..         ..710 

-  irritability  in   . .       323, 

715 

plying     ..         ..501 

-  external  cutaneaua       . .  430 

-  knee-jerks     exaggerated 

Nerve,     medlin,     muscles 

Nerve,  suprascapular,  mus- 
dee  supplied  by       ..504 

-  from  eye  lesions            . .  710 

in         ..         ..358 

466 

supplied  by    ..        ..504 

-  in  gout 431 

-  over-work  and  . . 

466 

paralysis  of,  ischaamic 

"•'Ta-r^r-rsoB 

Neuralgia,   facial   general 

-  oxaluria  and 

424 

paralysis  simulating  506 

account  of    . .        . .  448 

-  pain  in  the  arm  from    . . 

445 

spinal    se>me:ita   sup- 

— spinal   segments  sup- 

 ptyalism  from           ..612 

—  back  from 

715 

plying  '       ..          ..504 

plying         . .         . .  50 1 

-  after  herpes       431,  445, 

—  face  in 

449 

Nerve,    musculocutaneous, 

supratrochlear,    para- 

448, 751 

limbs  from      ..     463, 

465 

muscles  supplied  by..  504 

lysis  of  (see  Paraly- 

- intercostal,     aneurysm 

-  palpitation     from     460, 

spinal   segments   sup- 

sis of  Third  Nerve) 

simulating    431,  436,   707 

481, 

486 

plying         ..         ..501 

Nerve,    ulnar,    effects    of 

Neuralgia,    intercostal. 

general  account  of   ..431 

-  phthisis  simulating 

313 

n^im,  muscuiospiral,  mus- 

divielon of     . .        . .  606 

-  phosphates  in     . . 

622 

cles  supplied  by       ..505 

internal  popliteal  nerve 

mediastinal    tumour 

-  planUr  reflex  flexor  in. . 

466 

neuralgia  of  . .          . .  442 

homologue  of       . .  109 

simulating             . .  431 

-  polyuria  from     . . 

535 

paralvj^i??  of     65,  .'»0l,  {/Or. 

Nerve,  ulnar,  muscles  sup- 

- from  pyorrhoea 

74 

spinal   segments   sup- 

plied by                  ..504 

simulating  . .         . .   707 

-  rapid  pulse  from 

88 

plying         ..         ..505 

-  -  neuralgia  of  . .         . .  442 

pain  on  breathing  with  431 

-  sex  incidence  of 

400 

-  new  growth  on,  muscle 

paralysis  of  (see  Para- 

 in   the  epigastrium 

-  shortness  of  breath  in  . . 

88 

wasting  from..         . .     61 

lysis,  ulnar) 

from        ..          ..436 

-  strangury  in 

649 

U.D.   from..         ..     61 

—  spinal  segments  supply- 

 hypochondrium  from 

-  suicide  from 

309 

-  ninth,  paralysis  of        . .  706 

ing  504 

460,  451 

-  temperature    subnormal 

Nerve,  obturator,  distribu- 

Nerve vagus,  brandies  of  148 

on  movement  with  431 

in         

466 

tion  of 498 

compressed  by  thyroid 

pleurisy  simulating  . .  707 

-  tenderness  of  scalp  from 

geniculate    branch   to 

gland     enlargement  722 

pneumonia  simulating 

710, 

712 

knee            ..         ..363 

no  pain  with        . .  434 

432,  707 

Neurastlienia,  traumatic  . . 

715 

spinal  segments   deri- 

irritation  by  aneurysm  703 

spinal    abscess    simu- 

- tremor  from 

724 

veil  from     . .         . .  498 

caseous  glands    308,  703 

lating          ..         ..707 

-  weakness  from  . . 

715 

Nerve,  obturator,  paralysis 

hiccough  from       . .  308 

caries  simulated  by  151 

-  worry  and          . .      466, 

716 

of        498 

by  mediastinal  fibro- 

 simulating          ..  431 

Neuritis  from  alcoholism. . 

56 

spinal     segments    de- 

sis           ..         ..703 

tender  points  with 

Neuritis,  braciiial  general 

rived  from             . .  498 

tachycardia       from 

431,  436,  4r,0 

account  of    . . 

443 

-  optic,    compression    of. 

703,  701 

—  tenderness  from     700,  707 

-  from  cerebral  tumour  . . 

264 

blindness  from      . .  762 

by  thoracic        new 

x-rays  before  diagnos- 

- of  circumflex  nerve 

477 

couiections    of    iFij. 

growth    ..         ..703 

ing    . .         . .      436,  707 

-  contractures  from 

138 

138) 300 

laryngeal    paralysis 

-  intestinal,     colic    simu- 

Neuritis of  external  popli- 

 hippus     from     axial 

from  changes  in  ..  495 

lated  by         ..         ..115 

teal  nerve,  in  diabetes  499 

lesion  of      . .          . .  552 

-  -  neuritis  of      . .         . .  703 

Nouraigisjntestinai,  general 

-  insomnia  from  . . 

321 

lesion    of    one,    pupil 

paralysis  of  (see  Para- 

account of    ..        ..115 

-  intercostol,    tenderness 

changes  from         . .  552 

lysis     of      Twelfth 

-  of    kidney,   simulating 

from    ..        ..     70;*), 

707 

Nerve,  optic,  opaguo  nerve 
fibres  of  {Plate  XIK)  416 

Nerve) 

stone 428 

-  multiple    (see    Neuritis, 

-  -  relation  to  cough      . .  1 18 

Neuralgia,  mammary    430.  431 

Peripheral) 

tumour  of,   hypcrme- 

—  r^ie  in  vomiting       . .  764 

Neuralgia,  metatarsal      . .  439 

-  muscular  atrophy  from 

477 

tropii  from            ..  230 

Nerves,    callus    involving. 

Neuralgia   minor,   general 

-  neuralgia  after  . . 

431 

proprosis  due  to    . .  230 

muscular  atrophy  from 

account  of     ..     711,712 

-  occupation  neurosis  sim- 

- phrenic,  ascending  fibres 

61,  63 

-  after  neuritis     ..         ..431 

ulating 

476 

in         432 

R.D.  from             61,  63 

-  obturator            . .          . .  439 

-  olfactory,  anosmia  from  612 

compression     of,     no 

-  electrical     reactions     of 

-  in  osteitis  deformans    . .  670 

-  optic,   albuminuric  reti- 

pain  with    . .          . .  434 

normal                      . .  583 

-  ovarian,    appendicitis 

nitia  simulating 

416 

diaphragm  supplied  by  700 

-  injury    of,    contractures 

simulated  by..         ..665 

irritation  of,  by  caseous 

from    ..         ..      138,  141 

-  pain  in  the  chest  from 

Of  (.Plate  XIX) 

410 

glands         ..         ..  30ft 

muscular  atrophy  from    63 

430,  431 

from  atoxyl    . . 

759 

hiccough  from  307,  308 

-  -  K.D.  from      . .          61,  63 

jaw  from         . .         . .  462 

black  spots  before  eyes 

paralysis  of     . .          . .     65 

-  olfactory,  absence  of  ..  612 

-  paroxysmal        headache 

from 

72 

r6le  in  vomiting       ..  701 

-  -  neuritis  of      ..         ..612 

and 201 

bradypnoea  with 

84 

roots  derived  from  . .  709 

—  rale  in  taste  . .         . .  7oa 

Neuralgia,  plirenic           ..431 

—  cerebellar  tumour     . . 

592 

twigs  to  liver  and  gall- 

Nerves, sensory,  distribution 

-  sciatic 438 

bladder       ..         ..700 

of  (Fuf.  255)  . .         . .  605 

-  in  tabes 431 

147,  306,  502, 

626 

Nerve,  posterior  scapular. 

Nerves,  spinal  distribution 

-  tender  spots  with       296, 

haamorrhage 

84 

muscles  supplied  by  ■ .  504 

of  sensory  divisions  of  427 

431,  436,  450 

lesions   84,  86,  146. 

spinal          segments 

-  thickened,  in  von  Reck- 

-  tenderness  of  scalp  from  7H) 

295, 

590 

supplying           ..  501 

linijhaiLsen's  disease..  732 

-  tinnitus  from      . .         . .   723 

tumour,      84.    147, 

-  pudic,    neuritis    of       . .   193 

Nervoasnass,    accentuated 

Neuralgia,  trigeminal  gene- 
ral account  of         ..447 

306,  315,  429.  502, 

-  pyriformis,    spinal    seg- 

first heart  sound  from      2 

537,    525,  626, 

711 

ments  derived  from..   498 

-  from  alcohol       . .          . .   720 

from  glaucoma          ..   71;  I 

convulsions  and 

146 

-  quadratus  femoris,  spinal 

-  alcoholism  simulated  by  720 

nasal   discharge  from  178 

from  ericephalitis  120 

525 

segments  derived  from  498 

-  extras vstoles  from       ..647 

unequal  pupils  in      . .  5-*»2 

f ungating  endocarditis 

34 

-  recurrent  laryngeil,  coni- 

-  in  Gnivos's  disease  229, 

-  trismus  simulated  by    . .   720 

headache  with 

768 

presksed     by     thyroid 

486,  703,  770 

-  from    tumour    of    fifth 

-  -  hereditary      . . 

760 

eland  enlargement   . .   722 

-  increased  knee-jerk  with     30 

nerve              ..         ..711 

hypermetropic       disc 

paralysl><      of      (sec 

-  irreijular  heart  from     . .  540 

Neurasthenia,    aerophagy 

simulating  . . 

417 

ParalvsLs,  Lnrvn- 

-  palpitation  from       484,  480 

with 210 

meningitis,    120,  307, 

treil)' 

-  polyuria  from    . .         . .  535 

-  ansesthesia  in     ..         ..710 

516,  525,  566,  590, 

640 

Nerve  regeneration,  sensory 

-  shortness  of  breath  from     88 

-  ataxic  paraplegia  simu- 

 never  functional 

120 

recovery  after          ..  606 

-  tachycanlia  from  88,  702,  704 

lating  313 

optic  atrophy  after  . . 

410 

-  -  time  re  luired  for      . .  583 

-  tremor  from      724,  725,  726 

-  blue  brain  and  . .         . .   103 

from  otitis  media 

202 
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^'eurUis,  optic^  contd, 

pachymeningitis        . .  525 

-  -  pellagra  . .         . .  225 

-  -  plumbisra        34,  IIJ),  759 

rare  with  haemorrhage    84 

from  retrobuibar  neur- 

ids  ..        446,  525,  762 

sinus  thrombosis      . .  120 

sphenoidal  sinus   dis- 


231 

417 

85 

752 

708 


spinal  meningitis 

-  unemia 

vertigo  and    . . 

vomiting  with 

-  pachymeningitis  simula- 

ting      477 

-  pain  in  the  shoulder  from  474 

-  paralysis   agitans  simu- 

lating   503 

-  peripheral,  from  alcohol 

66,  113,  256,  443,  405, 

166,  505.  656,  770 

anffisthesia  from      56,  606 

ankle-jerk  lost  in      . .  440 

from   arsenic,  34,  04, 

65,  66,  73,  256,  443, 

465,  466,  505.  629 
arthritis  simulated  by  351 

-  ataxy  from     . .         . .     56 
bacteriological    exam- 
ination in  . .         . .     64 

in  Banti's  disease      . .     64 

from  beer       . .         . .  629 

-  -  beri-beri         . .       63,  414 
bilateral   facial   para- 
lysis from  . .         . .  027 

blood-count  in  . .     04 

in  cachexia     . .         . .  407 

from  carbon  bisulphide   05 

Cauda   equina   lesions 

simulating  . .  515 
chemical     substances 

causing  . .  . .  05 
Neuritis,    peripheral.    In 

children  ..512 

chronic  pyaemia        . .     64 

cirrhosis  . .         . .     04 

contractures  from  140, 


351 
465 


cramps  from  66, 

in   diabetes,    59,    63. 

140,  255,  443,  460 

-  -  diphtheria,  56,  64,  65, 

113,  140,  153,    154, 

362,  465,  612.  689 

disturbed  sensation  in  250 

dysarthria  from         . .  627 

extensor  paralysis  from  M 

-  -  fixed  pupil  in  ..614 

flaccid  paralysis  from  612 

foot-drop  from  . .     50 

-  in  fungating  endocar- 

ditis ..         ..04 

gangrene  from       265.  250 

Neuritis,  peripheral,  general 
account  of  . .  63,  64, 

65,  465 

glove  anaasthesia  from    50 

from  glycosuria     260,  505 

gout    . .         . .        04,  400 

hair  analysis  in  . .  629 

high-steppage  gnit  in     57 

in    Hodgkin's   disease    04 

hypenwthesia  in       . .  140 

hyperalgesia  in      606,  007  i 

from      influenza     04,  ' 

140,  465,  466 
Klebs-Loefller  bacillus 

in 154 

-  -  knee-jerk  lost  in  358,  440 
Koraakow's  syndrome 

with  ..         ..405 

Neuritis,   peripheral,  from 
lead  34,  65,  113,  140, 

443,  465,  400.  605 

NeurHls,  peripheral,  list  of 
causes  of  ..    61  | 

from       leprosy        03,  , 

(Fig.  200)  50.-»  | 

in  leukaemia  . .         . .     04 

limping  from..         ..  302 

loss  of  power  in         . .  614 

of  weight  from     . .  770 

in   lymphadenoma    . .     04 

Manchester     epidemic 

of     . .  . .        60,  529  I 
in  malaria      . .  . .     04  ' 


yeuritu,  periplieral,  contd. 

from  mercury  33,  05, 

mus5cle  jitropliy  from 

01,     03,    351,    440, 

465,  512,  515, 

myopathy  simulating 

Neuritis,  peripheral,  myo- 
pathy  distinouMied 
from    ..  513, 

from  naphtha 

-  -  occupation  and 
oedema  of  legs  in 

-  -  pain  in      66,  66,  440, 

463,  466,  406,  505, 

panesthesia  with  440, 

paraplegia   from   510, 

514, 

porosis  from  . . 

pelvic    lesions    simu- 
lating 

perforating  •  ulcer    of 

foot  in 

in  pernicious  anaunia 

plantar  reflex  in 

poliomyelitis       simu- 
lating 

from  pregnancy 

purpura  with . . 

Raynaud's    disease 

simulated  by 
reaction  of  degenera- 
tion in  66,  59,  60, 
61,63,440,465,477, 
612,  514, 

rectal  examination  in 

reflexes  in      . .        63, 

scoliosis  from         153, 

in  secret  drinkers     . . 

Neuritis,  peripheral,  sensory 
chanoesfrom  63,  465, 

from  sore  throat 

in  splenic  aneemia    . . 

stocking      anaesthesia 

from 

symmetry  of . . 

from  syphilis  64,  465, 

tabes  simulated  by  . . 

distinguished    from 

talipes  from  . . 

tenderness  with    440, 

tremor  In       . .        65, 

trophic  changes  in  . . 

from  tuberculosis     . . 

typhoid  fever 

unsteady  gait  in 

wasting    from        256, 

wrist-drop  from 

-  of  pudic  nerve         193, 

-  retrobulbar,  age  incidence 
blindness   from     445, 

525,  760, 

Neuritis,  retrobulbar,  gene- 
ral account  of       445, 

from  influenza 

optic  neuritis  after  . . 

pain  in  eye  from  445, 

photophobia  from    . . 

from  plumbism 

scotoma  from        700, 

from  syphilis. . 

waxing    and     wanhig 

sight  with  . . 

-  sciatic     . . 

-  of  suprascapular  nerve. . 

-  tenderness  of  spine  from 

-  vagal,  after  fevers 

tachycardia  from 

Neurofibromata,  rheumatic 

nodules  simulated  by 

-  skin  tumours  from 

-  in  von  Recklinghausen's 

disease 

-  pain  from 

Neuroma,  vulval  swelling 

from    . . 
Neuromata    of    brachial 

plexus 

Neuromimesis,       arthritic 

form  of 
Neuromyositis,  pain  in  the 

limbs  from     . . 

-  Senator  on 
Neuroses  of  bladder 

-  blue  brain  and  . . 

Neuroses,    occupation,    of 
arm 

-  from  pyorrhoei. . 


yeuroics,  contd. 
506     -  vasomotor  (see  Vasomo- 
tor Neuroses) 

albuminuria  in  . .     13 

770     Neurosis,    abdominal    dis- 
00  ten  t  ion  from  . .         ..  418 

-  anaesthesia  in     . .         . .  618 
1  -  caries  simulating  . .  477 

514  -  cheilitis  and      ..         ..  366 

65  -  diarrhoea  from  . .         . .  173 

66  -  disseminated    sclerosis 

414  simulating      ..      617,  618 

-  earache  from  . .  . .  202 
512     -  of  fifth  nerve    . .         . .  543 

515  -  hysteria   distinguished 

from    . .  . .         . .  487 

615  -  lachrymatlon  from  ..  178 
256     -  nasal  discharge  from    . .   178 

-  new    growth    of    spine 
515  simulating      . .  . .  477 

Neurosis,  occupation     445.  47o 
735     -  optic  disc  examinations 
64  in  cases  of  suspected  120 

08  '  -  orthopnoea  from  ..  418 

-  pain  in  the  hand  from. .  151 
612     -  paraplegia  from  ..  614 

64     -  in  pregnancy     . .  . .  543 

553     -  prolonged  pyrexia  from  563 

-  pseudo-angina  from      . .  434 

256  ;  Neurosis,  pyrexia  and      . .  570 

-  reflexes  with     ..         ..618 

-  salivation  from. .  . .  643 

-  spasm  of  oesophagus  from  435 
615  -  vaginismus  from  ..  194 
515  -  writer's  cramp  simulated  151 
515     -  (and  see  Hysteria) 

154     Neutrophile  myelocytes  (see 

66  Myelocytes) 

Newborn,   abdominal   dis- 
607  .  tention    from    cystic 

164  I  kidneys  in      . .         . .     12 

64     -  hiemoglobinuria  in       . .  284 

-  intestinal  obstruction  In  129 
66  j  -  jaundice  of  325,  326,  329 
66     -  malformed  rectum  in  . .  129 

466     -  miliary  absces«»e8  in     . .  657 
514     -  ophthalmia  of  (see  Oph- 
607  thalmla  Neonatorum) 

113  -pemphigus  of  ..  ..  401 
465  -  prolonged  pyrexia  in  . .  567 
250  -  septicaemia  in  . .  . .  667 
266     -  tetanus  in  . .         . .  730 

465     -  umbilical    inflammatiou 
64  in  . .      667,  656 

60     -  vaginal  haemorrhage  in    392 
614     New  2Sealand,  hydatids  in  291 
50     Nicholson,  on  testis  growths  090 
194     Nicotine,  tremor  from     ..  720 
700    Night  blindness  (and  see 

Vision,  Deiects  oO  734, 763 
762 from  retinitis  pigment- 
osa   701 

760     -  cramps  "• 150 

440  -  starts,  from  hip  disease  363 
625     -  sweats  in  Barlow's  dis- 

762  ease 654 

624     -  -  phthisis  288,  476,  654 

446 rickets  . .         . .  654 

702  -  terrors  . .  . .  321,  402 
446     NIGHTMARES      ..         ..402 

Night- workers,  pallor  in  . .     21 
445     Ninth  nerve  paraljrsls      ..   706 
438     Nipple,  brown  In  pregnancy  430 
506     -  cracked,     pain     in     the 
713  breast  from    ..         ..  429 

703  NIPPLE,     DISCHARGE 
703  .  FROM    181,  685,  686, 

687,  7.''.0 
732     -  eczema  of  . .         . .  730 

732     -  epithelioma  of  . .         . .  429 

-  inflamed,    pain    in    the 
710  breast  from   . .         . .  429 
431    Nipple,  Paget's  disease  of  730 

-  pink  normally  . .  . .  430 
700     -  retracted  by  carcinoma    687 

in  Paget's  disease    . .  730 

443     -  scabies  of  . .         . .  756 

-  secondary  areola  round, 
350  in  pregnancy. .         . .  430 

Nitrate  of  silver  (see  Silver 
403  Nitrate) 

464  Nitric  acid  (see  Acjd .  Nitric) 
398  Nitrite  of  amyl  (see  Amyl 
103  Nitrite) 

-  sodium,  in    Cammidge's 
445  reaction  ..         . .  100 

74 in  diazo-reaction        ..   173 
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Nitroglycerine,  aiisina  aX»- 
dominaliit  relieved    by 

pectoris  relieved  by. . 

Nttroprusside  iKt  for  ac*- 
tone 

for  melannria 

-  -  {Plate  XXXI 1) 

Nits  

Nocturnal  emission 

-  enuresis  . . 
Node  on  bone,  after  injurr 

-  periosteal,     in     typUt.id 

fever   ..         - .' 

-  sino-auricular     .  - 
Nodes,    Parrot's,    in    con- 
genital svphilis      38^, 

Nodes,  wphllttic    . . 
NODULES 4«z 

-  apple-jelly,  in  lupus      . .   m'1 

-  cutaneous,  from  bromi'l OS    9* 
iodides  . .  . .     ^ 

-  definition  of       .  .  . .   4  «t 

-  in  erythema  mulrifonne  1?^^ 

-  lupus       . .         4«>-,  73-'i.  7> 

-  mycetoma  .  .  . .   T3»^ 

on  elbows       . .  . .   ~Zt 

neurofibromatii    simu- 
lating .  -  . .   T2i 

on  scalp  . .  . .   75t 

-  In  rodent  ulcer. .       4i>.l.  TS5 

-  in  skin,  age  incide-if*»  ol  23.^ 

in   acute   rheumati*m  23'^ 

Bazin's  disease  . .  •!■  4 

from  carcinoma         . .  ^'C 

from  cysts      .  -  . .  A^^ 

cysticerci        . .  . .  4*'i 

epithelioma    ..  ..  4'C 

I erythema  keratodes..  4«»4 

nodosum     . .  . .  4M 

I fibroma  . .  . ,  4". 

' glanders  - .  . .  ■J*nr 

gonococcal   arthritis..  33* 

due  to  knuckle  padii. .  4«»j 

in  leprosy       . .         «»:•,  4tC 

in    multiple       beniirn 

sxrcoid         . .  . .  4'» 

from  myoma. .  , .   A^rt 

in  osteo-arthritis       . .  S?* 

sarcoma  . .  . .  A^^t 

scrofuloderznia  . .  4««l 

syphilis  . .  . .  4i.i3 

varicose  veins  . ,  4t^t 

in  yaws  . .  . .  4ia 

Nodules,  subcutaneous,  hi 
acute  rheumattan    i  a , 

105,  2tfS,  337.  338,  4^ 

,  Noises  in  ears,  various  722,  723 

NOISES  IN  THE  HEAD  . .  405 

age  incidence  of        , .  -I'lr 

from  anasmia . .  . .  i94 

I atheroma        . .  . .  2Su 

cerebral  anenrvstn    . .  :f9i 

Noises  In  the  heaiL  list  of 
causes  of  . .  48S 

vertigo  with   .  .  . ,   4u7 

Wassermann's  test   in 

cases  of        . .  . .  4«7 

-  headache  from  . .  ..?*'« 

-  hearing  better  amid     . .  1RC» 
Noma         . .  . .  . .  2^ 

-  bleeding  gum  from        . .     't 
Normoblasts     {PUUt^      11, 

Pio.  t)    tt 
Northumberland,    tricho- 
phyton roeaceuin  in . .  247 
Norway,  leprosy  in  . .  505 

Norwejrian,  leprosy  in  (Fi4. 

173) 404 

Nose,  acne  affecting?  . .  4*S 

-  a'lpiama  of         . .  . .  220 

-  bleedine  from  (see  Epi*- 

taxis) 

-  blowing,  epistaxi^   from  220 
subcutaneous    emphy- 
sema from  . .  * .  2'iS 

-  bottle 51 

-  bridge  of,  depre^ssed    in 

achondroplasia  , ,  IST 

congenita]     syphUfe 

(F«?.   100)  234.  235 

fallen  in,  from  iii|nrv  173 

nasal  bone  necrosis  K'' 

syphilis        .  .  . .  ITS 

-  broad,  in  myiopdema  . .  231 
and  flat,  in  Mongol  isim  23T 

-  bullous  dermatoses  affect- 

ing        W 
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Noie^  conld.  \ 

-  cerebrospinal  fluid  from 

119,  178 

-  chromidrosis  of . .         . .  665 

-  crusts  in,  from  atrophic 

rhinitis  . .  . .   179 

-  deformed    by  exostosis    204 

-  diphtheria  of  . .  . .  179 
NOSE,  DISCHARGE  FROM  178 
(and    see     Discharge,  , 

Nasal)  j 

-  dry,    from    fifth    nerve 

paralj'sis         . .         . .  612 

-  emissary  vein  to  . .  220 

-  endothelioma  of        179,  180 

-  enlar^,  by  rosacea     . .  241 

-  epithelioma  of  179,  379 

-  excoriation  of,  in   nasal 

diphtherii       ..         ..178 

-  fibroma  of  . .         . .  220 

-  foreijrn  body  in  87,  179,  220 

-  gangrene   of,   from   em- 

bolism . .         . .     34 

-  hffimorrhajSfe    from    (see 

Epistaxis) 

-  inability      to      breathe 

through,  from  hyper- 
trophic rhinitis         ..  179 

-  lesions  of,  causing  epis- 

taxis     220 

-  lupus  of  . .      179,  7.35 

-  picking,  epistaxis  from  220 
from  worms  . .         . .  519 

-  pink        Col 

-  polypi   in   (see  Polypus 

Nasal) 

-  projecting,      in     micro- 

cephaly ..         ..188 

-  pruritus  of         . .         . .  540 

-  liaynand's  disease  affect- 

ing      ..  ..      256,  099 

-  red.  with  cirrhosis        . .  371 

-  regurgitation     of     food 

through  (see  Regurgi- 
tation of  Food  through 
Nose) 

-  rhinoscleroma  of  . .  733 

-  rodent  ulcer  of  179,  735 

-  running  at  (see  Discharge, 

Nasal) 

-  sarcoma  of         . .         . .  179 

-  sepsis  in,  arthritis  from  339 

foul  breath  from      . .     86 

meningitis  from        . .  590 

-  syphiloderm  of  . .         . .  490 

-  tuberculosis  of  . .  . .  1 79 
Nuctow  paralyslt.  faeial  . .  493 
Nuctoln,  dMivativet  of    . .  742 

-  phosphates  from  . .  522 
Nucleoproteid,  albuminiu-ia 

and 424 

-  in  cerebrospinal  fluid  . .  305 

-  nephritis  ..  ..10 
Nucteoprottid,  retctlent  in 

urine  ..  4,  5 

-  uric  acid  from  . .         . .  742 

-  in  luine,  with  oxaluria. .  424 
Numbness,  as  an  aura  of 

epilepsy  . .         . .     67 

-  in  disseminated  sclerosis  609 

-  of    fingers,   in    acropar- 

esthesia        . .         . .  444 
occupation  and         . .  444 

-  after  flushing     ..         . .  241 

-  in  sciatica  . .         . .  438 

-  sense  of,  in  paroxysmal 

tachycardia    . .         . .  703 

-  from  peripheral  neuritis  465 

-  in  tabes 609 

Nummular  sputum  149,  641 
Nursemaids,    hypertrophy 

of  breast  in    . .  . .  685 

-  scoliosis  in  . .  . .  154 
Nurses,  chancre  of  finger  in  240 
Nutmeo   liver  (lee   Liver, 

Nutmeo) 
Nutmeg-irrater    skin,    in 

prurigo  ferox . .         ..  490 

-  -  xerodermia  . .  . .  488 
Nyctalopia,  cautes  of  . .  763 
Nylander's  reagent,  alkap- 

ton  and  . .  . .    746 

Nylander's  test  for  suoar  262 
NYSTAGMUS  .407 

-  from  albinism     ..  ..   407 

-  aural  irritation  ..  ..  408 

-  amblyopia  with  . .   759 


Nystagmus,  conld. 

-  from      anterior      polar 

cataract         . .         . .  759 

-  In  blind  persons  . .  407 

-  from  cerebellar  abscess    517 
lesions  . .         . .     59 

-  -  tumour  407,  408,  517,  592 

-  choroiditis         . .         . .  759 

-  colour  blindness  . .  407  i 

-  congenital  cataract       . .  407  ' 

-  corneal  opacity . .         . .  759 

-  disseminated  sclerosis 

148,  407,  408, 496, 502, 

517,  728,  760 

-  Friedreich's  disease  113, 

140,  407,  513 

-  hippas  with        . .         . .  552 

-  after  injury       . .         . .  408 

-  from  macular  coloboma  769 

-  in  miners  .  . .         . .  407 

-  ophthalmia        . .         . .  761 
neonatorum  407,  759 

-  persistent  hyaloid  artery  769 

-  after  poisonitig  . .         .*.  408 

-  from  retinitis     . .         . .  759 

-  in  syringomyelia       ll'», 

408,  508 

-  from      unusual      retinal 

pigment  distribution     407 

-  varieties  of         . .         . .  407 

-  vertigo  with      ..      408,  751 

-  from     working    in    dim 

light 407 


OBERMEIER,       spiro- 
chsete  of  (see  Spiro- 
cha)ta  Obermeieri) 
OBESITY 408 

-  abdominal        distention 

from    . ,  45,  655,  656 

-  amenorrhoea  from        ..     18 

-  aniomia  with     . .         . .     32 

-  from  cerebellar  tumour  410 

-  constipation  w  th         . .  127 

-  with    deficient    ovarian 

activity  ..      40i»,  646 

-  in  Dercum's  disease     ..  410 

-  after  epididymitis        . .  409 

-  in  eunuchs         . .  . .  409 

-  fatty  heart  with  53,  90,  212 

-  glycosuria  and   ..     200,  264 

-  from  hypertiephroma  . .  409 

-  lack  of  exercise  . .         . .  485 

-  life  insurance  and         . .  408 
Obesity,  list  of  causes  of . .  408 

-  at  menopause    . .         . .  409 

-  meralgia      pancsthetica 

and 439 

-  after  orcldtis     ..         ..409 

-  palpitation  from  . .  485 

-  pancreatic    apoplexy    ..     76 

-  from  pituitary  lesions. .  409 

-  a  preglycosiuic  state  . .  408 

-  shortness  of  breath  in . .     53 

-  simulating  ascites         . .     44 

-  sterility  from    . .         . .  646 

-  umbilical  hernia  and  . .  483 
Obstipation  (see  Constipa- 

tioti) 

Obstruction,  intestinal  (see 
Intestinal  Obstruction) 

Obstruction  to  urine  out- 
flow, causes  of         . .      7 

Obturator  extcrnus,  nerve 

supply  of        ..      498,  499 

-  hernia  (see  Hernia,  Ob- 

turator) 

-  internus,  nerve  supply  of  498 

-  nerve       . .  . .  . .  498 

-  neunilgia  . .  . .  439 
Occipital      lobe       lesions, 

hemianopsia  from  302,  552 

pupil  reflex  and  . .  552 

tumour  of,  visual  aura 

with  ..         ..68 

-  lymph  glands  (see  Lym- 

phatic Glands,  Occipital) 

-  roeion,  flat,  in  Mongolism  190 
Occipito-frontalis,      eyelid 

raised  by        . .  . .  542 

Ocoipito-posterior  presenta- 
tions, dystocia  from. .  201 
Occiput,   pain   over,   from 

otitis  media    . .         . .  202 
Occult  blood  (gee   Blood, 
Occult)  ..         ..101 


Occupation,  acroparaasthesla 
and 444 

-  actinomyces  and  . .  645 

-  acute  yellow  atrophy  and  334 

-  ankylostomiasis  and  81,  520 

-  anthrax  and      . .      559,  674 

-  aortic  disease  from      . .  209 

-  arthritis  from    . .         . .  476 

-  aspergiMus.  of  lung  and  645 

-  beri-beri  and     . .  . .  414 

-  bulla}  from         . .         . .     96 

-  caisson  disease  and       . .  307 

-  cervical    rib    symptoms 

and      . .  . .         . .  443 

-  chancre  of  finger  and  . .  240 

-  chronic  pharyngitis  from  613 

-  chlorosis  and     . .         . .     36 

-  oow-pox  and      . .         . .  240 

-  cramps  and       . .      150,  151  i 

-  dead  fingers  from     162,  163 

-  deafness  and      . .  . .   166 

-  dermatitis  from  . .   755  i 

-  in  diagnosing  heat-stroke  119 

-  drugs  in  sweat  and       . .  655 

-  Dupuytren's  contracture 

and 142  I 

-  earache  trcm     . .         . .  205  | 

-  epistaxis  from  . .         . .  221  i 

-  epithelioma    scroti    and 

621,  695 

-  OTythema  from         222,  224 

-  eyestrain  Irom  . .      446,  524 

-  finger  numbness  and  . .  444 

-  glanders  from    . .      179.  645 

-  hotisemaid's  knee  and..  476 

-  itching  and        . .         . .  540 

-  lead  poisoning  and   117,  147 

-  left  ventricle  enlarged  by  20« 

-  mercurialism  and  33,  73,  726 

-  nail  changes  and  . .  399 
Occupation  neuroses  446,  476 
tremor  in        . .         . .   724 

-  noises  in  the  head  from  406 

-  nystagmus  and..         ..  407 

-  o.iych.a  from    . .  . .  400 

-  ossification     of     tendon 

from 671 

-  pain  In  the  eyes  from  . .  446 

-  pallor  due  to     21 

-  peripheral  neuritis  and      65 

-  pharyngitis  and  . .  616 

-  phosphorus    poisoning 

and 336 

-  phoasy  jaw  and . .         . .     73 

-  photophobia  from    521,  525 

-  pneumonoconioeis  and . .  288 

-  scoliosis  and      . .         . .  154 

-  serratus     magnus     par- 

alysis and       . .  . .  506 

-  sore  fingers  from  . .  239 
throat  from  ..         ..  613 

-  subacromial  bursitis  and  476 

-  tenderness  of  spine  from  715 

-  tinnitus  from     . .  . .   724 

-  torsio  testis  and  . .  480 

-  tremor  and        ..       151,  724 

-  vesicular  dermatitis  from 

97,  224 

-  warfB  from         . .         . .  240 

-  Weil's  disease  and  . .  336 
Ochronosis,  notes  on  528,  746 

-  (P/o/r  XXXI in  . .  746 
Oculo-pupillary    fibres,    in 

1st  dorsal  nerve  root  509 
Odontoma  . .  683,  684 

-  trismus  simulated  by  . .   729 

-  microscope  in  diagnosing  74 
(Edema  of  abdominal  wall, 

from  tuberculous  peri- 
tonitis ..         ..631 

-  from    acute   nephritis 

281,  412 

-  amniotic  bands..         ..  410 

-  in  antemic  girls  . .  . .  412 
(Edema,  anoloneurotic  41 0,4 1 1. 

(Fig.  178)  412 
CEdema,       anoloneurotic, 
acute  attacks  in       . .  226 

acute  Gcdema  of  tongue 

in 698 

albuminuria  in  . .     13 

angina  Ludovici  simu- 
lated by     . .         . .  699 
aspirin    effects    simu- 
lating ..  ..673 

death  from    . .         . .  699 

diarrhoea  in  . .         . .  226 


226 
410 


411 


169 
169 
159 
413 
159 
413 


(Edema,  angioneurotic,  contd. 

electrical  reactions  in    584 

erysipelas  simulated  in  226 

erythenui  in  . .       223,  226 

of  face  . .         . .  678 

familial  nature  of  226,  699 

family  history  in      . .  699 

-  -  febrile  attacks  in     . .  414 

haamoglobinuria    with  284 

legs  affected  by         . .  414 

limb  pains  in . .         . .  226 

cedenia  of  hands  and 

arms  from  . .         . .   413 

ptosis  from    . .         . .  64 1 

pyrexia  in      . .      226,  699 

rigor  in  . .         . .  699 

tongue  swollen  in     . .  699 

tracheotomy  in        . .  699 

urticaria  simulating  . .  673 

-  vomiting  In   . . 

-  from  antitoxic  sera 

-  of    arm    (one),    from 
aneurysm 

from   carcinoma   of 

breast     ..         ..411 

from    mediastinal 

growth    ..         ..  411 

x-TtLys  in  diagnosing 

cause  of  . .         . .  411 

-  arms,  from  aneurysm  . .  159 
opening    superior 

vena  cava  . .     92 
angioneurotic   a>dema  413 

-  growth  of  lung        . .  169 
luemorrhoge  into  intra- 
thoracic sarcoma  . 

mediastinum 

thymus 

heart  failure  . . 

mediastinal  fibrosis  . 

Raynaud*s  disease    . 

(Edema  of  arms,  from  vena 
cava  obstruction    159, 

413.  751 

-  from  arteriovenous  com- 
munications ..         ..  410 

-  from  aspirin       . .         . .  410 
(EDEMA,    ASYMMETRI- 
CAL     410 

-  of  back  from  vena  cava 
thrombosis  7,  52,  749 

-  bladder,  in  cystitis      . .  578 

-  from  bromides  . . 

-  bulla  with 

-  from  cellulitis    . . 

-  chyhiria  with    . . 

-  congenital 

-  from  drugs 

-  in  eczema 

-  of  eyelids,  in  cavernous 
sinus  thrombosis 

from  crying  . . 

In  glaucoma  . . 

Graves's  disease 

nephritis 

ptosis  from    . . 

from  trachoma 

in  trichinosis  . . 

-  face  from  aneurysm 
angina  Ludovici 

-  angioneurusis 

anthrax 

arsenic 

-  -  cellulitis 
coughing 

-  -  colds 413 

crying  ..         ..413 

erysipelas       . .         . .  413 

fungating  endocarditis      7 

growth  of  lung         . .  169 

haBmorrhage  into  medi- 
astinum     . .         . .  159 

heart  disease..         ..  673 

measles  . .         . .  413 

mediastinal  fibrosis  . .  169 

myxoedema  simulating    38 

(Edema  of  face,  neck,  and 
arms,  list  of  causes  of  415 

-  -  in  nephritis    . .  9,  412 

from  potassium  iodide  413 

renal  disease..         ..  673 

toothache       . .         . .  410 

in  trichinosis..         ..  464 

(Edema  of  face,  from  vena 
cava  obstruction    92, 

159.  413,  673,  751 
from  whooping-cough  413 


410 

96,  97 

..  410 

..  109 

410 

410 

662 


697 
413 
233 
236 
412 
641 
231 
464 
169 
413 
673 
413 
413 
413 
413 
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(EDEMA    —    OPERATION 


(Edema,  contd. 

-  of  feet  in  chlorosis    37,  274 

with  cirrhosis  . .  371 

in  erytliromelalgla    ..  441 

polymyositis  . .         . .  464 

-  from  lilariasis    ..         ..410 

-  general,  in  infants        . .  413 

-  -  fungating  endocarditis      7 
gastro-enterilis         . .  4l3 

-  -  nephritis        . .  9,  10 
snake-bite      . .         . .  337 

-  of    genital    organs,     in 

acute  nephritis         ..       9 

-  hands,    from    angioneu- 

rotic oedema  . .         . .  41S 

heart  failure  . .         . .  413 

myxoedema  simulating    38 

from    Raynaud's   dis- 
ease . .         . .  413 

-  head,  trom  vena  caval 

obstruction    ..         ..751 

-  inner    side    of    eyelids, 

from  conjunctivitis  . .  231 

-  from  iodides      ..         ..  410 

-  jelly-fish  stings..         ..  224 

-  of  labia,  In  nephritis    . .  412 

-  labium  minus    . .         . .  701 
CEdtma  of  larynx,  acute 

bacterial        ..     4li»,  616 

in  angina  Ludovici  . .  »>99 

from  Bright's  disease 

159,  4 •_'(),  050 

-  -  iodism  159,  418,  050 
laryngeal    obstruction 

from  . .         . .  418 
from  laryngeal  ulcera- 
tion ..         ..  419 

orthopnoea  from       ..  418 

stridor  from  . .         . .  650 

suffocative,    laryngeal 

paralysis  simulating  495 

-  leg  (one)  ni  Milroy's  dis- 

ease {Fig.  177)..  411 

from  pelvic  tumour  411 

from  phlebitis       ..  414 

rectal    examination 

with         ..         ..411 

thrombosis  «,  410,  749 

vaginal  examination 

with        ..         ..411 

-  legs,  albuminuria  with..  412 

from  aneemia..         ..  413 

angioneurotic    oedema  414 

ankylostomiasis        ..     54 

from  aortic  regurgita- 
tion ..         ..207 

with  artcrioBcleroeis..     11 

ascites  . .         . .     62 

from  back  pressure  52,  212 

-  -  in  beri-beri    ..       03,  414 

Bright's  disease    105,  412 

cacliectic  states        ..  413 

from      carcinoma     of 

kidney        . .  . .   750 

recti  ..  ..       7 

chlorosis  . .         . .  413 

chronic  nephritis       . .  212 

in  convalescents       ..  414  i 

after  duodenal  ulcer..   414  i 

from  emphysema     ..   217  I 

after  iractured  femur  414 

alter  gastric  ulcer    . .  414  I 

with  granular  kidney      11  f 

alter  h»morrhage     . .  413 

from  heart  failure  52,  I 

105,  412,  413,  094 

high  blood-pressure  . .  212  I 

HodKkin's  disease     ..  413 

inferior  vena  cava  ob-  I 

SI  ruction     . .         . .  414 
leuka-mia        . .  . .  413 

(Edema  of  legt,  list  of  cautet 

of       415 

from  malaria..         ..  413 

mnlignant  cachexia  . .   413 

mnss.iue  for   . .  . .   414 

in  M^'iu'p's  difioase     . .   414 

-•  -  from  mitral  regurgita- 
tion ..      211),  211 

myocardial  changes  90,  300 

myxoedema    ..  ..414 

ne'ithritis         . .      412,  413 

with  nutmeg  liver    . .   334 

in  old  people  . .   414 

periplionil  neuritis    ..  41 J 

pernicious  anajmia   ..   413 

from  portal  obstruction  272 


(Bdrma  of  leg»,  eorUd. 
pseudo-leukasmia     in- 
fantum       . .         . .  413 

in  Raynaud's  disease    414 

from  "renal  growth  . .       7 

simulated     by     myx- 
oedema       ..         ..  637 

from  splenic  anemia    413 

starvation      ..         ..  413 

-  -  syphilis  . .         . .  413 
with  tricuspid  regurgi- 

Ution  ..  ..92 

tube  casts  with         . .  412 

from  tuberculosis      ..  413 

after  typhoid  fever  . .  414 

varicose  veins  ..  410 

vena  cava  obstruction 

749,  750 

-  from  ligature  . .  . .  410 
I  -  linecB  albican tes  from  . .  365 
.  -  over  liver  abscess  . .  370 
I  -  of  loins,  in  nephritis     9,  412 

-  lungs,  acute,  in  Bright's 
disease  ..  ..  420 

-  from  lymphatic  obstruc- 
I  tion 410 

-  with  malignant  pustule  559 
I  -  over  mastoid     . .         . .  597 

-  in  Meige's  disease  . .  226 
I  -  from  mercurials  . .  410 

-  of    neck,    from    angina 
Ludovici         ..         ..  413  I 

I anthrax  ,.         ..  413  ' 

I  -  -  cellulitis         ..         ..413 
, erysipelas       . .  . .  413  | 

I  CEdema  of  neck,  from  vena 
cava  obstruction   413,  751 

,  -  with  nephritis  . .         . .  109  i 

-  from  neurotic  ligature..  411  I 
I  -  nutmeg  liver  with        . .   368 

-  of  palms,   in   erythema  | 
I          keratodcs        . .         . .  405  i 
I  -  penis  in  nepliritis         . .  412  I 
'  -  pleural  effusion  and     ..   101 
'  -  with  polycystic  kidneys     42 
,  -  polyuria  after   . .      535,  530  { 

-  of  prepuce,  from  balanitis  01 7  j 

, from  chancre. .         . .  619 

I  -  reUna 416  ! 

I  -  scalp,  in  nephritis        . .  412  I 

from    superior    longi-  I 

I  tudinal  sinus  throm- 

bosis ..         ..  597 

I wound  infection        . .  4 10 

I  -  scrotum,  in  nephritis  ..  412  I 

from  peri-urethral  ab- 

I  sccss  . .         . .  697  j 

I  -  from  sea-cat  pricks       . .  224 

-  of    soles,    in    erythema  i 
keratodes       . .         . .  405  ' 

-  solid,    from     lymphatic 
obstruction    . .         . .  411  I 

(EDEMA,  SYMMETRICAL  411 

-  from  thrombosis  . .  410 
(Edema  of  tongue,  acute, 

I        causes  of  . .  098  ' 

-  transient  . .  . .  411  t 
I  -  of  tnink,  from  renal  I 
'  growth  . .  . .  7  , 
I  -  umbilicus  in  tuberculous 

peritonitis      . .         . .     48  i 
1  (Edema,  universal..        ..  412  > 
from  aspirin  ..         ..413 

-  -  beer  swilling  . .         . .  412  ' 

in  Bright's  disease  ..  105  , 

from  drugs    ..  ..413 

infusion  . .         . .  412  I 

(Edema,  universal,  list  of        | 

causes  of  . .  415 

from  snake-bite        . .  413  j 

-  from  venous  obstruction  410 

-  of  vulva,  in  anasarca  . .   701 

-  from  weever-fish  pricks    224 

(Esophaqismus  ..  435  | 

(Esophagoscope     . .      195,  190 

-  in     diagnosing     foreign 
body  in  CDsophagu**  , .  267 

CEsoplia^us,  aneurysm 

opening  into  287,  120, 

20r>.  434 

-  bean  in   . .         (Fiij.  96)  195 

-  bone  impacted  in         . .   195 

-  bulloius  dermatoses  alTect- 
ing 99 

-  cardiric   end   of,   site   of 
AcriKibility  of . .  . .   104 

-  chicken-pox  affecting  . .  610 


i: 


(Esophagus,  contd.  I 

-  cicatricial     stenosis     of  435  | 

-  coin  impacted  in  . .   195 

-  epithelioma  of  (see  Car- 

cinoma of  oesophagus)  I 

-  foreign  body  in  194,  i90, 

205,  267 

-  hsematemesis  from  affo*,*- 

tions  of  . .         . .  265 

-  idiopathic  dilatation    of  I 

(Fiff.  98)  198,  763  ; 

-  opened  by  foreign  body 

205,  267 

mediastinal  new  growth 

205,  267 

-  obstruction    of,   by   ab- 

normal    subclavian 
artery         ..         ..196 

acetonuria  from       . .       4 

ansemia  from . .         . .     33 

by  aneurysm..      195,  434 

-  bougie  in  diagnosing    763 
*■  cachexia  from  . .     33 

by  carcinoma  ..   195 

I constipation  from     . .   1 23 

-  after  corrosives  . .  194 
I  —  from  fibrous  stricture  194 
I  —  foreign  body  . .  . .  194 
1 leucopenia  with        ..  361 

(Esopliaotts,  obstruction  of, 
list  of  causes  of       . .  763 

j oesophagoscopc  in  dla- 

I  gnosing       . .         . .   195 

pain  in  the  chest  from  430 

! a:-rays    in    diagnosing 

(Fig.9b)  196,  763 

(Esophaous.  obstractlon  of. 
oeneral  account  of     194-6 

I  —  from  tooth-plate      . .  194  | 

-  pouch  of.  vomiting  due  to  763 
(Esophagus,  pouches  of  . .  196 

-  small-pox  affecting       . .  616  | 

-  spasm  of,  dysphagia  from  435 
neurotic         . .         . .  435 

-  pain  in  chest  from    . .  436 

-  vagus  branches  to        . .  148  | 

-  varicose  veins  in,  hsomate- 

mesis  from  . .  . .  266 
Oidium  albicans  . .  . .  74 
in  sputum      . .         . .  645  i 

-  tropicale.  in  Ceylon     ..  645  ' 

phthisis  simulated  by  645 

in  sputum      . .  . .  646 

Oil  of  cade,  erythema  from  222 
Oils,  volatile,  bullte  from . .  96 
Old  age  (see  Age  ;  and  Age 

Incidence) 
Olfactory  aura      . .         . .     68 

-  nerves  (sec  Nerves,  Ol- 

factory) ..         ..  612 

Oltgcemia,  definition  of  . .  20 
Oligocythasmia,  cord  changes 

from 69 

-  definition  ..  ..20 
Oligochromaamia,  definition  20 
Oligospermia,  sterility  from 

646,  647 
Oliguria  (see  Anuria) 
Olivo-ponto-cerebcllar  atro- 
phy      727 

Omentum,  abscess  of  (see 
Abscess,  Omental) 

-  cyst  of    . .         . .         . .  661 

-  fat  necrosis  in  . .  . .  767 
-in  hernia..         ..      675,682 

-  hydatid  cyst  in  . .     657,  658 

-  lesions  of,  pelvic  swelling 

due  to  . .  . .  688 

-  loaded  with  fat..  ..     45 

-  matting  of,  from  chronic 

peritonitis      . .      171,  367 

-  simulating  enlarged  liver  j 

48,  367  I 

-  thickened  by  carcinoma  49 
colon     growth     simu-  i 

lating  . .  . .  425 

stomach  growth  simu-  | 

lating  ..  ..425 

-  tumour  of,  bile-duct  ob-  | 

struction  by  . .         . .  331  . 

jaundice  from  ..  331  < 

kidney  simulated  by    354  i 

malignant       . .         . .  331 

movable  kidney  simu- 
lated by     ..         ..  663  I 

simulating   enlarged  , 

liver  ..         ..331 


Omentum,  contd. 

spleen  simulated  hy. .  <^>l 

tuberculous    .  .       331,  ♦>l 

-  in  umbilical  hernia       - .    4-?J 
Omphalo-mcsenteric    duct, 

cyst  of  . .  . .    4"" 

Onions,  foul  breath  from. .     v> 

taste  from      . .  -  -    7-  ' 

Onycliauxis  ..  ..    4*" 

Onychia      . .  .  .  - .    4"* 

Onychogryphosis  .  -  ..    ^'*• 

Onychomycosis  -  •  249 

Onychorrhexis       . .  . .    4  # » 

Oophoritis,    pain    i.i    ili-u: 

fossa  from     . .  -  .    4'; 

pelvis  from    . .  . .   4'  a 

Opaque  nerve  fibras.  optic 

{Piat€  XIX)  . .  - .   416 

Operation,  abdominal,  hJe- 

matemesis  from     266.  274 

-  acetonuria  after  . .        * 

-  acute  dilatation  of  stom- 
ach aft«r        .  -  .  .    it; 

peritonitis  after         - .   ^j'. 

-  for  angioma  of  tongae. .   i^'j^ 

-  anuria  from       . ,  4'J.  Kt 

-  in  appendicitis  ..  .  .   4J4 

-  aspiration       pneumooia 
after    . .  . .  -  -    2"»? 

-  atrophy  of  testis  from. .     o»  - 

-  bradypnoea  after  . .      "^l 

-  bronchopneumonia  after  t^^ 

-  cervical  closure  after  . .      l^ 

-  coli  bacilluria  after       ..      7" 

-  ill  coli  bttcilluria  . .   4ii 

-  diagnosing  act  iiiomycoeis 
of  liver  . .  .  -   373 

antral  tumour  . .   S^-* 

appendicitis    ..  ..   4-'«» 

appendicular  adUesioos  X"^* 

breast  tumour  ..    1j<1 

calculus  . .  . .     41 

carcinoma  3 17. 459,R86,  Oh  r 

CMitso    of    faocc*     per 

urethram     . .  . .  2;^* 
intestinal      obstruc- 
tion         ..           ..211 

cholecystitis   . .  . .  450 

diaphragmatic  hernia    63  j 

duodenal  ulcer  . .   4^  > 

h»matocele    . .      481,  4!$r 

hydrocele    of    hernial 

sac fi^l 

lipoma  of  cord  . .  f-*! 

mucocele         . .  . .   254 

-  nature  of  pelvic  swell- 
ing   «5l 

new  growth  of  testis. .  6;?6 

submammary-    abscess  r-*^. 

torsio  testis   . .      48i>,  6^ 

tuberculous  abscess  of 

liver  ..  -.375 

breast         . .  . .  «i*« 

iliac  glands  . .   453 

ureteral  calculus       . .  4*i 

ureteritis        . .  . .  4*^ 

-  distinguishing  empyema 
from    abscess    in    the       '' 
liver    . .  . .  . .   lOi 

from    Rubdiaplira£r- 

matic  absc«S5     ..   Iin 

-  double  pupil  from        . .   1 7-> 

-  emboUsm  of  lun^  after. .  29** 

-  empyema  after  . .  . .   1<J^ 

-  for    empyema    of    gall- 
bladder . .  . .   254 

-  enuresis  cured  by  . .   21;* 

-  epididymo-orchitis  from  4r!< 

-  cpistaxis  from  . .  . .  2:^• 

-  in  error,  in  tabes  . .  4SI 

-  erythema  from  . .  . .   222 

-  fistula  after        . .  . .  f,t.' 

-  hsmoptysis  after  . .   I'^s 

-  hypothermia  after         . .  311 

-  infarction  of  lunsj  after  h}^ 
~  infective  parotitis   after  694 

-  in  jaundice  cases,  fatal 
oozing  after    . .  . .  5S5 

-  neurasthenia  after        . .   715 

-  oedema  after      ..  ..411 

-  pain  in  pelvis  after        . .  4e* 

-  paralysis  of  palate  after 
588,  i'SS 

pharynx  after  . .  r»S'» 

-  pleurisy  after     . .  . .   1  'J 

-  for     pneumococcal     .ar- 
thritis ..  ..31^ 
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Operalion,  ^ntd. 

-  pjflBmia  after    . .      335,  59G 

-  pyrexia  after     . .         . .  674 

-  regurgitation     of     food 

through  nose  after  . .  588 

-  retention  of  urine  after  396 

-  status  lymphaticus  and    382 

-  subphrenic  abscess  from  658 

-  for  tuberculous  caasum. .  458 

-  typhoid  joint     . .         . .  340 

-  ulceration  of  larynx  from  292 

-  urgent,  for  diverticulitis  453 

strangulated       hernia  452 

twisted  ovarian  pedicle  456 

volvulus         . .  . .  452 

-  urinary  fistula  after     ..   397 

-  (and  see  Laparotomy) 
Ophthalmia,  catarrhal     . .   231 

-  gonococcal,  art'iritis  and  340 

-  infectious  . .  . .   231 

-  neonatorum,        anterior 

polar  cataract  from . .   759 

arthritis  and  . .  . .   340 

blindness  from  . .   761 

-  corneal  opacity  from 

759,  761 

gonorrhcBal    . .  . .   231 

nvstagnius  from    407, 

759,  761 

perforation  of  cornea 

from  . .  . .   739 
ulceration  with         . .   231 

-  photophobia  from         . .  524 
Ophthalmic     art«ry     (see 

Artery,  Ophthalmic) 

-  veins,  entrorged,  in  cav- 

ernous sijiius  thrombo- 
sis          229 

Ophthalmoplegia  (and  see 
Paralysis ;  and  Stra- 
bismus) with  bulbar 
paralysis        ..  ..135 

-  interna  ' 551 

-  from  plumhism..  ..     34 
OPHTHALMOSCOPIC  AP- 
PEARANCES           ..  415 

-  {Plates  XIX,  XX)    410,  418 
OPISTHOTONUS  ..         ..417 

-  in  hysteria         ..      138,  417 

-  meningitis  ..  . .  417 

-  strychnine  ..      417,  599 

-  in  tetanus  138,  417,  599,  730 

-  from  uraemia     ..  ..  417 
Opium,   bradypncea  from     84 

-  Cheyne-Stokes  breathing 

from 108 

-  coma  from         . .  . .   118 

-  constipation  relieved  by  124 

-  headache  from  . .  . .   295 

-  hypothermia  from     119, 

310,  311 

-  poisoning,    alcoholism 

simulating      . .  . .  310 

coma  in  ..         . .  310 

heat-stroke  simulating  310 

lavage  of  stomach  for  118 

.  -  pin-point  pupils  in 

119,  310 

pontine     luemorrhage 

simulated  by         ..119 
simulating  . .  310 

-  (and  see  Morphia) 
Oppler-Boas'   bacilli,  with 

gastric  carcinoma  316, 

320,  706,  767 
Opponens    minimi    digiti, 

nerve  supply  of         . .   504 

-  pollicis,  nerve  supply  of  504 
Opsonic  index,  in  diagnosing 

gonococcal  infection. .  340 

phthisis       . .  . .   708 

tubercle      ..      479,  077 

Optic      chiosma      lesions, 

blindness  from  . .  761 
hemianopsia  from. .  301 

-  disc,  coloboma  of  ..  415 
Optic  disc.  In  hypermetropic 

attlqmatism  ..  ..417 
Optic  disc,  in  glaucoma  417,  701 

normal    {Plate    XIX)  410 

optic  airophv  ..   410 

Optic  disc,  in  optic  neuritis  416 

pallor  of,   in   dissemi- 
nated sclerosis  728,  700 
after  retinal  embolism  410 

Optic  disc,  various  appear- 
ances of  ..415 


Optic  disc,  contd. 

-  -  (Plates  XIX.  XX)  416,  418 
white  and  excavated, 

in  glaucoma  . .  233 

-  nerve  (see  Nerve,  Optic) 

-  neuritis    (see    Neuritis, 

Optic) 

-  radiations,     lesion     of, 

hemianopsia  from  {Fiff. 
141)     ..  ..      301,  302 
pupil  reaction  and . .  302 

-  thalamus,  athetosis  from 

lesion  of         . .  . .   133 

h:Bmorrhage  into       . .  309 

lesion,  hemiansosthesia 

with  ..  ..  610 

pain  in  limbs  from  010 

tremor  from  . .   729 

-  tract   connections   (Fig. 

138) 300 

lesion,    hemianopsia 

from  {Fig.  140) 

301,  552,  761 

pupil   reaction   and 

302,  552 
Oral  sepsis,  anaomia  from      32 

dyspepsia  from         . .   319 

foul  breath  from      86,  87 

gastritis  from  . .  317 

peripheral  neuritis  from  61 

(and  sec  Caries,  dental ; 

and    I*yorrhoDa    Al- 
veolaris) 
Orange,  sore  fingers  from    239 
Orange-rind  nails  . .  . .  399 

Orators,  pharyngitis  in  . .  010 
Orbicularis  oris,  weak,  in 

myopathy  {Fig.    109)  235 

-  palpebrarum,  cramp   of, 

in    watchmakers       . .   151 

hysterical       . .         . .   141 

ptosis  from   ..         ..141 

spasm  of,  in  paralysis 

agitans        . .  . .  236 

weak  in  myopathy  . .  215 

Orbit,  abscess  of  . .         . .   177 

-  arteriovenous   aneurysm 

of  694 

-  dermoid  cyst  of . .         . .  230 

-  growth  of  . .         . .  177 
microscope    in    dia- 
gnosing      . .         . .  230 

-  gununa  of,  diagnosis  of    230 

-  hnsmorrhage  into  ..  177 
Orbit,  lesions  of,  causing 

exophthalmos  ..  229 

Orbit,  pulsatile  tumour  of    694 

-  suppuration  in,  headache 

from 294 

meningitis  from        . .  590 

-  swelling   in,    from    eth- 

moidal cell  distention  230 

-  tubercle    of,    cellulitis 

simulated  by..         ..  230 

exophthalmos   from . .  229 

microscope  in  diagnos- 
ing   230 

nasal  sinus  distention 

simulated  by         ..  230 

-  tumour  of,  exophthalmos 

from 220 

headache  from  . .   294 

-  varicose  veins  in,  inter- 

mittent e.xophthalmos 
from 230 

Orbital  ridge,  thickened, 
from  frontal  sinus  dis- 
tention . .         . .   230 

Orchitis  (and  see  Epididy- 
rao-orchitis) 

-  atrophy  of  testis  from . .     66 

-  bacillus  coli  causing     . .     67 

-  bacterial  diagnosis  of  . .     67 

-  from  a  blow  . .  . .  478 
Orchitis,  causes  of  66,  478 
Orchitis,  general  account  of 

477,  478,  479 

-  {gonococcal  60,  07,  409 

-  in  Malta  fever  . .  . .   466 

-  obesity  after      . .  . .  409 

-  sarcoma  simulating      . .   480 

-  stiiphylococci  causing  . .     67 

-  streptococci  causing  . .  07 
Orchitis,  syphilitic        66,  479 

-  testicular  atrophy  after  313 
Orcin,  in  Bial's  test  . .  201 
Organ  of  Giraldfes,  cyst  from  48 1 


Organ-playing,  plantaris 
longus  rupture  during  554 

Orientation,  visual  process 

of         175 

ORTHOPNCEA  ..418 

-  from  abductor  paraljrsis  419 

-  aneurysm  . .      419,  420 

-  witli  arteriosclerosis     ..     11 

-  from  asthma      . .         . .  323 

-  in  Brierht's  disexso       . .  105 

-  bronchitis  100,  323,  420 

-  bronchopneumonia       . .  420 

-  diphtheria  . .         . .  419 

-  emphysema        . .      160,  323 

-  enlarged  cervical  glands  419 

heart 420 

thymus  gland  . .  419 

thyroid  gland  . .  419 

-  foreign  body      ..         ..419 

-  with  granular  kidney  ..     11 

-  from  heart  failure     105, 

420,  691 
disease  . .         . .  322 

-  insomnia  from  . .  . .  322 

-  from  irruption  of  caseous 

gland  into  trachea  . .  420 

-  laryngeal  obstruction  ..  419 

-  laryngismus  stridulus  . .  420 
Orthopnoa,  list  of  causes  of  418 

-  from    mediastinal    new 

growth  . .         . .  419 

-  phthisis 323 

-  pleural  effusion  and     . .   104 

-  from  postpharyngeal  ab- 

scess     419 

-  pulmonary  embolism  . .  289 
Orthostatic  albuminuria  . .  15 
Orthotonus,  in  tetanus  . .  138 
Os  calcis,  spine  on,  painful 

heel  from        . .      439,  071 

skiagram  of  . .  440 

ar-rays  in  diagnosing 

439.  071 

-  uteri,      Btenoscd.      dys- 

menorrhcea  from       . .   192 

(and  see  Uterus) 

Osazone  crystals  in  Cam- 
midge's  reaction       . .   100 

from  glucose  . .  . .  202 

glycuronic  acid         . .  262 

-  -  lactose  . .      201.  202 

pentose  ..      261,  262 

Osier,  on  naavi  of  month . .   283 

-  typhoid  jaundice  . .  335 
Osier's  *  Modern  Medicine,' 

Fig.  from        . .  . .  607 

Osmic  acid  (see  Acid,  Osmic) 
Ossicles  of  car,  caries  of  422,  423 
Ossification  of  ligaments. .   143 

-  muscles  . .  . .  . .   143 

-  plantar  ligament  ..   071 

-  premature,  in  infantilism  188 

-  of  tendon  ..      671,  093 

Ossined  man  . .  143 

Osteitis  deformans,  age  inci- 
dence of     . .  . .  670 
bone  changes  in     406,  670 

-  -  {Figs.  63  and  64)     . .   155 

dyspnoBa  in  . .         . .  070 

kyphosis  from  . .  155 

legs  bent  in    . .         . .   155 

leontiaais  ossea  and . .   204 

neuralgic  pains  in    . .  670 

noises  in  the  head  from  406 

Osteitis  deformans,  notes  on  670 

osteo-arthritLs  with  . .   155 

sarcomata  from        , .   670 

syphilis  simulated  by    670 

-  of  femur,  typhoidal     . .   340 

-  hyperplastic,     in     con- 

genital syphilis  ..   711 

-  rarefying,  in  congenital 

syphilis  ..         ..711 

-  sarcoma  simulating      . .  693 

-  tenderness  from  . .  707 
Osteo-arthritis,     (Charcot's 

joint  simulating        . .  349 
Osteo-arthritIs,  general  ac- 
count of  ..346 

-  grating  in           . .  . .  347 

-  Heberden's  nodes  in  . .   346 

-  of  jaw.  earache  from  . .  202 

-  gout  simulated  by  . .  345 

-  of  hip- joint  . .  . .  670 
psoas  bursa  from  . .  681 

-  from  injury        ..  ..470 

-  of  jaw,  ptyallsm  from..   542 


Osteo-arthritis,  contd. 

-  joints  affected  by    345, 

346,  347 

-  knee  affected  by  . .  347 

-  knuckle   pads   confused 

with 347 

-  kyphosis  from  . .         . .   188 

-  lameness  from  . .         . .  347 

-  limping  from     . .  . .   252 

-  loose  body  In  joint  in  . .  350 

-  nipping  of  synovial  fringes  360 

-  nodules  in  skin  in         . .  338 

-  in  osteitis  deformans  . .   155 

-  pain  in  the  limbs  in    . .  463 

-  popliteal  bursa  in         . .   692 

-  no  pyrexia  with  . .  340 
Osteo-arthritIs,  rheumatoid 

arthritis  distinguished 
from    ..  343,  346 

-  sciatica  caused  by  . .  347 
simulating      . .  . .   340 

-  of     spine,     appendicitis 

simulated  by..  ..   401 

pain  in  iliac  fossa  from 

452,  454 
ureteral  calculus  simu- 
lated by     ..         ..461 

-  spondylitis   deformans 

and 714 

-  stethoscope  in  diaarnosing  347 

-  swelling  of  bones  in      . .  670 

-  syphilis  simulating       . .  348 

-  syringomyelic  joint  simu- 

lating   348 

-  ulnar  deflection  in        . .  347 

-  wet  sand  in  bag  sensa- 

tion in  ..         . .   347 

Osteo-arthropathv,       pul- 
monary (see  l*ulmonary 
Osteo-arthropathy) 
Osteochondritis,    in    con- 
genital syphilis  ..318 
Osteocopic  pain     . .          . .  463 

Osteogenesis       Imperfecta 

{Fig.  87)    187,  188 
Osteoma  of  bone  . .         . .  670 

-  cranium,        brodypncpa 

from 84 

-  frontal  bone      . .         . .   230 

-  ilium,  pain  in  iliac  foR»a 

from    ..         ..      454,  459 

-  jaw  . .  . .   683,     084 

-  spurious 671 

Osteomalacia,       dwarfism 

from    ..  ..      186,  187 

-  eosinophilia  from         ..   219 

-  kyphosis' from  ..         ..188 

-  muscles  weak  in  . .   187 

-  relation      of      fragilitas 

ossium  to       . .         . .   187 
Osteomyelitis,  acute   pain 
with 008 

-  acute,  suppurative  arth- 

ritis from        ..         ..  341 

-  aneemia  with      . .         . .     35 

-  endocarditis  in  . .         . .  283 

-  eosinophilia  from         ..  219 

-  ervthema  nodosum  simn- 

'lating  . .          . .      404,  008 

-  from  gumma      . .          . .  009 

-  of  ilium 303 

-  infective,  rigors  in        . .  595 

-  leucocytosis  with         . .  008 

-  limping  from     ..      362.  303 

-  of  pelvis. .         . .         . .  078 

-  periosteal  abscess  with  008 

-  pytomia  from    . .         . .  008 

-  pyrexia  with     . .         . .  008 

-  redness  and  swelling  with  008 

-  sarcoma  simulating       . .  072 

-  seldom  bilateral            . .  404 

-  suppuratiye,  albumosuria 

with    ..         ..         ..16 

-  tibia  affected  by  . .  404 

-  swelling  on  a  bone  from  667 
Osteophyte.  Poupart's  liga- 
ment bulged  by        . .  676 

Osteophytes  ..  ..346 

Osteoporosis,        leontiasis 

ossea  and        . .  . .   204 

-  noises  in  the  head  from  400 
Osteopsathyrosis  . .  . .  187 
Osteosarcoma,    egg-shell 

crackling  with  150, 152, 093 

-  of  orbit 094 

-  pulsation  with  150,  152,  093 

-  x-rays  in  diagnosing    ..   152 
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OtAlsria  ("see  Earache) 
OTHER-HANDNESS        ..     17 
Otitis,  acuta  li«moiTliaoic  421 

-  media,  from  adenoids  . .  202 

arthritis  from  . .  339 

Otitis  madia,  bacteriology  Of  422 
bronchopneumonia 

from  ..         ..289 
cerebellar  abscess  from  592 

-  cerebral  abscess  from 

8*,  30<!,  752 

-  -  cervical  glands  enlarged 

from  . .         . .  370 
chorda  tympani  par- 
alysis from . .         . .  706 

Otitis  media,  compiications 
of       84 

convulsions  with       . .  202 

deafness    from     ir»5, 

308,  422,  423 

deliriam  with . .         . .  202 

earache  from..         ..  202 

e:zema  from  . .         . .  422 

-  empyema  from         ..  lOfi 
mranulations  from  421,  423 

-  htemoptysLs  in  . .   IOC 
hiemorrhage  from  ear 

in 421 

headache  from  . .  2f»5 

hearing  impaired  with  202 

hyperaasthesia  acustica 

in 160 

infarction     of      lungs 

from  ..         ..   lOG 

-  in  influenza    . .  . .  564 
internal  carotid  artery 

eroded  from  . .  421 

-  jugular    vein    throm- 

bosis from  . .         . .  1  or. 

lateral  sinus  erosion  in  421 

thrombosis  from 

84,  106.  159,  289,  567 

mastoid  abscess  from    8» 

tenderness  with        . .  202 

membrana      tympani 

perforated  from   ..422 

meningitis  from       . .  590 

noises  in  the  head  from  406 

-  optic  neuritis  from  . .  202 

ot^irrhcea  due  to       . .  421 

otoscopic  appearances 

of 202 

pain  in  hyoid  area  from  449 

ear  from    105.  422,  423 

over  occiput  from     202 

on   onening   mouth 

with        ..         ..202 

pleurisy  from  . .  1 06 

pneumococcal  . .  339 

polypi  from   . .      421,  423 

prolonged  pyrexia  from  507 

pulmonary    embolism 

from  ..         ..159 

pyrexia  with  . .         . .  202 

ricors  from  {FUj.  244)  567 

after  scarlet  fever  10,  617 

screaming  from         . .   202 

septicaemia  from       . .  567 

simulatincr  meningitis    202 

suppurative  meningitis 

from  . .         . .     84 

swelling  of  meatus  from  422 

tenderness     of     scalp 

from  ..         ..712 

tinnitus     from      165, 

422,  42.3,  723 

tuberculous    . .         . .  422 

in  typhoid  fever       . .  595 

unilateral       headache 

from  . .  . .   294 

vertisro  from  423,  752,  753 

vomiting  with        202,  765 

Otorrhagia  (see  Hfcmorrljago 

from  Kar) 
OTORRHEA  ..  42i 

Otorrhcea.  albuminous  dis- 

charce  in        . .  . .   421 

-  arthritis  from    ..  ..   339 

-  cerebellar  ab«4rcfw  from     517 

-  from  cerebral  abscess  . .   423 

-  from  diphtheria  of  ear. .  422 

-  diphtheria  of  skin  with    558 

-  from  eczema      . .         . .  422 

-  pnithelioma        . .  . .   422 

-  foreign  body       . .         . .  422 

-  furuncle  . .  . .      202,  422 

-  mastoid  abscess  . .   423 


Otorrhaea^  conta. 

-  necrosis  of  bone  . .  422 

-  noises  in  the  head  from    406 

-  from  otitis  media     421,  422 

-  parotid  abscess..         ..  423 

-  rigors  from        . .         . .  597 

-  from  scarlet  fever        . .  227 

-  sinus  thrombosis  from. .  697 

-  from  suppurating  lymph 

gland 423 

sebaceous  cyst  . .  422 

temporomandibular 

loint  ..         ..423 

-  syphilis 422 

-  tuberculous        ..         ..422 

-  from  wax  in  ear. .         ..  421 
Otosclerosis,  deafness  from 

166.  753 

-  noises  In  the  head  from  406 

-  paracusis  Willisii   with     165 

-  tinnitus  from      ..      723,  753 
vertigo  froti      . .         . .  753 

Ova  of  anky  lostomum  f  Ft7». 

28,  29)  80 


13 
089 

35 
331 

427 
19 

831 
129 
200 

630 
331 


in  fasces 

-  ascaris,    in 


-  bilharzia 

-  in  faaces 
urine    . , 

-  distoma,  in  feoces 
in  sputum 

-  in  fasces 


81 

fasces    328, 
(Fur   217)  520 
CFig.  20)  79 
. .     79 
282,  472,  581 
..   328 
..   292 
226 


Ova   in   faces,   mode 

examining  for  ..519 

-  in  sputum  . .         . .  6 15 

-  of    taenia    solium    519. 

(Fig.  216)  520 

-  trichocephalus        disnar 

(Fig.  28)  80,  520,  (F^. 

219)  521 
Ovarian  abscess    . .         . .  573 
Ovarian  activity,  deficient, 
general  account  of  . .  646 

excessive  monorrhagia 

from  ..  ..387 
obesity  from  408,  409,  640 

-  cyst  (see  Cyst,  Ovarian) 

-  secretion,    menstrual io'i 

and  . .         . .        18,  388 

-  tumour      (see      Ovary, 

Tumour  of) 
Ovaries,    absent,    sterility 

from 046 

-  defective,  in  ateliosis  ..   191 

-  destruction     of     both, 

amenorrhcoa  from   . .     18 

-  prolapsed  tender,  dyspar- 

cania  from     . .      193,  194 

levator  ani  spasm..   193 

vaginismus  from  . .  193 

-  thyroid  relationship  to    409 
Ovaritis,  appendicitis  simu- 
lated by         466,  065.  078 

-  eonerallv  bilateral  457 

-  pain  in  iliac  fossa  from. .  456 

-  simulated  by  undue  ab- 

dominal aortic  pulsa- 

Uon 543 

Ovary,  affections  of,  effect 

on  menstruation      . .     19 

anaamia  with  . .         . .     32 

appendicitis  simulated 

by    ..         ..      450,  665 

eosinophilia  with      . .  219 

pain  in  the  back  from  428 

ureteric  calculus  simu- 
lating ..         ..578 

-  carcinoma  of  (see  Carci- 

noma of  Ovary) 

-  cystic,  felt  per  rectum  587 

-  fibroma  of  . .         . .  689 

-  functionless,    with    unl- 

cornuate  uterus        . .     19 

-  hyperaesthetic,  in  hysteria  01 1 

-  impacted     tumour     of, 

backache  from  . .  468 
pain  in  thigh  from     408 

-  inflammation    of    (see 

Ovaritis) 

-  neuralgia  of        . .         . .  005 

-  new   growth    of,    pelvic 

swelling  due  to         . .  6RS 
felt  per  rectum     . .  587 

-  papilloma  of       . .         . .     49 

-  prolapsed,    pain   in    tlie 

pelvis  from    . .  . .  468 


Ovarif^  contd. 

-  sclerosed,    pain    in    the 

pelvis  from    . .         . .  468 

-  sensory  skin  area  of     . .  468 

-  small  cystic  ..  ..193 
dysmenorrhoea  from  192 

-  tumour  of  (and  ssee  (^st. 

Ovarian),  albuminuria 
from    . . 

amenorrhcoa  with 

anaemia  from. . 

ascites  from    . . 

1 bearing  -  down      pain 

from 
I bilateral 

-  bile-duct  compression 
1  by 

dvschezla  from 

dystocia  from 

I enlarged  spleen  simu- 

'  lating 

I jaundice  from 

Ovary,  tumour  of.  Icldney 

simulated  liy  353,  354,  663 
microscope    in    dia- 
gnosing      . .         . .  690 
pancreatic  cyst  simu- 
lating ..  ..688 

rectal  examination  in 

diagnosing  . .  . .  331 

secondary  portal  glands 

i  from  ..         ..  331 

Ovary,   tumour  of,   some 
signs  of         ..     630,631 

-  -  sterility  from..  ..  040 
swelling  in  hypochon- 

drium  from  . .  029 
tenaculum      in      dia- 
gnosing      . .         . .  089 
twisted  pedicle  of,  ap- 
pendicitis simulated 

I  by 091 

I vaginal  examination  in 

diagnosing..      331,631 
!  Over-eating,     acute     con- 
j  gestion  of  liver  from . .  334 

-  obesity  from      . .         . .  408 
Over-exertion,  acute  dilata- 
tion of  heart  from  211,  214 

-  cramps  from     . .         . .  150 

-  left    ventricle    enlarged 

from 206 

-  mitral  regurgitation  from  211 

-  ruptured     aortic    valve 

from 210 

Over-strain,  mental,  impo- 
tence from     . .         . .  313 

-  pain  in  the  limbs  from . .  403 
and  stiffness  from    . .  404 

-  subacromial  bursitis  from  470 

-  tenderness  of  spine  from  715 
Over-study,  nightmare  from  402 
Over-use,  cramps  from  . .  151 
Over-work,  dyspepsia  from  319 

-  evening  headache  from    294 

-  insomnia  from  . .  . .  321 

-  malarial  attack  from  . .  32 
I  -  neurasthenia  from       . .  460 

-  pain  in  the  back  from  . .  428 

-  twitching  from  . .  . .  130 
Ovum  (see  Ova) 

Oxalate  of  calcium  crystals 

{Fig.  181)       . .  . .  423 
in  intestinal  sand     . .  599 

-  crystals  in  urine  9,  218 

-  uric  acid  with  424,  741,  742 
Oxalates,    amount   passed 

normally 
Oxalic  acid  (see  Acid,  Ox 

allc) 
OXALURIA 

-  aching  in  loin  from 

-  age  incidence  of 

-  calculus  simulated  by . . 
Oxaluria,  diet  and.. 

-  dyspepsia  with  . . 

-  from  endogenous  sources  424 

-  frequent  micturition  from 

391,  424 

-  after  gooseberries         . .  281 

-  in  gouty  persons  . .  424 

-  haomaturia  from        275,  281 

-  liynochondriaais  and    . .  424 

-  irritable  bladder  from..  424 

-  nervous  dyspepsia  and     424 

-  neurasthenia  and  . .  424 

-  nocturnal  enuresis  from  424 


423 


423 

281 
424 
281 
424 

2S1 


Oxaluria,  eotud. 

-  nocturnal       micturitioa 

from    . .         . .  . .   -18 

-  nncleoproteid  with        . .    421 

-  after  oxalic  acid  {K)i3on- 

ing -V.'i 

-  pain  in  testis  from       . .    4.'*5 

-  with  pancreatic  affectiona  Iw 

-  and  phospbaturta  alier- 

natins?  ..       424,  524 

-  powdered  -  wig     pheno- 

menon from  -.  ..423 

-  priapi««n  from  . .  . .   ."^Ss 

-  renal  calculus  with        . .    424 

-  after  rhubarb    . .  . .   :J>1 

-  spermatorrhcea  and     .-   424 

-  after  tomatoes  . .  . .    2^1 

-  white  precipitate  in  arine 

from    . .  . .  . .    423 

Oxybutjric  acid  (see  Acid, 

Oxybutyric) 
Oxygen,  convulsions  stopped 

by        14« 

Oxyhemoglobin,    haftmato- 

pMjrphyrin  simulatirig     744 

-  spectrum  of  {Fii.  SO)  . .     ^» 
Oxyuris  vermlcularis        . .  52<> 

anal  irritation  from  . .   5i*i 

no  blood  change*  with     tf* 

blood  in  stools  from . .     79 

in  children      . .  . .   S^*) 

eosinophilia  rare  from  2l9 

no  eosinophilia  with. .   52«^ 

gonorrhcea    simulate  5^» 

grinding  of  teeth  from  2-^ 

priapism  from  .  .   ^l** 

vulval  irritation  from  5^") 

Ozasna,  from  atrophic  rhi- 
nitis   ..  ..  ..   17S 

-  foul  breath  from  . .     S7 

-  from   hypertrophic    rhi- 

nitis     17» 

-  syphilis  ..  . .  .  .   179 

Ozonic  ether,  in  blood  te«t  t>& 
effervescence  with  pi«  575 


PACHYMENINGITIS, 
cervical,      claw-hanil 
from  ..  ..      I'l^.  110 

pain  in  arms  from  1  !•», 

443.  414 

tendemras     of     spine 

from  ..  ..444 

-  cervico-dorsal,     pain     in 

the  shoulder  from     . .   477 

simulating     myoQbro- 

sitis  ..  ,.477 

neuritis        . .  . .   477 

syphilitic        .  -  . .   477 

Pachymeningllls.  ctironic 
hypertropliic    hemor- 
rhagic ..     SISi.  516 

-  headaclie  from  . .      20 1 .  .'•-S 

-  hyperacusis  in  . .  . .   S'.iis 

-  lumbar  puncture  in  dia- 

gnosing .  .  . .   525 

-  noises  in  the  hea«i  from     4»^ 

-  optic  neuritis  from        . .  52> 

-  root  palsies  from  . .  a(^ 

-  syphilitic  . .      40t>,  jf»9 

pain  in  shoulder  from  475 

photophobia  from     . .   52J 

-  vomiting  from  . .  . .   525 
Pacific  Islands,  elephanti- 
asis in              - .  . .     2S 

Pads  on  fingers  (^Pig.  16«1» 

34  7,  vy* 

Dupuytren's    contruc- 

tion  with    .  .  . .  317 

Paget 's    disease,     oenenl 
account  of  ..736 

leontiasis  ossea  and. .   ^M 

psoro^perms  in  , .   75'> 

Pain,    abdominal,     acute, 

from  appendicitis  193 

colic  . .  . .   193 

dvsmenorrhoea       . .  193 

dyspensia   . .  . .   193 

embolism    of     pan- 
creas       . .  ..     TC 
funeating    endocar- 
ditis        ..          ..     7« 

hemorrhage    into 

Graafian  foUicle     19S 

into  pancreas     . .     "*» 

pancreatitis  . .  554 
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193 

193 
193 

593 
193 

331 
31C 
116 
767 


wtth  437 


Pain,  aihdominal,  eontd. 

-  -  acute,  perforated  gas- 

tric ulcer    . . 

-  —  ruptured    ovarian 

cyst 

pyosalpinx 

tubal  gestation 

193, 
twisted  ovarian  cyst 

-  -  from  aneurysm     115. 

271, 
angina  abdominal  is  . . 

-  -  appendicitis  . .      1 15, 

biliary  colic   ..      115, 

Pain,    abdomlntl,    blood- 

protture  changos 

from     carcinoma     of 

bowel 

-  -  colitis 

constipation  from     . . 

-  -  from  corrosives 

-  -  in  diabetes    . .        85, 

-  -  from  duodenal  ulcer 

-  -  irastritis 

PAIN,  ABDOMINAL.  GENE 
RAL 

Pain,  abdominal,  general, 
from  colic 

dysentery  . . 

gastric  crises 

intestinal     obstruc- 
tion 

morphia 

Pain,  abdominal,  generai, 
from  neuralgia     425, 

peritonitis  . . 

pneumonia 

ulcerative  colitis  . . 

visceroptosis 

from  gout 

-  in  Henoch's  purpura 

343, 
in  influenza    . . 

-  intense,   from   perito- 

nitis 

from    intestinal    neu- 
ralgia 

obstruction 

-  -  intussusception 

movable  kidney 

mucous  colitis 

pancreatitis    . . 

perforated  gastric  ulcer 

perforative  peritonitis 

pleurisy  . .      115, 

-  -  plumbism 

-  -  pneumonia     . .      115, 

-  -  Pott's  disease 

-  -  pyloric  obstruction  . . 

-  -  In  relapsing  fever     . . 
from  renal  colic    115, 

-  -  spasmodic,  from  colic 

-  -  from  spinal  caries     . . 

spondylitis  deformans 

tabes  dorsalis 

tuberculous  bowel    . . 

peritonitis  48, 

typhoid 

-  all  over,  in  rat -bite  fever 

-  in  poliomyelitis  acuta 

-  In  anaesthetic  area 

-  anal  region,  from  vesical 

carcinoma 

-  nt  ansrle  of  right  scapula, 

from  gall-stone 

-  in  the  ankle,  from  syno- 

vitis    . . 

-  arm,      from      acropar- 

tc**thesia 
adiposis  dolorosa 

-  -  aneurysm 

of  subclavian  artery 

axillary  glands 

Pain  in  the  arm.  from 
brachial  neuralgia    . . 

neuritis 

-  -  carcinoma  of  liver     . . 

-  -  cervical  caries 

pachymeningitis    . . 

rib    tlO,    443,    508, 

-  -  cystic  breast  . . 

-  -  hen>es  . .      445, 

-  -  left,from  aortic  disease 
angina  pectoris  316, 

433,  476, 

aortic  incompetence 

regurgitation 


131, 
115, 

116, 
115, 


115 
115 
124 
268 
389 
271 
766 

424 

425 

459 
425 

425 
426 

426 

425 
425 
459 
426 
115 

767  , 

465 ; 


116 
315 
663 
115 
116 
767 
658 
115 
593 
115 
593 
116 
115 
336 
767 
693 
115 
715 
115 
76 
667 
574 
698 
509 
427 

397 

116 


444 
443 
434 
443 
443 

442 

443 

443 
444 
551 
680 
477 
445 

535 
433 

207 


Pain  in  th^  arm,  eontd. 

left,  f .-om  heart  disease 

lumbar    puncture    in 

diagnosing  cause  of 
from  mediastinal  new 

growth 

neuromata     . . 

occupation  and 

Pain    in   the  arm.   from 
occupation  neuroiet.. 

pachymeningitis    110, 

peripheral  neuritis  . . 

psychalgia 

Pain  in  the  arm.  radicular 

skiagram  in  diagnosing 

cause  of 

from  spinal  caries     . . 

gliosis 

tumour 

syrirgomyelia 

vertebral  growth 

writer's  cramp,  etc... 

-  as  an  aura  of  epilepsy  . . 

-  in,the  axilla,  from  abscess 

from  abscess  of  liver 

PAIN  IN  THE  BACK  (and 

see  Backache) 
from  abdominal  aneur- 
ysm 

abscess 

acute  rheumatism    . . 

aneurysm     195,     271, 

290,  428,  429,  664, 

aortic  incompetence . . 

appendicitis   . . 

biliary  colic    . . 

bladder  lesions 

carcinoma 

Cauda  equina  tumour 

62, 

-  -  debility 

duodenal  ulcer 

dyspepsia 

fevers 

fibrositis 

gall-stone 

gastric  ulcer  269,  428, 

herpes 

hyperaesthesia  with  . . 

from  infective  arthritis 

injury 

kidney  affections 

local  blush  with 

lumbago  . .      428, 

malaria 

mediastinitis  . . 

meningitis 

myositis 

neurasthenia  . . 

new  growth    . . 

ovarian  lesions 

over-work 

pancreatic  calculus  . . 

psychalgia 

rectal  lesions.. 

Pain  In  the  back,  referred 
areas  of  (Fig.  294) 

In  relapsing  fever     . . 

from   renal   embolism 

sciatica 

serum  injections 

skin  lesions    . . 

spinal  caries  156,  364, 

428,  429,  516, 

growth 

stone  in  kidney 

typhoid  spine 

uterine  lesions 

vcsiculae        seminales 

lesions 

Weil's  disease 

-  x-rays    in    diagnosing 

cause  of 
in  yellow  fever     273, 

-  at  back  of  eye,   in   in- 

fluenza 

-  in  back  of  right  chest, 

from  erall-stones 
PAIN.  BEARING-DOWN 
cystoscope     in     diag- 
nosing cause  of 

from  impacted  fibroids 

ovarian  tumours 

pelvic  abscess 

disorders     . . 

hiematocele 

pressure  on  bladder. . 


434 
443 
444 

445 

477 
443 
445 


427 
426 


423 


442 
444 
443 
443 
508 
444 
445 
67 
666 
597 

427 

437 
428 
427 

714 
433 

428 
450 
428 
585 

615 
428 
428 
428 
427 
461 
428 
437 
428 
428 
461 
428 
428 
428 
438 
30 
4.35 
427 
461 
715 
714 
428 
428 
116 
445 
428 

716 

637 

8 
4.38 
223 

428 

713 
428 
451 
340 
428 

428 
336 

428 
336 


327 
426 

427 
427 
427 
427 
426 
427 
426 


Pain^  bearing-down,  contd. 

pressure  on  rectum  . .  426 

rectal  examination  in 

diagnosing  cause  of  427 

from  retroverted  gravid 

uterus         ..         ..  427 

sigmoidoscope  in  dia- 
gnosing cause  of  . . 

tenesmas  with 

from  uterine  displace- 
ment 

vaginnl  examination  in 

diagnosing  cause  of  427 

-  in  big  toe,  from  exostosis  671 

-  bladder,  from  calculus . .   742 

carcinoma      . .  . .  394 

retention        . .         . .  395 

(and  see  Strangury) 

-  in  tlie  bones  in  infantile 

scurvy 

leuktemia 

osteomyelitis 

pernicious  aniemia  . . 

rickets 

from  sarcoma        671,  67: 

in  scurvy  rickets      . .  670 

secondary  syphilis   . .  669 

syphilis  . .         . .  463 

-  boring,  in  tabes. .         ..  603 
PAIN  IN  THE  BREAST..  429 

from  carcinoma        . .  429 

cracked  nipple  ..429 

cystic  disease         429,  686 
epithelioma  of  nipple  429 


99 
707 
668 
707 
.364 


galactocele     . .         . .  429 

hysteria  . .         . .  430 

injury  . .  . .  430 

mammilitls    . .         . .  429 

mastitis         429,  685,  686 

menstruation  . .  430 

neuralgia        . .         . .  430 

pregnancy      . .  . .  429 

stays 430 

submammary   abscess  429 

tuberculous  breast   . .  429 

-  on  breathing,  from  inter- 

costal neuralgia    . . 

liver  abscess  . . 

phrenic  neuralgia     . . 

pleurisy 

pneumothorax 

-  in  calf,  coming  on  diu-ing 

walking 
PAIN  IN  THE  CHEST     .. 
Pain   In  the  chest,  from 

aneurysm     290,  430, 

433,  434,  435, 

angina  pectoris 

aortitis 

biliary  colic  . . 

bone  disea.«;e  . . 

bronchiectasis 

carcinoma  of  breast. 

spine 

caries  of  rib 

coronary    artery    ob- 
struction    . . 

coughing 

emphysema    . . 

empyema        . .      430, 

flatulent  dyspepsia 

fractured  spine 

heartburn 

heart  disease 

hepatic  abscess 

herpes  zoster. . 

hydropneumothorax      652 

lesionsof  bones  of  chest  432 

liver  abscess  . .  . .   709 

-  -  mastitis  ..      430,  431 
mastodynia    . .  . .  430 

Pain   In  the  chest  from 
mediastinal  new  growth 

267,  430,  434 

-  -  mediastinitis  . .     430,  435 

myalgia  . .  . .  43ft 

myelitis  . .  . .  436 

neuralgia        . .      430,  431 

neuromata     ..         ..431 

new  growth  . .  . .  435 

cesopha«eal  obstruction  430 

lesions         . .  . .  435 

at  onset  of  pneumo- 
thorax        ..  ..531 

on      perforation      of 

aneurysm    . .  . .  434 
from  pericarditis  430,  433 


431 
390 
431 
432 
432 

441 
430 


770 

430 

430 

..  767 

..  4.30 

432,  435 

431 

432 

430 

434 

430 

432 

432 

433 

431,  436 

..  297 

430,  433 

..  430 

430,  431 


Pain  in  tfw  chest,  contd. 

in  phthisis      . .      432, 

from  pleural  adhesions 

pleurusy  . .      430, 

pleurodvnia   . . 

pneumonia     . .      430, 

pneumothorax        168, 

430, 

pulmonary  embolism 

1.59,  289,  2U0, 

pyromic  abscess 

skin  inflammation    . . 

spasm  of  oesophagus 

spinal  cord  disease  . . 

splenic  infarct 

spondylitis  deformans 

stitch  . . 

stomach  lesions 

strained       intercostal 

muscle 

subdiaphragmatic  ab- 
scess 

syphilitic  aortitis 

I tabes  . . 

I  -  cord  paths  f or  . . 

.  -  on  coughing,  with  phrenic 

1  neuralgia 

from  pleurisy 

-  cramps  and 

'  -  on  defsecation,  from  anal 
fissure 

ulcer 

,  -  -  colitis  ..         ..       77, 
' (and  see  Tenesmus) 

-  delirium  from    . . 

-  in  the  ear  (and  see  Ear- 

ache)    

from  furuncle 

glaucoma 

, hffimorrhagic  otitis  . . 

I otiUs  media  165,  422, 

-  about   ear,    from    sitms 

thrombosis     . . 

PAIN    IN   THE    EPIGAS- 
TRIUM 

from  abdominal  angina 

acute  pancreatitis  389, 

aneurysm 

arsenic  . .       78, 

atheroma 

from  biliary  colic     . . 

corrosive  poisoning  . . 

coughing 

dilatation  of  heart    . . 

duodenal  ulcer      437, 

dyspepsia 

enterospasm  . . 

epigastric  hernia 

flatulence        . .      435, 

-  -  gall-stones     327.  437, 

gangrenous    appendix 

gastralgia        . .      319, 

gastric  carcinoma  270, 

316, 

ulcer   36,    266,  26S, 

430, 

gastritis 

hajmorrhnge  into  pati- 

crens 

hepatic  abscess     437, 

carcinoma  . . 

hepatitis 

hyperchlorhydria 

intercostal  neuralgia 

intestinal  obstruction 

irritant  poisoning     . . 

liver  lesions 

mitral  disease 

mucomembranous  co- 
litis   

pancreatic  calculus  116 

new  growtli 

pancreatitis  116,  254, 

264,  329,  437. 

passive  congestion  of 

liver 

perigastric  adhesions 

phosphorus  poisoning 

pleurisy 

plumbism       . .        34, 

rheumatism   . . 

ruptured  duodenal 

ulcer 

gastric  ulcer 

small-pox 

spinal  caries  . . 

tabes  


435 
432 
432 
430 
432 

432 

430 
430 
430 
435 
430 
640 
715 
430 
709 


653 
433 
436 

607 

431 
432 
150 

.')85 
585 
171 

169 

202 
422 
233 
421 
423 

597 

436 

437 
436 
437 
268 
437 
4.36 
766 
436 
436 
462 
435 
438 
436 
437 
462 
4.36 
4.36 

436 

462 
435 

264 
462 
437 
437 
4.36 
4.36 
4.36 
766 
709 
437 

4.38 
,437 
437 


437 
437 
336 
436 
4.38 
436 

436 
436 

272 
436 

76S 
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PAIN    IN    EPIGASTRIUM 


PAIN    IN    LOINS 


Pain  in  the  fpiffoxtrium^  contd.  . 
from  t€trachlorethane    334 

-  -  with  undue  abdomiual 

aortic  pulsation    . .  543 

-  at    external    abdominal 

ring,  in  orchitis         ...  478 

-  -  ureteric  calculus        ..  472 
PAIN  INTHE  EXTREMITY 

(LOWER)  ..438 

PAIN  INTHE  EXTREMITY 

(UPPER)  ..442 
PAIN  INTHE  EYE  ..445 
in  acute  fevers  . .  44(J 

-  -  conjunctivitis         231»  44.5 

-  from  electric  light    . .  446 
entropion        . .  . .  445 

-  -  error  of  refraction    . .  44G 

-  -  eyestrain        . .         . .  440 

-  -  foreiyfn  body  . .         . .  440 
glaucoma      231,  233. 

445,  525 
influenza         . .  . .  446 

-  -  interstitial  keratitis  . .  445 

-  -  iritis    . .         . .      231,  445 

ocular  herpes. .         . .  445 

retrobulbar      neuritis 

445,  762 
snow    . .  . .  . .  446 

-  -  sunshine         . .  . .  446 
ulceration  of  cornea 

445,  733 
(and  see  Photophobia) 

-  over  eyebrow,  from  frontal 

siniis  distention  . .  230 
PAIN  INTHE  FACE  ..  446 
from  antral  tumour. .  685 

-  -  cerebral  tumour        ..  447 

conjunctivitis  . .  446 

decaying  tooth  . .  448 

error  of  refraction    . .  449 

frontal  sinus  lesions..  449 

glaucoma       . .         . ,  449 

gumboil  . .         . .  446 

-  -  crummatous  meningitis  447 

-  -  herpes  zoster..         ..  447 

-  -  inflamed  parotid  gland  446 
iritis 449 

-  -  nose  lesions    . .         . .  449 
periostitis       ..         ..447 

-  -  psychalgia      . .  . .   449 

tabes  dorsal  Is  . .  449 

tongue  lesions  . .  449 

-  feet,   from  exposure  in 

trenches     ..         ..224 

erythromelalgia         . .  441 

Raynaud's  disease  . .  441 

-  fingers,     from     angina 

pectoris  . .  . .  433 
cervical  rib    . .         . .  508 

-  after  foo<l,  from  carcin- 

oma of  stomach        . .  630 

with  duodenal  ulcer     75 

from  gall-stone     . .  437 

gastralgia   ..  ..  437 

iritstric  ulcer  75,  269,  437 

gastritis     ..  ..207 

-  food  relieving,  in  hypcr- 

chlorhydria  . .  . .  437 
(and  see  Hunger-pain) 

-  in    foot,    from    anterior 

cruritis  . ,         . .  4.H9 

calcanodynia  . .         . .  430 

cerebral  tumour       . .     08 

-  -  flat-foot  . .  . .  438 

-  -  gonorrhtEa     . .         . .  3-10 

gonorrhnpal  bursitis..  439 

fibrositis      . .  . .  439 

Pain  in  th«  foot,  IM  of 
cautM  of  . .  362 

in  Morton's  disease  . .  439 

-  frontal,  from  frontal  sinus 

♦^mnypma        . .  . .   180 

-  over   L'all-hl  iddor,   from 

gitU-Moiics      . .  . .   272 

Pain,  general  considerations 


-  getieral.  in  cerebrospinal 

men  limit  is 
in  I»orcum's  disease.. 

-  on  ccttiiii;  warm  in  he«i 

-  trirdle  (si>e  (Jirdle  Pain) 

-  in     the       sroin.      from 

malitrnant   glands 

renal  calcuhjs 

oolic  . .      451, 

-  haiitl  from  cervical  rib. . 
chondroma     . . 


Pain  in  the  hand,  contd. 

from  neuros  s. .         . .  151 

pachymeningitis        . .  477 

rheumatism    . .         . .   151 

rbcumatiod  arthritis. .  151 

tenosynovitis  . .   151 

tuberculous  disease  . .   151 

^Titers'  cramp  . .   151 

-  heail,  from  gUtucoma  . .  233 

influenza         . .  . .  564 

mediastinal     new 

growth        ..         ..434 

-  in  meningitis..         ..  138 
Pain     in    head,    various 

visceral  causes  of    . .  712 
I  -  round   the   lieart,   from 

piHitations    ..         ..  435 

-  in    the   heel,   from   cal- 
canodynia     . .         . .  439 

-  inflamed  AchilUs  bursa  302 

06  calcLS  spine        439,  671 

rubbed  heel  . .         . .  362 

x-rays    in    diagnosing 

1              cause  of      . .         . .  671 
'  -  hip,  from  hip-joint  dis- 
ease      321 

osteo-arthritis  . .  3-16 

I sciatica  . .  . .   340 

spondylitis  deformans  715 

-  hunger  (see  Hunger-pain) 
I  -  in  hyold  area,  from  ear 

disease  . .         . .  449 

PAIN     IN    THE     HYPO- 
CHONDRIUM  .450 

-  from     acute     yellow 
atrophy      ..         ..  3.33 

j from  appendicitis      ..  451 

' carcinoma    of    gall- 
bladder      ..         ..450 

of  liver       . .         . .  450 

pancreas     ..         ..  451 

I cholecystitis  . .         . .  450 

' colon  growth. .         . .  450 

congestion  of  liver  334,  450 

distoma  hepaticum  . .  328 

I enlarged  spleen         . .  450 

I f cecal  accumulation  . .  450 

flatulence       . .         . .  460 

-  -  gall-stone      110,  327,  450 

gastric  carcinoma     . .  450 

ulcer  . .         . .  4.'>0 

hepatic  abscess      450,  597 

hepatitis         . .         . .  450 

hepatoptosis  . .         . .  308 

herpes  zoster         450,  451 

-  intercostal  neuralgia 
450,  451 

intestinal  obstruction    450 

movable  kidney        . .  451 

' new  growth  of  colon . .  451 

perinephric  abscess  450, 

451 

perisplenitis   . .         . .  4."iO 

pleurisy  . ,     460,  451 

-  -  pyelitis  . .         . .  451 
renal  calculus        450,  461 

I ruptured  ectopic  gesta- 

I  tion  ..         ..451 
salpingitis       . .         . .  451 

-  r-  from  splenic  injury  . .  041 
I subdiaphragmatic  ab- 
scess . .      450,  451 

twisted  ovarian  pedicle  451 

-  hypogastrium  from  bac- 
tcriuria  . .         . .     70 

-  -  cystitis  283,  470,  578,  581 

duodenal  ulcer  . .  402 

gall-stones      . .  . .   402 

gastric  ulcer  . .  . .  402 

liei)atic  abscess         ..  462 

prostatitis      . .  . .  581 

retention  of  urine     . .     3D 

right,  from  liver  lesions  709 

I from  urachal  cyst     . .  666 

-  iliac  fossa,  from  adhesions  458 
427 aneurysm    of    iliac 

artery     . .         . .  400 

591 appendicitis  . .   354 

410 ciceal  distention    ..  457 

463 carcinoma  coici     . .  459 

200 of  rectum       453,  459 

of  sigmoid  colon 

679  453,  459 

27S     -  -  -  coli  baoilluria        . .   455 

707 dysentery   . .  . .   459 

551      -  -  -  horpe-»  zoster         . .   400 
G71  -   -  ileocineul  ki  ilc       . .  457 


Pain  in  itiac  fosaa^  eontd.  ] 

from  inflamed  glands  459 

intestinal     obstruc- 
tion        ..         ..  459 
PAIN  IN  THE  ILIAC  FOSSA.        , 

LEFT 452  I 

from  diverticulitis  453 

Pain  In  the  iliac  fossa  (leftx 
list  of  causes  of       . .  452  i 

from  movable  kidney  400  '. 

ovaritis       . .         . .  450  i 

pleurisy      . .         . .  460  j 

pneumonia  . .  460 

pyelitis       . .         . .  461 

retnineil  testis       . .  457  I 

PAIN     IN     THE     ILIAC 

FOSSA.  RIGHT        . .  454  i 

from  appendicitis 

lie.  124,  283,  665,  677 

colitis      ..         ..116 

I  Pain  in  iliac  fossa  (rightX 

list  of  causes  of       . .  454 

at    menstrual 

>  periods  ..  678  ! 
rectal  examina- 
tion in  ..116 
, from  spastic  con- 
stipation       ..124 

I typhlitis  ..  116 

from  salpingitis    . .  450 

' spinal  lesions        . .  461 

stercoral  ulcers     . .  469 

stitch  . .         . .  467 

tuberculous  caacum    458 

kidney    . .         . .  400 

tumour  of  iliac  bono  459 

typhoid       . .         . .  459 

twisted         ovarian 

pedicle    . .         . .  456 

ulcerative  colitis  . .  459 

volvulus     . .         . .  459 

-  insomnia  from  . .         . .  321 

-  Intense,        hypothermia 

from 573 

-  intercostal,  from  aneur- 

ysm.   . .         . .         . .   195 

herpes  . .         . .  707 

x-rays    in    diagnosing 

cause  of      . .         . .  707 

-  (and    see    Neuralgia, 

Intercostal) 
PAJN.  INTERSCAPULAR    461 

bicarbonate    of    soda 

relieving     . .         . .  462 

from  biliousness    461,  402 

calomel  relieving      . .  462 

from  carcinoma  of  gall- 
bladder      ..         ..462 

of  Uver       . .         . .  462 

duodenal  ulcer  . .  462 

-  -  flatulence       435,  461,  462 

gall-stones      . .         . .  402 

gastric  carcinoma     . .  462 

ulcer  . .         . .  402 

-  -  gastritis  . .         . .  435 
hepatic  abscess         . .  402 

-  -  IndigesUon     435,  461,  462 
Pain,  interscapular,  list  of 

causes  of  ..461 

PAIN  IN  THE  JAW        ..  462 

from  alveolar  abscess  683 

antral  lesions..         ..  402 

dental  caries  . .         . .  462 

unerupted  molar      . .  462 

x-rays    in    dlagnoeing 

cause  of      . .         . .  462 
Pain  in  the  joints  (and  see 
Arthritis,  and  Osteo- 
arthritis) 

in  acute  rheumatism 

105,  228,  463,  614 

chronic  rheumatism. .  406 

dengue  . .         . .  400 

erythema  nodosum  . .  404 

Henoch's  purpura  343,  560 

hjrsterical       . .         . .  350 

in  leprosy       . .         . .  404 

peliosls  rheumatica  . .  650 

puerperal  fever        . .  590 

rheumatic  fever        . .  338 

from  serum  injections 

223,  654 
tuberculous  disease  . .  347 

-  kidnev,     from     bladder 

growth  . .      281,  472 

-  -  pyelonephritis  . .  S.'»5 
I  —  stone  . .         . .        41,  277 


Pain  in  kidnrjf,  contd. 

ureteric  calculus        . .  473 

(and  see  Colic,  Ilcnol) 

-  in  tlie  knee,  from    liip- 

joint  di-tease  2S2,   348,  ZttZ 
synovitis         . .          . .  43.^ 

-  like  a  knife,  from  pleurisj  43i 

-  in  labium  majos.    from 

renal  ciUculus            ..  117 

-  lancinating,  in  syringo- 

myelia           ..          . .  6">-» 

-  1<^,  from  anterior  cruritis  43y 

bladder  lesions           . .  44:; 

carcinoma  ut«ri         . .  469 

Cauda  equina  tumotur  *i;: 

embolism       . .          . .  2^* 

epiphysitis     ..           ..  07'> 

hip  disease     . .          .  .  3-i 

intermittent  claudica- 
tion and     . .           . -  44u 

Morton's  disease        . .  4S» 

multiple  neuritis       . .  44- • 

merab^  paraBsthetica  43^ 

obturator  hernia        . .  43  J 

phlebitis         . .           . .  43^ 

popliteal    aneurysm . .  69i 

prostate  lesions         - .  44:; 

psoas  abscess              . .  713 

rectum  lesions           . .  442 

Pain    in    the    leg,    from 

sciatica                  63,  438 

spondylitis  dcfonaaos  715 

in  tabes          . .          . .  44t» 

from  tumour  of  loua 

bone           . .          -  -  43'* 
uterus  lesions             . .  4  4  i 

-  on  Ugative  of  artery    . .  434 

-  lij^tning,      spontanoous 

cessation  of    . .          . .  719 

Pain  in  the  too  in  tabee  116, 

315,  440.   466.  613, 

Gtf9.  0-"H» 

-  in  the  limbs,  from  alcohol  4*^'> 

from  alcoholic  neuritis     •>> 

in  angioneurotic  oedemaJtN 

from  arsenic  . .        64,  46fi 

in  cachexia    . .  . .   4^7 

-  -  diabetes  . .        63,  4M 

erythromelaliria         . .  25^ 

PAIN    IN    THE     LIMBS. 

GENERAL     ..  . .  4€3 

in  acute  coryxa  . .   46 « 

bronchitis  . .  . .   4C5 

from  chill  . .  . .   4<»l 

chronic  rfaeumatism  4ft«* 

in  dengue  . .  . .    4*W 

febricula     . .  . .   4^4 

Pain  In  the  limbs.  peneraL 

Itot  of  causes  ef  ..  4€3 

MalU  fever  . .   46fi 

measles       . .  . .  4*>5 

neuromyositis  . .   4tA 

pleurisy       . .  . .   4fi5 

rat-bite  fever  . .   465 

scarlet  fever  . .  465 

small-pox   . .  .  .   465 

tonsillitis    . .  .  .   464 

tuberculosis  . .  465 

from  gout      . .  . .    464 

hysteria         . .  . .   405 

-  influenza        . .  . .   4»w^ 

-  -  lead 46«i 

leukiemia       . .  . .  4«7 

in  Meige's  disease      . .  ^2*? 

neurasthenia  . .  .  .  465 

from    optic    thalamus 

lesions         . .  .  .  61  ^ 

pernicious  aniantia   .  .  4C7 

peripheral  neuriti;^  56,  4A< 

from  serum  injections  22* 

in  severe  anaamia     .  .  467 

syphilis  . .  .  .  46»^ 

in  yellow  fever     273,  SV. 

Weil's  disease  .  .  35* 

-  in    liver,    from    nutmesr 

change  . .  .  *    56S 
tropical  congestion  . .   36» 

-  over  liver,  from  carcin> 

oraa         . .  . .    37S 

perihepatitis  . .   371 

suppurative   pjle- 

phlebitia  . .  5« 

-  in  loins,  from  append  iri- 

tis          554 

bacteriuria     . .          . .  70 

carcinoma  r^Ii           . .  S5| 

contra-lateral             . .  355 
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Pain  ill  loins,  contd. 

in  den>?ue       . .  . .  4CG 

from  epididymo-orelil- 

tis         ..         ..         478 

-  in  influenza  . .         r.  564 
with    invagination    ot 

rectum        . .  . .   129 

movaole  kidriey        . .  400 

pancreatic  calculus  . .    116 

-  perinephric  abscess  ..451 

polycystic  disease     . .  357 

renal  calculus  40,  117,  278 

colic  . .  . .   767 

disease        . .      276,  277 

embolism    . .         . .  283 

growth        . .  . .   355 

tuberculous  kidney  . .  460 

(and    see    Backache ; 

and  Pain  n  the  Back  : 
and  Aching  in  the  r>oiiis) 

-  loss  of  weight  from       , .   769 

-  Ht  lower  end  of  sternum, 

from  pericarditis      . .  433 

-  in     lumbosacral    region 

from  pyostilpinx        . .  582 

-  mastoid,  from  abscess..   202 
Pain  on  micturitien        ..  396 

from  appendicitis  582,  677 

carcinoma  urethne  . .  184 

vesicffi         . .         . .     41 

invading  bladder  . .  582 

cystitis  . .  . .   578 

Pain  on  micturition,  aeneral 
account  of    469,  479.  471 

in  gonorrhce-x         182,  700 

from  prostatic  abscess  182 

prostatitis      . .  . .   182 

strangiu-y  and  ..649 

from  stricture  . .  396 

ulceration   of  bimlder  580 

ureteric  calculus       . .  397 

urethral  sores  . .  184 

urethritis        . .  . ,  396 

-  in     the     mouth,     after 

corrosives       . .         . .  267 

-  -  stomatitis       . .         . .     74 

-  in  muscles,  in  acute  rheu- 

matism . .  . .  463 
dengue           . .         . ,  466 

-  -  hysteria  ,.  ..141 
multiple  neuriti"?       . .  505 

-  myositis  ossiflcans    . .   143 

from  over-strain       . .  464 

polymyositis  . .         . .  464 

rheumatism    . .         . .  466 

perum  injection         . .  554 

trichinosis       ..      464,  729 

-  neck,  from  aneurysm  . .   434 

angina  pectoris         . .  433 

caries  . .      429,  648 

cervical  rib    . .  . .   110 

in  delicate  patients  . .  429 

from  fractured  spine    648 

inflamed  glands        . .   379 

mediastinal  new  growth  434 

meningitis      . .         . .   138 

new  growth  . .  . .  648 

pachymeningitis        . .  477 

phthisis  . .  . .   432 

pyorrhoea  alveolaris. .  648 

rheumatoid  arthritis     648 

spinal  caries  . .         . .  616 

(and  sec  Stiff  Neck) 

-  neuralgic,  from  herpes. .   754 

in  osteitis  deformans    670 

(and  see  Neuralgia) 

-  of  obscure  origin,  syphilis 

and 477 

-  occipital,     from     otitis. 

media 202 

-  osteocopic  . .  . .  463 

-  ovarian,  ureteric  calculus 

simulating      . .  . .  578 

-  pelvic,     from     crypto- 

menorrhoea    . .  . .     17 

PAIN  IN  THE  PELVIS  ..  467 

from  abortion  . .  468 

adhesions       . .         . .  468 

appendicitis   . .         . .  468 

carcinoma  uteri        . .  469 

after  childbirth         . .  468 

from     extra-uterine 

gestation     ..      468,  690 

fibromyoma   . .         . .  468 

gauze-packing  . .  468 

ho^morrhagic     corpus 

luteum  cyst  . .  468 


Pain  in  tfte  pelvis,  con/d. 

from  hysteria  . .  468 

—  labour  . .         . .  468 

local  congestion        . .  468 

after  operation         . .  468 

from  peritonitis        . .  468 

prolapsed  ovaries     . .  468 

pyelitis  . .         . .  451 

retroflexed  uterus     . .  468 

retroverted  uterus    . .  468 

salpingo-oophoritis 

193,  468,  699 

sclerosed  ovaries       . .  468 

Pain  in  the  mIvIs,  spasmodic  468 

twisted  ovarian  pediilfe  468 

PAIN     IN     THE    PENIS 
(and     see     Pain 


Micturition) 

from  appendicitis     . . 

balanitis 

carcinoma 

of  bladder  281,  397, 

470,  472, 

recti 

cavernitis 

—  chordee 
cystitis 

—  gonorrhcoa 

—  gout  . . 

herpes 

injury 


469 

474 
473 
473 


580 
..  ..473 
..473 
..473 
397,  470,  472 
..617 
..473 
..473 
..470 

In  tlie  penis,  list  of 
causes  of       . .     469,  471 

from  lymphangitis  . .  473 

papilloma  of  bladder    472 

paraphimosis  . .  473 

phimosis         . .  . .  473 

-  -  piles 473 

proRtatic  abscess  470,  473 

affections   . .         . .  397 

calculus      . .  . .  473 

prostatitis       ..      470,  473 

rectal  fissure  . .  . .  473 

renal  colic      . .  . .  4  73 

stricture         . .  . .  4  70 

trigonal  lesions         . .  396 

tuberculous      blatMer 

397,  579 

kidney        . .  . .  579 

ureter         . .         . .  473 

ureteric  calculus  472,  578 

ureteritis        ..         ..472 

urethral  calculus  IS  I, 

283,  396 
..  473 
..  277 

r97. 


-  urethritis 

vesical  diseose 

calculus    28: 

470,  579,  580 
PAIN  IN  THE  PERINEUM  474 

from  bacteriuria       . .     70 

cystitis  . .         . .  578 

Pain  in  the  perineum,  list 
of  causes  of  . .        . .  474 

from  prostatic  disiwise  397 

prostatitis      . .  . .  581 

vesical  carcinoma     . ,  397 

-  precordial,  in  acute  rheu- 

matism 

angina  pectoris     476 

aortic      incompeti-m  o 

207,  433 

arteriosclerosis 

endocarditis  . . 

excitement     . . 

on  exertion    . . 

from  fibroid  heart    . . 

flatulence 

granular  kidney 

heartburn 

heart  disease. . 

myocardial  affections 

myocarditis   . . 

over-strain  of  heart  . . 

pericarditis    . . 

-  prostate,  from  prostatitis  581 

-  in    rectum,    from    anal 

fissure 

carcinoma 

prostatitis 

Pain,  referred        . .     427, 
Pain,  referred,  from  heart 

disease 

-  pleurisy 

-  round    the   heart 

-  over  sacro-iliac  joint     . . 
sacrum,  from  carcinoma 

recti  ..         ..78 


211 
535 


11 
211 
433 
433 
213 
433 

11 
297 
433 

14 
212 
214 
433 


585 
58.-. 
578 
706 

433 

432 
435 

680 


Pain,  contd. 

-  in  scalp  from  tic  doulou- 

reux     711 

-  scapular     region,     from 

cervical  rib    . .  . ,  444 

-  scrotum,      from      peri- 

uretluul  abscess        , .  697 
Pain-sense,     loss    of    (see 

Analgesia) 
PAIN  IN  THE  SHOULDER  474 

from  abscess  of  liver 

697,  709 

aneurysm        . .  . .  476 

angina  pectoris      433, 

476,  53-. 

aortic  regurgitation  . .   207 

arthritis  ..  ..4  76 

biliary  colic  . .         . .  4-iO 

carcinoma  of  liver    . .  373 

congestion  of  liver    . .  3M 

diaphragmatic  pleurisy  T«»n 

duodenal  lesions       . .  4  7«» 

gall-stone       ..      116,  327 

gastric  lesions  . .   476 

hemiplegia     ..         ..477 

hepatic  lesions  . .  4  76 

herpes  . .  . .  477 

Pain  in  the  shoulder,  list 
of  causes  of  . .     474,  476 

from  mcdiastinitis    . .  435 

occupation     ..  ..476 

pachymeningitis       ..  477 

-  -  phthisis  ..      432.  476 

pleurisy  ..      432.  476 

pneumonia     . .         . .  4  76 

pneumothorax  . .  476 

subacromial  bursitis. .  476 

Wassermann    test    in 

cases  of       . .  . .  477 

from  weight  carrj'ing  163 

ar-rays    in      detecting 

cause  of      . .  . .  476 

-  between   shoulders   (see 

Pain,  Interscapular) 

-  i-1  side,  in  pneumonia  . .  335 

-  sole,  from  gonorrhoea  . .  340 

-  somatic  . .         . .  . .   706 

-  i:i  spine  after    typhoid 

fever 715 

-  stabbing,  from  pleurisy    432 

-  starting,  at  night,  from 

hip  disease     . .  . .  321 

-  behind    sternum,    from 

chronic     mediastinitis  435 

flatulence    . .  . .   435 

heartburn  . .         . .  436 

mediastinal        new 

growth    ..  ..   434 

mcdiastinitis  . .  435 

oesophageal  lesions    435 

-  supra-orbital,  iu  angina 

pectoris           . .         . .  433 
from  errors  of  refrac- 
tion   446 

-  suprapubic  (see  Pain  i.i 

Hypogflstrium) 
Pall  oh  swailowino         •  •  198 

-  tearing,  from  pleurisy..  432 
pneumothorax  . .  432 

-  in  the  teeth  from  glau- 

coma . .         . .         . .  233 

-  temporal,     from     otitis 

media 202 

Pain,  tenderness  wHh  427,  461 
Pain,  without  tenderness. .  427 
PAIN  IN  THE  TESTICLE    477 

-  from  epididymo-orchi- 

tis 478 

hydrocele       . .         . .  481 

new  growth  ..      480,  69ri 

-  -  renal  calculus  117,  278,  4H?. 

renal  colic      . .  . .   767 

sexual  excitement   . .  483 

tuberculous  deposit..  479 

varicocele       . .  . .  482 

-  thigh,  from  aneurysm  of 

iliac  artery    . .         . .  460 

anterior  cruritis        . .  439 

carcinoma  recti         . .     78 

herpes  zoster..  ..  460 

obturator  hernia       . .  68 1 

pelvic  lesions..  ..  468 

renal  calculus        117,  278 

-  in  throat,  after  corrosives  267 
from   spasm   of   oeso- 

phagtis        . .  . .  435 

-  (and  see  Sore  Throat) 


Pain,  contd. 

-  toe,  from  anterior  cruritis  439 

-  -  gout     . .  . .      344,  438 

ingrowing  toe-nail    ..  438 

Morton*^  disease       . .  439 

-  tongue,  from  epithelioma  738 

-  on    top   of   head,   from 

otitis  media  . .  . .   202 

PAIN  IN  THE  UMBILICAL 

REGION  ..483 

from  eczema  intertrigo  483 

hernia  . .         . .  483 

inflamed  sebaceous  cyst  483 

intestinal  colic  . .  425 

new  growth  . .  . .  483 

plumbism       . .  . .  484 

-  spinal  lesions..         ..484 

-  -  tabes 484 

-  tuberculous  peritonitis  483 

-  over  ureter,  from  calculus    41 

-  in    urethra,    from    epi- 

thelioma        . .         . .  697 

-  at  urethral  orifice,  female, 

from  cystitis  . .   397 
vesical  carcinoma  397 

-  in  vulva,  from  caruncle    702 

-  -  cystitis  . .         . .  397 

kraurosis        . .  . .   701 

prolapse  of  urethra  . .   702 

varicocele       . .  ..701 

vesical  carcinoma     . .  397 

Painful       erections      (sec 

Priapism) 

-  fatness      (see      Adiposis 

Dolorosa) 
Pains,  growing     . .        . .  464 

(and  see  Growing  Pains) 

Painters'  cramp    . .         . .   151 
Painters,    plumbism   i:i  . .   117 
Painting,  deterioration   in 
quality  of,  in  general 
paralysis        . .         . .   120 
Palate,  ataxy  of    . .  . .     59 

Palate,   bleeding  nevi  of 

{Plate  XVin..         ..  292 
from  stomatitis  . .     74 

-  bullous  dermatoses  affect- 

ing        99 

-  carcinoma  of  (see  Car- 

cinoma of  Palate) 

-  cleft  (see  aeft  Palate) 

-  dermatitis  herpetiformis 

affecting         . .         . .     74 

-  endothelioma  of  . .  58S 

-  epithelioma  of  (see  Car- 

cinoma of  Palate) 

-  erythema  bullosum  affect- 

ing        74 

-  gumma  of  . .      613,  750 

-  herpes  of  . .         . .  764 
Palate,    inflamed,   general 

account  of  ..615 

sore  throat  from       . .  613 

-  Koplik's  spots  on     178,  228 

-  lupus  of,  blood-spitting 

due  to 285 

-  new  growth  affecting  . .   588 

-  paralysis  of  (see  Paralysis 

of  the  Palate) 

-  pemphigus  affecting     . .     74 

-  perforation  of,  congenital  588 

malignant       . .  . .  588 

regurgitation   of  food 

through  nose  from 

178,  588 

-  -  from  sypWlis  178,  210,  588 
tj-aumatic       . .  . .  588 

-  tuberculous    . .         . .  588 

-  pigmentation     of     (see 

Pigmentation    in    the 
Mouth) 

in  pernicious  anajmia 

{Plate  XXI P)        . .  528 

-  reflex,  absent,  in  hysteria  468 
impaired,    in     bulbar 

palsy  ..         ..627 

-  sarcoma  of  . .  . .  588 

-  scarring  of,  from  syphilis  210 

-  affected  by  stomatitis . .     74 

i  -  syphilis  affecting  . .  731> 

-  tuberculous  (see  Tubor- 
j  culosis  of  Palate) 

'  -  ulceration  of  (see  Ulcera- 
]  tion  of  the  Palate) 

Pallor,  acute,  from  duodenal 

'  ulcer 271 

,  -  from  alkalies     . .         . .     9& 
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PALLOR    —    PARA^STHESIA 


l*aJlor,  cmtd. 

PtUpitation,  conld. 

PancrrtUUh.  afuW,  contd. 

-  1(1  aiitrina  pectoris 

433 

-  ii\     paroxysmal     tachy- 

 pain     in     epigastrium 

-  distirirtioM  Irom  unainiu 

21 

cardia 

703 

from 

436 

-  ill  infantile  scurvy 

556 

-  in    Stokes- Adams     syn- 

 perforated  gastric  ulcer 

-  tf  foot,  from  intermittent 

drome 

480 

sunulatod  by 

389 

dauilicatio.i    . . 

441 

-  from  tea 

480 

peritonitis     simulated 

-  in  Moniere'a  disoose      . . 

752 

-  tobacco  . .         . .      485, 

486 

by    ..         ..      594, 

661 

-  nopliriiis 

42 

-  thyroid  extract.. 

480 

pyiexia  from 

061 

-  niK'tit  workers    . . 

21 

-  valvular  heart  disease.. 

484 

shock  from    . . 

436 

-  pericaniitii 

433 

I'alsy,  crutch         . .        05, 

504 

tenderness   over  pan- 

- poriiiciou.s  nnaoinia 

24 

-  .Saturday  nis?ht  . . 

65 

creas  with  . . 

767 

-  iiyonephrosis      . . 

357 

rampinifonn  plexus,  thrum 

vomiti.ig    from     694, 

-  irorn     ruptured     tubal 

botils  of,  priapism  from 

538 

601,  765, 

767 

fp-itatioM 

593 

Pancreas,  atlcctions  of,  co- 

-  bile    pigment    ia    urine 

-  sudden,     from     hromat- 

etlifient  of  urine  in  . . 

100 

from 

101 

eniesia 

208 

-  calculus  in  (see  Calculus, 

-  Cammidge'a  reaction  not 

-  of    toe;*,    in    Raynaud's 

Pancreatic) 

pathognomonic  of    . . 

100  . 

di>ie<isc 

441 

-  carcinoma  of  (see  Carci- 

- with  carcinoma. . 

100 

-  wiilnuberculous arthritis 

348 

noma  of  Pancreas) 

-  chronic,    bile  duct     ob- 

-   in  uiidcrpTou.id  workers 

21 

-  cirrhosis    of.    no    Cam- 

struction  from 

836 

I'alms,  cljoiropompliolyx  on 

midj^e's  reaction  in  . . 

100 

bulky  oflTeiisive  stools 

97, 

756 

fat  y  lobules  in  fsDces 

from 

116 

-  conirenitfti  syphilitic  erup 

with 

101 

Cammidge'a     reaction 

tion  on 

400 

fatty  acid  crystals  in 

irom  117.  254,  328, 

661  1 

-  ec/eina  of 

491 

fioocs  with  . . 

101 

chemical    analyses    of 

-  liorny     oversrrowth     in. 

undisested    muscle- 

stools  in  diagnosing 

116 

from   erythema   kera- 

fibies  in  fiB.*es  with 

101 

clay-coloured    stools 

1 
I 

t(xies 

405 

-  cyst  of  (see  Cyst,  Pan- 

from           ..      320, 

661  ' 

-  hypt-rkeraiosis  of,  from 

creatic) 

-  -  colic  from      110,  328, 

329  1 

'  arsenic             . .          34 

,  73 

-  disejise    of,    acid    faeces 

cyjta  from     . . 

661  1 

-  pink         

654 

with 

101 

diagnosis  from  carcin- 

- iiityrin«is    rubra    pilaris 

diabetes  from 

101 

oma 

239 

alTtviiag 

001 

Pancreas,  disease  of.  indi- 

 gall-stones  . . 

239 

-  pruriiiw  of 

540 

cated  by  Cammidoe's 

epigastric  paisi  from 

-  smail-pox  not  atTecting 

501 

reaction 

100 

110,  251,  329. 

661 

-  Mpiiilis  of 

491 

indii,'estion  due  to   . . 

101 

—  fatty  stools  from  116, 

-  .-yphiloderm  of  . . 

490 

jaundice  due  to 

101 

239, 

264 

-  vinthelasma  of. . 

324 

keratin     capsules     in 

gall-bladder    enlarged 

Tulniar  fascia,  contracture 

detecting    . . 

328 

from            110,  253, 

251 

of         

142 

-  hajmorrha«.'o     into     (see 

gallstones    simulated 

Pahjmn!^     t)revis,     nerve 

ilicmor.hase  into  Pan- 

by  

328 

iiupi)Iy  of 

501 

creas  ;     and    Pancrea- 

Pancreatitis, chronic,  gene- 

- lon^ius  nerve  supply  of 

501 

titis)    

264 

ral  account  of       100,  328 

I'alpotiral     fissure,     dimi- 

-  lesions  of ,  fatty  diarrtioBa 

glyixwurla  from     204, 

001 

m-iied,    from    sympa- 

with 

437 

jauudice     from     110. 

tlietie  paralysis 

217 

glycosuria  with 

437 

239,  354,  204, 

small,  from  cord  lesion 

501 

pancreatic  reaction  in 

325,  320,  328, 

G61 

paralysisof  arm  will 

501 

urine  with  . . 

437 

meat  fibres  in  stools  in 

1 

from  !*pinal  lesion . . 

507 

-  new  growth  of,  pain  in 

116. 

261 

-  tivMire-,    unequal,    from 

epigastrium  from     . . 

437 

pigmentation   of  skin 

habit 

510 

-  tumour  of,  ascites  from 

46 

fiom            ..      116. 

264 

PALPITATION      .. 

484 

Pancreas,  tumours  of,  oeneral 

rigors  from    . .      116, 

204 

-  from  alniiithe    . . 

48«; 

account  of     ..     630.  661 

sugar  in  urine  in 

116 

-  from  al»sinthe    . . 

456 

kidney  simulated  by 

354 

wasting  from  . .      116, 

204 

-  in  Jicute  rheumatism    . . 

211 

-  -  portal  obstruction  from 

46 

-  colic  simulated  bjr 

115 

-  from  alcohol 

480 

Pancreatic  artery,  ojjened 

-  cyanosis  in 

157 

-  annemia  . .          . .      481, 

487 

by  trastric  ulcer 

268 

-  from  duodensd  ulcer    . . 

101 

-  from  aortic  rcpur^'itatio.! 

2U7 

-  colic  (sec  Colic,  Pancrea- 

- epigastric  pain  from    . . 

437 

-  athletes'  heart  . . 

211 

tic) 

-  excess  of  pancreatic  juice 

-  oliloro^is 

274 

-  diarrlKBa 

172 

with 

101 

-  rhrunic  nephritis 

11 

-  extract,  infantilism  im- 

-  faieal  fat  with  . .      101, 

328 

-  t»K"aiiie    . . 

480 

prove<l  by 

191 

-  gall-stones  and.. 

437 

-  <  otToe 

480 

-  incompetence,  fatty  stools 

-  from  gastric  ulcer 

101 

-  del'initioii  of 

481 

in         

101 

-  jaundice  with    . . 

loi 

-  from  digitalis     . . 

486 

infantilism  from 

191 

-  microscopical    examina- 

- dniv'S 

484 

Sahli's    capsules    in 

tion  of  fm.'cs  in 

101 

-  dyspepsia            . .      435, 

485 

testing 

191 

-  occult  blood  with 

101 

-  emotion 

480 

PANCREATIC  REACTION. 

-  oxaluria  with    . . 

100 

-  endo('ardili3 

211 

CAMMiDGE'8 

100 

-  ptyalism  from  . . 

543 

-  exerci-^e  and 

487 

Pancreatitis,  acute,  abdo- 

- saponified  fats  with     . . 

101 

-  from  fatty  heart 

485 

minal  pain  from    261, 

767 

Pancreatitis,    secondary. 

-  fihroid  heart 

213 

age  incidence  of 

131 

100 

-  llatulence 

435 

in  alcoholic  persons. . 

131 

Pandemic  chorea  . . 

131 

-  after  llushinpr     . . 

241 

collapse  from  204,  436 

661 

Pannus,  trachoma  and  231 

734 

Palpitation,  fear  of  hoart 

constipation  with  131, 

Panophthalmitis,  from  diph 

, 

disease  caused  by    . . 

4<S 

204,  061. 

707 

theria 

734 

-  from  t,'a-<tritis    . . 

435 

Pancreatitis,  acute,  diagnosis 

-  goriorrtia?a 

734 

-  in  Graves's  disease    722, 

726 

of       

436 

-  ulcer  of  cornea  . . 

733 

-  luMrlburn            . .      «l)7. 

322 

epigastric  pain  from. . 

601 

Papilloma  of  bladder,  car- 

-  with  liepatopt<Kis 

368 

fat  necrosis  with  131, 

chioma  simulated   by 

580 

-  from  heredity    . . 

484 

389,  601, 

767 

cystitis  from  .. 

580 

-  hl^h  Mood-pressure     . . 

484 

in  fat  persons 

131 

cysioscopo     in     dia- 

- in  hysteria 

480 

flatus  with      . . 

131 

gnosing    281,     396, 

-  insomnia  from  .. 

322 

glycosuria  from 

204 

471,  472, 

580 

Palpitation,  list  of  causes  Of 

Pancreatitis,  acute  hemor- 

detected  per  rectum. . 

281 

4S4,  4S6 

rhaoic 

389 

fragments  in  urine    . . 

270 

-  from  luMfj  affections  484, 

485 

Pancreatitis,  acute  liemor- 

fre(|ueat    micturition 

-  mitrd  re^'urgitatiou     .. 

210 

rhagic,  symptoms  of. . 

594 

from 

281 

-  morphia  . . 

480 

hiceough  from 

307 

hiumaluria   from   276, 

-  myocardial        aftections 

intestinal    obstruction 

270,  281,  471, 

473 

213,  300,  484, 

485 

simulated   bv     131, 

, kidney  enlarged  by.. 

281 

-  myocarditis 

212 

201,  389,  591,  001, 

767 

1 pain  in  kidney  from. . 

281 

-  iiervoui*ne3S 

484 

laparotomv     in     dia- 

 penis  from  409,  471, 

472 

-   iieiir.Lsthenia       . .      466, 

486 

gnosing     389,     430, 

pyuria  from    . .      575, 

580 

-  overstrain  of  heart 

211 

59  4,  001, 

707 

n't«»nt  ion  of  urine  from 

281 

-  with        parenchvmatous 

meteorlsm  in..      3S9, 

594 

simiilateil  by  ureteric 

goitie 

722 

uausea  from  . . 

767 

J               calculus 

472 

Papilloma  of  bladdrr,  coitfd. 

strangury  from  ..  »<l-* 

ureter  obstruct^^l  by    ^m 

uretlira  obstructed  by  iT, 

-  gum.  microscope  lii  dia- 

gnosing . .  . .     74 
(and  see  £palis> 

-  3  iw,  bleediiit;  gxiois  from    71 

-  Kidney,  lUBniatoiiei»linj>^ 

from    . .  .  .  . .  -> 

hematuria   from   27-i,  liT"* 

hydronephrosis      from  t> 

renal  ealar^emeit  from -r> 

-  larynx,  asthma  si mulAtei 

by        . .  . .  ..  i:^ 

-  ovarian   . .  .  .  - .     4-' 

-  rectum,  age  incidence  of    Tj 

blood  per  aiium  from      7  • 

speculum  in  dia«?no$tng    T* 

-  scrotum,epitheliomafrom».-l 
hernia     testis     distin- 
guished from  ..  ♦JfS 

ulceration  of  .  .  . .  cjl 

-  uret«r     . .  . .  . .  t;> 

PapillomatA,  peritoneal   . .     iJ 

-  uretliral  . .  .  .  . .   l^t 

discharge  from  .  .   l^^ 

endoscope       in       dia- 

gnoshig        .  .  ..!'»♦ 

-  vulval  swelling  from    ..  i  .♦.* 

PAPULES 417 

PaiNiles  of  acae    vuloaris 

4J<7.  48S 

-  in  chicken-pox  .  .  . .  t.l  ■ 

-  delinitiori  of       .  .  .  .   4*' 

-  i.i     demiatitis      Ucnw^t'- 

formis  .  .  . .   7'' 

-eczema    ..  ..       487.753 

marginatum   . .  . .   -    ■ 

Papules  of  erytlieina  multi- 
forme   489 

-  folliculitis  decalvnrw     . .     7, 

-  in  German  measles        . .   rr" 

-  glanders  . .  .  .  . .  y  - 

-  gooee-skiu  .  .  . .   4-7 

-  granulosis  rubra  uasi  . .  »^- 

-  herpes  xoster     ..  ..7m 

-  impetigo  . .  . .   7- > 

-  inflammatory,        itcliiiu: 

wiUi 4^: 

-  in  keratosis  pilaris         . .  4>"^ 

Papules  of  lichen  planiit 

407.  408.  491,  CU3,  TV 

ruber  planus  . .  .  .   4^7 

Papules,  of  llclien  scr»fult- 

sorum  4S7.  408 

Papules,  m  lupus  . .  . .   7.^ 

-  with  malignant   pustule  ^ 

-  in  measles  . .  . .   ■j,> 

-  in  milium  . .  . .   4^' 

-  in  pityriasis  rubra  pi  In  rt-s  4^r 
Papules  of  pltyrtatls  rubra 

pilaris  4{$7,  488.  *'•  • 

Papules,  of  prurigo       4^7.  4S9 

-  psoriasis  . .  . .   « .  ■ 

-  ringworm  . .  . .   :;i* 

-  S4ircoma  . .  . .  . .   i"' 

-  scabies    . .  . .  . .    7  '>  < 

-  seborrhoea  ..  ..   i.  c 

-  seborrhceic  dermatitis  ..   4': 

-  small-pox  654,   56<».  «,i 
-strophulus  ..  ..771 

Papules  Of  syphilis       40i.  4^'. 
400,  550,   560,  7:.-. 

-  urticaria  . .  . .    i  ""^ ' 

-  vaccinia  . .  . .  . .    7.'  7 

-  varicella  . .  . .    7  '• 

-  vernic:\  plana    ..  ..4*" 

-  xanthoma  ..  ..4^7 

-  xerodermia         . .  .  .   4"^^ 
Paracentesis       atxloniinis, 

chronic  peritonii  ia  from    47 
perihepatitis  from     . .      5-j 

-  recurrent.       for        poly- 

orrhomenitis  . .  ..1.7 

-  thoracis,      fluid      blood- 

stained after  . .  ..    1'-.' 

lunmoptysis  from      . .   :;^  . 

hydropneumotliorax 

from  . .  ,  .   c^^ 
(and  see  Needlins?   oit 

Chest) 
Paracusis  Will isii  ..  ..!**.'» 

Paradoxical  diarriicp.n       ..    I": 

-  pupil  reaction  to  liijht.  .    :.'.. 
Parsosthesia,  from  aUx>Uol      7J 

-  of  arm,  from  cervical  riii  ^*  I 
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621 
706 

G45 


705 


7«0 
518 


Paresthesia,  conid. 

-  from  combined  degenera- 

tions of  cord  . .  . .  414 

-  in  disseininatetl  sclerosis  517 

-  liysteria 141 

-  neuritis  . .         . .         . .  515 

-  paralysis  agitans  . .   725 

-  peripheral  neuritis       . .  465 
Paraffin  wax,  in  liistology     391 

-  workers,    carcinoma    of 

scrotum  in     . . 

Paraoeuttia 

Paragonirana  Wcstermani 

Paraldehyde,  foul  breath 
from    . . 

ta-Jte  from 

Paralysis  of  abdominal 
masclcs,  from  diph- 
theria . .         . .  . .   154 

-  abductor,  asphyxia  from  158 

-  -  functional       . .  . .  495 
larynf,'eal    obstruction 

from  ..      418,  419 

orthopnoea  from   418,  419 

from  syphilis..         ..  158 

-  of  accommodation  in  dis- 

seminated sclerosis  . . 

-  acute  ascending        514, 

-  aj?itaiis,  bilateral  cortical 

softening  simulating. .   72d 

brachial  monoplegia  in  503 

difficult  swallowing  in  543 

Paralysis  agitans,  facitt  of 

(Fig.  114)      . .         . .  236 

-  -  festinating  gait  in  252,  503 

Paralysis  aoltans,  gentral 
account  of  •.  725 

hysteria  simulated  by  503 

insomnia  from  . .  322 

-  lack  of  expression  in . .  503 
mercury        poisoning 

simulating  . .         . .  726 

my xcedema  simulating  234 

neuritis  simulated  by    503 

ptyalism  in    . .  . .  543 

rellexes  normal  in  498,  603 

rigidity  in       . .  . .   236 

-  -  shuffiing  gait  in         . .  498 

spasm  of  orbicularis  in  236 

staring  appearance  in  236 

tremor  in       ..      721,  727 

without  tremor         . .  503 

weakness  of  one  l€^  in  498 

-  -  winking  defective  in. .  236 
writers'   cramp  simu- 
lated by     . . 

Paralysis  of  antorlor  crural 

nervo  .. 
Paralysis    of    one    arm, 

atroptilc  causes  of 

from  brachial  plexus 

injury     . . 

cerebral  abscess    . . 

embolism 

haanorrhage 

liirombosis 

tumour  . . 

chorea 

disseminated  sclero- 


151 

498 

504 

506 
502 
501 
601 
501 
502 
503 


Duclienne's  palsy. .  507 

encephalitis  ..  502 

Paralysis  of  one  arm,  from 
Erb's  palsy    . .         .507 

Paralysis  of  one  arm, 
tiysterkal  ..503 

from  injury  at  birth  507 

Paralysis  of  one  arm,  from 
Kiumplce's  palsy      . .  507 

paralysis  agitans  . .  503 

vascular  brain  lesions  50 1 

Volkmann'scontrac- 

tracture  . .         . .  506 

yawning  and         . .  503 

-  arm,  from  cervical  rib. .  608 

from  myopathy        . .  609 

peroneal   atrophy     . .  509 

small  palpebral  fissure 

with  ..         ..501 

pupil  with  . .         . .  501 

from  tumour  of  cord    509 

from  birth  injury      . .  511 

Landry's  paralysis  . .  518 

leprosy  . .         . .  505 

poliomyelitis  acuta  . .  509 

progressive    muscular 

atrophy      . .         . .     61 


Paralysis  of  arm,  contd. 

syringomyelia            . .  608 

talipes  with    ..  ..112 

Paralysis,  ataxy  simulatino  500 

-  of  back  muscles,  scoliosis 

from 153 

-  bladder,  from  fractured 

spUie 398 

luemorrhagc  into  spinal 

meninges    . .         . .  398 

-  -  myelitis          . .         . .  398 

parapl^ia      . .         . .  398 

retention  of  urine  from  398 

from  tabes     . .         . .  398 

urine  dribbling  from  398 

-  bowel,  from  peritonitis  425 
spinal  lesions. .         . .  389 

-  brachial     plexus,     pain 

with 62 

proirresflivc  muscular 

atrophy       distin- 
guished from     . .  62 

Paralysis,   Brown-Sequartf, 
general  account  of  58, 

496,  497 

-  bulbar,  age  incidence  of  589 
allied    to    progressive 

muscular  atrophy . .     62 
atrophy  of  hand  mus- 
cles with    . .         . .  627 

masseters  in  . .  493 

tongue  in  197,  493, 

543,  589,  627 

aspiration   pneumonia 

from  ..         ..  259 

cell  degeneration  in..     62 

difficulty   in   articula- 
tion in        ..         ..135 

mastication  in       ..   135 

phonation  in  . .   135 

swallowing  in        . .  135 

dribbling  of  saliva  in 

542,  589 
--  dysarthria  In..      1.35,627 

dysphagia  from     197, 

543,  589,  627 

fibrillar  contraction  in  135 

fibrillation  of  tongue  in  G27 

lesions  causing  . .   627 

due  to  medulla  changes  589 

myasthenia  gravis  simu- 
lating ..         ..198 

nerves  pnraljr'/ed  In  . .  135 

Paralysis,  bullMr,  notes  on  627 

-  ophthalmoplegia  with  135 
palate  aflfected  in  588, 

589,  627 

paralysis  of  masseters  493 

tongue  in  493,  589,  706 

paresis  of  lips  in       . .  589 

pharynx  affected  in . .  588 

progressive     muscular 

atrophy  and  . .  689 

pseudo- simulating  197, 493 

ptyalism  from  . .  543 

regurgitation  of  food  in  764 

through  nose  from 

178,  588,  589 

speech  changes  in  135,  627 

taste  loss  from  . .   705 

tendon     reflexes     ex- 
aggerated in  . .  627 

tongue  like  a  bag   of 

worms  in    . .         . .  135 

-  -  unilateral       . .         . .  628 
vocal  cord  palsy  in . .  627 

-  of  cervical  sympathetic, 

blushing  absent  from  217 

enophthalmos  from 

217,  541,  552 

loss  of  psychic  pupil 

reflex  from        . .  652 

ptosis  from        541,  652 

pupil  small  from  217,  541 

Paralysis  of  cervical  sym- 
pathetlc,  signs  of    ..217 

small  palpebral  fis- 
sure from  . .  217 

sweating  absent  from  21 7 

tension  of  globe  dim- 
inished in  . .  552 

unequal  pupils  from  552 

'  -  chorda  tympani,  excess  of 

saliva  from        . .  706 

with  facial  palsy  . .  493 

j from  middle-ear  dw- 

I  ease         ..  ..706 


Paralysis,  contd. 

-  chorda   tympani,  saliva 

defects  from       . .  494 

taste  impaired  with 

493,  705,  706 

-  ciliary  muscle    . .         . .  551 
after  diphtheria  64, 

197,  589 

-  circumflex  nerve,   arth- 

ritis simulating         . .  506 

-  cranial  nerves,  from  cere- 

bral syphilis  ..         . .   116 

-  deltoid 507 

~  detrusor,     retention     of 

urine  from      ..         ..  396 

-  diaphragm         . .         . .  306 

asphyxia  from  . .  518 

from  diphtheria        . .     65 

in  Landry's  paralysis  518 

-  dilatator  pupillaa  . .  552 

-  eleventh  nerve,  in  bulbar 

paralysis         . .         . .  135 
torticollis  from         . .  142 

Paralysis,    Erb's,    general 
account  of  . .  507 

-  cn^sed,  with  facial  para- 

lysis      493 

-  of  eye  muscles,  double 

vision  from   . .         . .  251 

(and  see  Strabismus) 

incoordination  from  251 

Paralysis  of  external  popli- 
teal nerve  . .  499 

I rectus,  diplopia  from 

I  {Fig.  83)  177 

effects  of    . .         . .  176 

with  facial  paralysis  493 

from  lead  . .         . .     34 

PARALYSIS  OF  ONE  EX- 
TREMITY (LOWER)    496 
PARALYSIS  OF  ONE  EX- 
TREMITY (UPPER)    500 
PARALYSIS,  FACIAL     ..  491 
atrophy  from  68,  493 

-  -  bilateral        (Fig.  201)  493 

in  myopathy         . .  628 

peripheral  neuritis    627 

with    brachial    mono- 
plegia ..  ..  502 

in  bulbar  palsy         . .   1 35 

cerebral  diplegia       . .  493 

contracture  from  140,  494 

corneal  reflex  in        . .  492 

crossed  paralysis  with  493 

difficult       swallowing 

from  ..         ..543 

dribblingof  saliva  from  493 

epiphora  in    . .      220,  493 

external    rectus    par- 
alysis with . . 

from   Fallopian  canal 

lesion  . .         . .  494 

-  -  (Fig.  197-200)       491,  492 
hemiatrophy       simu- 
lating ..  ..494 

with  hemiplegia    302,  492 

herpes  of  ear  from  . .  493 

hyperacusis  from      . .  493 

impaired  hearing  from  493 

keratitis  from  . .  734 

Paralysis,  facial,  mid-brain 
lesion  and  . .  493 

t4iste  loss  from     493, 

705,  706 

Paralysis,  facial,  nuclear. .  493 

from      parotid      new 

growth        ..         ..  695 
Paralysis,  facial,  peripheral  493 

ptosis  with     . .  . .  54 1 

in  pseudo-bulbar  para- 
lysis ..         ..493 

ptvalism  from  . .  543 

R.D.  with      ..         ..493 

stapedius  affected  in     493 

Paralysis,    facial,    supra- 
nuclear ..492 

from  syphilis(AV7.  230)  641 

tinnitus  from  . .  493 

uncontrolled    emotion 

with  ..         ..493 

Paralysis;  facial,  varieties  Of  492 

vertigo  from  . .         . .  493 

-  of  fifth  nerve,  antesthesia 

of  face  from  . .         . .  706 

tongue  from      . .  706 

anosmia  from        . .  612 

in  bulbar  paralysis  135 


Paralysis,  contd. 

-  of  fifth  nerve,  dryness  of 

nasal  mucosa  from  612 

keratitis  from        . .   734 

from  mid-brain  tu- 
mour      . .         . .   727 

muscles  affected  by  706 

taste  loss  from       . .   705 

-  general,    of    the    insane 

(see  General  Paralysis 
of  the  Insane) 

-  ofglossopharyngeal  nerve  706 

-  hands,    in    amyotrophic 

lateral  sclerosis         . .     62 

progressive    muscular 

atrophy      . .  . .     61 

Tooth's  peroneal  palsy    60 

transverse  myelitis  . .     62 

-  hypoglossal  nerve,  diffi- 

cult swallowing  from    543 

in   bulbar  paralysis  135 

ptyalism  from       . .  543 

tongue  atrophy  from   63 

-  hysterical  ..      134,  111 
(and  see  Hysteria) 

-  due  to  increased  intra- 

cranial pressure        . .  590 

-  infantile,        Friedreich's 

ataxy  simulating      . .     60 

Paralysis,  infantile,  general 
account  of  ..512 

-  limpingfrom  ..      251,  362 

myopathy  simulating      60 

parts  affected  by      . .   113 

plantar  reflex  in       . .     68 

from  poliomvelitls 

*113,  510,  612 

-  -  R.D.  in  . .         . .     GO 

scoliosis  from . .         ..  153 

shoulder  wasting  from 

(Fig.  19)   59 

talipes  from  . .         . .  113 

Tootli's  peroneal  palsy 

distinguished     from  113 

simulating      . .     60 

ulceration  from        . .  737 

wasting  in      . .         . .     60 

-  of  inferior  oblique,  dip- 

lopia from      {Fig.  83)  177 

I rectus,  diplopia  from 

(Fig.  83)    . . 

-  of  infraspinatus 

-  intercostal   muscles,  as- 

j)hyxia  from  . . 

in  Landry's  paralysis  518 

Paralysis  of  internal  popliteal 

nerve  . «  . .  499 

-  of  internal  rectus,  dip- 

lopia from  (Fig.  83)  177 
(Fig.  228)  . .  . .   541 

-  interossei,  talipes  from. .  114 
Paralysis,  Undry's         ..518 

plantar  reflex  in       . .     68 

PARALYSIS,  LARYNGEAL  494 

albuminuria  with      . .  495 

fron»  aneurysm         . .  495 

aphonia  from . .      494,  628 

arytenoid  fixation  simu- 
lating . .  . .  494 

aspiration  pneumonia 

from  . .  . .  259 

Paralysis,    laryngeal,    bi- 
lateral ..495 

in  bulbar  palsy         . .  627 

irom     carcinoma     of 

thyroid       ..         ..721 

from  cerebral  softening  495 

cough  with  149,  494 

from    epithelioma    of 

cpsophagus,.  ..  495 
fibroid  phthisis  . .   495 

Paralysis,  laryngeal,  func- 
tional   494 

glycosuria  with        . .  495 

from  gumma. .         . .  495 

-  -  luomorrhage  into  me- 

dulla ..496 

laryngitis  simulating     494 

laryngoscope    in    dia- 
gnosing      ..         ..494 

from  lymphadenoma     495 

malignant  glands  381,  495 

mediastinal  new  growth495 

medulla  changes       . .  495 

mitral  stenosis  . .  495 

neoplasm  in  medulla    496 

I pneumonia     . .         . .  495 


177 
50G 


618 
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PARALYSIS 


PAROVARIAN    CYST 


ParaljfSUy  contd. 

-  laryngeal  stridor  frcHU       C,ol 

-  suffocative  oedema  simu- 

lated by     . .         . .  495 

-  -  without  symptoms  . .  404 

-  -  from  syphilis  496,  589,  651 

-  -  thyroid     enlargement 

495,  722 
tracheotomy   required  495 

-  -  from  tuberculous  glands  195 
ulceration    of    larynx 

simuiming  . .         . .  491 

Paralysis,   larynoeal,   uni- 
lateral ..495 

uigent  symptoms  from  491 

varieties  of     ..         ..494 

-  -  voice  altered  with  150,494 

-  -  without  speech  defect  G28 
x-rays    hi    diognoeing 

cause  of      . .         . .  495 

-  of    one    leg,    Brown- 

S^uard  type        490,  497 

from  Cauda  equina 

tumour  . .        62,  515 
in  disseminated  scler- 
osis ..         ..  49G 
epiphysitis       simu- 
lating     ..         ..  670 

from  growth  in  spine  499 

gumma  of  cord     . .  496 

Paralysis  of  ona  leg,  from 
kystMia  ..497 

myelitis      . .         . .  490 

new  growth  of  cord  496 

paralysis  agitans  . .  498 

poliomyelitis  acuta    500 

spinal  caries  . .  499 

meningitis  . .  499 

syphilis       . .         . .  499 

syringomyelia        . .  500 

-  —  tumour  of  cord     . .  500 
Wassermann  reaction 

with        ..  ..  499 

ar-rays  in  diagnosing 

cause  of  . .         . .  499 

-  of  the  legs  in  amyotro- 

phic lateral  sclerosis . .     62 
m  Landry's  paralysis  518 

Paralysis  af  the  legs,  in 
Little's  disease      182,  139 

from  peroneal  atrophy  509 

spinal  caries  . .         . .  154 

Tooth's  peroneal  paLsy  60 

transverse  myelitis  . .  62 

Werd nig- Hoffmann  • 

typo            . .         . .  135 

-  levotor  palpebno  superl- 

oris  (and   see    Ttosis) 

{Fig.  227)  541 

Paralysis  of  long  thoracic 
nerve  (Fig.  207)  505,  506 

-  lips,  in  bulbar  paralysis  589 

-  lumbricales,  talipes  from  114 

-  maaseters,  in  bulbar  par- 

alysis   493 

from  fifth  nerve  lesion  706 

-  median  nerve,  ischmmic 

paralysis  simulating. .  506 

-  of  musculospiral   nerve    506 

from  crutch  . .  50i 

fracture      . .         . .  504 

wrist-drop  from    . .     65 

-  neck    in    Landry's   par- 

alysis   518 

Paralysis  of  Obturator  nerve  408 

-  ocular  muscles,  diplopia 

from    ..         ..      176,  177 
in  disseminated  scler- 
osis        . .         . .  760 
ptosis  with  . .  541 

-  -  -  from  8y7)hllis         ..  541 

-  -  -  3rd  nerve  lesion  . .  54 1 
(and  see  Strabismus) 

-  painful  alTections  simu- 

lating   501 

-  palate,  in  bulbar  paralysis  589 

Paralysis  of  palate,  cause's  of  588 

after    diplithoria     61, 

154,  19G,  512,  027,  704 

from  glossopharyngeal 

nerve  lesion  . .  700 

in  myastlieiiia  gravis    027 

nasal  voice    from  04, 

154,  512,  627 

regurgitation   of   foml 

throu^rh  nose  froni 
64,  151,  512,  588,  764 


Paralysis  of  palate,  contd. 

Paraljfsis,  contd. 

aiter  removal  of  ade- 

- twelfth  nerve  63,   135,   543 

noids           ..         ..589 

-  ulnar,   adductor  pollicis 

stertor  from  . .         . .  64  7 

affected  in     ..         ..110 

from  syphilis. .         . .  589 

-  -  claw-hand  from     lOD,  1 10 

! after  tonsillectomy  . .  589 

flexor    carpi     ulnaris          > 

unilateral,        without 

affected  in  ..         ..   110  [ 

speech  defect       ..  628 

bypotiienar      wasting 

Paralysis  Of  pharynx,  causes 

from           ..         ..110 

of       588 

ischaamic        paralysis 

from  glossopharyngc  d 

simuhiting  . .         . .  500 

nerve  lesion          . .  706 

-  -  lumbricals  affected  in  110  ' 

regurgitation   of  food 

progressive    musjular 

through  nose  from    588 

atrophy  distinguished 

'  -  phrenic  nerve,  from  diph- 

from          . .         . .     61 

theria 65 

sensory  changes  from    110 

-  pseudo-bulbar,  age  imi- 

Paralysis,  unilateral,  from 

,          dence  of         . .         . .  589 

gross  Intracranial  lesion  118 

no  atrophy  of  tongue 

-  of  the  vagus,  death  from    65 

in 589 

after  diphtheria        . .     65 

—  due  to  cortical  softe.i- 

-  -  tachycardia  from     . .     65 

ing 589 

-  voeal  cord  (see  Paialysii, 

1 emotional    expression 

Laryngeal) 

uncontrolled  in     . .  627 

-  Volkmann's       ischemic 

1 facial  paralysis  in   . .  493 

114,  (Fig,  58)  141,  503 

palate  affected  in     . .  588 

from  splint     . .         . .     61 

pharynx  affected  in. .  588 

Parametric     abscess     (see 

1 regurgitation   of  food 

Abscess,  Parametric) 

'              through  nose  from 

I'arametritis,  acute  perito- 

178, 688 

nitis  from       . .         . .  592 

spasticity  in  . .         . .  627 

Paramyoclonus    muHlpisx 

starchy  facies  in       . .  627 

136.  137 

-  pseudo-hvpertrophlc  (see 

retracted  head  from . .  589 

Myopathy) 

-  of  pupil,  complete        . .  551 

PARAPLEGIA      ..         ..510 

Paralysis  of  sciatic  nerve. .  499 

-  ankle-clonus  in  . .         . .     39 

annwthesia  from  . .  499 

-  aUxic  (see  Ataxic  Para- 

 from     forcible     ex- 

plegia) 

tension  of  knee. .  113 

-  from    bilateral   cerebral 

fracture  of  femur. .  499 

softening        ..          ..515 

pelvis      . .          . .  499 

-  cases  of  sudden  onset  . .  514 

gait  with    . .         . .  499 

-  from  Cauda  equina  tu- 

 from  hip-joint  injury  499 

mour  . .         . .          . .  515 

Hodgen  splint       . .   113 

Paraplegia  in  children,  list 

injury     to    lumbar 

of  causes  of  ..        ..510 

spine       . .         . .   113 

new  growth            . .  113 

-  compression,  girdle  pain 

pelvis  lesions         . .  499 

in        200 

splint          ..          ..113 

-  congenital  spastic,  talipes 

talipes  from          ..  113 

in        112  1 

1 from  wound          . .  113 

-  definition  of      . .         . .  510 

-  from  enteric      . .         . .  516 

{FiQ.   207)  505,  506 

-  extensor  plantar  reflex  in    39 

-  seventh  nerve  (see  Tar- 

-  from  forceps  at  birth    . .  511 

alysis.  Facial) 

-  fracture  of  spine      243,  538 

-  shoulder,     from     polio- 

- Friedreich's  ataxy        . .  512 

myelitis  acuta           . .  509 

-  functional          . .          . .  518  j 

-  simulated  by  arthritis..  501 

-  from  general  paralysis..  618 

-  of  sixth  nerve,  diplopia 

-  hysterical            59,  141,  497 

from    . .         {Fig.  83)  177 

-  incontinence     of    fseces 

effects   of  . .          . .   176 

with 314 

1 with  facial  paralysis  493 

-  after  kick  from  horse  . .  616 

1 from  plumblsm     . .     34 

-  knee-jerk  increased  in  . .     39  I 

i  -  spastic,  of  arm  . .         . .  502 

-  from  Landry's  paralysis  518 

one  leg,  from  syringo- 

-  limping  from     . .         . .  251 
Paraplegia,  list  of  causes  of. 
In  adults                 ..514 

1              myelia        ..         ..  110 

-  of      sphincter      vesical. 

1          Incontinence  from     . .  218 

-  malingering  of  . .         . .  518 

-  spinal  accessory        135,  142 

-  from  meningitis           . .  515 

,  -  from  splint         ..         ..141 

-  meteorism  with            . .  389 

-  of  stapedius       . .         . .  493 

-  from  myelitis    . .         . .  515 

from    Fallopian  canol 

-  new  growth  in  spine  . .   714 

lesion          ..          ..494 

-  paralysis  of  bladder  in..  398 

-  stomach,  acute  dilatation 

-  from  peripheral  neuritis 

of  stomach  from      . .   173 

512,  516  ' 

-  superior  oblique,  diplopia 
from    . .         {Fig.  83)  177 

-  poliomyelitis      . .     512,  615  | 

-  primary  lateral  sclerosis  617 

rectus,  diplopia  from 

-  primary   spastic,   penile 

(Fig.  83)  177 

erecUon  absent  in    . .  313 

Paralysis,  supranuclear    . .  492 

-  from  progressive  muscu- 

Paralysis of  suprascapular 

lar  atrophy    . .         . .  500 

nerve 506 

-  retention  of  urine  in    . .  396 

-  temporal    muscle,    from 

-  from  scarlet  fever        . .  516 

fifth  nerve  lesion      . .  706 

-  spastic,  in  amyotrophic          i 

-  of  third  nerve  (and  see 

lateral  sclerosis        . .     62  ! 

Ophthalmoplegia  ;  and 

ankle-clonua  in         . .  512 

Strabismus)   ..         ..540 

-  -  athetosis  in    . .         . .   132  i 

{Figs.  227,  228)  541 

—  bladder    and    rectal 

from  mid-brain  tu- 

trouble In  . .         . .  512  , 

mour       . .         . .  727 

from  caries    ..         ..   113  | 

unequal  pupils  from  652 

-  tongue,  in  bulbar  para- 

lysis    . .        493,  589,  706 

thrombosis            . .  132  , 

unilateral,        without 

from     combined     de-          ' 

speech  defect        . .  628 

generations  of  cord  444 

-  trunk  in  Landry's  par- 

 consrenital,  kyphosis  in  155  , 

alysis  518 

contractures  in         . .  138  1 

Paraplejia,  spastic,  contd. 
Ill  dl-Mseminated  st'ler- 

o&M  . .       . .        . .  ^yt 

from  encephalitis      . .  132 

extensor    plantar    re- 
flexes in      ..       314,  o\t 

after  fevers    . .          - .  I3i 

from  hffimatomrelia . .  b'*i 

infantile          . .'         . .  13i 

from  injury    . .          . .  113 

instruments  at   birth  152 

knee-jerks      iucrea»e»l 

in 512 

from  lateral  s^-l«»rc»Hi-.  14't 

from    meiiinge.ii     luu- 

morriiagc    . .          . .  13i 

me:ital  defect  with  . .  144 

new  growth    ..  ..113 

polio^cephnl.tw       . .  133 

precipitate  detas^-atioa 

witii             . .           . .  314 
micturition  with    . .  314 

-  -  no  U.D.  with..           ..  512 

from  sinus  thrombo'u:*  &»! 

spinal  caries  . .           . .  512 

tendon-jerks   brisk    in  314 

from  transverse   uije- 

litls  . .         . .  * . .      02 

tumour  of  cord  . .   5«  »9 

no  wasting  with  . .    512 

-  from  spinal  caries  . .    243 
-syphilis  ..          ..  510,517 

-  syringomyelia    . .  . .   516 

-  thrombosis    of    superior 

longitudinal  stdiis      ..   511 

-  transverse  myelitis        ..   510 

-  ulcer  of  foot  witii         . .   730 

-  urine  dribbling  in  , .   3iW 
Parasites,  albuminuri.i  from    1 J 

-  anemia  from     . .  . .     33 

-  bile-duct  obstruction  by  323 

-  causing  blood  chantrf^s  .'.     2* 
no  blood  chances       . .      2<J 

-  Charcot- Ley  den  crystals 

in  stools  with     *       . .   1»»2 

-  eosinophilia  from   20.  33,  219 

-  erythema  from .  .        223,  S2«J 
PARASITES.  INTESTINAL  5lt 

-  relation  of  pi«4  to     . .     S»9 

-  intestinal  cast  simuUtiiig  3?8 

-  jaundice  from    . .  . .  325 

-  leucocytosis  from  . .   572 

-  in  lung    . .  .  .  . .  C45 

-  malarial    (see     Malaria) 

-  oedema  of  les?s  from      . .   415 

-  ova  of,  in  fiDces  .  .  . .  22* 

-  severe  amemia  from     . .     13 

-  in  sputum  . .  . .  293 

-  stools      . .  .  .  . .    ITO 

-  toxfomia  from   . .  . .  12$ 

-  in  trachea  . .  . .  287 

-  trichinosis,  in  muscles  . .   729 

-  (and  see   Worms) 
Parathyroids,  calcium  and  152 

-  myoclonus  and  . .  . .   137 

-  tetany  and         .  .  . .   153 
Paratyphoid  bacilli         69,  637 

-  fever,  agglutination  tes*t 

for        . .  .  .       565,  637 

influenza  simulating. .   565 

pyrexia  from  . .  . .   563 

spleen  enlarcred  in  632,  G37 

tuberculosis     slmulat* 

ing 563 

typhoid  simulated  by    636 

simulating  .  .  . .   565 

Paraxanthin,  uric  acid  from  742 
Paris,  ringworm  of  . .   247 

Parkinson's    disease     (see 

Paralysis  Agitans) 
Paronychia  (and  see  Whit- 
low)      4«V) 

Parotid  gland,  abscess   in 
(see  Abscess,  ParotKl) 

carcinoma  of . .  .  .   0'J5 

swollen,  in  Kirfc land's 

disease        ..  . .   610 

ParotM  tumours   ..         ..685 
Parotitis,  earache  from    . .   2112 

-  epididymo-orchitis  from  Al^ 
Parotitis.*  infocthro.  notes  •«  694 

-  pain  in  the  face  from  . .    44« 

-  periostitis  of  jaw  simu- 

laUng CM 

-  salivation  with  . .  . .    loi  J 
Parovarian  cyst,  simulating? 

ascites  . .  . .     44 
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Ptroxytmal  hemoolobiii- 
urla  (see  Utemoglobin- 
uria.  Paroxysmal) 

Ptroxysmal  tachycanlla. 
gentnil  account  of  547, 

548,  703 

(and  see  Tachycardia, 

Paroxysmal) 

palpitation  from      . .  48 1 

Parrot's  nodes,  in  congeni- 
tal syphilis    . .      385,  GG9 
Particles  of  new  growth, 

in  ascitic  fluid  48,  49 

in  pleuritic  fluid  102, 

105,  290 

serous  effusion      . .  107 

sputum       . .  . .  G44 

urine  ..7,  276,  680 

vomit  . .       766,  767 

Parturition  (see  Childbirth 

and  Labour) 
Passion,  cerebral  vein  rup- 
ture from      ..         ..113 
Patellar  clonus      . .         . .  358 

-  reflex  (see  Knee-jerk) 
Patent  ductus  arteriosus, 

bruits  with      91,  156,  157 
no  clubbed   lingers 

with  91,  ill,  533 

no  cyanosis  with 

91,  111,  156,  533 
no    polycythiemia 

with        ..         ..533 

without  symptoms    720 

thrill  with  . .      157,  720 

x-ray  appearances  in    91 

-  foramen  ovale,  no  sym- 

ptoms or  signs  from  . .  157 

Patoiit  tsptum  vtiitricu- 
lonim,bratt  of  91,156, 

157,  215,  533 
cardiac  impulse  dis- 
placed with       . .   215 

clubbed  flii>;ers  with 

111,  215 

toes  with  . .  215 

cyanosis  with    111, 

156,  215 

dyspncoa  with       ..  215 

epifTAStric  pulsation 

with        ..         ..215 

large  heart  with   . .  216 

polycytluumia   with  215 

pulmonary   stenosis 

with        ..      Ill,  216 

thrill  wiUi  . .      167,  215 

Pavor nocturnut  ..        ..821 

epilepsy  and  . .        . .  322 

family  history  and    . .  322 

Pavy't  tflieaM  . .     15 

Pavy'8  tolutloii  In  ottimat- 

ino  sugar                ..263 
Pavy'stoM 261 

Pawlik's  grip  . .  . .  200 
Pears,  false  intestinal  sand 

after 599 

Peas,  inhaled,  gangrene  of 

lung  from      . .  . .   259 

-  oxalate  from  . .  . .  424 
Peau  lisse,  in  syringomyelia  110 
Pockham,  fat  boy  of  . .  409 
I'ectineus,  nerve  supply  of  498 
I'ectoralls  major,  atrophy  of  513 

nerve  supply  of        ..501 

root  innervation  of  ..  509 

wasting  of,  in  phthisis     61 

-  minor,  nerve  supply  of. .  604 
Pectoriloquy,  with  bronchi- 
ectasis. .  . .      292,  643 

-  over  fibroid  lung      206,  216 

-  in  phthisis         . .  . .   288 

-  pneumonia  . .  160,  642 
Pediculosis    capitis,    anai- 

mia  from        . .         . .  378 
cervical     glands     en- 
larged from  . .  379 

eoninophilia  rare  from  219 

irritation  of  neck  with  378 

MiLs  with        . .         . .  378 

occipital    glands    en- 
larged in    . .      377,  378 

pyrexia  from . .         . .  378 

stiff  neck  from         . .  647 

-  J*nrbolic  acid  In  treating    746 

-  con»oris,eoslnophiliarare 

from 219 

purpura  from  . .  553 

D 


Pediculofis^  contd, 
I  -  itching  in  . .     490,  540 

'  -  meningitis  from . .         . .  590 

-  prurigo       distinguished 

from 490 

-  pubis,    bathing-drawers 

area  affected  by       . .  401 

eosinophilia  rare  from  219 

glands  enlarged  in    . .  679 

otiter  parts  affected  by  401 

-  purpura  from    . .         . .  6.>3 

-  tenderness  of  scalp  from  710 

-  vestimentorum,  purpura 

from 553 

Peeling  after  scarlet  fever  10 
Poliosis  rheumatica  in  acute 

rlieumatism   . .         . .  105 

age  and  sex  incidence  of666 

arthritis  with  . .  656 

erythema  with         . .  656 

Poliosit  riioumatica,  oanaral 
account  of  . .  556 

hemorrhage  into  ankle 

from  . .         . .  362 

into  hip-joint  from    363 

into  knee  from      . .  362 

-  Henoch's     purpura 

simulating  . . 
not  influenced  by  sail 

cylate 

limping  from. .      36! 

purpura  in    .. 

pyrexia  from . . 

sore  throat  with 

systolic  bruit  and 


..  556 

656 
,  363 
553 
556 
566 
656 


Pollaora  {Plate*  IX,  X)  226, 228 

-  desquamation  in  . .  226 

-  erythema  in      . .  162,  223 
of  hands  in     . .  . .  226 

-  dead  fingers  in  . .  . .  162 

-  gastro-intestinal  sym- 

ptoms in        . .  . .  225 

Pellagra,  general  account  of  225 

-  in  Great  Britain  . .  225 

-  Itoly 225 

-  nervous  symptoms  in  . .  226 

-  optic  atrophy  in  . .  225 

-  neuritis  in      . .         . .  226 

-  pigmentation  of  skin  in     226 

-  pyrexia  in         . .         . .  570 

-  salivation  in      . .         . .  225 

-  simulating         ptomaine 

poisoning       . .         . .  225 

-  skin  changes  in        225,  226 

-  sore  tongue  and  mouth  in  225 

-  temperature  chart  in    . .  225 

-  theories  of  causatioii    . .  226 
Pellischer,  illustration  sup- 
plied by         . .         . .  619 

Pelvic  abscess  (see  Abscess, 
Pelvic) 

-  adhfe«ioim  (see  Adhesioim) 

-  bone  lesions,  pelvic  swel- 

ling due  to     . .         . .  688 
Pelvic  bone  lesions,  pelvic 

swelling  due  to        . .  688 

Pelvic  cellulHIt,  notes  en  ..691 
Pelvic  fleer,  prolapse  of  ..  538 

-  disorders,   bearing-down 

pain  from      . .         . .  426 

-  glands   (see    Lymphatic 

C}|ands,  Pelvic) 

-  hffimatocele  (see  Hflamato- 

cele) 

-  inflammation,     amenor- 

rlKca  from..  18,  19 
inflamed   iliac   glands 

from  . .         . .  459  < 
paralysis     of     sciatic 

nerve  from  . .  499 

Pehflc   lesions,   conrfHIens        ' 
simulating     ..        ..468 

frequent     micturition  . 

from  . .  . .  742 
peripheral         neuritis 

simulated  by  . .  515 
sciatica  simulated  by    439 

-  pain  (see  Pain  in  Pelvis) 

-  sepsis,  prolonged  pyrexia  , 

from 567 

septicflBmia  from       . .  667 

-  swelling    (see    Swelling, 

Pelvic) 

-  tumour,        albuminuria 

from    . .         . .         . .       7 

-  difliculty    In    micturi- 

tion with    . .         . .  395 


I  PHeic  tumour^  contd. 
frequent     micturition 

from  ..         ..391 
iliac  veins  obstructed 

by 411 

muscle  wasting  from      01 

oedema  of  leg  from  . .  411 

paralysis    of     sciatic 

nerve  from  . .  499 

paraplegia  from        ..514 

pyosalpinx  causing  . .  582 

retention  of  urine  with    39 

-  -  II.D.  from     . .         . .     61 
simulating         cauda 

equina  tumour      . .     63 

vaginal     examination 

in  diagnosing        ..394 

Pelvimetry 201 

Pelm,  beaked,  in  rickets..   187 

-  contracted  in  achondro- 

plasia   187 

dystocia  from  . .  200 

mode  of  detecting  200,  201 

-  chondroma  of    . .         . .  678 

-  fracture  of         278,  470,  499 

-  hour-glass,  in  rickets    ..  187 

-  06teomyelitis  of . .         . .  678 

-  pain  in  (see  Pain  in  the 

Pelvis ;      Dysmenor- 
riusa) 

-  rostrate,  in  rickets      ..  187 

-  sarcoma  of  113,678,681,691 

i  -  spleen  in  . .      628,  630 

,  -  tumour  in,  dystocia  from  200 
Pemphigus,  acute  oedema 

of  tongue  from         . .  698 

-  albuminuria  in  . .         . .     13 

-  bleeding  gums  with     . .     72 

-  bulla  in  . .         . .  96, 98, 658 

-  cheiropompholyx    simu- 

lating   756 

-  colon  affected  by        . .     74 

-  colour  of  . .         . .  601 

-  dysphagia  from . .         . .  198 

-  eosinophilia  in  ..       99,  219 

-  finirers  affected  by       . .  239 

-  foliaceus 601 

Pemphigus,  general  account 
of       98 

-  itching  In  . .         . .  540 

-  mouth  affected  by       . .     74 

-  mucous  surfaces  affected 

by       74 

Pemphigus  neonatorum  96,  461 

bacillus      pyocyaneus 

causing       . .         . .     97 

bullae  in         . .         . .     96 

congenital  syphilitic. .     97 

impetiginous  form    . .     97 

poverty  and  . .         . .     97 

relation  of  midwife  to    97 

staptiylooocci  causing      97 

types  of         . .         . .     97 

-  pyrexia  in         . .         . .     75 

-  relation  to  urticaria     . .     99 

-  urticaria  simulating     . .   771 

-  vagina  affected  by       . .     74 

-  vegetans 601 

-  vulgaris,  bulliB  in        . .  601 

crusts  in         . .  . .  601 

Penicillium     glaucum,    in 

sputum  . .         . .  645 

Penguin-like  dwari  . .  188 
Penis,  absence  of  erections 

of,  list  of  causes  of  ..  313 
impotence  from        . .  312 

-  calculus  in  . .  . .   394 

-  -  (and  see  Calculus,  I're- 

thral) 

-  cyanosis  of        . .  . .   156 

-  diabetic  eczema  of      . .  401 

-  discharge  from  (see  Pis- 

charge,  Urethral) 

-  elephantiasis    of,    impo- 

tence from     . .         . .  312 

-  epithelioma  of  (see  Car- 

cinoma of  Penis) 

-  erection   of,  undue  (see 

Priapism) 

-  fracture  of        . .         . .  108 

-  gumma  of,  caries  of  pubes 

simulating      ..         . .  698  I 

Penis,  gumma  of,  general 
account  of  . .  619 

-  htcmatoma  of-  ..         ..473 

Penis,  herpes  of    ..        ..618 

-  itching  of,  from  herpes. .  764 


Peni*y  contd. 

-  lupus  of 619 

-  malformed,      impotence 

from 312 

-  pain  in  (see  Pain  in  the 

Penis) 
Penis,  painful  erections  of 

1K2,  537,  538 

-  painful  erections  of,  from 

gonorrhcea     . .         . .  182 

-  Raynaud's    disease    af- 

fecting ..         ..  699 

-  sarcoma    of,    caries    of 

pubes  simulating      . .  698 
I  -  scabies  affecting  . .  401 

-  sore  on  (see  Sores,  Penile) 

-  ulceration  of  (see  Ulcer- 

ation of  Penis ;    and 
Sores,  Penile) 
Pentose,  Bial's  test  for    . .  261 

-  bismuth  salts  reduced  by  262 

-  in  C^mmidge's  reaction    100 

-  copper  salt  reduction  by  261 

-  osazone  ciystals  from 

261,  262 
--  phloroglacin  test  for    . .  261 
Peppermint,  heart-burn  re- 
lieved by       . .         . .  297 

-  oil,  leucocytosis  from  . .  360 
Perchloride  of  iron,  in  dia- 

cetic  acid  test  . .  170 

-  -  thirst  from     . .         . .  720 

in  Uffelmann's  test  . .  320 

Percussion,  abdominal,  in 

ascites 44 

-  heart  mapped  out  by   . .  206 

-  of  stomach,  little  value  of  244 
I  Perforation    of    bowel,    in 

typhoid  fever        674,  595 
I  Perforating  ulcer,  in  tabes  257 

I (and  see  ITlceration  of 

I  the  Foot,  Perforat- 

ing) 
I  Pericardial  effusion,  bron- 
chiectasis after        . .  292 

chest  bulged  by       . .   169 

I fibroid  lung  after     . .  292 

-  heart  impulse  displaced 

I  with  . .         . .  399 

indiscernible  with  397 

liver  depressed  by    . .  367 

in  polyorriiomenitis  . .  106 

skodaic  resonance  from  611 

tinged  in  jaundice    . .  324 

Pericardlal  nih,  bruits  dis- 
tinguished from       . .  483 

Pericarditis  in  acute  rheu- 
matism 106,  337,  464,  614 

-  adherent       pericardium 

after    ..         ..         63,  54 

-  angina  pectoris-like  pain  433 

-  anxious  look  in  . .         . .  433 

-  with  arteriosclerosis     . .     11 

-  in  Bright's  disease       . .   106 

-  canter  riiythm  with  213,  587 

-  cardiac  impulse  with    . .  213 

-  clubbed  fingers  from    . .  Ill 
Pericarditis,  friction  sounds 

of                  ..      213,488 
Pericarditis,  general  account 
of       213 

-  with  granular  kidney  . .     11 

-  heart  failure  from       . .  418 

-  intercostal  spaces  filled 

up  in 213 

-  mediastinitis    after    53, 

308.  751 

-  mitral  regurgitation  from 

211,  213 

-  myocarditis  with         . .  212 

-  orthopnoDa  from  ..  418 

-  without  pnin      ..  ..  433 

-  pain  in  the  chest  from 

430,  433 

precordia  from         . .  433 

at  lower  end  of  sternum 

from  . .  . .  433 

-  pallor  in 433 

-  palpitation  from       484,  485 

-  pleuropcricanJitLs    simu- 

lating   4.'»3 

-  precordial  dullness  of  . .  213 

-  without  pyrexia  . .  574 

-  shortness  of  breath  from 

88,  433 

-  simuHttd  by  aortic  re- 

gurgitation    . .         . .     93 
55 
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PeriearditU,  contd. 

-  suppurative,  in  pyoBinia  596 
(and  see  Pjropneumo- 

pericardium) 

-  systolic  bruit  from  89,  91,  213 

-  -  thrill  with      . .          . .  720 

-  tenderness  from           . .  706 
Pericardium,        adherent, 

after  acute  rheumatism  53 

pericarditis..         ..  53 

angina  pectoris   from  709 

apical  systolic  bruit  in  89 

ascites  from  . .          . .  46 

back  pressure  from  . .  46 

cardiac    impulse    dls- 

l.laced  from          . .  213 

-  -  in  children      . .  14,  54 

-  clubbed  fin^rers  from  111 

-  diastolic    collapse    of 

veins  with  . .   90,  213 

shock  with..    90,  213 

Friedreich's  sign  with  90 

Pericanllum,        adhtrwit, 
general  acceunt  ef,  58, 213 

heart    enlarged    with 

14,  54,  213 

failure  from         46,  418 

impulse      displaced 

from        ..  ..   299 

hiccough  from  . .  308 

Impulse  relatively  fixed 

in 54 

-  -  mediastinitis  with     ..  213 
mitral      regun?itation 

from      89,  90,  211,  214 

orthopnoea  from       ..  418 

palpitation  from        . .  484 

—  in  polyorrhomenitls. .   107 

precordial  bulging  with  213 

veins  dilated  with. .  213 

presystolic  bruit  with  214 

pulsus  paradoxus  with     90 

little  relief  from  digi- 
talis with    ..         ..211 

see-saw   impulse  with    51 


-  simulated  by  myocar- 

dial changes 

-  systolic  murmur  with 
retraction  with    54, 

90, 

-  unsuspected   . . 

-  -  varieties  of     . . 

-  -  without  signs  or  symp- 

toms 

-  aneurysm  raptured  into 

93,  120, 

-  bacillus  coli  infecting   . . 

-  epithelioma  of  oesophagus 

opening  into  . . 

-  fibrous     thickening     of, 

from  polyorrhomenitls 

-  foreign    body    in    ceso- 

phagus  opening  into. . 

-  subdiaphragmatic       ab- 

scess opening  into    . . 

-  vagus  branches  to 
Perichondritis  of  ear,  ear- 
ache from 

-  of    lary^nx,    sore    throat 

due  to. . 

-  from  svphilis     . . 

-  thyroid 

Pericolitis,  abscess  from  . . 

-  from  diverticula 

-  vcsico-colic  fistula  from 
Perigastric  adhesions 
Perihepatitis 

-  ascites  with  46,  47 

-  chronic    . . 

-  from  chronic  peritonitis 

-  with  cirrhosis    . . 

-  liver  enlarged  with 
edge  with 

-  multiple  tappings  with 

-  i)ain  due  to 

-  from  paracentesis 

-  in  polyorrhomenitls     . . 

-  simulating  cirrhosis     . . 

-  syphilis  and 
Perimeter,     in     detecting 

cause  of  blind  spots  . . 
scotoma 

-  mapping  focal  blindness 
Perineum,  abscess  in  (see 

Abscfeis,  Perineal) 


652 
148 

202 

613 
203 

721 
663 
125 
125 
437 

52 
,  52 
373 

47 
371 

47 

52 

52 
371 

52 
107 

52  I 

52  I 

72  I 
760  I 
301 


Perinnimy  contd. 
I'crincum,   aching  in  (see 
Pain  in  the  I'erineum) 

-  boils  affecting    . .         . .  474 

-  bromidrosis  of  . .         . .  654 

-  carbuncle  affecting      . .  474 

-  condylomata  affecting. .  474 

-  diabetic  eczema  affecting  474 

-  epithelioma  of  (see  Carci- 

noma of  Perineum) 

-  extravasation    of    urine 

into 470 

-  fall  on,  urethra  injured 

by       470 

-  gouty  eczema  affecting    474 

-  hernia  in  . .  . .   700 

-  injury  of,  prolapse  from  638 

-  intertrigo  affecting      . .  474 

-  Jacquet's  erythema  of. .  401 

-  lacerated,      dyspareunia 

from 193 

levator      ani      spasm 

from  ..         ..   193 

-  vaginismus  from      . .   193 

-  pain  in  (see  Pain  in  Peri- 

neum) 

-  rigid,  djrstocia  from     . .   200 

-  sinus  in 620 

-  <and  see  Fistula,  Ure- 
thral) 

-  sores  in  (see  Sores,  Peri- 

neal) 

-  syphilis  of  . .         . .  620 

-  testis  in  . .      482,  681 

-  uk-eration  of  (see  Sores, 

Perineal) 

-  urinary  fistula  in  . .   397 
Perinepliric     abscess    (see 

Abscess,   Perinephric) 

-  hajmorrhage      . .         . .  353 


Of     ..      100,  353 

Periodic    breathing    (see 
Cheyne-Stokes  Breath- 
I'lg) 

-  polyuria 536 

-  pyrexia,    in    Hodgkin's 

disease  . .         . .  569 

Periosteum,  abscess  of  (see 
Absc^s,  Periosteal) 

-  fibroma  of  . .      179,  671 

-  fibrosarcoma  of . .  . .  179 
Periosteum,  oumma  of  . .  000 

-  luemorrhage  beneath  38, 

72,  99,  667 

-  lipoma  affecting  . .  671 
Periostitis,  abscess  from . .  693 
in    heart    from        . .  596 

-  anaamia  with     . .         . .     35 

-  of  femur. .         . .         . .  363 

popliteal  abscess  from  692 

-  gummatous,  pain  in  the 

face  from       . .         . .  447 

-  of  Ilium..  ..      452,  454 

-  infective,  scurvy-rickets 

simulating      . .  . .  670 

-  from  injury        . .         . .   707 

-  of  jaw 683 

parotitis  simulated  by  683 

-  leucocytosis  from         . .  693 

-  limping  from     . .      362,  363 

-  mastoid,  pain  and  ten  der- 

n«i8  over        . .  . .   202 

-  necrosis  due  to..         ..  668 

-  orbital,      exophthalmos 

from 229 

skiagram  in  diagnosing  230 

-  pytemia  from    . .         . .  596 

-  in  pytemia         . .         . .   707 

-  pyogenic,  syphilis  simu- 

lating ..669 

-  sarcoma  simulating      . .  693 

-  sinuses  due  to  . .  . .   668 

-  of  spine 715 

-  suppurative,      albumos- 

uria with        . .         . .     16 

of  ilium,  appendicitis 

simulated  by         . .  454 

pain   in   iliac  fossa 

from        . .      452,  454 
pericarditis  from       . .   596 

-  swelling  on  a  bone  from  667 

-  syphiliUc  362,  363,  622,  669 
forehead  enlarged  from  204 

-  tenderness  from  . .   707 

-  traumatic  . .      362,  363 

-  tuberculous  362, 363, 668,  707 


PcrioatitUj  contd. 

-  in  typhoid  fever       695,  707 

-  of  ulna  iFio.  278)  668 

-  x-rays  in  diagnosing    . .  668 
Peripheral     neuritis     (see 

Neuritis,  Peripheral) 
Periproctitis,  abscess  from  238 

-  bladder  opened  by       . .  238 

-  carcinoma  simulated  by  719 
Periproctitis,  oeneral  account 

of       710 

Perisplenitis,  pain  in  tite 
left  hypocbondrium 
from 450 

-  in  polyorrhomenitls     . .  107 

-  rub  from            . .      460,  640 
Peristalsis,  absent  In  perito- 
nitis     82 

PERISTALSIS,  VISIBLE..  521 

-  visible 44 

under  abdominal  scar  521 

in  ascending  colon    . .  663 

carcinoma  coli  77, 125,:i26 

of  duodenum        . .  661 

dilated  stomach        . .  660 

divarication  of  recti..  521 

duodenal    obstruction  521 

gastrectasis    . .  . .  174 

from      Hirschsprung's 

disease        ..         ..127 

hypertrophic    stenosis 

of  pylorus  . .         . .  767 

-  -  with  intestinal  colic.  425 
obstruction         130, 

241,  316,  388,  522, 

660,  661 

ladder-rung  type      . .  522 

laparotomy  and        . .  522 

-  from  pyloric  obstruc- 

tion  245,  317,  521, 

663,  660 

strangulated  hernia  . .  462 

ventral  hernia  . .  521 

vertical  type  . .         . .  622 

from  volvulus  ..  452 

Peritoneum,  aneuiysm  rup- 
tured into      . .         . .  434 

-  carcinoma  of  (see  Perito- 

nitis, Malignant) 

-  fibrous     thickening     of, 

from  polyorrhomenitls  107 
PerHeneum,  hydatids  In 

40,  226,  667,  658 

-  miliary  tubercles  on    . .     47 

-  ovarian  paplllomata  in      49 

-  palpable  thickening  of. .  425 

-  retrosigmoid  pouch  of. .  452 

-  secondary  ovarian  growth 

on        45 

Peritonitis,  abdominal  dis- 
tention with  . .         . .  115 

-  after  abdominal  injury    593 

-  acute,  acute  pancreatitis 

simulating      ..      594,  661 

albumosuria  with     . .     16 

from  appendicitis  47, 

131,  388,  463.  592 

ascites  from    ..         45,  47 

in  Bright's  disease  46. 

47,  65 

Perttenitls,  acute,  colic  slmu- 

iatino 503 

constipation  with  131.  592 

effect  of  injury  simu- 
lating ..  ..593 

empyema  from         . .  106 

from  fungating  endo- 
carditis      . .         . .  389 
Peritonitis,  acute  general, 
colic  distinouistied  from  425 

general     abdominal 

pain  from      425,  592 
Peritonitis,  acute  oonerai, 
general  account  of  425, 502 

from  appendicitis  . .     47 

borborygmi    absent 

with        ..         ..388 

from     diverticulitis  453 

dry   furred    tongue 

with        ..         ..388 

from  duodenal  ulcer 

47,  388,  592 

dysentery  . .         . .     47 

foul  breath  in       . .     86 

from  gastric  ulcer  47, 388 

impaired     note     in 

flanks  with         . .  388 


PerHonitis^  contd 

Peritonitis,  acute 


591 
4:i 


..  yrt 


5j: 


555 


legs  not  drawn  up  in  4::^ 

morphia  avoided  in  il4 

motionless  liKid  ab- 
domen witii        . .  S!4 

pain    increased     bj 

pressure  in  . .  It* 

from  perforated  ulrrr 

131.  i'ft 

perirectal  absc<^-j..     \: 

pleurisy  from  . .  l^ 

pneumonia  simulat- 
ing . .       425, 

prognosfe  in 

from   prostatic    ab- 
scess       .  -  -.47 

pyosalpinx . .  ..     C 

pyrexia  with        131.  I^v 

rigid  abdomen  from 

131,   425,  5«^.  7^7 

rising     pulse     froro 

425.  5j1 

septic,    after    aJ:»or- 

tion  . .  - .  55i 

from    absces*    of 

kidnej 

liver    . . 

spleen  . . 

after  childbirth. . 

dullness  in  flanks 

with     . . 

endometritis 

frequent    micturi- 
tion with 

from  gall-bladder 

perforation 

Hippocratic  facT« 

with     .  .       3>«?*.  ^r 

leucocytosis   with  5?4 

liver  dullness  dtsr- 

appearin^  with  j^*1 

after  operation . .  y^ 

from  parHznetmij  s^ 

pneumococcal    . .  5>.' 

poise-rate       with 

3**,  5»; 

from     pjcealpiiiT  %V1 

retention  ot  unse 

with     ..  ..5?^ 

rub  with  3SS,  hJt 

tympanites     witt. 

as*.  59i 

from      ulcer      at 

bowel . .  . .  5?i 

from  wound       . .  iSi 

simulated  by  ruptu- 
red tubal  f^eatatKm  ^^^ 

simulating  .  .  . .  a.*: 

sordes  in     . .  . .     54 

from  stercoral  ulcer 

of  colon  ..     47 

strangulated  bemi^  4-*i 

suppurative  nephritis 

simulatinir  . .  5?4 

tenderness  with     ..   l:;i 

thirst  from . .  . .  7r 

from        tuberrukMe 

ulcer  of  bowel  . .     47 

in  typhoi<l  ferer  47, 

SSS.  5»5 

urgent     laparotcmr 

for 

from  Tolrului« 

vomiting  with    SS^. 

425,   392. 
-  acute,  intestinal  ob^-trac- 

tion  simnlatini; 
laparotomy  in  47,  W3, 

Peritenltis,     acol*      nea- 
suppurathre    . . 

from  duodenal  uica 

dysentery   . . 

gastric  ulcer 

gonococcal 

from   perirectal  ab- 


4:: 


i\ 


47 
47 
47 


I- 


-  pneumocoocal 

-  from  prostatic  abs- 

cess 

-  pyosalpinx 

-  stercoral     ulcer    of 

colon 

-  tubetculou<» 

-  from  typhoid  fev« 
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45 


..  130 


3G7 
44 

425 
367 

45 
47 

373 
55 
47 
47 
62 
47 

425 
47 

705 

311 

431 


Fcrttoniiis,  contd. 

Parltonitis,  acute,  vascular 
letions  timulatino     ..  594 

-  borborygmi  absent  with    82 

-  in  Brigbt's  disease       . .  105 

-  from  carcinoma  of  colon  593 

-  o?er  carcinoma  of  liver     373 

-  chronic,   abdominal   tu- 

mours from    . .         . .  661 

-  albuminuria  in  . .     47 
ascites    with     11,  45, 

47,  373,  425 
in  Brijfht's  disease    46,  55 

-  constipation  in         . .     47 
dullness  with . .  . .     47 

-  encysted  ascites  with  667 
Pmitonriis,  chronic  general, 

oeneral  account  of  .  •  425 

hydatid  cyst  simulating  45 

hydronephrosis  simu- 
lating 

-  intestinal    obstruction 

from 

liver  enlargement  simu- 
lated by     . . 

loculated  ascites  with 

masses    of    thickened 

peritoneum  felt  in 

omentum  matted  in. . 

pancreatic  cyst  simu- 
lating 

-  -  from  paracentesis     . . 

-  -  perihepatitis    and  47, 

62, 

in  severe  anaemias    . . 

Peritonitis,  ctironic  simple 

simulating  nephritis. . 

from  syphilis. . 

-  -  tube  casts  in  . . 

-  -  from  tubercle 

-  -  vomiting  in    . . 

-  coated  tongue  in 

-  collapse  from     . . 

-  diaphragmatic,     phrenic 

neuralgia  simulating 

-  from    gall-bladder   rup- 

ture      254 

-  foul  taste  in      . .         . .  705 

-  liiccousfh  from   . .         . .  •  307 

-  hypothermia  in. .         ..  311 

-  indicanuria  from  . .  314 

-  intestinal       obstruction 

with    ..         ..      388,  593 

-  local,  adhesions  from  . .  174 
from  duodenal  ulcer. .  174 

-  -  gall-stones      . .         . .  174 

gastric  ulcer  . .         . .  174 

over  splenic  infarct. .  629 

Peritonitis,  malignant,  gene- 
ral account  of  47, 49, 

51,  657 

-  from  mesenteric  embolism  389 
thrombosis     ..         ..  389 

-  pain  in  the  pelvis  from. .  488 

-  pelvic,      dy^menorrhcea 

from 

empyema  from 

pleurisy  from 

-  perforative,  colic  simu- 

lated by 

-  -  liver   dullness   dimin- 

ished hi  . .     366,  368 

-  peristalsis  absent  in    . .     82 

-  pneumococcal,  umbilical 

fistula  from    . .         . .  631 

-  pleurisy  simulating      . .  432 

-  pylephlebitis  simulating    567 

-  pyrexia  with     . .         . .  115 

-  rarely  due  to  infection 

from  above  diaphragm  106 

-  tuberculous,    abdominal 

lumps  with  47,  48,  130,  661 

pain  with  . .         . .  6.>7  | 

swelling  from    655,  657 

wall  infiltrated  by      48  i 

-  -  acute  ascites  from    . .     47  | 

-  -  adhesions  from         ..  130 

-  -  age  incidence  of     48,  483 

-  -  anaemia  with..        32,  657  | 
ascites  from  4 1,  45,  47, 

48,  130,  425,  631  ' 

-  -  bands  from    . .         . .   130 

-  -  Calmette's       reaction 

with            ..  ..  631  1 

caseous  glands  in  . .  48 

— masses  in    . .  . .  48 

portal  glands  in  . .  330 


192 
106 
106 

115 


Peritonitis,  tubereuious,  contd. 

cirrhosis  simulated  by  657 

simulating  . .         . .  570 

constipation  with     . .  657 

dullness  with . .         . .     48 

fecal  fistula  from     . .     48 

Peritonitis,       tuiierculous, 
general  account  of  47,  48 

glands  affected  too  . .  631 

guinea-pig  inoculation 

in  diagnosing      48,  667 

iliac  glands  involved  in  459 

infiltrated  omentum  in    48 

intestinal    obstruction 

from  ..         ..ISO 

joints  aHected  too  . .  631 

leucopenia  in . .         . .  361 

matted  intestines  with    48 

from  milk      . .         . .  631 

nausea  with  . .         . .  657 

Peritonitis,       tuberculous, 
notes  on  . .  657 

obstruction  from      . .  657 

oedema  of  abdominal 

wall  from  . .      631,  667 
other  organs  affected 

with  ..         ..48 

pain    in   abdomen    in    48 

peculiar  dullness  with    44 

pigmentation   of  skin 

with  ..         ..657 

pyrexia    in    48,    570, 

631,  667 
redness  of  abdominal 

wall  from   . .         . .  631 

simulated  by  malignant  49 

simulating  ciniiosis..     48 

enlarg^  liver       . .     48 

iiuilignant  disease 

48,  51,  661 

ovarian  cyst         . .     48 

swelling  in  hypochon- 

drium  from        629,  631 

-  tenderness  of  abdomen 

in 48 

-  -  types  of         . .         47,  48 

-  umbilical    dischaige 

from  ..         ..631 

fistula  from  . .  656 

inflammation    from  656 

umbilicus  affected  by  483 

reddened  in  43,  48,  425 

urachal  cyst  simulating  666 

von  Pirquet's  reaction 

with  ..         ..631 

-  in  typhoid  fever  . .  254 

-  vomiting  with  . .     115,  765 
Perityphlitis  ..         ..459 

-  abscess  from     . .         . .  663 
Perl^lie,  general  account  of  366 

Peri's  test 24 

Pernicious  amemia,  Addi- 
son's disease  simulated 

by  526,  (Plate  XXIf)  528 

age  incidence  of       . .     24 

amyloid  disease  simu- 
lating ..         ..527 
aplastic   anaamia   dis- 
tinct from  . .         . .     24 
ankylostomiasis  simu- 
lating        ..         ..521 

arsenic  in  33,  66,  526,  717 

ascites  in       . .         46,  55 

atypical  in  early  stages    32 

Babinski's  sign  in     . .     69 

bleeding  gums  in     . .     72 

blood  changes  in      . .     22 

count  in  diagnosing 

634,  770 

Pernicious  anemia,  blood 

picture  In  (Plate  Iin    24 
bone-marrow     hyper- 
trophy in  . .         . .  467 

canter  riiythm  in     . .  587 

colour  index  high   in 

21,  24,  55,  64,  317,  569 

variations  in     ..     24 

deafness  from  . .  166 

diarrhoea  with  ..  172 

dilatation  of  heart  in  587 

epistaxis  from  ..  221 

fatty  heart  from    63,  587 

fungating  endocarditis 

simulated  by        . .     21 
gastric  carcinoma  simu- 
lating 21,  274,  317 
HCl  deficient  in     .  .270 


Pernicious  anamia^  contd. 

htomatemesis  in    266,  274 

haamoptysis  in  . .  287 

haamorrhagc  into  middle 

ear  in         . .         . .  166 

hyperesthesia  In      . .  610 

lymphocytosis  in      . .     64 

increasing  pallor  in  . .     24 

jaundice  simulated  by 

324,  325 

lemon  yellow  skin  in    569 

Pernicious  anemia,  leuco- 
cytes In         . .      24,  361 

leucopenia  in  . .     24 

loss  of  muscle  power  in    24 

loss  of  weight  in      24,  770 

marrow  hyperplasia  in  707 

megaloblasts  in        . .  317 

megalocytes  in  . .     64 

myelocytes  in  . .     23 

nerve  symptoms  in  . .     24 

noises  in  the  head  with  406 

oedema  of  legs  in  413,  415 

pains  in  . .         . .  467 

in  the  limbs  in      . .  463 

palpitation  from       . .  484 

penile  erections  absent 

in 315 

peripheral  neuriUs  from 

61,  64 
pigmentation    of    the 

mouth  in  33,  (Plate 

XX/P)  528 

skin  in        . .         . .  527 

pleuritic  effusion  in  . .  108 

poikilocytoeis  in       . .  569 

primrose-yellow    skin 

in 64 

Prussian-blue  reaction 

In 24 

purpura  in     . .         . .  553 

Pernicious  anemia,  pyrexia 

In    25,  563  (Fig.  246)  569 

renal  infarct  in        . .       8 

rigors  in         . .         . .  596 

salvarsan  in  . .         . .  526 

shortness     of     breath 

from  ..         ..87 

spinal  cord  changes  in 

64,  69,  610 

spleen  enlarged  in  632,  634 

stomatitis  in  . .         . .  542 

syphilis  simulating  . .  527 

tenderness  of  bones  in 

467,  707 

tinnitus  from. .         . .  723 

uric  acid  and . .         . .  742 

urobilinuria    in     274, 

324,  743 

yellow  skin  in  . .  770 

Peroneal  muscular  atrophy  500 

-  type  of  progressive  mus- 

cular    atrophy      (see 
Tooth's  Peroneal  Atro- 
phy) 
Peroneus     brevis,     nerve 
supply  of       . .         . .  498 

-  longus,  nerve  supply  of  498 

-  tertins,  nerve  supply  of  498 
Perspiration,  deficient,  in 

myxoedema    . .         . .  637 

-  in  malingerer    ..      147,  417 

-  Malta  fever       . .         . .  466 

-  after  pneumonia  . .  642 

-  during  sleep  in  infantile 

scurvy            . .  . .  99 

-  thirst  from        . .  . .  720 

-  in  trichinosis     . .  . .  464 

-  (and  see  Sweating) 

Pes  cavus,  from  spina  bifida  113 
tight  boots    . .         . .  113 

-  varu'4     in     Friedreich's 

disease  . .         . .  140 

(and  see  Talipes) 

P^saries,  discharge  due  to 

185,  186  I 
Pessary  felt  per  rectum  . .  587 
Petechiaa  (see  Purpura) 
Petit  mal   . .         . .       68,  136 

-  -  loss  of  consciousness  in  145 

polytiria  from  . .  535 

Petroleum,  for  greedy  colon  123 
Petrous  bone,  exostosis  of  671 
Peyer's  patches,   enlarged 

in  lymphatisra  . .  382 

sloughs  of,  in  typhoid 

fever 636 


Pfeiffer's- bacillus,  in  influ- 
enza   ..         ..      466,  564 
Phagedasna  ..         ..737 

-  oris,  bleeding  gum  from    72 
Phahknges,  tuberculous  dis- 
ease of  . .         . .  668 

Phalanx,  osteoma  of  ..671 
Phallin,      hsEunoglobinuria 

from 281 

Phantom  tumour  45,  142,  399 

abdominal    distention    45 

swelling  from        . .  655 

age  incidence  of       . .  691 

amenorrhoea  with     . .  691 

anffisthetic.     in     dia- 
gnosing      ..       45,  691 

diaphragm  and         . .  691 

Phantom  tumour,  general 

account  of  ..659 

pelvic  swelling  due  to  688 

relation  to  menopause    45 

sex  incidence  of       . .     45 

Pharyngitis,  acute,  bacteria 

causing  ..613 
sore  throat  from      . .  613 

-  -  tonsillitis  and  . .  616 

-  blood  spitting  from     . .  285 

-  chronic,  from  occupation 

613,  616 

sore  throat  from      . .  613 

from  smoking       613,  616 

-  from  syphilis  . .  . .  73 
Pharynx,  branch  of  vagus 

to        148 

-  chicken-pox  affecting  613,  616 

-  diphtheria  membrane  on  419 

-  dermatitis  herpetiformis 

affecting         . .         . .     74 

-  epithelioma  of  379,  380,  613 

-  erythema  buUosum  of  . .     74 

-  lupus  of,  blood-spitting 

due  to  . .         . .  285 

-  paralysis  (see  Paralysis 

of  Pharynx) 

-  pemphigus  affecting     . .     74 

-  red,  in  scarlet  fever      . .  227 

-  rhinoscleroma  affecting    733 

-  small-pox  affecting  613,  616 

-  stenosis  of         . .         . .  198 

-  ulceration  of  ..  202,  615 
Phenazone,  glycuronic  acid 

from 261 

-  reduction  by  urine  after  261 
Phenol,  gangrene  from  . .  255 
Phenolphthalein  ..  ..320 
Phenylalanin,  alkaptonuria 

and 746 

Phenylglucosazone  crystals 

(Fig.  127)       ..         ..262 

-  melting  point  of  . .  262 
Phenylhydrazine  in   Cam- 
midge's  reaction       . .  100 

-  haemoglobinuria  from  . .  284 

-  osazone  crystals  from. .  261 
Phenylhydrazine    test   for 

sugar  ..  262,  743 

Phenvllactosazone  . .  262 

-  melting  point  of  . .  262 
Phenylpentosazone,    melt- 
ing point  of   ..         .'.  262 

Phimosis,  chancre  obscured 
by       . .         . .     617,  619 

-  convulsions  from  . .  144 

-  frequent  micturition  from  394 

-  enuresis  from    . .         . .  218 

-  pain  in  penis  from       . .  473 

-  priapism  from  . .         . .  538 

-  pyuria  from  . .  675,  58 1 
Phlebitis,  erythema  from    222 

-  lunping  from     . .         . .  362 

-  obscure  pyrexia  from  . .  573 

-  oedema  of  one  leg  from  414 

-  pain  in  lo?  from  . .  438 

-  thrombosis    of    inferior 

vena  cava  after        . .  414 

-  of  varicose  veins  . .  438 
Phlebolith,  simulating  stone 

in  ureter        . .         . .  455 
Phlebosclerosis,  thrombosis 

from 258 

Phlegmasia    alba    dolens, 

pregnancy  and  . .  737 

ulceration  after     . .  737 

Phlegmonous  gastritis     . .  766 
Phloroglucin  test,  glycur- 
onic acid  and . .         . .  261 

-  for  pentose    . .         . .  261 
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PHLYCTENULAR  CONJUNCTIVITIS    —    PIGMENTATION 


Phlyctenular  conjunctivitis 

(P/o/e  J[J)     .. 
Phocomelus 
Plionation,    defective,    in 

bulbar  paralysis 
Phosphates,  acetic  acid  test 

for 

-  albuminuria  simulated  by 
Phosphate,  ammonio-mao- 


crystals  of 

-  ammonium,  solubility  of 

-  calcium,  deposit  of 

in  intestinal  sand     . . 

-  solubility  of  . . 

stellar  crystals  of     . . 

urine  cloud  from 

-  iron,  white  precipitate  of 

-  magnesium,  deposit  of . . 
needles  of 

solubility  of  . . 

urine  cloud  from 

-  potassium,  solubility  of 

-  sodium 

dihydric 

mouoliydric   . . 

Phasphata,  tripla  . . 

-  -  crystols  of  (Fig.  221) 
Phosphates,  cleared  up  by 

acetic  acid        4,  183, 

-  discoloured     by     blood 

pigment 

Phosphatat.  affectt  of  heat 


Pho^ihatat,  IHmut  ani  . . 

-  normal  amounts  of,  in 

urine 

-  potash  not  dissolving  . . 

-  pus  simulated  by    524, 

Phosphatat.  tolubliltiet  of 

-  sources  of 

-  urates  simulating 

-  in  urine,  dhninished  in 

nephritis 

-  urine  turbid  from 
Phomhatic  daposHa.  physio- 

loglcaJ  chomlstry  of . . 
Phoiphatic  diabatet  S22, 
PH08PHATURIA 

-  acetic  acid  in  diagnosing 

-  chlorides  and     . . 

-  chyluria  simulating 

-  definition  of 

-  gonorrhcea  suggested  by 

-  nocturnal       micturition 

from 

-  and  oxaluria  alternating 

424. 

-  spermatorrhcpa  suggested 

by       

-  sulphates  and    . . 

-  urine  milky  on  passing. . 
Phosphorus,  anuria  from  40, 

-  bleeding  gums  from     . . 

-  death  from 

-  fatty  degeneration  from 

heart  from     . .        53, 

liver  from 

-  gastritis  simulated  after. 

-  hiematemesis  from  265, 

-  Jaundice  from    325,  320, 

-  large  liver  from        326, 

-  poisoning,  acute  yellow 

atrophy   simulating 

albuminuria  in 

albumosuria  with     . . 

Phosphorus  polsonino,  gana- 
ral  account  of 

post-mortem  appear- 
ances in 

urine  changes  in 

-  priapism  from  . . 

-  in  match-making 

-  necroHis  of  jaw  from     . . 

-  ptyalism  from    . . 

-  stomatitis  from.. 

-  vomiting  from  . . 
Piiosphotungstic  acid 
I'hossy  jaw 
PHOTOPHOBIA    .. 

-  from  biliousness 

-  conjunctivitis    . . 

-  electric  blindness 

-  erythropsia  with 

-  from  glaueomn  . .      231, 

-  hysterical 

-  from  iritis 


Photophobia^  amid. 

230  PhotophobtaL.  list  of  causes 
188  ,         of  . .     524. 

-  from  meningitis 
135     -  occupation  and.. 

-  from  sick  headache     . . 
524     -  in  snow  blindness 
524     -  tic  douloureux  . . 

-  irom  ulceration  of  cornea 
524  Phrenic  nerve  (see  Nerve, 
524  Phrenic) 

523  <  Phrenic  neuralgia  . . 

524  Phtheiriasls,  pigmentation 
599  in         

523  Phtliisis,   abnormal  apical 

524  signs  in 

4  -  without  abnormal  physi- 
170  cal  signs 

524  -  albuminous  sputum  in . . 

524  -  albuminuria  in  . . 

523  -  albumosuria  with 

4  -  adhesions  in 

523  -  anaomia  due  to  21,  32, 
523  35, 

523  -  aneurysm  simulating  . . 
623  -  anorexia  nervosa  simu- 

524  lating 

524     -  apical  mottling     in     . . 

signs  with 

574     -  bacillus  prodigiosus  sug- 
gesting 
9     -  bronchial     glands     not 
caseous  in 
523     -  bronchitis  simulated  by 
523     -  bronchopneumonia  from 

-  cachexia  from     13,  173, 

522  -  calcareous  particles  in 
740  sputum  in  (Fiff.  273) 
574  -  Cnlmette's  test  in 

523  -  carcinoma  of  tonsil  with 

522  -  caseous  mass  in  sputum 
740  in        

-  catarrh  of  small  intestine 
10  from 

183     -  catarrhal  laryngitis  with 

-  cavitation  in     . . 

523  -  chest  in  . . 

-  chronic,  clubbed  fingers 
from 

108     -  with  cirrhosis    . . 

523  -  congenital  heart  disease 
108  and      

522  I  -  cough    in   88,  150,  159, 

524  I                                         288, 
'  —  cariy 

-  cyanosis  from   . . 

-  in  diabetes 

-  diarrhcea  from  . . 

-  diazo-reaction  in 
524     -  dyspnoea  from  . . 

523  Phthisis,  elastic  fibres  In 
108  sputum    in    159,  26u, 

41  286, 

-  emphysema  blebs  with . . 
73     -  empvema  from  . . 
73     -  family  history  in     104, 

212  -  fatal  hemoptysis  in  . . 
374     -  fatty  heart  from 

.766     -  fever  in 

268     -  fibroid  lung  from 

336  I distinguislied  from 

374  ;  -  fibroid,  vocal  cord  par- 

alvsis  from    . . 
336     -  foetid    bronchitis    simu- 
13  lated  by 

16     -  foul  breath  from 

sputum  with  86, 

336  -  -  taste  in 
I  -  in  Friedreich's  ataxy  . . 

337  -  gangrene  of  lung  in 
336 simulated  by     260. 

538    Phthisis,  general  account  Of 

73  '  -  gingivitis  with  . . 
683     -  gumma  of  tonsil  with  . . 
542     -  hemoptysis    from    149, 

73  159,  286, 

766     -  headache  from  . . 

16     -  hemin  of  lung  in 

73  I  -  hydropneumothorax  from 

524  I  -  impotence  from 
526  ■  -  indicanuria  from 

231  -  indigestion  simulated  by 
762  ,  -  insomnia  from  . . 
762     -  knee-jerks  exaggerated  in 

525  '  -  lardaceous  disease  from 
520  j  8,  375, 
23 1  !  -  leucocy tosis  in  . . 


525 

315 
525 
526 
762 
447 
733 


431 


385 
644 
159 
313 

644 
768 
615 


172 
199 
643 
166 

111 
266 

288 

476 
149 
159 
264 
172 
173 
322 


642 
532 

104 
768 
288 
212 
572 
292 
216 

495 

643 
86 
643 
705 
513 
259 
290 
288 
74 
615 

288 
296 
169 
652 
313 
315 
315 
322 
358 

635 

360 


Phthisis^  contd. 

-  lichen  scrofulosorum  with  488 

-  loss  of  appetite  in       . .  288 

-  -  weight  in       ..      288,  708 

-  malaise  from     . .         . .  572 

-  mediastinal  tumour  simu- 

lating   267 

-  micrococcus  catarrhalis  m  64 1 
Phthisis,  mhier's  . .        . .  288 

-  haamoptysis  in  . .  288 

skiagram  of  (Fig.  7u)  159 

syphilis  and  . .  . .  288 

syphilitic        . .         . .   159 

no  tubercle  bacilli  in  159 

-  nausea  in  . .         . .  315 

-  neurasthenia    simulated 

by       313 

-  night  sweating   in  288, 

476,  654 

-  offensive  sputum  from . .  260 

-  opsonic    index    in    dia- 

gnosing . .         . .  768 

-'  orthopnoea  from  . .  323 

-  osteo-arthropathv    from 

(Figs.  164,  165)        . .  351 

-  pain  in  chest  from   432,  435 

-  -  neck  in  . .         . .  432 

shoulder  in    432,  474.  476 

Phthisis,  physical  signs  of  288 

-  pigment  in  mouth  from 

527,  528 

-  pleural  adhesions  in     . .  432 

-  pleuritic  effusion  from. .   104 

-  pneumocooci  in..         ..  641 

-  pneumonia  simulating..  289 
superposed  on  . .  289 

-  pneumotliorax  from  159, 

531,  532 

-  prognosis  in,  diazo-reac- 

tion  and         ..         ..173 

-  pulmonary  oneurysm  in  287 

-  pyogenic    organisms    in 

cavities  of      ..         ..641 

-  rarity  in  children         . .  385 

-  ridging  of  nails  in         . .   769 

-  secondarv  infection  in 

35,  86,  104.  641,  043 

-  skiagram  of  {Fig.  41)  . .  103 

-  shortness  of  breath  early 

in        . .         . .         . .     88 

-  simulated  by  hydatid  of 

lung 291 

infarction  of  lung     . .  106 

oidiura  tropicale       . .  645 

-  simulating  bronchiectasis    86 

-  without  signs    . .         . .  288 
Phthisis,  sputum  hi   104, 

149,  288,  641 

-  without  sputum  . .  104  j 

-  staphylococci  in  . .  641 

-  stench  from       . .         . .  290 

-  streptococci  in  . .         . .  041 

-  Euccussion  in  cavity  in 

651,  652 

-  syphilis  of  larynx  with     199 

-  tenderness  from        708,  709 

-  tiredness  from  . .         . .  572 

-  tubercle  bacilli  in  sputum 

with  86,  159,  286,  288, 
293,  458,  476,  532,  642,  643 

not  found  in  sputum  I 

641,  644  ' 

-  tuberculin  in  diagna«iiig  768 

-  tuberculosis  laryngis  with  293  , 

-  tuberculous  arthritis  rare 

with 348 

cecum  with  . .         . .  458  j 

glands  and    . .         . .  379 

stomatitis  from         . .  542 

-  -  tonsil  with     . .         . .  615 

ulcer  of  palate  with . .  588 

ulceration  of  bowel  in    76 

-  ulcer  of  tongue  with    . .  740 

-  vomiting  In        ..      315,  765 

-  von  Pirquet's  test  in    . .   768 

-  wasting  in  159.  (Fig.  165)  351 
above      and      below 

clavicles  in . .         . .  169 

-  -  of  deltoid  in  . .         . .     61 

infraspinatus  in        . .     61 

pectoral  is  major  in  . .     61 

suprasplnatus  in       . .     61 

-  weakness  from  . .         . .  572 

-  x-rav  examination  in 

104,     150,    287.    288, 

458,  476,  7C8 

-  (and  sec  Tuberculosis) 


Physical  signs  at  atcitas  43.  W 
Physical  signs  af  braadii- 

ectasis. .         ..     ■:9^-.w 
Physical   signs    of    cystic 

icMney  354 

Physical  signs   of   tfiialei 

stomach  521,  sa 

Physical  signs  af  aapby- 

217 


Physical  signs  of  enlartid 


signs     of    ea- 


Physteai 

laraed  kidney  352,3:>3,S29 
PhyslcaT  signs  of  aniarfirt 

spleen..  S53,  fS.  ea 
Physical  signs,   of  fibreii 

lung  . .  . .  29^.  S43 
Physical    signs    of    gall- 


aS3 
Physical  signSw  liapatic  ..  30 

of  hepatoptvsis         ..  >-> 

Physical  signs  of  lobar  pnsa- 

monia 80 

Physical    signs    of    aaltral 

stenosis  •  ■    2 

Physical  signa  of  pancreas 

tumours  ■  ■  6SI 

Physical  signs  of  pericar- 
ditis   ..         ..213.433 
Physical  siana  of  phthisis. .  » 
Physical  ttgna  of    plawal 


168.298 
Physical  sIgna  of  poaume- 
thorax  168.  432.  531 

Sawyer's  . .         ..    -'• 

illuK(ratiolu^  from  . .  le: 

of  steno:»d    broncha^  t.'i 

Physical    signa    of     sab- 

diaohragniatie  absces  SSI 
Physical  signa  of  swoHlags 

of  abdominal  wad    ..SB 
Physioiegicai    albumiaorii 

I5,S37 
PhysiohHilcai  eup.  appear- 
ances of  ..  4IS 
Physostigmine.     unequal 

pupil«  from    . .         . .  ^3 

Pianists*  cramp      . .         . .  Ul 

Piano-playing,      tleteriora- 

tion  ill  quality  of,  in 

general  pamlv^b       ..  1*» 

Pica  43,  » 

-  alternntivc  names  for  ..    « 

-  relation     to     intestinal 

worms  . .         . .    9? 

malaria  . .         ..    ^ 

Picking  of  lips       . .         . .  3«j 
Picric    acid      (see      Acid, 

Picric) 
PiED-EN-GRIFFE  ..  IS» 

I'igeou  cliest  {Fig.  79)  ICT.  l^: 
I'igeons,  feeders  of,  asper- 

gillus  of  lung  in         . .  &4^ 
Pigment,     blood,     carried 

down   by    phosphates     ^ 

-  granules    in    xualnria 

pamsites         .  -         . .    5^ 
urine   . .  . .         -.31 

Pigment  patcbas  in  rattaia  4IS 

scotoma  from       ..  W* 

-  producing    mioro-oivaii- 

isms    . .  . .         . .  S^i* 

Pigmentation  of  eyelidis,  in 

Graves's  disease    215.  53* 
PIGMENTATION  IN  THE 

MOUTH  ..SZS 

in  Addison's  dtscAse 

33,     iPU»te    XXn 
526,  528,  765,  TT' 

amyloid  disease        ..  I'' 

from  arsenic  . .         . .    55 

in  cachexia     . .         ..it' 

from  carcinoma        ..  y.' 

malignant  disease    ..  5:!> 

-  -  Xegro  blood  . .     526.  5?> 
in  pernicious  anaaniA 

.13,  (Plate  XXI  Pi  5S€,  S^ 

phthisis  . .      527,  i^^ 

from  syphilis.-         ..  i-' 

-  mucous   membranes,  in 

Addison's  disease    Sf.  5?* 
PIGMENTATION  OF  THE 

SKIN 527 

from    abdominal    ta- 

bcrcle  ..         ..  5^ 

Addison's  dl'^ase   SS, 

526,  5l»S,  TOi,  TT' 
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Pigm^tUation  of  the  skin,  eontd. 

/»!>«,  eontd. 

Pityriasis  rubra  pilaris,  contd. 

-  -  from  arsenic  33,  (Plate 

-  something  coming  down 

scales  in  488,  601,  604 

VII)  C4,   73,     ftiS. 

rectum  in       . .         . .     78 

on  soles      ..         ..604 

(FUf.  225)  520 

-  t«nesmus  from  ..         ..  718 

-  versicolor    (see    Tinea 

in  bronzed  diabetes 

Pilocarpine,  erythema  from  222 

Versicolor)     ..         ..250 

372,  523 

-  ptyalism  from  . .         . .  IS^ 

Placenta,  adherent          . .  201 

-  -  cachexia         . .         . .  ft28 

Pin,  aorta  opened  by      . .  267 
-  in  knee,  limping  from..  362 

Placonta.  delay  in  dollvory  of  20 1 

-  disease  of,  dystocia  from  200 

-  -  chloasma        . .          ..527 

-  -  chromidrosis        sim*- 

-  oesophagus  perforated  by  267 

-  eclampsia  from  changes 

latinp          ..          ..529 

-  in  rectum           ..         .*.  584 

in         146 

-  -  in  cirrhosis     . .          35,  61 

-  in  testing  analgesia     . .  606 

Placenta  prssvia,  diagnosis 

-  -  from  eiidom<%iritis    ..     9U 

-  in  urethra          . .         . .  184 

of       393 

aft«r  cry  tho.ua  papuU- 

haemorrhage  from    . .  393 

tum             ..         ..489 

in  paroxysmal  tachy- 

Plague, gangrene  from    . .  255 

from  fibroids  of  uterus     99 

cardia          ..         ..703 

-  lymph-gland  enlit^ement 

-  -  in     (Jrave-Vs     disease 

peripheral     neuritis  465 

in         . .         . .      376,  378 

215,  236  (Fij.  222) 

Pink-eye 231 

-  purpura  in         . .         . .  653 

527,  722 

Pit  workers,  noises  in  the 

-  rigor  rare  in      . .         . .  595 

-  -  from       hajmochroma- 

head  in          . .         . .  406 

Plantar  ligament  (see  Liga- 

tosi5           ..         ..  528 

Pits,  from  small-pox    561,  601 

ment,  Long  Plantar) 

after  iierpcs  ..         ..710 

Pituitary  body,  acromegaly 

-  nerve,  external..         ..  496 

-  -  in  Hodgkin'3  disease    527 

and      . .         302,  409,  637 

-  -  internal          . .         . .  496 

-  -  from   intestinal  stasU  528 

dystrophia      adiposo- 

-  reQex,  ago  and  . .         . .     69 

irritents         ..         ..527 

genitalis  and         ..  409 

PLANTAR  REFLEX,  EX- 

- -  in  Kaposi's    disease 

PltuitAry  doflcisncy,  sym- 

TENSOR                   ..68 

528,  731 

pt*msof                 ..410 

abdominal  reOex  lost 

-  -  leprosy            ..      250,  528 

-  gland    defects,    delayed 

with        ..         ..358 

-  -  with  leucodermia      . .  529 

sexual   development 

In  alcoholism        . .     69 

-   -  from  leucorrhopa       ..     99 

from 190 

in  amyotrophic  lateral 

after  lichen  planus    . .  487 

fatness  from       190,  409 

sclerosis    62.    68, 

in  malaria      . .          . .  528 

-    —  glycosuria  from    . .   190 

508,  517 

from  malignant  disease  657 

headache  with       . .   190 

under  anawthotics       69 

-  -  in  ochronosis..      528,  746 

infantilism  and  189,  190 

with  ankle-clonus  . .     39 

pancreatic  disease  116,  264 

polyuria  from       . .  190 

in  ataxic  paraplegia    68 

-  -  pellagra  (Plates  IX,  X) 

vomitirig  with       . .   190 

brachial  monoplegia  602 

226,  228 

-  lesions,  high  blood-pres- 

 Brown-Sdquard  par- 

- -  pernicious  ansDmia  . .  527 

sure  and         ..         ..388 

alysis      ..         ..497 

phtheiri:isis    ..         ..627 

-  secretion,    menstruation 

from  cerebellar  ab- 

- -  pregnancy      . .         . .  527 

and 388 

scess       ..         ..517 

-  -  from  radium  . .         . .  223 

-  tumour,  hemianopsia  from 

tumour  . .        68,  51 7 

in  rheumatoid  arthritis 

(Fig.  139)  300,  302 

cerebral  abscess    . .     68 

35,  342,  527 

embolism           . .     68 

round  scars  of  syphilis 

tfnguished  from        . .  249 

lisemorrhage       . .     68 

560,  737 

-  scalp  aflfected  by          . .  249 

thrombosis        . .     68 

-  -  from  silver    . .         . .  529 

-  rosea,  erythrasma  simu- 

in  chorea    . .         . .     69 

-  -  solar  plexus  irritation  527 

laUng 251 

coma          . .         . .     69 

-  -  in  Still's  disease        . .  378 

Pityriasis    rossa,    gentral 

from  combined  de- 

 from  syphilis  209,  249, 

account  of              . .  604 

generations  of  cord  444 

490,  528,  529,  560,   737 

-  -  herald  patch  of        ..604 

in  concussion         . .     69 

-  -  tinea  ver=iicolor     250,  539 

-  -  itching  in       . .         . .  640 

dissemiiiated    sclcr- 

-  -  with  tuberculous  peri- 

 macules  in     . .         . .  383 

oeis  68,  148,  307, 

tonitis        ..         ..637 

parts  affected  by     . .  604 

496,  502,  517,  728 

in  urticaria  nigricans    528 

psoriasis  distinguished 

epilepsy      . .         . .     69 

-  -  from  uterine  disorder  527 

from           ..         ..604 

evidence  of  organic 

round  varicose  veins    554 

-  -  scales  in         . .          . .  604 

disease    ..         ..358 

-  -  from  vesicants          . .  527 

seborrhoea          distin- 

 in  Friedreich's  ataxy 

with  vitiligo  . .         . .  529 

guished  from         ..  604 

68,  612 

-  -  in    von    Reckling- 

- -  syphiUde  distinguished 

hemiplegia  39,  68, 

hausen's  disease  710,  732 

from            ..          ..604 

139,  303 

-  -  xanthoma       . .         . .  732 

tinea     circinata     dis- 

 with  increased  knee- 

from  x-rays    . .         . .  223 

tinguished  from    ..  604 

jerk         ..         ..     J»9 

versicolor  simulating  250 

in  infanta  . .       69,  510 

Addison's  fllieate(Pto/« 

-  rubra,  after    dermatitis 

new  growth  in  spine  714 

XXf) 526 

herpetiformis             ..604 

paraplegia  . .         . .     39 

-  urethra,     in     Addison's 

desquamation  in       . .  60  i 

pernicious  anfflmia      69 

di^ase            ..         ..528 

after  drug  eruptions. .  604 

primary  lateral  scler- 

- vulva,  in  Addison's  dis- 

 eczema            . .         . .  604 

osis         ..         ..68 

ease     528 

erythema    multiforme  604 

with  pyramidal  tract 

I'igmcnted  crescent  at  disc 

Pityriuls    rubra,    o*iMrtl 

lesions  .39, 68,  140,617 

marvri'i           . .         . .  415 

account     of      (Plate 

in    saturnine    cnce- 

Piles,  achia?  in  perineum 

XXIV)                      ..604 

phalopatliy        . .     69 

from 474 

-  -  itching  in       ..         ..610 

during  sleep          . .     69 

-  backache  from  . .         . .  469 

after  lichen  planus  . .  60 1 

In  spastic  paraplegia 

-  bearing  down  pain  from  426 

-  -  psoriasis          . .         . .  604 

314.  512 

-  blood  per  anum  from  . .     78 

-  -  scales  in         . .      601.  602 

syringomyelia      68,  508 

-  from  car^•i•loraa  of  rectum  58 1 

-  -  pilaris,  cruste  in    604,  488 

talipes  and..          ..   112 

-  ii  cirrhosis         . .          ..     51 

eczema  simulated  by  604 

in   transverse  mye- 

- inflame«l.  dysehezii  from  128 

exfoliative     derma- 

litis         . .         62,  68 

-  -  dyspareunia  from    . .   193 

titis  distinguished 

uraamia       . .         . .     69 

levator  atu  spasm  from  193 

from        ..         ..489 

flexor.  In  hysteria    69,  497 

rectal  examination  in 

infantile  paralysis. .     68 

diairnosing  . .         ..   194 

Pityriasis  rubra  pilaris,  gena- 

Landry's  paralysis      68 

-  -  spasm     of     sphincter 

ral  account  of         . .  468  i 

neurasthenia          . .  466 

from           ..         ..128 

general    health    un- 

 peripheral  neuritis       68 

—  speculum  in  diagnosing  194 

affected  by        . .  489 

primary      muscular 

strangury  from         ..  049 

hair  follicles  and  . .  488 

dystrophy          . .     68 

vagini^mu^  from       . .   19.1 

itching  ill  ..          ..  510 

sciatica       . .         . .  438 

-  pain  in  penis  from    471,  473 

slight  in  . .         . .  469 

tabes  dowalis        . .     68 

rectum  from  . .         . .     78 

lichen    planus    dis- 

 Tooth's        peroneal 

-  periproctal  abscess  from  719 

tinguished  from     489 

atrophy  . .         . .     68 

-  priapism  from   . .          . .  538 

on  palms    . .         . .  604 

Plantar   reflex,    mode   of 

-  rectal     examination     in 

papule  of    487.  48S,  60  4 

testing                      .68 

diajinosing      . .          . .  581 

parts  affected  bv  . .   487 

Plantarls,  nerve  supply  of  498 

-  retention  of  urine  after 

plucked-fowl  skin  in  488 

-  longus,  rupture  of        ..  554 

operation  for             . .     4'J 

Pityriasis     rubra     pilaris, 

Plants,  bulla  from           . .     96 

-  sense  of  fullness  in  rectum    78 

psoriasis  distlnouished 

Plants,  dermatitis  from  ..  7SS 

weight  in  rectum  from     78 

from    . .        . .     489,  604 

Plates,  coloured,  list  of   . .    xii 

•  Pleiades 758 

Plethora 221 

Pleura,  actinomycosis  affcotr 
ing 458 

-  aneurysm  ruptured  into  434 

-  fibrous     thickening     of, 

from  polyorrhomenitis  107 

-  gas    in    (see    Pneumo- 

thorax) 

-  malignant     disease     of, 

blooJstained    effusion 

from 102 

Pleura,  new  growth  of    . .  104 

pain  in  back  from. .  716 

Pleural  adhasions  (see  Ad- 
hesions, Pleural) 
PLEURAL  EFFUSION    ..   104 

from  abscess  of  liver    597 

albuminuria  and       ..   104 

in  Bright's  disease  . .   105 

bronchiectasis  after  . .   292 

diaphragm    depressed 

by 658 

Pleural  effusion,  expansile 
puieatlon  of  ..        ..694 

-  -  fibroid  lung  after     . .  292 

-  -  heart  displaced  by  298, 69 1 

from  heart  failure  101,  105 

insidious         . .         . .     88 

-  liver  depressed  by    . .  367 
from  mediastinal  sar- 
coma ..         ..  312 

-  -  nephritis        . .         . .   104 

CDdema  and   ..         ..   104 

orthopncBa  and         . .   104 

palpitation  from       . .  484 

-  particles  of  growth  in  107 
Pleural   effusion,   physicil 

sitfnsof  ..299 

from  pica      . .         . .     99 

with  pneumothorax..  432 

Pleural  effusion,  pnoumo- 
tliorax  from  tapping  of 

631,  932 

polyuria  after  . .  635 

shortness    of     breath 

first  sign  of  . .     88 

-  skodaic  resonance  with  611 

-  in  splenomegalic  poly- 

cythteraia   . .  . .  633 

tinged  in  jaundice    . .  324 

Pleurisy,   abdominal   pain 
from 115 

-  acute,  bloodstained  effu- 

sion from       . .         . .   102 

-  in  acute  rheumatism  105, 

464.  614 

-  adherent  pericardium  after  54 

-  from  aneurysm..         ..   434 

-  appendicitis       . .         . .  460 
-in   bronchopneumonia..   105 

-  diaphragmatic,  appendi- 

citis   simulated    by  432 

cholecystitis  simulated 

by 432 

-  -  diaphragm  still  with. .  367 

liver  depressed  with. .  367 

pain  in  shoulder  from  709 

peritonitis     simulated 

by 432 

phrenic  neuralgia  simu- 

I  lating  ..         ..431 

-  -  no  rub  with  . .         . .  432 
Pleurisy,      dlaphraqmatic, 

sitae  of  pain  with      ..  432 

-  empyema  after  . .         . .  597 

-  in  endocarditis  . .         . .     34 

-  friction   sounds  in   432.  433 

-  herpes  zoster  simulating  754 

-  indigestion  simulated  by  316 

-  from  infarction  of  lung    106 

-  infection  from  below  dia- 

phragm . .  . .   108 

-  intercostal  neuralgia  sinui- 

lated  by  . .  . .   707 

-  from  jugular  vein  throm- 

bosis     106 

-  lateral  sinus  thrombosi*  106 

-  liver  ahsress      . .  . .   370 

-  in  lobar  pneumonii     . .   105 

-  mediastinitis      and    5*-. 

308,  751 

-  after  operations  . .   106 

-  from  otitis  media         . .   106 

-  pain  in  back  from         .     7ir. 
on  breathing  from    .     43'j 

-  -  in  the  chest  from  430,  432 
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PLEURISY 


PNEUMONIA 


Pleuri*y,  contd. 

-  pain  on  coughing  from. .  432 
at   crest   of   shoulder 

from  ..         ..432 

in  the  epigastrium  from  436 

hypochondrium  from 

450,  451 

iliac  fossa  from     434,  460 

like  a  knife  from      . .  432 

-  -  in  limbs  with..         ..  465 
shoulder  from       474,  476 

-  simulating  pericarditis 

433,  693 

-  from  phthisis    . .         . .   104 

-  pleurodynia  simulating    431 

-  pleuropericardial    adhe- 

sions from      . .         . .     54 

-  pneumococcal    . .      105,  432 

-  in  pyemia         . .         . .  696 

-  pyrexia  in  ..       34,  102 

-  quiet,  cough  from         . .  150 

-  referred  pain  in . .         . .  432 

-  rigor  after  . .         . .  697 

-  shortness  of  breath  from    89 

-  stabbing  pain  from      . .  432 

-  from  subphrenic  abscess 

370,  451,  659 

-  subphrenic  abscess  simu- 

lating   658 

-  systolic  bruit  from      . .     90 

-  -  thrill  with      . .         . .  720 

-  tearing  pain  from         . .  432 

-  tenderness  of  chest  from 

432,  706,  708, 

-  in  typhoid  fever 
Pleuritic  effusion  in  acute 

rheumatism   . . 

flogophony  with 

ansDmia  with . .       * . . 

from  appendicitis     . . 

witli  arteriosclerosis. . 

from  ascending  neph- 
ritis 

bacillus  col i  in 

from  blood  diseases.. 

bloodstained  . . 

breath  sounds  dimin- 
ished with  . . 

in  Bright's  disease    . . 

bronchiectasis  after. . 

cancer  cells  in 

cardiac  impulse  dis- 
placed by 

chest  bulged  on   one 

side  by 

shrunken  after 

from  cholangitis 

Pleuritic  effusion,  chylous  106 

from  injury  to  tho- 
racic duct 

leukmmia    . . 

nephritis     . . 

new  growth 

clubbed  fingers  from 

distinguishing  features  104 

-  -  dullness  over. .      168,  206 

from  duodenal  ulcer. .  106 

fibroid  lung  after      . .  292 

from  gall-bladder  in- 
fection 

gastric  ulcer  . . 

with  granular  kidney 

from  growth  of  lung. . 

guinea-pig  inoculation 

from  ..      104,  105 

from  gumma  in  liver  106 

heart  displaced  by  . .  168 

from  hepatic  abscess    106 

in  Hodgkin's   disease  106 

from  hydatid  cyst  of 

liver 

hydatid  of  liver  simu- 
lating 

Pleuritic  effusion,  from  In- 
fection from  below  dia 
phragm 

in  leukaemia  . . 

liver  pushed  down  by  168 

in  lymphailenoraa     . ,   106 
Irmph-gland    enlarge- 
ment with 

from  mediastinal  new 

growth 

microscopical  examina- 
tion of        ..      104 

movement     of     chest 

deficient  with        . .   168 


709 
595 

103 
168 
106 
106 
11 

106 
106 
106 
290 

168 
105 
292 
290 

206 

168 
168 
106 


106 
106 
106 
106 
111 


106 

106 

11 

159 


..   106 


375 


106 

106 


..    106 

iw 

..   104 


290 


Pleuritic  effusion,  conld. 

from  new  growtli     . .  290 

in  liver  . .         . .  106 

palpitation  from       . .  484 

from  pelvic  peritonitis  106 

perinephritis  . .         . .  106  ] 

peritonitis      . .         . .  106 

in  pernicious  anssmia    106 

-  -  phthisis  , .         . .  104  I 
Pleuritic  effusion,  physlcti 

signs  of  ..  168 

Pleuritic  effusion,  pneumo-        | 
thorax  from  tapplno  of  532 

In  polyorrhomenitis..  106 

pseudo-leulucmia     in-  | 

fantum       . .         . .  106 

pylephlebitis  . .         . .  106 

pyosalpinx     . .         . .   106 

from  renal  calculus  . .  106 

retraction  of  chest  after  169  I 

effusion,    rheu- 
matic, diagnosis  from         I 
tuberculous    ..        ..105 
Pleuritic  effusion,  simple..  105  ' 

skodaic  rraonance  with 

168,  611  I 

in  splenic  anoemia    . .  106 

splenic   enlargement 

with  ..         ..  106  I 

-  from    subphtcnic  ab-  I 

scess  . .         . .  659 

tinged  in  jaundice    . .  324  i 

from  tuberculous  kid-  I 

ney 106 

tuberculous,  simulated  » 

by  mediastinal  new  | 

growth        ..         ..104 
tubular  breathing  with  168  I 

-  -  unilateral       . .         . .  104  | 
vesicular  murmur  de- 
ficient over  . .  206 

vocal    fremitus    dim-  i 

inished  with  . .  1C8  I 

voice     sounds     dim- 
inished   with        ..  168  I 

Pleurodynia,    a    form    of 

myalgia  . .         . .  407 

-  pain  in  the  chest  from. .  430  , 

-  pleurisy  simulating      . .  431 

-  pneumonia  simulating 

431,  432 

-  tenderness  with  431,  706,  707  ; 
Pleuropericardial  adhesions,         | 

common         . .         . .     54 
Pleuropericarditis,  pericar- 
ditis simulated  by    . .  433 
Plexus,    brachial,   cervical 
rib  affecting  . .         . .  551 

compressed  by  thyroid 

gland     enlareement  722  i 

-  eflects    of    fall    on 

shoulder  on  . .  607 

fibroneuroma  of       . .  443  i 

paraljrsis  of    . .         . .     62 

-  cervical,  compressed  by 

thyroid  gland  enlarge- 
ment   722  I 

Plexus,     cervico-brachlal, 

diagram  of  ..  ..507 
Plexus,  lumbar,  diagram  of  500 
Plexus,  lumbar,  distribution 

of  ..     488,  499  I 

-  mesenteric,      meteorism 

from  lesion  of  . .  389 

-  pampiniform,  thrombosis 

of,  priapism  from      . .  538 
Plexus,  sacral,  diagram  of  500 
Plexus,  sacral,  distribution 
of  . .     408,  499 

growth  Invading       ..  113 

Plexus,    solar,    meteorism 

from  l^ion  of  . .  389 

pigmentation        from  ' 

irritation  of  . .  527 

Plucked-fowl  skin,  in  pityri- 
asis rubra  pilaris      . .  488 
Plumbismt  see  Lead  Poison-         ' 

ing) 
Plum-stones,  colic  from  . .  117 
PNEUMATURIA  ..      529,  530 

-  from  carcinoma  recti    . .  582  i 
Pneumobacilli,  in  cerebro- 
spinal fluid     . .  . .  305 

-  sore  throat  due  to        . .  613 

-  in  sputum  . .  . .  643 
Pneumococci,  acute  ascites 

from    . .  . .         . .     47  . 
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Fneumococei,  contd. 

-  in  ascitic  fluid  . .         . .     48 

-  bacteriuria  from  . .     69 

-  bronchopneumonia  from  568 

-  in  cerebrospinal  fluid  . .  305 

-  empyema  from  103,  104,  105 

-  gastriUs  from    . .         . .  267 

-  in  infective  endocarditis 

209,  667 

-  laryngitis  from  158,  199, 

418,  419,  616,  650 

-  meningitis  from  305,  567,  590 

-  nasal  discharge  due  to  178 

-  nephritis  from   . .  9,  69 

-  in  otitis  media  . .         . .  422 

-  in  phthisis         . .         . .  641 

-  pleurisy  from    . .         . .  103 

-  pneumonia  from  . .  105 

-  recovered  on  blood  cul- 

tiire 597 

-  rheumatoid  artliritis  from    35 

-  septicemia  from       425,  590 

-  sore  throat  due  to         . .  613 

-  in  sputum  . .         . .  643 

-  suffocative  laryngitis  from 

168,  616 

-  pyelitis  from     .. 

-  pyelonephritis  due  to  . 

-  ulcus  serpens  from 

-  ureteritis  due  to 

-  urethritis  due  to 

-  in  urine 69 

Pneumogastric  nerve  (see 

Nerve,  Vagus) 
Pneumonia,  acute  abdomi- 
nal pain  from        115,  425 

dilatation  of  stomach 

in 173 

-  acute,  in  influenza        . .  465 

-  acute  nephritis  from    . .     10 

-  albuminuria  in  . .         13,  14 

-  albumosuria  in  . .         . .     16 

-  appendicitis  simulated  by  460 

-  arthritis    due    to       . .  339 
Pneumonia,  aspiration,  gene- 
ral account  of  . .  259 

after  immersion       . .  260 

-  bacillus  influenzae  in  290,  643 

-  bncteriasmia  in  . . 

-  bleeding  gums  in 

-  blistering  in 

-  blueness  of  lips  in 

-  bromidrosis  after 

-  broncho-  after  anesthe- 

tics       289 

age  incidence  of       . .  289 

albuminuria  in  ..     13 

bacillus  influenzas  in..  290 

'bronchiectasis  from  . .  292 

caseous,  cyanosis  from  159 

-  -  in  children     . .      160,  289 
convulsive  movements 

of  chest  in..         ..160 

cough  from     . .         . .  149 

cyanosis  from  159, 160, 420 

dyspncoa  from  . .  590 

empyema  from      103,  160 

gangrene  of  lung  in 

259,  652 
general   tuberculosis 

simulating  . .         . .  310 

heemoptysis  from  286,  289 

hyperpyrexia  in        . .  309 

from  influenza  . .  289 

knee-jerk  absent  in  . .  610 

diminished  in         . .  368 

laiyngitis  simulating..  160 

leucocytosis  with    36,  361 

ortliopnoea  from    418,  420 

from  otitis  media     . .  289 

pleurisy  rare  in         . .  106 

pneumococcal        106,  668 

-  prolonged  pyrexia  from 

663,  568 
retracted  head  from 

689,  690 

shortness     of    breath 

from  ..         ..88 
from  sinus  thrombosis  289 

-  -  sticky  r&les  in  . .  290 

streptococci  causing. .  568 

sucking    in    of    inter- 
costal  spaces   from 

160.  420 

-  caseous  broncho,  cyanosis 

from 159 

leucocvtosis  in  . .  360 
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Pneumonia,  contd. 

-  Chcyne-Stokes  breatbia;r 

in         h^ 

-  chlorides  in  urine  in      . .  3?-^ 

-  coated  tongue  in  . .   T'.ti 

-  convulsions  from  .  .     lU 

-  cough  from        ..       143.  ^^ 

-  crisis  in  . .  . .  . .  ^U 

-  delirium  in         . .  . .   1*'j» 

-  in  diabetes         .  -  . .  :^^4 

-  diazo-reaction  in  . .  173 

-  empyema  with  35,   I'C, 

104,    {Fiff.     71)     IH*., 

291,  574.  51*7.  C43 

-  ending  by  Ijrsis  iFij.  Tl  >  l^i 

-  endocarditis  in  . .        9".  ^3 

-  eosinophilia  aiter  .  .  tli- 

-  febricula  represe:itiniy  . .  4M 

-  foul  taste  in       .  -  . .   T'l^V 

-  in  Friedreich's  ataxy   . .  313 

-  gangrene  of  lane:  iu      ..  2-Vj 

-  gastric  HCI  dcficicat  in    JTh 

-  heart,  block  from  . .  *46 

-  herpes  facialis  ia  . .   533 

-  hot  dry  skin  in  . .   S55 

-  hypothermia  after         .  -  SI  I 

-  infective  parotitis  in    . .  €94 

-  influenza  complicitred  l-j  565 

-  intercostal  neural;^  sJn.n- 

lated  by  -  .      43:?,  707 

-  jaundice  in         .  .  . .   ZC'* 

-  laparotomy  in  error  in . .  ^93 

-  leucocytosis  in  . .  . .  '>5S 

-  from  liver  abscess         , .  Z7<J 

-  lobar  (and  see  I*neiimonia) 

without  abnormal  siirns  IC** 

acute  onset  of  . .  2^* 

bronchial  casts  in     . .  644 

chlorides  absent  from 

urine  in       ..       1C<»,  tS-^ 

crepitations  in  . .  64f 

crisis  in        (Fig.  27i)  642 

cyanosis  from  . .  1^ 

diplococci  in  sputum  in  r?*!* 

duration  of    . .  . .  H'» 

ending  by  crisis         . .  It  •) 

lysis  . .  . .   I*>  > 

flbroid  lunp  from     . .  29i 

gangrene  of  lung  Irom 

e44.  CJi 

Pneumonia,  lolMr,  paaeral 
account  of  ..642 

hemoptysis  from  2*6^  ^9 

herpes  facialis  in       . .  W2 

high  respiration  ratio  in  :^?=9 

hypeipyresia  in         .,  t'K) 

knee-jerks  lost  in      . .  5ia 

leucocytosis  with     S5,  3<;i 

pain  in  iliac  fo^sa  from  4M 

perspiration   after     . .  642 

physical  sif^ns  with  16t».e4; 

without  physical  sifirns  WS 

pneumobacilli  in        . .  f^3 

pneumococci  in  ..  643 

pungent  skin  in  . .  C4i 

pyopneumothorax  from  652 

ridges  on   nails    after 

CFip.  306)  769 

rigor  in  . .      594,  5>i 

simulating  pbthisiii  , .  2?«> 

skiagmm  of  (Fi^,  13fi)  SSS 

sputum  in      149.  2^. 

335,  G41,  €4  J 

stridor  in       . .  . .  4W 

sudden  onset  of     16".i,  642 

superposed  on  phthia=»  2S9 

temperature  charts  of 

Id).  CAi 

urnte  depceit  due   to  741 

vocal    cord     poralrsis 

from  .  .       '  . .  495 

-  lobular  (see  Pneumonia, 

Broncho-) 

-  nares  active  in  . .  . .  5»3 

-  nephritis  from   . .  9,  42 

-  pain  in  the  chest  from 

4a0.  432 

iliac  foesa  from         . .  -!•*  • 

shoulder  from        474,  41*'' 

side  in  . .  . .  S35 

-  peritonitis  simulated  br 

423.  393 

-  pleurodynia  simulated  by  432 
simulating      . .  . .  431 

-  pleurisy  with     ..  ..  432 

-  pleuritic  rub  in . .  . .  3S.'» 

-  polymorphonuclear  oelfe    i* 
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PneumonuL,  coiHd. 

-  polyuria  alter    . .         . .  536 

-  pulse-respiration  ratio  In 

335,  636 

-  pylephlebitis  simulating    567 

-  pyrexia  from     . .         . .  574 

-  rapid  respiration  rate  in  425 

-  ris?or  in 335 

-  -  after 507 

-  septic,  abscess  from    . .  286 
lifemoptysis  from      . .  286 

-  shortness  of  breath  from    88 

-  without  signs    . .         . .  432 

-  skodaic  resonance  with    611 

-  sordes  in  . .         . .     72 

-  speech  loss  in    . .         . .  623 

-  spleen  enlarged  in    632,  637 

-  from  subphrenic  abscess  370 

-  in  typhoid  fever  . .  595 

-  typhoid  fever  simulated  637 
Pneumontconlotit  (Fig.  70), 

159,  281 

-  Gbroid  lung  from         . .  292 

-  hiemoptyslH  from      286,  288 
Pneumoperitoneum,  IM  of 

cauiet  of  . .  6S2 

-  liver  dullness  lost  with  056 

-  succussion  in      . .         . .  652 

-  in  typhoid  fever  . .  653 
PNEUMOTHORAX  ..  530 

-  acute  cyanosis  from    . .    159 
dyspnoDa  Irom  . .  159 

-  bruit  d'airain  over       . .  168 

-  chest  bulged  on  one  side 

by       168 

movement   deficient 

with  . .     T  . .  168 

-  from  cuts  or  stabs        . .  532 

-  cyanosis  from    . .         . .  432 

-  diaphragm  immobile  with  432 

-  dyspnoea  from  . .         . .  432 

-  from  gangrene  of  lung. .  532 

Pneumothorax,  general  ac- 
count of  . ■  432 

-  heart  displaced  by    168, 

206,  652,  659 

failure  from   . .         . .  418 

Pneumothorax,  list  of  causes 
of       531 

-  liver  duUncss  diminished  366 
depressed  by..         ..  367 

-  metallic    tinkling    with  168 

-  onset  during  coughing. .  432 

-  orthopnoea  from  . .  418 

-  pain  in  chest  from  168, 

4.30,  4.12 
shoulder  from       474,  476 

-  partial 531 

-  from  phthisis    ..      581,  632 
Pneumothorax,   physical 

signs  of        168,  432,  530  | 

-  pleural  eflTusion  with  . .  432 

-  prostration  from  . .  432 

-  rapid  feeble  heart  from    432 

-  rare  from  fractured  rib    532  ' 

-  sense  of  tearing  at  onset 

of         432 


ubphranic 
latlni 


abscess  simulating 

652,  658.  659 

-  succussion  with         168,  630 

-  sudden  onset  of . .         . .  432 

Pneumothorax,    symptoms 
at  onset  of    ..        ..531 

-  without  symptoms       . .  532 

-  from  tapping  an  efTusion  632 

-  tubercle  bacilli  in  sputum 

with 531 

-  vesicular  murmur  dim- 

inislied  with  . .         . .  168 

-  vocal  fremitus  diminished 

with 168 

-  voice  sounds  diminished 

with 168 

-  x-rays     in      diagnosing 

432,  (Fuj.  226)  531 
Poikilocytes  {Plates  II,  III) 

22,  24 
Poikilocytosis        ..         ..22 

-  in  pernicious  ansemia  . .  569 

-  severe  ansemia  . .         . .  572 
Poisoning,  anuria  from    40,  41 

Poisoning  by  araenic,  gene- 
ral account  of     717,  718 

(and  see  Arsenic) 

Poisoning,  delayed  chloro- 
form    4 


Poisoning^  contd. 

-  gastric  contents  analysis 

in  diagnosing. .         . .  119 

-  by  lead  (see  Lead) 

-  mercurial  (see  Mercury) 

-  by  morphia  (see  Morphia) 

-  nvstagmus  after  . .  408 

-  phosphorus    (see    Phos- 

phorus) 

-  ptomaine     (see     Pto- 

maine Poisoning) 
Poisons,  bradypna'a  irom  84, 85 

-  Cheyne- Stokes  breathing 

from 108 

-  diagnosis  of       . .         . .   108 

-  foul  taste  from  . .         . .  705 

-  haomoglobinuria  from  . .  284 

-  hypothermia  from        . .  311 

Poisons,  Jaundice  due  to  335, 

336,  337 

-  purpura  from    . .         . .  553 

-  vomiting  from  . .         . .  765 
Polarimeter,  in  estimating 

sugar 263 

Polio-encephalitis  (sec  En- 
cephalitis) 
Poliomyelitis    acuta,    in 

adult*  ..       61,  615 

atrophy  of  leg  from  . .  500 

muscles  from  61, 509, 512 

claw-hand  from        ..   109 

conditions  arising  from  135 

contractures  after  138, 

140,  509 

convulsions  In        110,  609 

electrical  reactions  in    509 

fever  in  ..      110,  512 

gastric  upset  simulated 

by 512 

Poliomyelitis  acuta,  general 
account  of  ..512 

headache  in  . .         ..   110 

infantile  paralysis  from 

113,  140,  510,  512 

Landry's  typo  . .  618 

lymphocytes  in  cerebro- 
spinal fluid  in       ..  305 

malaise  in      . .         . .  140 

pains  in  . .      140,  512 

all  over  in  . .         . .  509 

paralysis  from  . .  509 

of  one  leg  from  . .  500 

paraplegia  from   510, 

512,  514,  515 
peripheral  neurit  is  simu- 
lating ..         ..512 
pyrexia  in      . .      140,  509 

-  -  R.D.  in  ..       61,  512 

reflexes  in      . .         . .  509 

rigor  in  . .         . .  594 

no  serjsory  changes  in  509 

shoulder  wasting  from 

(Fig,  19)    ..         ..69 

Poliomyelitis  acuta,  tome 
effects  of  . .  509 

talipes  from  ..         ..512 

unequal  knee-jerks  in  359 

vasomotor  changes  in  509 

-  -  vomiUng  in        ..110,  509 

-  anterior  chronica  . .  135 

-  anterior     comual     cells 

affected  by    . .  . .   132 

-  chronica,  age  incidence  of  140 

contractures  from  138,  140 

fibrillar  contractions  in  140 

~  claw-foot  from  . .         . .  109 

-  polio-encephalitis  related 

to        132 

Politzer's  acoumttcr  {Fig. 

73) 164 

Polychromatophilia  {Plate* 

II,  III)  . .         22,  24 

Polycystic  kidney,  general 
account  of  . .  357 

(and  see  Kidney,  CJystic) 

POLYCYTH>EMiA  ..  532 

-  from  altitude      ..     632,  533 

-  arsenic    . .         . .         . .  533 

-  asthma   . .         . .      632,  533 

-  bronchiectasis  and        . .  533 

-  bronchitis  and  . .         . .  533  I 

-  from  cholera     . .  . ,  533  \ 

-  chronic  bronchitis        . .  532 

-  colour  index  in  . .         . .  533 

-  with     congenital     heart 

disease  215,  532,  533,  720 

-  delirium  from    . .  . .   169 


533 
:.  222 


660 
648 


Poljfcythcemia,  eontd. 

-  from  drugs        . .         . .  533 

-  emphysema        . .      532,  633 

-  fibroid  lung       . .     632,  633 

-  heart  disease     . .         . .     34 

-  methoBmoglobinuria  and  533 

-  mitral  regurgitation  and  633 

-  from  mitral  stenosis  532,  533 

-  with    patent    interven- 

tricular septum        . .  215 

-  from  pregnancy  toxnmia  533 

-  ptomaine  poisoning     . .  533 

-  pulmonary  stenosis  217, 

632,  533 

-  renal  disease     ..      632,  533 

-  restricted  fluid  intake..  633 

-  severe  diarrhoea  . .  533 

-  -  thirst 633 

vomiting        . .         . .  532 

-  shortness  of  breath  from    87 

-  spleen  enlarged  with    . .  631 

Polycythemh^  splenomesa- 
Ite,  main  fbatures  of. .  534 

-  -  Plate  XXIX)  . .  684 
(see        Splenom^ralic 

i*olycytluDmia) 

-  from  summer  dianiioea 
Polygonum  aviculare,  ery- 

*  thema  from    . 
Polygraph  tracing,  in  dia- 
gnosing cause  of  total 
irregularity  of  heart 

fibrillation  . . 

heart-block  83. 

{Fig.  233)  646,  649 
Polygraph,  in  heart  cases. .  544 
in  paroxysmal  tachy- 
cardia        ..         ..548 

pulsus  bigeminus  . .     550 

bisferiens  {Fif.  235)  550 

ventricular  ex trasy stole 

{Fig.  234)  . .         . .  547 
Polymorphonuclear  cells,  in 
ascitic  fluid    . .         . .     48 

cerebrospinal  fluid 

306,  611 

characters  of..         ..     22 

diminished    in    per- 
nicious aniomia     . .     24 

in  Hodgkin's  disease. .     87 

increased  in  empyema  361 

with  liver  abscess. .  362 

suppuration  35,  360 

mvelocytes  simulating    23 

-  -  {Plate  II   Ftg.  K)      ..  22 

in  pleuritic  effusion..   102 

pneumonia     . .         . .     35 

relative  numbers  of . .     23 

Polymyositis  acuta         ..  464 

-  erythema  in       . .         . .  22.J  i 

-  pain  in  the  limbs  from . .  463  | 

-  trichinosis  simulated  by  464 
Polyopia,  from  cataract  . .   1 75 

PolyoiThomenltIs,    general 
account  of  106,  107 

-  hydrocele  from..  ..  481 
Polyi>lasmia,  deflnition  of  20 
Polvpus,  cardiac  . .         . .   750  , 

-  of     cervix,     projecting  i 

from  vagina  . .         . .  639  ' 

-  of  ear,  from  caries  . .  422 
deafness  from  . .  165 

-  -  from  otitis  ..  421,  423  I 
tinnitus  from . .         . .  723  ' 

-  malignant,  in  heart     . .  750 

-  nasal,  anosmia  from    ..  612 

epistaxis  from  . .  220 

headache  from  . .  294 

with  hypertrophic  rhi- 

nitU  ..         ..179 

snoring  due  to  . .  613 

from  sphenoidal  sinus 

disease        . .         . .  231 

taste  impairment  from  706 

loss  from    . .         . .  705 

-  rectal,  blood  per  anum 

from 78 

and    mucus    stools 

from        . .         . .  585 

carcinoma     simulated 

bv 58.'> 

-  -  in  children     . .         . .     78 

felt  by  finger. .         . .     78 

frequent  desire  to  defnB- 

cate  from   . .         . .     78 
Polypus  of  rectum,  general 
account  of  ..585 


I  Polypus  of  rectum,  contd. 
I intussusception   simu- 
lating        ..         ..717 

-  -  multiple         . .        78,  585 

-  periproctal       abscess 
from  ..         ..  719 

protrusion  of . .         . .     78 

sense    of    fullness    in 

rectum  from  . .     78 

simulating  prolapse..     78 

speculum  in  diagnosing  586 

tenesmus  from  . .  718 

-  urethra,  discharge  due  to  183 
seen  with  endoscope. .   183 

.  -  uterus,  bloodstained  dis- 
I  charge  from  . .         . .  186 

' carcinoma  simulating    391 

metrorrhagia  from  390, 391 

metrostaxis  from      . .  393 

Polypus  of  uterus,  general 

fbatures  of    . .        . .  391 
microscope    in    dia- 
gnosing      ..      1S6,  391 

sarcoma  simulating..  391 

I sterility  from . .         . .  646 

POLYURIA  ..534 

-  in  acromegaly  . .         . .  637 

-  albuminuria  and  . .  537 

-  in  arteriosclerosis  12,  90,  637 

-  azotic  diabetes  . .         . .  637 

-  chronic    nephritis      10, 
12,  191,  274,  298 

-  convalescence    . .         . .  536 

-  cystic  disease    . .       12,  537 

-  diabetes  ..        260,  634,  719 

Polyuria   in   diabetes   In- 
sipidus         . .     633,  537 
I mcllitus          . .         . .  633 

-  fevers 536 

-  frequency  of  micturition 
and 634 

-  from  granular  kidney 
533,  5.36,  537 

-  hydronephrosis..      536,  665 

-  in  hysteria        . .         . .  719 

-  interstitial  nephritis    . .     90 

-  Utrdaceous  disease  8,  337,  636 
Polyuria,  list  of  causes  of  534-7 

-  in  malaria         . .         . .  536 

-  from  movable  kidney  . .  665 

-  in  myxcedema  . .         . .  537 

-  nephritis  . .         . .     42 

-  after  oedema      . .         . .  536 

-  from  pale  granular  kidney  537 

-  periodic 536 

-  in  phoephatic  diabetes 
523,  537 

-  pituitary  infantilism    . .  190 

-  after  pneumonia  . .  636 

-  in  pregnancy     . .         . .  264 

-  from  pyonephrosis       . .  536 

-  renal  inflammation      . .  577 

-  thirst  and  ..         ..  719 

-  from  tuberculous  kidney  677 

-  after  typhoid    . .         . .  536 
hemorrhage  into  (see 

HflBmorrhage,  Pontine) 
Pons  varolii,  lesions,  ataxy 

from .68 

crossed    hemiplegia 

from       ..         ..302 

double     hemiplegia 

from        ..         ..602 

priapism  from       . .  638 

pyrexia  from         ..  311 

tumour    of,    Cheyne- 

Stokes       breathing 
from  ..         ..108 

deafness  from        . .   166 

hjrperpyrexia    from  309 

Pontine  hsamorrhage  (see 
Hnmorrfaage,  Pontine) 
Popliteal  abscess  (?ee  Ab- 
scess, Popliteal) 
Popliteal  artery,  aneurysm 
of  (see  Aneurysm  of 
Popliteal  Artery) 

-  glands    (see    Lymphatic 
Glands,  Popliteal) 

-  nerve,  external  (see  Nerve, 
External  Popliteal) 

internal    (see    Xerve, 

Internal  Popliteal) 

Popliteal  space,  tumour  in  691 

-  vein,  aneurysm  obstruct- 
ing      ..  ..      411,  692 

varicose  . .  . .  092' 
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PopUteufl,  nerve  supply  of  498 
Porencephalus       . .         . .  132 

-  contractures  from         . .  139 

-  convulsions  from  . .  146 

-  diplegia  from     . .         . .   139 

-  dwarfism  from  . .         . .   188 

-  infantile  dipletns^  from..  511 

-  mental  defect  with      . .  144 

-  muscular  atrophy  with     144 

-  paralysis  with  . .         . .   144 

-  paraplegia  from  . .  510 

-  spasm  with  . .  . .  144 
Pork,  colic  from    ..         ..117 

-  ptomaine  poisoning  from  717 

-  trichinosis  from        464,  729 

-  urticaria  after   . .         . .  073 
Portal   glands   (see   Lym- 
phatic Glands,  Portal") 

— pyromia,  rigors  in         ..  595 

(and  see  l*ylephlebitis) 

Portal  vein  obttniction    SO,  51 

by  abscess  of  liver    330 

from  adhesive  pyle- 
phlebitis ..  272 
albuminuria  from..  272 

-  —  in  appendicitis      . .     51 

ascite?  from  45,  51,  272 

by  carcinoma      51,  330 

causes         . .         . .     45 

from  cirrlioels        . .  372 

by  colon  tumoui^ . .     46 

congestion    of    sto- 
mach from         . .  765 

dilated    abdominal 

veins  from         . .  272 
by    duodenal    tu- 
mours    . .         . .     46 

enlarged  gall-bladder  632 

enlarged  glands     . .  632 

gumma  of  liver     . .  330 

Portal    vein    obttniction, 
hematemetltfrom  265,272 

hfomorrhagic  erosions 

from        ..         ..  272 

by  hepatic  aneurysm 

46,  51 
hydatid  cyst  of  Uver  330 

-  —  kidney  tumours    . .     46 

leuktemic  glands  45,  51 

liver  tumours      46,  632 

lymphadenomatous 

glands     . .         45,  51 

-  -  malignant  glands  45,  51 

nausea  from  . .  272 

oedema  of  legs  from  272 

by    pancreatic    tu- 
mours     ..        46,  632 

pressure   on   portal 

vein         . .         . .  272 

by  sarcoma  . .  330 

b3'  sarcomatous  por- 
tal glands  ..     51 

spleen  enlarged  from  632 

splenic  enlargement  272 

-  —  stomach  tumours  46,  632 
giiprarenal  tumour.'      46 

-  —  thrombosis..         45,  51 

-  —  tuberculous  gland  45,51 

-  —  varicose  gastric  veins 

from        . .  . .   272 

oesophageal  veins 

f.-om    ..         ..272 
vomiting  from   272,  765 

Portal  vein,  thrombotit  of     51 

(and  see  Thrombosis 

of  Portal  Vein) 
Porters,  arthritis  of  shoulder 
in         476 

-  bursa  over  spine  in  155, 

{Fig.  65)  156 

-  kyphosis  in  . .  . .  155 
Portus^al,      Mediterranean 

fever  in  . .  . .   566 

Port- wine,  priapism  from  538 
Position,    sense    of,    cord 

path' for        . .  . .   607 

Post-hprniplesic     athetosis 

(soe  Athetosis) 

-  chorea     . .  . .  . .   131 

Posthitis,  priapism  from..  638 
Pos'-mortem    examination 

in  (liaL'iiosinganeurjTsm  291 

-  -  -  caroin<»tna    of    duo- 

denum    . .  . .   602 

-  -  -  conirenital     absence 

ot  bile-ducts      . .  329 

- ^yphili:i   . .  . .   329  | 


652 
453 
120 
120 

337 


13<; 

91 

441 

357 


Post-mortem  examination^  contd, 

in  diagnosing  dia- 
phragmatic hernia 

diverticulitis 

encephalitis 

heat-stroke 

phosphorus  poison- 
ing 

pnmary  neoplasm  of 

spine       . .         . .  516 

sinus  thrombosis  . .   120 

splenic  vein  throm- 
bosis       ..         ..  272 

Post-mortem  wart. .        . .  240 

-  wound,  epitrochlear  gland 

enlarged  from  . .  381 

Post-partum  hasmorrhago 
(see  Hicmorrhage,  Post- 
partum) 
Post-pharyngeal  abscess 
(see  Abscess,  Post- 
pharyngeal) 
Post-puerperal  sepsi<,  foul 
breath  from  ..         ..86 

sordes  in        . .  . .     i  6 

Posterior  inferior  cerebellar 
artery  (see  Thrombosis) 
Posterior  icapuiar  nerve  ..  504 
Postural  albuminuria      .  ■     15 
Posture,  cervical  rib  sym- 
ptoms and 

-  clonus  and 

-  cflPect  on  hflsmic  bruit  . . 

-  erythromelalgia  and    . . 

-  in  testing  knee-jerk     . . 
Potash,  caustic,  in  examin 

Ing  for  tubercle  bacilli  642 

-  In  cystin  test     . .         . .  161 

-  examining     for     psoro- 

sperms  . .         . .  730 

-  melanuria  test  . .         . .  746 

-  methylene  blue  and     . .  747 

-  phosphates  insoluble  in  740 

-  test,  for  pus      . .         . .  575 

-  in  Trommer's  test       . .  261 

-  urates  dissolved  by      . .  740 

-  (and  see  Liquor  Potassae) 
Potassium     bromide    (see 

Bromides) 

-  carbonate,  in  Bang's  pro- 

cess      263 

-  chlorate,  erythema  from  223 

-  htemoglobinuria   from  284 
methsBmoglobinflomia 

from  ..         ..161 

ptyalism  from  . .  542  , 

purpura  from  . .  553 

sulphhsmoglobinramia  I 

from  . .         . .  161 

-  ferrocyanide    in    Port's 

test 24 

-  indoxyl  sulphate  . .  314 

-  iodide,  for  actinomycosis  458  ' 
anosmia  from  . .  612  i 

-  in  diagnosing  gumma  ' 

330,  615,  619  I 

nature  of  ulcer  of  | 

tongue    . .         . .  379 
syphilis  63, 199,  480,  | 

588,  623,  735,  738,   739  ' 

gumma  of  liver  and. .  253  i 

laryngeal    obstruction  I 

from  ..         ..  418  , 

noises  in  the  head  from  406  I 

cedema  from  413,  415 

of  face  from  . .  413  I 

of  larynx  from  418,  650  ' 

nasal  catanrii  from  . .  612 

-  -  orthopnoca  from       . .  418  ' 

-  peculiarities  of  sweat 

after  . .         . .  655 

photophobia  from    . .  525  ; 

purpura  from  . .  553 

-  stridor  from  . .         . .  650 

-  syphilitic   bone   pains 

relieved  by  . .  669 
pyrexia  checked  by  568 

-  (and  see  Iodide) 

-  pliosphate,  solubility  of  523 

-  salts,  polyuria  from     . .  535 

-  sulphocyanate,  in  Bang's  ' 

process  . .  . .   263 

Pot-belly,  in  rickets    635,  G60 
Potmen,  plumbLsm  in     ..117 
Potato  particles  in  stools. .   107; 
Pott's     curvatui-e,     psoas 

abscess  with  . .  . .  364 


Pott»  curvature^  contd. 

sliortneas    of     breath 

j  from  ..         ..89 

' from  spinal  caries  364,  516 

-  disease(see  Spinal  Caries) 

-  fracture 114 

Pouches,  flssephaoeal      . .  196 

I age  incidence  of        . .   196 

I dysphagia  due  to     . .  763 

vomiting  duo  to       . .   763 

'  —  x-rays    in    diagnosing 

(Fig.  96)  196 
I  Poultices,  erythema  from    222 

Poupart's  ligament,  fullness 
I          below,  from  psoas  ab- 
scess     364  I 

I  -  -  line  of  . .  . .  674 

I  Pouting  of  lips  in  myopathy  235  I 
Poverty,  pemphigus  neona- 
torum and      . .         . .     97 

-  typhus  fever  and         . .  335  [ 
.  Powdered-wig  phenomenon 
I  In  urine  . .         . .  423 

Po7.zi,  cochleate  uterus  of  645  ' 

dysmenorrtioea  witli  192 

PozzPs  syndrome,  of  ende- 

metritis                   . .  387 
Preacher's    hand    in    pro- 
gressive muscular  atro-  | 
phy 110 

-  syringomyelia  ..110 
Pre-aiiricular  lymph  glinds  I 

(see  Lymphatic  Gland, 
Pre-anricular)  , 

Precipitin  reaction,  in  hy- 
datid disease         236,  658  , 
Precocity,     sexual,     with  I 

suprarenal  tumour  . .  064  ' 
Precordium,   bulged,  with 
adherent   pericardium  213 

in  children     . .         . .     89 

by  large  heart  . .  206  I 

from  mitral  reguiigita- 

Uon  ..        89,  210  , 

-  pain  in  (see  Pain,  Pre- 
cordial) 

-  tenderness  of    . .         . .  708  | 

-  veins  distended  in       . .  213 
Preglycosuric  state,  obesity 

and 408  I 

Pregnancy,  acetonuria  in        4 

-  acute  yellow  atrophy  and  273 

-  albuminuria  from      7,  9,  13  I 

-  albumosuria  in  . .         . .     16 

-  amaurosis  in     . .         . .  759  j 

-  amenorrha*a  during  18, 
393,  688,  689 

-  appendicitis  in  . .         . .  691  < 

-  appetite  increased  in  ..  364  I 

-  perverted  in  . .         . .     43 

-  ascending  nephritis  from     IS  i 

-  ascites  simulated  by     . .     44  I 

-  bacteriuria  in    . .         . .     69 

-  bladder  distention  simu-  I 
lating              . .      665,  688  ' 

-  Braun's  sign  of  . .         . .  393 

-  breast  changes  with     . .  689  | 

-  brown  nipples  in  . .  430  ' 

-  chorea  in  . .         . .  133  i 

-  chorion  epithelioma  after  391 

-  chronic  nephritis  from . .       7  ' 

-  coli  bacilluria  in         12,  452 

-  coma  in 144  | 

-  constipation  after         . .   127 

-  convulsions  in  137,  144,  116  i 

-  decidual  casts  in  . .   1 93  I 

-  dysmenorriioea  cured  by  192 

-  eclampsia  in      . .         . .   146  I 

-  ectopic      (see      Ectopic 
(fcstation)  , 

-  epilepsy  simulated  in  . .  146  , 

-  extra-uterine    (see    Ec- 
topic Gestation)  I 

-  fear  of ,  amenorriicea  from    18  ' 

-  fibroid  simulating        . .  688 
softening  during  201,  690  , 

-  flushing  in  ..         ..  %il  ' 

-  festal  heart  in  . .  . .      689 

-  movements  witli      . .  689  . 

-  glycosuria  in     . .         . .  264 

-  hsematoma  of  vulva  in. .  701  I 

-  li»moglobinuria  in       . .  28 1 
Preonancy,      hemorrhane 

from  uterus  during  •  •  392 

-  lieart -impulse    displaced  | 
by       299  I 

-  Hegar's  sign  of . .         . .  393 


Prejnanejf,  contd. 
Pregnancy,  liorpetic  donaa- 
tttlsln..  9«.9i 

-  hydrops  amnil  with       . .     «* 

-  hypogastric  swelliiifr  from  <''A 

-  hysteria  simulatiiu?    14:^.  3^> 

-  impetigo  hcrpetifortnis  n     >* 

-  indigestion  simulsted  by  21^ 

-  leucocytes  in  blood  in..  >.*i 

-  linese  albicantes  froim. .  3>w 

-  mastitis  in         . .  .  •  '"-^i 

-  mastodynia  in  . .  ..  431 

-  menstruation  in  - .  '■■*^ 

-  milk    flow    from    nipp*«"  1^^ 

-  mollities  ostium  and    . .  -  ir 

-  Montgomery's  ^laiidsi  i-i  4-3" 

-  morning  sicknesss  wit*i . .  5j?3 

-  need     for     exanujuitkm  t^** 

-  nephritis  with   . .  -  -       < 
Pregnancy  neplirilit,  eoMral 

account  of     .  -  i.  9 

-  neurosis  in         . .  . .  ^3 

-  noises  in  eons  and  . .   'tl 

-  non-occurrence   during 

lactation         . .  .  .     55 

-  ovarian  cjrst  simuUtiinr  •'•*'^ 

-  pain  in  the  breast  ia  . .   4^* 

-  palpitation  from  . .   1^ 

-  parageustia  in  . .  . .   T<u 

-  pelvic  bone  tumour  with  6»l 

swelling  due  to  . .   C*s 

neuritis  from  CI.  64 

-  phantom  tumour  simu- 

lating . .      6*9.  «»! 

-  phlegmasia  alba  dolens  in  737 

-  pigmentation  from       . .  5-7 

-  polyuria  in         . .  . .   Sv4 

-  ptjalorrhoea  in..  ..   5i3 

-  pyelitis  in  . .         12,  451 
relation    to     Bright's 

disease        ..  ..       9 

-  pyelonephritis  in         12,  576 

-  renal  tube  casts  due  to. .       7 
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-  secondary  areola  in 

-  severe  vomiting  in 
Pregnancy,  signs  of  It.  45, 

-  superinvolution  of  utems 

after   . . 

-  swelling  of  brnists  in  . . 
in  iliac  fossa  from  . . 

Pregnancy.    tocbnlvM    •f 
eiaminliig  dartos 

-  tetany  with        - .  5. 

-  thirst  in  . . 

-  thyroid    gland    enlarged 

during 

-  toxaamia,   polycythsBmia 

from    . . 
Pregnancy,  witli  t«m««rt 

-  types  of  nephritis  in     . . 

-  uromia  in  . .      146, 

-  urethral  stenosis  by     . . 
Pregnancy.  uterhM  lisiiiisr- 


-  vomiting  from  315.  7Ct. 
persistent  in  . . 

-  vulval  varicocele  in 
Pre-hemiplegic  chorea 
Prepuce,  epithdioma  of  (s«« 

Carcinoma  of  Penis.) 

-  herpes  of  184,  473,  7*3. 
Presentations,       abnormal 

fOBUl 

Pressure,   prolonged.  ??an- 
fi^ren^  from 

-  ulceration  from . . 
Presystolic  bruit  (see  Bruit, 

Presystolic) 

-  thrill   (see    Thrill,    Pre- 

systolic) 
Presbyopia,  eyestrain  from 

-  increased    by    glaucoma 

-  pain  in  the  eye  from   . . 
Prevention  of  conception, 

menorrhagia  from  38'>, 
PRIAPISM  . .      li«. 

Priapism,  list  of  caiiew  •f 

-  from  gonorrhoea 
Pricking    sensation,     from 

miliaria 
Prickly  heat,  itehin^  in  . . 
Primary    tatoral   sclerosis. 

general  account  of  . . 

(and     see      Lat^^al 

sclerosis) 
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PRIMARY   MUSCULAR  DYSTROPHY 


PSORIASIS 


873 


I'rimary  muscular  dystrophy, 

(siee  Myonatliyj 
Primula    obconica,    bullra 

from    . . 

dermatitis  from 

erythema  from 

pruritus  from 

rroctitis,  abscess  from    . . 

-  bladder  opened  by 

-  tenesmus  from  . . 
I'roctoscope,  in  diagnosing 

adenoma  recti 

carcinoma  recti 

rectal  ulcerations 

-  in  tenesmus 
I'rofessional  cramps 
Prooeria  {Fig.  93)  191 
Prognosis,  in  acute  ence- 
phalitis ..         ..120 

trenenl  peritonitis   . .  425 

-  carcinoma  of  liver        . .  374 

-  concrenital  heart  dlscw  157 
obliteration    of     bile- 
ducts  ..         ..  32'J 

-  Cheyne-Stokes      breath- 

ing? and  . .  . .   108 

-  in  chlorosis        . .  . .     36 

-  chorea 133 

-  cirrhosis  with  ascites  . .     52 

-  delirium  and     . .         . .   169 

-  in  diabetes         . .  3,  264 

-  with  genital  delusions..  013 

-  in  heat-<<troko    ..         ..    120 

-  hemiple^'ia         . .         . .  303 

-  niniichsprunff's  disense. . 

-  Huntingdon's  chorea  . . 

-  leukaemia 

-  lymphatic  leuksamia    . . 
ProflMsIt  of  mmlnaltit  . . 

-  phthisis,     diazo-reaction 

and 

-  fiscudo-leuk»mia 

-  purpura  and 

-  in  strychnine  poisoning 

-  tetanus   . . 

Progressive  muscular  atro- 
phy, abductor  poUicis 
affected  in 

age  incidence  of    . . 

anterior  comual  cells 

artocted  in         . .     62 
ape's  hand  in        ..110 

-  —  with  bulbar  paralvsis 

62,  589 

-  -  -  claw-hand  from    ..  109 

contractures  in     . .   138 

distin^ished     from 

brachial    plexus 
palsy       ..  ..62 

- ulnar  paralysis  . .     61 

fibrillar  contractions 

135 


127 
134 

24 

25 
590  I 

173 

37  I 
554 
730  ' 
730 


110 
61 


61 

340 
109 

110 
62 
61 
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ProoTMSivtt  museular  atro- 
phy.  genaral  account  of 

gonococcal  arthritis 

mistaken  for 

hand-wasting  In  61, 

hypothenar  muscles 

affected  In 

-  -  -  lateral  sclerosis  w  itii 
main-en-griffe  in  . . 

-  -   -  muscle  wasting  ill . . 

-  -  -  paralvsis  of  one  leg 

from        ..         ..   500 

paraplegia  from     . .  500 

plantar  reflex  in  . .     68 

-  -  -  preacher's  hand  in     110 
simulated  by  syringo- 
myelia     62,  110,  257 

transverse  myellti.-<   02 

thenar  muscles   af- 
fected in  ..110 

types   of     . .  . .   135 

Projpction.visual  process  of  175 
Prolapse  of  bladder         ..  019 

-  iris,  from  ulcer  of  cornea  733 
Prolapto  of  polvic  floor    ..  538 

-  rectum,  blood  from     . .     79 
intussusception   simu- 
lating ..         ..717 

polypus  simulating  . .     78 

-  -  tenesmus  from  . .   718 

-  ulceration  from . .         ..  185 

-  of  urethra,  caruncle  simu- 

lating . .         . .  . .  701 

Prolapto  of  urethra,  notos  on  702 
vulval  swelling  from. .   700 


PROLAPSE       OF      THE 
UTERUS  ..538 

—  albuminuria  from     . .     13 

—  ascending       nephrites 

from  . .         . .     13 

—  backache  from  . .  468 

cystocele  simulating..  539 

extroversion  of  bladder 

simulating  . .         . .  539 

—  hyperirophied    cervix 

simulating  . .         . .  539 

inversion     of     uterus 

simulating  . .         . .  639 

from  levator  ani  injury  538 

perineal  injury  . .  538 

rectocelo  simulating..  539 

retention  of  urine  from  649 

strangury  from         . .  649 

vaginal  tumour  simu- 
lating ..         ..539 

—  vulval  swelling  from. .  700 
Pronator  quadratus,  nerve 

supply  of       . .         . .  504 

—  radii  teres,  nervo  supply 

of        504 

Pronators,  root-lnncrvation 

of         509 

PR0PT08IS  ..229 

—  epiphora  from  . .         . .  220 

—  from    sphenoidal    sinus 

disease  . .         . .  231 

—  tumour  of  optic  nerve  330 

—  (and    see    Exophthal- 

mos) 
I'ropulsion,     in     paralysis 

agitans  . .         . .   725 

]*rostate,   abscess   of  (see 

Abscess,  Prostatic) 

—  calculus  in  (see  Calculus, 

l»roetatic) 

—  carcinoma  of  (see  Car- 

cinoma of  Prostate) 

—  enlarged,  abscess  of  testis 

from 622 

aching    in    perineum 

from  . .         . .  474 

—  by  adenomata       470,  687 

—  age    incidence    of    8, 

281,  394,  390,  742 

—  albuminuria  from       8,  13 

—  -  anuria  from  ..        42,  396 

—  bladder  distended  from 

45,  277,  605 

growth  simulating     396 

by  calculus    ..         ..470 

calculus  behind        ..  580 

by  carcinoma        470,  587 

chronic  nephritis  from  7,  8 

—  coud6  catheter  and  . .  396 
cystitis  from  676,  678 

Prostata,   onlarood,   eytto- 
teopic  appoaranco  of 

{Plate  XVn  ..  ..284 
difficult   micturition 

from  . .  281,  395 
frequent  micturition 

from   393.  306,  634,  742 

Prostata,  onlartad,  OMenil 
account  of  ..396 

hanmatnria  from    276,  281 

nocturnal   micturition 

with  ..  ..394 
no  pain  during  mictu- 
rition with..         ..470 

—  priapism  from  . .  538 

—  at  puberty     ..         ..  218 
pyelonephritis  from..  576 

—  pyonephrosis  from  . .  576 

pyuria  from      8,  276,  578 

rectal  examination  for 

277,  281,  394,  396,  587 

renal  tube  casts  with        7 

Prostata,  enlargod,  retention 

of  urine  from  395, 396.  649 
by  sarcoma    . .  . .  587 

—  slow     forceless    urine 

stream  from  . .  391 

strangury  from         . .   649 

tenesmus  from  . .   718 

unemia  from..         ..   146 

urine  dribbling  due  to  394 

—  lesions  of.  pain  in  anal 

region  from  . .  . .  397 
perineum  from      . .  397 

—  rectal  examination  in 

diwnosing  . .  . .   397 

—  -  from  urethritis  ..  397 


Prostate^  contd. 

-  massage  of,  in  detecting 

prostatitis      ..         ..183 

-  rectum  opening  through 

{Fig.  249)  580 

-  felt  per  rectum..         ..  587 

-  residual  gonorriioca  in..     67 

-  sarcoma  of         . .         . .  587 

-  secretion    of,    retractile 

globule?  iti     . .         . .  183 

-  suppuration    of,   ulcera- 

tion of  perineum  from  619 

-  swollen,   from   prostatic 

abscess  . .         . .  182 

-  -  prostatitis      ..         ..182 

-  tender 182 

-  tuberculous  (see  Tuber- 

culosis of  Prostate) 
Prostatectomy,  epididymitis 
from 097 

-  flstula  after  . .  . .  020 
Prostatic  ducts,  gonococcal 

infection  of    . .         ..182 
Prostatic  threads  . .        . .  399 
Prostatitis,  aching  in  peri- 
neum from     . .         . .  4  74 

-  due  to  B.  coll  . .       70,  182 

-  chronic,  massage  of  pros- 

tate in  detecting      . .   183 

-  difficulty  in  micturition 

with 396 

-  frequent  micturition  from 

393,  470 

-  due  to  gonococcus      70,  473 

-  hsematogenous  infection  470 

-  non-gonococcal  urethritis  182 

-  pain  in  legs  from  . .  442 

-  -  on  micturition  with..  182 
in    penis    from    469, 

470.  471,  473 
rectum  from  . .         . .  578 

-  perineal  pain  from       ..  581 

-  prostate  swollen  in      . .   182 

-  pyrexia  with     . .      182,  470 

-  fiyuria  from      ..     576,  681 

-  rectal    examination     in 

diagnosing    182,    470, 

678,  581 

-  retention  of  urine  from 

182,  306,  581 

-  from  septic  urethritis  . .  473 

-  due  to  staphylococcus. .  70 
streptococcus  . .     70 

-  suprapubic  pain  from  . .  581 

-  tenderness  with. .         ..  182 

-  from  urethritis  470,  578,  581 

-  vesiculitis  with..  ..  473 
Protaiigol,  leacocytosis  from  360 
Protein,  defect  of,  rickets 

from 146 

-  metabolism,     eclampsia 

from  disturbed  ..  140 

Protopathic  sensibility  . .  606 
Prurigo,  crusts  in . .         ..  489 

-  Darier  on  . .     489,  490 

-  eczema        distinguished 

from 490 

-  enlarged  glands  in        . .  490 

-  ferox,  of  Hebra. .  . .  489 
nutmeg-grater  skin  in  490 

-  itching  in  . .      489,  640 

-  lichen    planus    distin- 

guished from..         ..  490 

-  licheniflcation  in  . .  490 
Prurigo     mitis,      gmeral 

account  of  ..489 
urticaria  simulating. .  489 

-  papule  of  . .      487,  489 

-  parts  affected  by  . .  489 

-  pediculosis  distinguished 

from 490 

-  psoriasis     distinguished  490 

-  pustules  in         ..         ..  490 

-  scabies  distinguished  from490 

-  scales  in. .         . .  . .  490 

-  simplex  aigu  simulating 

erythema    muhlforme  489 

-  sores  in  . .         . .  . .  490 

PRURITUS  (and  see  Itch- 
ing)      540 

-  bathing-drawers  area  af- 

fected by        . .         . .  401 

-  in  jaundice        . .         . .   324 

-  tenderness  of  scalp  from  710 
Pru&sian-bhie   reaction,   in 

urine    ..  ..  ..716 

(and  sec  Perl's  test) 


Prussic  acid  in  vomit  . .  700 
Psoudo-anpina  pectoris  . .  434 
Pseudo-bulbar    paralysis 

178,    197,    493,    543, 

588,  589,  027 

Pseudo-chylous  ascites    . .    50 

Pseudo-cyesis        . .      142,  059 

Psoudo-eiephantiasis       ..  4ii 

-  vulvio,  syphilitic  . .  701 

-  vulval  swelling  from  . .  699 
Pscudo-hermaphroditism  640 

Pseudohypertrophic  muscular 
paralysis  ..513 

(and  see  Myopathy) 

Psaudo-leuicemia  infantum    37 
Pseudo-leukemia  infantum, 
account  of  ..634 

anaamia  In     . .         37,  55 

ascites  in  37,  40,  55 

blood  changes  in      . .     37 

congenital  syphilis  and  635 

-  -  (Ftg.  13)        . .         . .     37 

htemorrhages  in        . .     37 

liver  enlarged  in       . .     37 

cDdema  of  legs  In  413,  415 

pleuritic  effusion  in..  106 

prognosis  in  . .         . .     37 

purpura  in     . .         . .  653 

pyrexia  in      . .         . .     37 

rickets  and  37,  035 

-  spleen  enlarged  in  37, 

66,  631 

syphilis  and  . .         . .     37 

Pseudo-leukemia  hifintum, 
various  conditions  in- 
cluded In  . .  634 

Wassermann  test  in. .  OS* 

Pseudo-neuralgia  ..         ..  449 
Pseudo-nystagmus          ..  407 
Pseudo-paralysis,  mercury 
in        348 

-  syphilitic  . .  . .  348 
Psoudo-peiade  of  Brocq  ..    71 

-  tenderness     of     scalp 

from  ..         ..710 

PBcudo-rominiscences      in 

alcoholism      ..         ..20 
I*seudo-t«bes,     distinction 

from  tabes     . .         . .     50 
Pseudo-trichinosis  . .  464 

Psoas  abscess  (see  .\b8cess. 

Psoas) 
Psoas  bursa  (see  Bursa) 

-  muscle,  nerve  supplv  of  400 
suppuration   of,  from 

spinal  caries  . .  150 

Psoriasis,    anidroeis    with  054 

-  baldness  from    . .         . .     71 

-  bathing  -  drawere     area 

affected  by    . .  . .  401 

-  blue  eyes  and    . .         . .  003 

Psorluis.  eciema  dlstln- 
Ottlshed  from . .        . .  603 

-  elboxi's  affected  by        . .  491 

-  eosinophilia  rare  in       . .  219 

-  extensor  surfaces  affected 

bv        491 

-  fair'hair  and      . .  . .  003 

-  favus  simulating  . .  247 

-  fingers  affecte<I  by  . .  240 
Psoriasis,  OMoral  account  of  603 

-  health  and         . .         . .  003 

-  itching  in  . .      640,  003 

-  knees  affected  bv  . .  491 

Psoriasis,  lichen  olanus  dis- 
tinpuished  from     488,  603 

-  lips  affected  by..  ..  305 
Psoriasis,  luous  erythema- 
tosus distinoulshed  from  603 

-  nails  affected  by  . .  250 

-  papules  in  . .  . .  003 

-  parts   affected    by   489, 

002.  003 
PsorlesK   pityriasis   rosea 
distlnoulshed  from  ..  604 

rubra  after    ..         ..601 

Psorianif,   pitvriasis  rubra 
nilarls  distlnflulshfMl 
from    . .        . .     489,  004 

-  pnirico    distinguished 

from 400 

-  rinirworm    distinguished 

from 249 

-  nipioides  . .      001,  003 

-  scales   in  249,  488,  491, 

601,  002,  60S 

-  scalp  affected  by  . .  249 
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Psoriasis^  eontd. 

-  staining  of  ^kln  from  . .  COS 

-  syphilide  simulating 

491,  603,     004 

-  tinea     clrcinata     distin- 

guished from..  ..249 
PsoroBperms     in     Paget's 

disease  . .         . .   730 

Psychalgia,  facial  pain  from  449 

-  pnin  in  the  arm  from    . .  445 
Psychasthenia,    aSrophagy 

with 240 

Psychic  reflex  of  pupil  551,  552 

Pterygium 399 

Ptomaine  poisoning,   bac- 
teriology of    . .         . .  717 

diarrhcea    from    171, 

224,  717 

epidemic         ..      654,  717 

erythema  in    . .      222,  224 

from  Gaertner's  bacillus554 

Ptomaine  polttning,  gtnerai 
account  of  . .  224 

general   wasting  from    59 

Ptomaine  poitoning,  notes 

on       717 

(pdema  from  ..         ..  415 

pellagra  simulating  . .  225 

polycythiemia  in      . .  533 

from  pork      . .         . .  717 

purpura  from        553,  654 

severe  diarrhoea  in    . .  633 

from  shellfish  . .  415 

-  summer  diarrhoea  allied 

to :   717 

vertigo  from  . .         . .  752 

vomiting    from     171, 

224,  717 
PTOSIS 540 

-  congenital  . .         . .  542 

-  from  conjunctivitis       ..  541 

-  hysteria 141 

-  myasthenia  gravis        . .  541 

-  myopathy  . .         . .  235 

-  OKlema 64 1 

-  paralysis     of     cervical 

sympathetic  541,  552,  722 

of       seventh       nerve 

(Figs.  227,  229,  230)  541 
third  ner\e    . .  . .  540 

-  simulation  of     . .         . .  640 

-  from  syphilis  (Fig.  229)    641 

-  in  tabes  dorsalis  . .  230 

-  from  thyroid  gland  en- 

largement     . .         . .  722 

-  trachoma  ..      231,  541 
PTYALISM  ..542 

-  definition  of      . .         . .  542 

-  from  drugs         . .         . .  542 
Ptyalitm,  from  gattric  re- 
flex   54S 

Ptyalitm,  list  of  eauies  of  542 
Ptyalltm,    from    paralytic 
dymliagia  ..543 

-  stomatitis  ..  ..  542 

Ptyaiorrliaa,   general   ac- 
count of  . .  543 

-  (and  see  Salivation) 
Puberty,  acne  ot  489,  669 

PulMrty,  albuminuria  of  . .    15 

-  breast  changes  at         . .  686 

-  delayed,  in  ateliosis     . .  191 

-  enuresis  disappearing  at  218 

-  epista.xis  at        . .         . .  221 

-  excessive  ovarian  activity 

at         387 

-  menorrha^ia  at..      387,  392 

-  metrorrhagia  at            . .  392 

-  milk  flow  from  nipple  at  181 

-  pain  in  ectopic  testis  at  482 

-  priapism  trom  . .         . .  638 

-  prostate  enlarging  at  . .  218 
Pubic  bones,  necrosis  of  . .  697 

-  hair,     precocious,     with 

hypernephroma    (Fiff. 

174)   408,  409,  630 

-  reirion,  absence  of  hair  on     71 

sycosis  affecting         ..   558 

Pudic  nerve,  neuritis  of  193, 194 
Puofftoml   fever,    endocar- 
ditis in  ..  ..90 

pain  in  joints  in         . .  690 

-  -  rheumntisni  simulated  596 
rigors  in           . .      5!»5,  500 

-  -  v;itriiial  discharge  with  590 

-  irifpi'tion,  infective  paro- 

titis with        ..  ..09  4 


'  Pulmonary     abscess     (see 
I  Abscess  of  Lung) 

-  area,  bruits  in  . .         . .     91 
definition  of  . .  ..     91 

-  artery  (see  Artery,  Pul- 

monary-) 

-  embolisin  (see  Embolism, 

Pulmonary) 
Pulmonary     incompetence 

93,  215,  217 

-  infarct    (see    Infarct    of 

Lung) 
I  Pulmonary  otteo-artliropathy, 
general  account  of  (Figs. 

164,  105)  352 

fingers  enlarged  in    ..111 

I swelling  of  bones  in  . .  670 

'  -  second  sound,  accentuated    1 

with    mitral    re- 

1  gurgitation     ..  210 

Pulmonary  lecond  lound, 
rwluplicateil  ..  2 

with    mitral    re- 
gurgitation    ..  210 

-  stenosis,  acquired        91,  92 

ascites  from  . .         . .     46 

back  pressure  from  . .     46 

-  -  bruit  of        111,  150,  157 
in  children     . .         . .     91 

1  —  clubbed    fingers    and 
toes  in  91  (Fig.  40) 

111.  217 

toes  from  . .         . .  217 

congenital      ..         ..  217 

1 cyanosis  from  111,  150,  217 

dvspnosa  from  . .  217 

-  -  (Fig.  67)        ..         ..   157 

heart  failure  from     . .     46 

incompetence  with  . .  21 7 

, palpitation  from       . .  484 

patent  interventricnlnr 

septum  with       111,215 

polycythemia  from 

217,  632 

right  ventricle  enlarged 

from  . .      215,  217 

Pulmonary  itenoilt.  tyttollc 
bruit  of  91,  217,  533 

-  -  thrill   with    91,     111, 

157,  217,  720 

-  svstollc  bruit  (see  Bruit) 

-  thrombosis         . .         . .  289 

-  vein,  aneurysm  ruptured 

into 434 

Pulpy  knee  . .         . .  348 

Pulsatile  liver  (see  Liver, 

Pulsatile) 

-  tumour    (see    Swelling, 

Pulsatile) 
Pulsating  noises  in  head. .  406 
Pulsation,  abdominal  aortic, 

undue  . .  . .  664 

-  over  aneurjrpm  . .         . .  208 

-  capillary,  in  anaemia    . .     93 

in  aortic  disease        . .  211 

regurgitation        93,  207 

method  of  showing  . .     93 

-  -  in  Turkish  bath        . .     93 

-  cessation  of,  in  arteries     34 

-  ear  in  detecting        208.  693 

-  epigastric,   from   fibroid 

lung 216 

from  large  heart        . .  206 

mitral  regurgitation..  210 

stenosis       . .         . .  210 

overstrain  of  heart   . .  214 

patent  interventricular 

septum  . .  . .  216 
when    right    ventricle 

enlarged      . .  . .  215 

-  expansile,  from  aneurvsm 

664,    007.  674,  670, 
078,  081.  692,  693,  714 

, hernia  cerebri  . .  694 

pulmonalis  . .  694 

meningomyelocele      . .  694 

of  pleural  effusion    . .  694 

in  sarcoma     . .  . .  693 

-  precordial,  from  fibroid 

lung 216 

mitral  stenosis  . .  216 

-  transmitted,   by   carcin- 

oma of  pancreas      51,  330 
PULSATION.  UNDUE  AB- 
DOMINAL AORTIC.  543 

blue  brain  and  . .   103 

noi«es  in  head  with  . .   400 


Pulsation^  contd. 

-  of  veins  in  neck  92,  309 
-  violent  arterial,  in  aortic 

regurgitation  . .  09  4 

exophthalmic  goitre  694 

Pulse,  alternating. .         . .  645 

-  anacrotic,  in  aortic  sten- 

osis       208 

-  collapsing,    with    aortic 

regurgitation         217,  485 

-  delay  of  one,  from  aneur- 

ysm    . .         . .         . .  550 

-  diminished     radial,     by- 

cervical  rib    . .      110,  444 

-  dropped   beat   in,  from 

extrasystole   ..         ..547 
pulsus  altemans    . .  546 

-  high  tension,  in  chronic 

nephritis      (and      see 
Blood-pressure,  High)  274 

-  imperceptible,  from  snake- 

bite      337 

Pulse,  Intermifslon  of  the, 
general  account  ef  . .  549 

in  Kirkland's  disease  616 

PULSE,  IRREGULAR     ..  544 
with  aortic  regurgita- 
tion ..  ..207 

from  arsenic  . .         . .     78 

athlete's  heart  . .  214 

auricular  fibrillation     648 

cerebral  disease        . .  295 

in  children     . .  . .  549 

from  dropped  beats..  549 

Pulse,  Irregular,  from  extra- 
systoles  ..     547,  649 

-  -  fatty  heart    . .         . .  212 
fibroid  heart  . .         . .  213 

-  -  heart-block    . .      545,  649 

Pulse,  Irregular,  main  types 

ef       545 

from  meningitis        . .   147 

mitral  regurgitation . .  210 

stenosis  14,  53,  65, 

81,  210 

myocardial  changes  14, 

212,  300 

in  nervous  subjects  . .  549 

from  overstrain  of  heart214 

pulsus  altemans       ..  549 

with  toxic  dianrtioBa..   171 

(and  see  Heart,  Irregular) 

-  obliteration    of,    from 

embolism       . .         . .  551 

-  in  pneumonia    . .         . .  636 

-  pyrexia  and       . .         . .  673 
Pulse,  paired,  from  partial 

heart-block    ..        ..550 

-  rapid,  in  acute  rheuma- 

toid arthritis..         ..  842 

in  appendicitis      464,  677 

with  auricular  fibrilla- 
tion ..  ..548 

from  corrosives        . .  268 

in  dengue      . .         . .  466 

diverticulitis  . .         . .  453 

excitement     . .         . .  649 

feeble,  in  phosphorus 

poisoning    . .  . .   330 

pneumothorax       . .  432 

in  fevers         . .         . .   702 

Graves's  disease       . .  549 

from  hromatcmesis  . .  208 

in  infections  . .  . .   649 

with      lateral      sinus 

thrombosis  . .     84 

mastoid  abscess        . .     84 

mitral  stenosis        63,  210 

myocardial    affections    14 

from  nervousness     . .     88 

in  neurasthenia        . .     88 

overstrain  of  heart   . .  214 

paroxysmal        tachy- 
cardia        . .         . .  649 

in  rheumatoid  arthritis  341 

from  smoking  . .  480 

with  suppurative  menin- 
gitis ..         ..84 

in  tuberculosis  . .  649 

(and  see  Tachycardia) 

-  rate,     after     abdominal 

injury  ..         ..693 
in  acute  peritonitis  . .  692 

-  -  exercise  and    88,  485,  486  ' 
in  genei;pl  tuberculosis  636 

-  -  over  200  . .  703,  704 
in  typhoid  fever       . .  335 


Pulsf,  cunt  J. 

-  relatively    slow,    io    ty- 

phoid fever    ..        5*>4,  CN 

-  rising     rapidity    of,     if. 

acute  peritonitis    425.  iW 

-  slow,    from    altematirt*: 

extrasystoles  . .  .  -  54« 

from  bile  s^lts  . .  .'r* 

cerebellar  al»socsB      ..  ^.-: 

cerebral  abstresvs  . .   '^i 

tumour        . .  ..Til 

in  convalescence        . .  *4* 

cretinism         . .  . .   214 

-  -  from  heart-block  54C 

54^.  i4> 
increased    intracranial 

pressure      . .  . .  54«' 

jaundice  . .      324,  54^ 

myxcedema     . .  . .  235 

in  relation  to  temT*<*ra- 

ture,  in  yellow  fever  tTZ 

Stokes-Adams*  di5*--s>ie 

144i,  54« 

typhoid  fever  .  .   171 

(and  sec  Bradrcaniid) 

Pulse,  slow,  various  causes 
of  ..     548.519 

Pulse,  summary  af  pacnll- 
aritles  of       548.  548.  55t 

-  small,  in  mitral  MorM>4-;  -1« 

-  splashing,  in  aortic  dis- 

ease    ..  . .  . .   211 

Pulse,  totally  irrofular    . .  55t 

-  variations  with    re»4f»tra- 

tion     ..  ..  ..   ^S 

swallowing     . .  -  .   ^9 

-  waterhammer.  iu    aonk' 

reguigitatioQ    9.^,    94. 

207,  2"S,  1-^^ 

-  in  yellow  fever  . .  . .   Z2A 
PULSES,  UNEQUAL        ..  550 

from  anatomical  caa«e  ^^ 

Pulses,  unequal,  from  aaear- 

ysm      208,    650,    SS\,   fi9i 

axillary        . .  . .   «v.T 

atheroma        . .       ^h»,  5^1 

cervical  rib     . .       SX*.  5^1 

embolism        . .  . .  i^f 

mediastinal  growth  . .   5^t 

new  growth   . .  . .  *il 

Pulsus  altemans   . .      548,  55t 
Pulsus  blsferlens 

54t,  (Fig.  235^  5St 
Pulsus  bigemlnus  ..      547.  550 

-  paradoxus,  with  adherent 

pericardium    . .  . .     S*> 

P*uncta       . .  . .  . .   552 

Punctate    bi^ophilia    ('-e^ 

Basophilia.  IHnu-tat*^) 
Puncture,  lymph  glan.i   . .     iS 

-  splenic    . .  . .         29.  633 
PUPIL.  ABNORMALITIES 

OF  THE  ..  551 

PupIL    Amyll    Rahartien. 
deflnttlen  ef    . .  .551 

in    tabes    116,    42". 

444,466,  514.  :»51, 

G5»»,    719.  m^ 
simulated  in  neuritis  514 

-  changes,  from  optic  nerve 

lesion  . .  .  .  . .  5i2 

paralysis    of     cervical 

sympathetic  . .  552 

-  from  cerebral  t  umotir  . .  552 

-  constricted,    in     aocotn- 

modation        . .  . .  551 

from  cerebral  tiimotir  452 

cervical     sympathetk' 

lesion  . .  . .  7*2 

cord  lesion      . .  . .  .Vtl 

encephalitis    . .  . .  552 

hypermetropia  . .  5.' I 

in  infants        .  .  . .  551 

-  -  from   intracranial  ab- 

scess .  .  . .  55; 
with  iritis       . .  ..  m 

-  -  by  light  . .  . .  .Ml 

in  old  age       .  .  . .   551 

paralysis  of  arm  with  5«'l 

from  paraljrsis  of  ctr- 

vical  sympatlietic . .  541 

spinal  lesion  .  .  . .  5»"«T 

sympathetic   paralvsis  217 

in  tat)es  dorsalLs    2M,  551 

thyroid       gland       eti- 

lanreroent  . .  . .  722 
uremia            . .         40.  170 


Digitized  by 


Google 


PUPIL    —    PYELONEPHRITIS 


875 


Pupil ^  eontd. 

-  dilatation    to    light,    in 

caucs 

-  dilated,  from  alcohol  . . 
aneuiysm 

by  atropine    . . 

belladonna     ..      170, 

from  catalepsy 

epilepsy 

-  -  by  fright 

in  glaucoma  232,  233, 

761, 

Graves's  disease 

mania 

by     sudden     sensory 

stimuli 

-  double,  from  accident. . 
congenital 

diplopia  from 

from  operation 

-  eccentric  from  mid-brain 

tumour 

-  in  epilepsy         . .      137, 

-  lixed.  from  alcohol 

belladonna     . . 

in  glaucoma  . . 

peripheral  neuritis  . . 

uraemia 

-  in  hysteria 

-  immobile,  in  general  par- 

alysis   

to  light,  in  tabes 

-  inactive,  with  iritis 

after  corneal  ulceration 

dislocation  of  lens    . . 

injury 

iridodialysis  . . 

-  -  iritis 

from  persistent  pupil- 
lary membrane     . . 

after       rupture       of 

sphincter    . . 
Pupil,  irreoular  thapai    . . 

-  large,  from  brain  lesions 
in  myopia 

-  loss  of  convergence  reflex 

in,  in  alcoholism 

diphtheria 

tabes 

psychic  reflex  in 

-  non-reaction   to  accom- 

modation in   dissemi- 
nated sclerosis 

-  paralysis  of,  complete.. 

-  pin-point,    from    opium 

poisoning        . .      119, 

pontine     hfflmorrtiace 

119, 

Pupil  reactions,  altered 
after  diphtheria 

Pupil  reactloni,  in  hemi- 
■nopsif 

Pupil  reflaxei,  gtnenil  ac- 
count of 

Pupl^  reacting  to  light  but 
not  to  accommodation 

-  not  reacting  to  light,  in 

unemia 
Pupil  Foflex,  hemlanoplc.. 

Pupils,  unequal,  from  cere- 
bral disease    . . 

diplegia 

gross  intracranial  lesion 

Pupils,  unequal,  general 
account  of    . . 

in    general    paralysis 

146,  170, 

(rlaucoma 

iritis    

paralysis    of    cervical 

sympathetic 

third  nerve 

physostigmine 

-  without  significance. . 
in  tabes  dorsalis    236, 

-  in  trigeminal  neuralgia. . 

-  variations  with  ago 
Pupillary  membrane,  con- 
genital persistence  of 

Purgatives,  in  acute  con- 
stipation 

-  colic  from 

-  constipation  from 

-  lessening  effect  of 

-  loss  of  weight  from 

-  tenesmus  from  . . 
Purin  bodies,  list  of 


552 
170 
552 
232 
705 
652 
5u2 
551 

762 
236 
552 

551 
175 
175 
175 
175 

727 
552 
170 
170 
233 
514 
170 
137 

146 
315 
232 
551 
551 
551 
551 
551 

651 

551 
551 

652 
551 

551 
551 
551 
652 


760 
651 

310 

310 

64 

302 

551 

551 

761 
552 

2n.-. 

729 
118 

552 

552 
552 
652 

5->2 
b')2 
552 
552 
552 
552 
551 


PURPURA 

-  in  acute  fevers  . . 
yellow  atrophy 

-  albumosuria  with 

-  from  alcoholism 
aneemia  from 


..  552 

..  554 
..  273 
..  16 
..  555 
32 


-  from        antidiphtheritic 

serum 554 

-  bacteriology  in  diagnosing 


cause  of 

-  bleeding  gums  in 

-  from  blood  diseases 

-  in  Bright's  disease 

-  cerebrospinal  fever 
meningitis 


557 
72 
566 
555 
554 
691 


cirrhosis 635 

-  diphtheria  . .         . .  554 

-  from  drugs        . .         . .  554 

-  in  epilepsy         . .         . .  554 

-  epistaxis  from  . .         . .  221 

-  in      familial      acholuric 

jaundice         ..         ..332 

-  fulminans  ..      553,  566 

-  in  f ungating  endocarditis 

(Fiff.  236)  555 

-  general  tuberculosis     . .  555 

-  gingivitis  and    . .         . .  557 

-  hffimatemesis  in  . .  266 

-  haematuria  in    . .     275,  283 

-  hsBmorrhage  into  tongue 

in         ..         ..      698,  699 

-  heemorrhagic  erosions  in  269 

-  hemorrhagica    . .      553,  556 

blood  per  anum  in  . .     76 

counts  in  diacrnosing  273 

culture  in  diagnos- 
ing        273 

hflsmatemesis  in        . .  273 

-  haemoptysis  with  . .  287 

-  in  Hanot's  cirrhosis     . .  372 

-  Henoch's  (see  Henoch's 

Purpura) 

-  in  hysteria        . .         . .  554 

-  idiopathic  . .         . .  557 

-  in  jaundice        . .         . .  555 

-  leukaimia  . .  25,  556 
Purpura,  list  of  causes  of . .  553 

-  malingering  of  . .         . .  554 

-  in  measles  . .         . .  554 

-  meningitis  . .         . .  225 

-  menorrhagia  from    386,  387 

-  metrorrhagia  from    390,  392 

-  from  muscle  rupture  . .  554 

-  ptomaines  . .         . .  554 

-  pyosmia 555 

-  pyorrhoea  atveolaris  74, 

556,  657 

Purpura  rheumatica,  general 
account  of    .•        ..556 

unknown  before  fifteen  343 

-  round  varicose  veins    . .  654 

-  in  sarcomatoeis..         ..  655 

-  scarlet  fever      . .     273,  564 

-  scurvy  38,  72,  273,  566 

-  septictcmia         . .         . .  555 

-  simplex  . .         . .      653,  556 

parts  affected  by      . .  562 

Purpura  in  smali-pox      . .  554 

-  small-pox  simulating  . .  562 

-  in    splenomegalic    poly- 

cythaemia       . .         . .  633 

-  tongue  swollen  with    . .  698 

-  tonsils  and         . .         . .  557 

-  from  toxajmia  . .         . .     76 

-  in  typhus  fever  335,  554,  638 

-  yellow  fever  ..  273,  336 
Pus,  little  albumin  in      . .     12 

-  anchow-paste  coloured  369 
PUS  IN  THE  CHEST  ..  103 
(and  see  Empyema) 

-  chocolate-and-milk,  from 

hepatic  abscess         . .  253 

-  corpuscles,  in  tube  casts      6 

-  from  ear  (sec  Otorrhoea) 

-  from  nipple       . .         . .  181 

-  from  nose  . .  . .  178 

-  phosphates  mistaken  for  524 

-  per  rectum,  from  abscess  585 

-  sterile 369 

-  in  stools. .  . .         . .  170 

PUS  IN  THESTOOI^  ..  557 
from  abscess  ruptured 

into  bowel  . .  . .  557 
cholera            . .  . .   557 

-  -  colitis 557 

dengue  . .  . .   557 

dysentery       . .  . .   557 


Ptu  in  the  stooli^  contd. 

sigmoidoscope  in  dia- 
gnosing cause  of  . . 

from     ulceration     of 

bowel 

-  tube  casts  of     . . 

-  urat^  simulating 

-  In  urine,  characters  of . . 
phosphates        distin- 
guished from 

urates  distinguished 

from 
(and  se3  Pyuria) 

-  vomit 

Pustule,  malignant 

erythema  from 

PUSTULES 

I^ustules  in  acne  489,  557, 

-  bacillus         pyocyaneus 

causing 

-  from  bromides  98,  669, 

-  contents  of 

-  crusts  from 

-  in    dermatitis    herpati- 

formis 

-  from  dissection  wounds 

-  ecthyma 

-  eczema    . .        657,  560, 

-  furanculosis 

-  granulosis  rubra  nasi  . . 

-  herpes  progenitalis 

-  impetigo..         557,  558, 

-  from   iodides    98,    559, 

560, 

-  in  lichen  scrofulosorum 

-  new-born 

-  prurigo 

-  rhinophyma 

-  scabies    . .        558,  600, 

-  scrofulodermia  . . 
Pustules  in  small-pox 

654,  668,  569,  561, 
601,  616, 

-  staphylococci  causing  . . 

-  in  sycosis  . .     667, 

-  syphilis  490,    667,   658, 

659,  560,  562, 

-  vaccinia  . . 

-  varicella 
Putrefaction,  alkaline  stool 

from    . . 

-  of    food    particles,    foul 

breath  from  . . 

-  intestinal       borborygmi 

with    . . 
Putrefaction,       intestinal, 
characters    of    stools 


766 
559 
222 
557 
559 

97 
563 
557 
558 

755  I 

240  ' 

55/ 

755 

557 

654 

618 

560 

663 
488 
557 
490 
733 
755 
659 


distingiibhed  from  fer- 
mentation . . 
flatus  from    . . 

-  -  indican  from  101,  314, 

743, 

tetany  from  . . 

urinary  sulphates  in. . 

-  in  lungs,  foul  breath  from 

-  mouth,  foul  breath  from 
Putting  the  weight,  sub- 
acromial bursitis  from 

Pyaamia,  abscess  in  heart 

in        

lung  in 

Pyssmia.  bacteriology  of. . 

-  from  bedsore     . . 

-  bronchitis  in     . . 

-  blood    cultures   in    dia- 

gnosing 

-  diarrhcoa  in 

-  emaciation  from 

-  emboli  in 

-  gangrene  of  lung  in 
Pyssmia.  general  account  of 

-  hectic  fever  with 

-  hyperpyrexia  in 

-  infective  parotitis  in    . . 

-  irregular  pyrexia  from. . 

-  jaundice  in 

-  leucocytosis  in  . . 

-  loss  of  strength  from  . . 

-  malaria       distinguished 

from    . . 

-  metastatic  abscesses  in 

-  myocardial  abscesses  in 

-  from  necrosis  of  bone  . . 

-  after  operations        335, 

-  from  ostpomvelitis 

-  after  parturition 


763 

97 
558 

756 
757 
756 

170 

87 

82 

246 

246 
246 

745 

3 

82 

86 

86 

476 

596 
596 
597 
258 
696 

555 
596 
335 
596 
260 
596 
596 
309 
694 
335 
325 
596 
335 

596 
596 
212 
596 
596 


Pyoemia,  contd. 

-  with  periostitis         596. 

-  peripheral  neuritis  from 

61 

-  pleurisy  in 

-  portal,  rigors  in . . 

-  prolonged  pyrexia  from 

(Fig.  244) 

-  prostration  in    . . 

-  pulmonary  emboli  in  . . 

-  purpura  in         . .     553, 

-  from  pyorrhcEa.. 

-  quinine  ineffective  in  . . 

-  rash  in    . . 

-  rigors  in  335,  (Fuf.  244) 

567,  594,  595,  596, 

-  and  septicaemia,  relation- 

ships between       596. 

-  spinal  abscess  in 

-  subcutaneous  abscesses  in 

-  suppurative   pericarditis 

in        

-  sweating  in        . .      335, 

-  tenderness  of  chest  in  . . 

-  thyroid  abscesses  in    . . 

-  typhoid  fever  simulated 

by       

-  vomiting  in 

-  after  wounds     . .      335, 
Pyelitis,  aching  in  loin  from 

-  acute,    amount    of    pus 

small  in 

-  in  acute  fevers  . . 

-  albuminuria  from     576, 

-  from  bacillus  coli  12,  182, 
proteus 

-  calculus  . .      676, 

-  carcinoma  of  bladder  . . 
of  uterus 

-  coli  bacilluria  simulating 

-  from  cystitis 

-  cystitis  simulated  by    . . 

-  cystoscope    appearances 

in    (Plate   XV)    282, 
576, 

-  from  enlarged  prostate . . 

-  frequent  micturition  from 

393, 

Pyelitis,  general  account  of 

-  from  hrematogenous  in- 

fection 

-  hypertosthesia  with 

-  hyperpyrexia  in 

-  kidney  enlarged  with  451, 

-  leucocytosis  slight  with 

-  local  rigidity  from 

-  micturition  frequent  with 

-  nocturnal       micturition 

from 

-  pain  in  hypochondrium 

from 

iliac  fossa  from 

pelvis  from    . . 

-  peri-ureteric  lymphatics 

and 

-  from  pneumococcus     . . 

-  pouting  of  ureter  in 

-  in  pregnancy     ..     451, 
relation     to    Bright's 

disease 

-  pyrexia  with     . .     451, 

-  pyuria  from 

-  renal  tenderness  from  . . 

-  rigors  from        . .      576, 

-  skin  dry  and  harsh  with 

-  from  staphylococcus    . . 

-  streptococcus     . . 

-  stricture 

-  tenderness  in  loin  from 

-  tongue  elazed  \iith 

-  tube  casts  with . . 

-  from  typhoid  bacillus  . . 

-  in  typhoid  fever 

-  typhoid  simulated  by  . . 

-  urine  changes  with 

Pyelitis,  urine  changes  with 
Pyelography  in  diaanosls. . 

Pyelography        (Fi(f.  166) 
Pyelonephritis,  abscess  in 
kidney  from  . . 

-  aching  in  loin  from 

-  in  acute  fevers  . . 

-  albuminuria  from 

-  amount  of  pus  small  in 

-  anuria  from       . .         40, 

-  from  bacillus  coli         12, 

-  bacillus  pyocyaneus  with 
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PYELONEPHRITIS 


PYREXIA 


PyclojiephrltiSy  contd. 

-  from  carcinoma  of  bladderSTC 
uterus  . .  . .  57C 

-  cjstitis    . .  . .  . .  57<{ 

-  cyrrtlti-:  simulated  by  . .  578 

-  from    enlarged    prostate  57ti 

-  freqncTit  micturition  from  578 

-  JYiedliinder's  bacillus  witli  GU 

Pyelonephrltli,  OMieral  ac- 
count of  . .  576 

-  from  haDmatogenous  in- 

fection . .  . .  570 

-  kidney  enlarsred  in    355,  57»» 

-  leucocytosis  slight  witii  3U0 

-  malaise  from     . .  . .   355 

-  peri-ur»teric   lymphatics 

and      ..  ..  ..   576 

-  pneumococcus  with      . .     JJO 

-  in  pregnancy     ..  ..   57(5 

-  pyrexia  from     ..  ..570 

-  pyuria  from       . .      355,  575 

-  rigors  in  . .  . .  . .  595 

-  renal  pain  from . .  . .  355 
tenderness  from        . .  576 

-  skin  dry  and  harsh  with  576 

-  staphylococcus  with     . .     69 

-  from  stone  in  kidney  . .  577 

-  streptococcus  with       . .     69  i 

-  from  stricture    . .  . .   576 

-  tontrue  plazed  in  . .  576 

-  tube  casts  with. .  . .   578 

-  tubercle  bacillus  with  . .     69 

-  uraemia  from     . .         . .  576 

-  urine  changes  with       . .   576 
Pylephlebitis,  adhesive,  hse- 

roatemesbi  from     . .  'J  72 
meliena  from..  ..   272 

-  -  portAl  obstruction  with  272 

spleen    enlarged   with  272 

sudden  ascites  with  . .  272 

thrombosis   of    portal 

vein  in         . .  . .  272 

-  haBmatemesis  from        . .  265 

-  obscure  pyrexia  due  to  573 

-  prolonged  pyrexia  from    563 

-  «<opticajmia  from  . .   037 

-  suppurative,  abscesses  of 

liver  from  . .  332,  596 

-  albumosuria  with      . .     16 

-  -  from  appendicitis  326, 

333,  567,  596 

-  -  appendicitis  simulated  567 

-  -  diarrhcea  with  . .  596 

-  -  empyema  from  . .   106 

hectic  fever  with       . .   596 

jaundice      from    326, 

333,  596 
leucocyt^jsls  with       . .   560 

-  -  liver  enlarged  from 

333,  596 

-  -  often  overlooked       . .   333 

-  -  pain  over  liver  from. .   596 

-  -  peritonitis  simulated  by  567 

-  -  pleurisy  from  . .   106 

-  -  pneumonia    simulated  567 

-  -  prolontred  pyrexia  from  567 

-  -  pyrexia  from..  ..  333 
rigors   from  326,  333, 

667,  595 

-  -  septirasmia  from        . .  567 

-  -  tender  liver  with       . .   590 

-  -  typhoid    fever    simu- 

lated by      . .  . .   567 

I'yloru.s,  adhesions    round, 

from  duodenal  ulcer. .   174 

-  —  gall-stones..  ..   174 

ga.*itric  ulcer  ..   174 

peritonitis  . .  . .   174 

-  carrinoma  of  (see  Carcin- 

oma of  Stomach) 
Pylorui,  congonltal  ttonoth 

of        384 

Pylorui,  hypertrophic  sten- 
osis of..  765,  766 

-  in  ilia<'  fossa       . .  , .   678 

-  normal,  palpable  in  chil- 

dren    . ,  . .  . .   660 

-  <pasm  of ,  dyspepsia  from  319 
in  infants        . .  . .   OGO 

-  stenosis  of,   from   adhe- 

sions   ..  ..  ..174 

-  -  bisninth  and  T-ray«  in 

diii'^Miosing  174,  211, 

245,  OS.H 

-  from  calcined  cyst    . .   174 

-  carcinoma      171,  270, 

297,  318,  653,  600 


Pylorus^  contd. 

Piflorus,  itenotit  of,  causes 

—  colic  simulated  by    . . 

constipation  from     . . 

copious  vomiting  due 

to 

—  by  cyst 

dilatation  of  stomach 

from  174,  317,  653, 

flatulence  with 

from  gall-stones 

gas  in  stomach  from. . 

—  gastric  juice   c'.ianges 

with 

—  from  gastric  ulcer  269, 

gastro-enterostomy  for 

from  healed  ulcer  297, 

heartburn  from 

from  hydatid  cyst    . . 

indigestion  from 

in  infants 

keratin-coated  capsules 

in  diagno(«ing 

methylene  blue  in  dia- 
gnosing 

need  for  operation  with 

Pylorus,  stenosis  of,  notes 


from  old  ulcer 

renal  tumour. . 

sarcinaa  with  241,  820, 

by  spasm 

stomach  tube  in  dia- 
gnosing      . .      124, 

after  ulcer 

visible  peristalsis  from 

245,  317,   521,  66.3, 

vomiting  with        115, 

174,  245,  663, 

Pylorus,  stenosis  of,  without 
vomltino 

weakness  from 

without  many  sym- 
ptoms 

yeasts  with    . .      241, 

Tyodermia,       leucocytosis 

slight  with     . . 
Pyometra,  age  incidence  of 
-from  carcinoma         186, 

-  endometritis 

-  fouldischnrgcdue  to  186, 

-  metrostaxis  from 

-  sound  in  detecting 
Pyonephrosis,  from  carci- 
noma of  bladder 

uterus 

-  cystitis    . . 

-  diarrhoea  with  . . 

-  from  enlarged  prostate 

Pyonephrosis,  general  ac- 
count of  356, 

-  kidney  enlarged  from 

352,  356,  536, 

-  leucocytosis  slight  with 

-  normal  urine  with 

-  pallor  with 

-  pelvic  swelling  due  to  . . 

-  polyuria  from    . . 

-  pyrexia  with     . . 

-  i>yuria    from    367.   536, 

575,  676, 

-  without  pyuria         357, 

-  from  renal  calculus  279, 

857,  576, 

-  renal  tumour  from 

-  sweating  with   . . 

-  from  tuberculous  kidney 

-  ureteric  calculus 

-  variations  in  size  of     . . 
Pyopneumopericardium, 

from  bacillus  coli 

-  churning  sounds  with  . . 

-  from  epithelioma  of  oeso- 

phagus 

-  foreien  body 

-  subdiaphragmatic  abscess 

-  succussion  in  chest  from 
Pyopneumothorax,  gsneral 

account  of    .. 

-  needling  in  dia!?nosinjr 

530,  651, 

-  skiagram  of 
Pyopneumothorax,       sub- 
phrenic 

-  succussion  with 
Pyorrhnpa  alveolarls,  acute 

ga^itritis  from 
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115 
123 

318 

653 

660 
211 
174 
215 

318 
653 
174 
660 
297 
174 
123 
660 

653 

653 
174 

766 

174 
174 
663 
660 

246 
317 


653 

123 

123 
320 

360 
186 
392 
186 
392 
392 
186 

677 
677 
676 
367 
676 

576 

675 
360 
677 
867 
688 
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367 


577 
575 

577  i 

577 

357 

576 

678 

357 

652 
652 

652 
652 
652 
651 

652 

652 
531 

658 

651 


PyorrJuea  alveolans^  conti. 

aiieomia  from  32,  74 

arthritis  from  74,  648 

bleeding  gums  from  72, 

73,  74 

blood -spitting  due  to    285 

deith  from     . .  . .     74 

dyspepsia  from         . .     74 

foul  breath  from      74,  87 

Pyorrhcea  alveolarls,  general 
account  of     . .        73,  74 

gum  recession  from..     73 

hcemonhages  due  to. .  656 

-  -  hidden  . .         . .     74 

joint  lesions  from     . .  252 

loss  of  weight  from  . .   769 

neurastlienia  from   . .     74 

pain  in  the  neck  from  648 

purpura  from  74,  555,  557 

pyaitnia  from . .         . .     74 

retraction  of  gums  from  689 

septicmmia  from       . .  637 

stlfl-neck  from  . .  648 

stomatitis  from         . .  642 

teeth  loose  from       . .     73 

Pyosalpinx,  aching  in  lumbo- 
sacral r^ion  from    . .  682 

-  acute  ascites  from       . .     47 
peritonitis  from        . .  592 

-  albumosuria  with         ..     16 

-  anflomia  from     . .         . .     35 

-  appendix  abscess  simu- 

lated by         . .         . .  678 

-  bacillus  cbli  in  . .         . .  630 

-  cystitis  from      . .         . .  682 

-  diverticulitis   simulating  463 

-  empyema  from  . .         . .   106 

-  frequent  micturition  from  394 

-  leucocytosis  with      360,  861 

-  leucorrhoea  from  . .  582 

-  opening  into  bladder  . .  675 

-  pain     in     lumbosacral 

region  from    . . 

-  after  parturition 

-  pelvic  pain  from 
swelling  due  to 

-  periods  profuse  with    . 

-  pleurisy  from    . . 

-  pus  in  stools  from 

-  pyuria  from 

-  felt  per  rectum. . 

-  rupture  of 

-  -  into  bladder  . .      681,  682 
simulating  dy^menor- 

rhoea  . .         . .   198 

-  scpticsemia  from  . .  637 

-  simulated  by  diverticul- 

itis        453 

-  simulating  typhoid  fever  861 

-  suppurative     peritonitis 

from    . .         . .         . .     47 

-  swelling     in     Douglas's 

pouch  from    . .  . .  587 

-  vaginal  discharge  with . .  678 
examination  in  detect- 
ing . .         682,  687,  678 

Pyramidal  tract,  facial  fibres 

of 492 

lesions,      ankle-clonus 

wiUi  ..         ..30 

Babinski's  sign  in . .     68 

Pyramidal    tract    lesions, 

effects  of  . .  496 
extensor  plantar  re- 
flex with..  39,  68 

increased   knee-jerk 

witli         ..        39,  358 

results  of   . .      601,  502 

(and  see  Hemiplegia ; 

and  Paraplegia) 
Pyrexia,   from   acute  con- 
gestion of  liver         . .  334 

pancreatitis    ..  ..  661 

peritonitis      . .  . .   131 

pleurisy  ..         ..  102  I 

rheumatism   . .         . .  228 

rheumatoid     arthritis  341 

yellow  atrophy         . .  333 

-  from  alveolar  abscess  . .  683 

-  in  alveolar  echinococcus 

dise-we  . .  . .  376 

-  angioneurotic  oRdema 

226,  414,  699 

-  appendicitis    11.'*,     283, 

451.  460,  582,  665,  677 

-  from  bacteriuria  . .     70 

-  bad  night  . .  . .  573 


Pyrexia,  contd. 

-  in  blood  dise-ises  . .  &*• 

-  bullous  dermatoses        . .     srt 

-  from  carcinoma  . .  ^T^i 
of  bowel          . .  . .     i  4 

-  -  of  liver  77  C^t^-  1^5> 

326,  373.  374,  574 

-  caseous  glands  3<irJ.  T  t| 

-  with  catarrhal  jauiKlire    329 

-  with  cellulitis    . .  . .   4 1  • 

-  cerebellar  abscess  ..  51" 

-  cerebral  abace;**  HI.  Z-  '- 

luemorrtiaee   .  -         ?*  I,  i  k 

Pyrexia,  in  chiMren         . .  573 
Pyrexia.  In  dilMrsa,  witk- 

out  apparent  causa  . .  571 

-  from  cholangitis  - .  ^> 

-  cholecystitis       . .  . .  ♦5-.' 

Pyrexia  in  cirriiaais  at  tta 
liver    (Fig.    12)    35. 

326,    iFiff.    167)    371, 

.'•7(1,  574 

-  coiibacUluria  4^5,   (Fiij, 

193)  4^ 

-  colic        . .  . .  . .  *9- 

-  colitis 6^5 

-  congestion  of  lirer         - .  3^ J 

-  from  convulsions       144,  574 

-  corresponding  pulse-rate 

of         573 

respiration-rate  erf     . .  573 

-  in  coryzal  cold  . .  .-17* 

-  crises    of.     in     cerebro- 

spinal menincitU  5fi6,  5*1 

-  from  cystitis   232,    470,  57^ 

-  diarrhosft  wirJi  ..  ..171 

-  delirium  with    . .  . .   IS? 

-  in  dengue  . .  . .  4^ 

-  dennatitis  herpetiformH     75 

-  diphtheria  ..  ..  571 

-  from  distoma  hepaticam  3t< 

-  diverticuUtis      . .  . .  453 

-  Egyptian    splc:ioine?alj  634 

-  empyema  . .  . .  574 

-  encephalitis        . .       5(>2,  51 1 

-  endocarditis        ..  ..   574 

-  er.vsipelas  . .  . .     9^ 

-  erytliema  bullosum       . .     75 

-  nodosum         . .  . .   4«>4 
scarlatiniforme  . .   1i7 

-  from  excitement  . .   573 

-  exertion  . .  . .       4€4,  571 

-  in  exhaustion  of  labour    2>>I 

-  fourth  disease   . .  . .   2it 

-  fungating  endocanlitis  7, 

34,  334,  5«A,  574 

-  from     gall-stones      232, 

254,  327,  437,  ^73 

-  gangrene  of  lung  . .   253 

-  gastric  carcinoma  . .  2T"> 

-  gastritis                . .  3fi7.  7G« 

Pyrexia,  general  owsMara- 
tlons  retartflfif         . .  571 

-  In  glanders         . .  . .     97 

-  gout         ..         330,   344,  41»» 

-  gumma  of  liver         331,  ^HA 

-  Hanot's  cirrhosis  . .  372 

-  Henoch's  pun>ura  . .   343 

-  hepatic  abscess  291,  3C9,  597 

-  hip  disease  . .  . .   3^ 

-  IIodgkin*s  disease  . .     25 

-  increased        IntrucranKil 

pressure  .  .  . .  5J*^ 

-  infecti\'e  parotiti.'^  . .  fi»l 

-  inflamed  glands  3S0,  381,  459 

-  influenza  . .  . .   4*>5 

-  intestinal  colic  .  .  . .   4f 5 

-  Intracranial  lesions        . .   311 

-  with  jaundice    . .  . .   32«' 

-  in  kala-asar        . .  . .     f^ 

-  in  Kirkland's  dt5«ense  fil5,  6]»; 

-  leuk»mia(Fii7. 4)25,370-57? 

-  lymphadenoma  .  .   679 

-  malaria   - .  .  -      33a.  574 

Pyrexia  in  malaria,  ckarac- 
tors  of  29.  36 

-  malignant  pustule         .  -   5^? 

-  in  Malta  fever   .  .  , .   4»w 

-  mastitis  . .  . .  . .  «?>:; 

-  meditstinal  growth       ..   41J 

-  Meige's  disease  22**.,  414 

-  meningitis       138,      14.'». 

147,  225,  511,  59-> 

-  morning    hypothermia 

with 311 

-  in  myositis  ossificans  ..   lU 

-  nephritis  . .  , .     it 
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Pyrexia^  conld. 
Pyrexia,  neurotic  .. 

-  obscure,     bacterial     e.\- 

nmination  of  urine  in 
di»gno*ing  cause  of  69, 

blood  cultures  in  dia- 
gnosing cause  of  . . 

from  deep  tuberculojs 

glands 

faaecs  examination  i  i 

diagnosing  cause  of 

from  gall-stones 

infe<ted     endocarditis 

-  -  ovarian  abscess 
phlebitis 

pylephlebitis  . . 

tuberculin  test  in  dia- 
gnosing cause  of  . . 
PYREXIA  WITHOUT  OB- 
VIOUS CAUSE 

-  after  operation  . . 

-  from  osteomyelitis 

-  otitis  media 

-  with  paroxysmal  luomo- 

globinuria 

-  from  pediculosis 

-  peliosis  rheumatica 

-  pellagra  . .      225, 

-  pemphigus 

-  periodic,     in     relapsing 

fever 

-  with  peritonitis         115, 

-  pernicious  anesmia 

-  phthisis  suggested  by  . . 

-  in  pleurisy 

-  pneumonia         . .      IGO, 

-  poliomyelitis  acuta  110, 

140,  509, 

-  polymyositis 

-  pontine  hasmorrhage    . . 

-  portal  vein  thrombosis 
PYREXIA,  PROLONGED 

from  appendicitis 

in  bronchopneumonia 

from  cerebral  abscess 

in  cerebrospinal  menin- 
gitis 

coli  bacilluria 

empyema 

eiysipelos       . .     5G7, 

glandular  suppuration 

Hodgkin's  disease    . . 

-  -  influenza      (Fig.  240) 
lateral    sinus    tlirom- 

bo«i«         (Fig.  244) 

Pyrexia,  prolonoeC  iitt  of 

cauies  of 
Pyrexia,    proloiiMri,    from 

mallgiMmt  dlaeaie    .. 

endocarditis      (Fig. 

243) 

Mediterranean  fever. . 

otitis  media  . . 

pelvic  suppuration  .. 

pernicious  anaemia  . . 

pysemia        (Fig.  244) 

pylephlebitis  . . 

septicfl>mia     . . 

syphilis 

throat  abscesses 

tuberculosis    . . 

tuberculous  meningitis 

typhoid  fever 

umbilical  sepsis 

Wassermann  test  in . . 

-  with    prostatic    abscess 

182,  470, 

-  prostatitis  . .      182. 

-  pseudo-teukflemia 

-  pytemia  . .         . .      33  J, 

-  pyelitis   . . 

-  pyelonephritis   . . 

-  pyonephrosis     . . 

-  rat-bite   . .  . .      465, 

-  in  renal  colic     . . 

-  rheun  atic,  elect  of  sali- 

cylates on 

-  in  rheumatoid    arthritis 

-  In  rigors 

-  from  salpingo-oophoritis 
Pyrexia,  from  sarcoma    . . 

-  of  ciecum 

-  in  scarlet  fever. .      227, 

-  secondarv  syphilis 

-  sept'c  arthritis  . . 

-  septica)mia 

-  from  serum  injections  223, 


Pyrexia,  cotild. 

570  -  m  severe  anaamia        . .  572 

-  simple  colitis     . .         . .     78 

-  trom    sinus    thrombosis 
511,  567 

-  in  spinal  meningitis     . .  417 

-  Irom    subdiaphragmatic 
abscess  ..     451,  658 

573    Pyrexia,  sudden  drops  In..  574 

-  with     suppurative     ne- 
673  phritis  ..         ..591 

573  -  -  pylephlebitis  . .     3.'i3,  596 

574  - -yphilis   ..        331,  562.614 
573     -  (and    see    Temperature 
573  Chart)  ..         ..591 
573     -  from  testfcalar  abscess    622 

-  tonsillitis  . .       34,  574 

573  -  tremor  from      . .         . .  724 

-  in  trchinoais     . .     464,  729  j 

571  -  from  tuberculous  kidney  117  I 

574 meningitis      . .         . .  574 

G68     -  _  peritonitis 48,  570, 631,  657 
202     -  ulcerative  colitis  . .     78  I 

-  after  urinary  operations  42 
285  -  from  various  bites  . .  698 
378  I  -  visiting  day  . .  . .  573 
556  I  -  WeiPs  db^ease  . .  . .  336 
570  I  -  yellow  fever      . .         . .  273 

75  I  Pyriform  cells  in  urine    . .   742 
I  Pyriform  is,  nerve  supply  of  498 
336     Pyrogallic     acid,     hieBaio- 
425  globinuria  from         . .  281 

25     Pyrosis,  with  heartburn  . .  436 

572  -  merycism  and  . .         . .  388 

34  -  note  on 764 

574  -  relation  to  heartburn  . .  296 
PYURIA 574  , 

512     -  albuminuria  with  . .  575  I 

464    Pyuria,  from  appendicitis. .  582 

119     -  appendicular  abscess    ..  283 

51     -  bacillus  coli       . .         . .     12 

563  -  bacteriuria        ..  70 

567  -  bilharzia  . .      680,  581 

568  -  carcinoma  of  bladder  4 1 , 
567  ,  471,  580,  582 

I  Pyuria,    catheter   in    dia- 

566  I         gnosino  cause  of      . .  575 

569  I  _  from  cysUtis   183,  194, 

567  ,  282,  470,  578 

668  Pyuria,  cystoscope  In  dIa- 
667  gnoshio  cause  of      . .  575 

569  -  cystoscopic    appearance 

564  in  (Plate  XV)  ..  282 

-  drucrs  for  . .  . .  6.'iO 
567     -  growth  of  bladder     276,  281 

-  hexamethylenetetramine, 
563  etc.,  for  . .         . .  650 

-  lavage  of  bladder  in  dia- 

570  I  gnoeing  source  of     . .  575 

-  from  leucorrhoBa  . .  581 
666  !  Pyuria,  list  of  causes  of  . .  575 

565  -  microscope  iii  diagnosing 
567  ]2,  70 
567     -  not  obvious  to  chemical 

669  tests 12 

.■467 nakfHl  eve  . .         . .     12 

567     _  from  phimosis  ..         ..  581 

567  -  pneumnturia  with         . .  530 

568  -  from   prostatic   enlarge- 
567  ment   ..  ..  8,  276 

566  _  prostatitis  . .         . .  581 

566  Pyuria,   from  pyelitis  12, 

664  218;  576 

567  _  pyelonephritis    . .        12,  355 

568  _  pyonephrosis  357,    536, 
576,  577 

581     _  renal  calculus  276,  278,  677 

470 tumour  ..        51.  330 

37    Pyuria,   from   rupture   of 
6»6  abscess  Into  bladder..  581 

451     -  with  stricture    . .         . .  581 
576     _  from     Ruppurative     ne- 

357  phritif! 591 

570     _  tests  for 575 

451     -  tuberculous  bladder  27m, 

282,  397,  471,  579 
574     -  _  kidney  117,  276,  279, 

35  282,  355,  460,  577,  579 
594  -  ureteric  calculus  472,  578 
690  _  urethritis  . .  . .  581 
570     -  vesical  calculus  276,  282, 

665  471,  580 
273 

334      /^UADRATUS  lunibonim. 
339      W     n3r\-e  supply  of       ..   499 
565     Quadr.cepsextenforfemoris. 
,554  ^  myoclonus  of     . .   137 


Quadriceps  ext.  femoris^  contd. 

nerve  supply  of  498,  499 

paresis  of  . .         . .  512 

wasting  of  . .  . .  439 

Quarricrs,  silicosis  in       . .  288 
Quartan  malaria  (see  Ma- 
laria;) 
Quarterly  Journal  of  Medi- 
cine', figure  from       . .  347 

Meige's  disease  and  414 

0ulnck9*s  disease..        ..411 

Quinine,   amblyopia   from  759 

-  blackwater  fever  and  . .  284 

-  deafness  from    . .         . .   166 

Quinine,  effect  in  malaria 

31,  636,  568,  596, 
on  malaria  parasites 

-  erythema  from  . . 

-  hasmogiobinuria  from  . . 

-  headache  from  . . 

-  noises  in  the  head  from 

-  nyctalopia  from 

-  purpura  from    . . 

-  pynmia  uninfluenced  by  596 

-  retina]  vessels  constricted 

by       

-  scales  from 

-  tinnitus  from     . . 

-  urticaria  from  . . 
Oulnsy(Ptei«?  JTXF/)     .. 
Quinsy,  asymmetrical  as  a 

rule 

-  dysphagia  from. . 

-  ptyalism  from    . . 

-  sore  throat  due  to 

-  stertor  from 

-  submaxillary  glands  in- 

flamed from  . . 

-  trismus  simulated  by  . . 
Quotidian      malaria     (sec 

Malaria) 


637 
335 
222 
284 
295 
403 
763 
53 


RABBIT,    opaque  optic 
nerve  fibres  in        ..416 

-  skin-curer?,      peripheral 

neuritis  in     . .         . .     65 

-  skins,  bats  from  . .     33 

mercury  in  curing  33,   65 

Rabies  (see  Hydrophobia) 
Radiography  (see  x-rays; 

and  Skiagram) 
Radium,  burn  from         . .  223 

-  erythema  from  222,  223 

-  lead  or  silver  screens  for  223 

-  for  Mooren's  ulcer       . .  734 

-  pigmentation  of  skin  from  223 

-  rodent  ulcer  cured  by  . .  180 
Radiu.s,  myeloid  sarcoma  of 

672,  (Fig».  286,  287)  673 

-  in  rickets  . .         . .   155 

-  sarcoma  of,  skiagram  of  672 

-  syphilis     of,     skiagram 

showing  . .  . .  669 

-  thickened  in  rickets    ..   154 
Railway  spine       ..     713,715 

tremor  from  . .         . .  724 

Rainbow  vision     . .        . .  762 

from  glaucoma        . .  233 

Rales,  from  aneurysm     ..291 

-  bubbling,  with  bronchi- 

ectasis       ..         ..168 
bronchitis       . .         . .  167 

-  -  fibroid  lung    . .         . .   168 

-  consonating,  over  flbroid 

lung 206 

-  -  in  phthisis     . .         . .  288 

-  crackling,  from  aneurysm  195 
with  bronchiectasis 

292,  643 

over  empyema  . .   103 

fibroid  lung       216,  299 

from  stenosis  of  bron- 
chus ..         ..290 

-  non-consonating,   with 

bronchitis      ..         ..217 

-  from  pulmonary  embolus  290 

-  sticky  influenzal  ..  290 
Ranula,  ptyalism  from    . .  542 

-  tongue  swollen  from    . .  698 
Rarefaction   of   bone  (see 

Bone  Rarefaction) 
Rash  (and  see  Erythema, 

etc.) 221 

-  in  cerebrospinal  menin- 

gitis      591 

-  drug  (see  Drug  Rash) 


/.'ajf/i,  contd. 

-  of  fourth  disease 

-  German  measles 

-  measles 

-  ratbite  fever 

-  scarlet  fever 

-  septic 

-  in  small-pox 

-  typhoid  fever    . . 

-  typhus  fever     . .      335, 
Rat-bite  fever 

erythema  in  . .     223, 

heiadache  in  . . 

high  fever  in . . 

leucocyto«is  in 

pain  in  the  limbs  in 

463, 

pains  all  over  in 

pyrexia  in 

rigors  in         . .     595, 

rashes  in 

swelling  6f  muscles  in 

temperature  ciiart  of 

urticaria  in    . . 

Rat  facies.  in  microcephaly 

-  paste,  phosphorus  poison- 

ing from    . . 
strychnine     poisoning 

from 
Rny  fungi  . .         . .        74, 
in  actinomycosis 

-  -  (Plate  XX  VII I)      . . 
Raynaud's   disease,   acute 

oedema  of  tongue  in . . 

age  incidence  of 

albuminuria  in 

black  cyanosis  in     . . 

blue  brain  and 

bull©  in         . .         96, 

cervical  rib  simulating 

coma  in 

cyanosis  in     . . 

of  toes  in    . . 

dead  fingers  in 

ears  affected  in     203, 

electrical  reactions  in 

ergotism  simulating.. 

erythema  in  . . 

Raynaud's  disease,  erythro- 
melalgla  differentiated 
from 

excited  by  cold 

finger  affected  by  240, 

Raynaud's  dts;ase,  fingers 
In  (Plate  XIIJ) 

frost-bite  simulated  by 

gangrene  from       255, 

common  in 

of  fingers  in 

Raynaud's  disease,  general 
account  of 

hsemoglobinuria  with 

hands  affected  by     . . 

high       blood-pressure 

with 
Raynaud's  disease.   Inter- 
mittent    claudication 
differentiated  from    ■. 

local      asphyxia       in 

(Fig.  125) 

necrosis  of  li  utters  in 

(Fig.  126) 

nose  affected  by 

OHicma  from  413,  414, 

pallor  of  toes  in 

Raynaud's  disease,  parts 
affected  by 

penis  affected  by     . . 

peripheral  neuritis  simu- 
lating 

sex  incidence  of 

simulated  by  brachial 

plexus  changes     . . 

stages  of 

toes  affected  by 

tongue  affected  by  . . 

ulceration  of  fiTitrcrs  in 

REACTION  OF  DEGENE- 
RATION 

in  acute  poliomyelitis 

amyotrophic      lateral 

sclerosis       61,  135, 

from  aneurysm 

cfiuda  equhia  tumour 

cervical  rib     . .        61, 

Reaction  of  degeneration, 
characteristics  of 


228 
228 
598 
228 
597 
272 
335 
638 
588 
598 
598 
465 
598 

465 
598 
570 
598 
598 
598 
598 
598 
188 


599 
37o 
458 
614 

698 
441 
13 
699 
163 
,  07 
444 
117 
162 
441 
162 
699 
584 
259 
223 


441 

441 
699 

25S 

162 
256 
441 
162 

162 

284 
441 

81 


441 

25& 

257 
699 
415 
441 

256 

699 

25a 
441 

163 
256 
699 
699 
162 

582 

61 

517 
61 
6'> 

508 

582 
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REACTION     -    REGURGITATION 


Reaction,  conid. 

Rsaction  of  deoeneration, 
conditions  causing    ..    61 

in  diabetes     . .  . .     50 

with  facial  paraljrsis. .  493 

-  -  from  gumma  of  nerve    Gl 

in  infantile  paralysis      60 

infraspinatus  . .  506 

from  injury    . .  61,  63 

myelitis  . .         . .  515 

-  -  neuritis  . .         . .  477 

-  -  new  growth  ..         ..61 
partial  ..         ..  583 

-  -  from  pelvic  tumours. .     61 

-  -  peripheral  neuritis  56, 

59,     60,     61,     440, 

465,  512,  514,  515 

-  -  peroneal  atrophy     . .  513 
poliomyelitis  . .      509,  512 

-  -  progressive    muscular 

atrophy      . .         . .     61 

-  sciatica  ..         61,  63 

-  -  syringomyelia  ..     61 
Ulipes            ..         ..112 

-  -  Tooth's  peroneal  atro- 

phy 60,  61,  113 

transverse  myelitte   61,  62 

tumour  of  Cauda  equina  61 

REACTION,  DIAZO        ..   173 

-  Eason's 285 

Reaction  of  stoois. .        . .  170 

-  vomit     . .         . .         . .  766 

Reaction,     Waioerniann's 

(see  Wassermann) 
Reaction,     Widal's    (see 

Widal) 
Reactions,     electrical,     in 

tetany  . .         . .       3 

Reading,  book  seeming  to 

rec^le  during  . .   763 

-  f»ye-strain  from . .         . .  446 

-  iicadache  from  . .         . .  449 

-  pain  in  the  eyes  from  . .  446 
Roceptaculum    chyli,    ob- 
structed, chylous  ascites 
from    . .  . .         . .     50 

-  —  chyluria  from        . .     50 

rupture  of      . .         . .   109 

Recession  of  gums  . .  589 

Rectai  crifot,  from  taiios 

173,  515,  650,  719 

-  examination,    in    acute 

constipation  . .  . .  129 
anal  fistula  and  . .     78 

-  -  aneurysm  felt  on  ..587 
in  appendicitis  116, 

283,  454,  587,  677 

-  -r  appendix  felt  on      . .  587 

-  -  in  ascites        . .         . .     49 

-  -  for  carcinoma  of  colon 

130,  172,  330 

-  -  recti    78,   129,  130. 

453,  587,   718 

-  cases  of  bearing-down 

pain            . .  . .  427 

-  —  iliac  foraa  pain  . .   116 

CEdema       . .  . .       8 

of  one  leg  ..411 

-  —  pus  in  stools  . .  557 

-  -  in   Cauda  equina  tu- 

mour . .         . .     63 

-  chyluria         ..         ..109 

-  -  coccydynia  and         . .  587 
cryp'tomenorrhcea     . .     17 

-  detecting  bladder 

growth  41,  277,281, 

471,  472,  579,  580 

enlarged  pelvic 

eriands     ..         ..  472 

-  —  polypus      . .         . .  585 
retroversion       of 

ut«rus       ..         ..587 
submucous  abscess    585 

-  -  -  uterine  enlargement  587 
in    diagnosing      anal 

fissure         ..  ..   194 

ascites         . .  . .   587 

carcinoma  of  pros- 
tate        ..  ..470 

cause  of  swelling  in 

iliac  fossa  . .   665 

diverticulitis  . .  453 

dyschezia   ..      121,  128 

-  -  enlarged       prostate 

277,281,587,  .•i9 1,396 

-  -  impacted  faces  172,  718 
inflamed  glands    . .  459 


,  Rectal  crises^  contd.  | 

in  diagnosing  intestinal 

'  obstruction        . .  459  . 

obturator  hernia  . .  681  I 

ovarian  tumour     . .  331 

, piles  . .      194,  584  | 

prostatic       abscess 

182,  470,  581,  687,  620  j 

a£Fections  . .  397 

calculus  470,  473 

I prostatitis  182,  470, 

578,  581 

rectocele     . .         . .  539 

tuberculous  bladder  471 

kidney  280,  282, 

355,  577 

prostate  . .      479,  620 

seminal  vesicles. .  479 

ureter     277,  471, 

473,  579 

I ureteric  calculus  41, 

I  472.  578,  587  i 

I urethral  calculus  . .  395  | 

in  diarrhcca  . .         . .   170  | 

I diseased  ovary  felt  on  587 

I ectopic  gestation  felt  , 

'  on 587 

I with  growth  in  liver. .     52 

! in  hmmaturia  cases  . .  277  I 

-  -  hydatid  felt  on         . .     49 
in  intestinal  obstruc- 
tion ..      129,  130 

intussusception  felt  on 

78,   116,    127,   130, 

585,  717 

for     invagination     of 

rectum        . .         . .   129 

ischiorectal  ab:jces3  felt 

on 587 

in  jaundice    . .         . .  326 

lumbago         . .         . .  429 

Rectai  examination,  maiig- 
nant  *  shelf '   fait  on  587 

Rectai  examination,  metiiod 
of  maicino  . .  584 

for  new  growth         . .  172 

I papilloma  recti  and . .     79 

parametric  abscess  felt 

I  on 587 

pelvic  adhesions  and    130 

I glands  felt  on        . .  381 

I for  pelvic  tumour     . .     63 

' in  peripheral  neuritis    615 

. pessary  felt  on  . .  587 

I pyosalpinx  felt  on  . .  587 

rectal  polypus  and  . .     78 

I sacral  disease  and    . .  587 

,  -  -  in  sciatica      . .     438,  439 
'  —  of  seminal  vesicles    . .  587 

in  simple  colitis        . .     78 

Rectal  examination,  ttruo- 
I        tures  palpable  en     . .  587 

, in  tenesmus  . .         . .  718 

!  -  -  thickened  ureter  felt  on  280  | 
I  -  -  in  thieves  . .  . .  584  ' 
I vaginal  growth  felt  on  587  I 

for  venereal  ulcer  of  1 

1  rectum        . .         . .     79 

; vesical  calculas  felt  on  587  | 

I vesicuto  seminales  felt  277 

' (and  see  Rectum,  Ab-  j 

I  normalities  felt  per) 

I  Rectai  shelf.  In  abdominal 

I         malionant  disease    . .  587  ; 

.  Recti  abdominales,  divari- 

!  cation  of        . .         . .  483 

Recto-abdominal  examina-  I 

I  tion  in  virgins  . .   192  , 

t  Rectocele,  rectal  examhia-  i 

tion  in  di^nosing  . .  539 

-  simulating  prolapse     . .  639 
Recto-vaoinai  fistula      . .  586 

Recto-vesical  fistuK      238,  586 
RECTUM.     ABNORMALI- 
TIES FELT  PER      ..  584 

-  abscess  opening  into    . .  581 

-  adenoma  of       ..         ..  718 

-  affections  of,  pain  in  the 

back  from      . .  . .  428 

-  ballooned  . .  . .   131  , 

-  bilharzia  affecting        . .     79 
I  -  bullous  dermatoses  aflect- 

'  ini? 99 

-  blood  per  (see  Blood  per 

Anura  ;  and  Metena)  ' 

-  carcinoma  of  (see  Car- 

cinoma of  Rectum) 


Rectum,  contd. 

-  catarrh  of,  diarrhoea  from 

-  colibacilluria  after  opera- 

tions  on 
Rectum,  concretions  in  . . 
tenesmus  from 

-  enterolith  in     . . 
Rectum,  fibrous  stricture  of 

585, 

dyschezia  from 

in  women  . . 

Rectum,  foreign  bodies  In 

abscess  due  to 

tenesmus  from 

-  gumma  of 

-  liromorrhage    from    (see 

Blood  per  Anum ;  and 
Meliona) 

-  hair  ball  in       . .     684, 

-  insensitive,  in  dyschezia 

-  invagination    of,    blood 

per  anum  from     . . 

constipation  from     . . 

defaacation  unsatisfied 

in 

dyschezia  from 

lumbar  pain  from     . . 

mucus  from  . . 

felt  per  rectum 

-  irritation  of,  by  pelvic 

abscess 

-  loaded,  dystocia  from  . . 
priapism  from 

-  lesions  of,  paiA  in  legs 

from 

tenderness     of    spine 

from         (Fuf.  294) 
Rectum,  malformations  of 

(Figs.  249-252) 

intestinal   obstruction 

from 

-  occluded  by  foBtal  head 

-  opened  by  carcinoma  of 

bladder 

uterus 

caseous  glands 

-  oxyuris  vermicularis  in 

-  pain  in,  from  piles 

-  papilloma  of 

-  polypus  of  (pee  Polypus 

of  Rectum) 

-  pressure  on,  bearing  down 

pain  from 

by  carcinoma  uteri  . . 

distended  tubes 

dyschezia  from 

-  by  fibroids     . . 
ovarian  tumour 

-  prolapse  of  78,  79,  717, 

-  retention  of  urine  after 

operations  on 

-  sense  of  fullness  in,  from 

carcinoma  . . 
piles 

-  weight  in,  from  piles 
something     coming 

down,  pile  causing  . . 

-  tuberculous,    carcinoma 

simulated  by . . 

-  ulceration  of  (see  Ulcera- 

tion of  Rectum ;   and 
Carcinoma  of  Rectum) 

-  venereal  ulcer  of 

-  villous  tumour  of 
Rectus  abdominis,on  guard 

rigid,  over  liver  abscess 

tumour  simulated  by 

Recurrent  fibroma  of  naso- 
pharynx 

-  laryngeal  nerve,  paralysis 

of      (see      Paralysis, 
Laryngeal) 
Red  corpuscles  in  amcebio 

-  crenated     (Plate     11, 

Fuf.D) 

fragility  of  (see  Fra- 
gility of  Red  Cells) 

insignificance  of  *  oc- 
casional •  in  urine. . 

normal  numbers  of  20, 

-  nucleated 

-  -  -  in  Hodskin's  disease 

-  oval,  in  birds. . 

-  -  in  pleuritic  effusion . . 

-  -  punctate  basophilia  in 
size  of 

-  in  tube  casts  . . 
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Red  corpuMdet,  a>ntd. 

in  urine  . .     9,  1?,  It 

various  sizes  of         ,.     ti 


70 

Red  currant  jelly  spatmn. 

718 

from  new  growth      . .  r>j 

718 

-  nucleus,  lesion  of ,  tremor 

584 

from    . .         . .          - .   ~-i 

-  vision      . .         . .          .  -   Tf- 

586 

Reduplication  of  first  sound, 

129 

from    acute    endocar- 

129 

ditis    ill 

584 

arteriosclerosis       -  -  i^^ 

681 

granular  kidney   .  -   ^5^ 

718 

hypertrophy  of  heart  588 

REDUPLICATION    OF 

585 

HEART  SOUND        ..  587 

canter  rhytlim  simu- 

lating     . .           -  .   iS7 

718 

mid-diastoUc     bruit 

121 

simulatini?           . .  5S7 

Rodupiicatien  of  palmMUuy 

129 

second  sound..                2 

129 

with    mitral     re- 

gundtetion                 ..  3U 

129 

-  second  sound,  aocento^- 

129 

tion  and     ..           -  -   5S^ 

129 

from  arteriosclerosis  ^S-* 

129  1 

granular  Iddney    . .   5S5 

129 

high   blood-prcs^u^e 

29A,  ^< 

427  1 

mitral  stenosis      . .  isS 

200 

Redux  crepitations  in  pneu- 

538 1 

monia              ..       160,  642 

Reeling,    from    cerebellar 

442  1 

lesions            ..          . .     i* 

ReeUng  gait  (and  se«  Ataxy)  S*>1 

716  , 

-  in  tobes 751 

-  from  vertigo      ..          ..   751 

586 

Reflex,  abdominal,  absent. 

from  lateral  solprosti>     51S 

129 

with  brachial  mono- 

587 1 

plegia       ..           ..51..- 

in  amyotrophic  lateral 

238  i 

sclerosis      ..          ..5**5 

2.'i8  1 

lost  extensor   plantar 

238  , 

reflex  with..          ..   Z^ 

79 

evidence  of  or^granic 

78  1 

disease     ..          -.553 

79 

Reflexes,  abdominal,  duuiges 

In       488 

in  disseminated  scler- 

osis   5  je 

426 

-  Achillis  (see  Ankle-jerk) 

129  1 

129 

-  corneal,  in  facial  paralysis  4  42 

129 

-  deep,       increased        in 

129  1 

hysteria          ..          ..   ISt 

129  1 

-  lost,  in  epUepsy . .          . .   1 43 

718  1 

-  palate,  absent,  in  hysteria  4Cd 

impaired,    in     bulbar 

396 

pi»lsy           ..           ..627 

-  patellar  (see  Knee-jerk) 

129 
78 

78 

-  plantar  (see  Plantar  Re- 
flex) 

Reflexes,  pupillary,  eeiioral 

account  of    ..     551.^2 

78 

(and  see  Pupil  Reflex) 

Refraction,  error  of,  diplopia 

685 

from    . .          . .           . .    1T5 

eye-strain    from    446, 

524,  525 

1 

headache    from     295, 

79  1 

446,  449,  712 

79 

neuralgia  from           . .  449 

592  ' 

photophobia  from     . .  524 

370 

pricking  of  eyes  from    295 

659  , 

strabismus  from        . .  649 

supra-orbital  pain  from  44€ 

179 

tenderness     of     nnalp 

from           ..          ..712 

visual  defect  from     . .   761 

(and  see  AsUgnmtism  ; 

77 

Hypermetropia ;  Mjo- 

pii) 

oo 

Reoenoratlon  of  aenra.  saa- 

sory  recovery  after  . .  80S 

time  requir«i  for     . .  5«S5 

Regional  anatomy   of  ab- 

6 

domen             . .          . .   660 

532 

Regurgitation,  aortic   (see 

22 

Aortic  Regurgitation) 

64 

-  of     food,      in      bulbar 

266 

paralysis        ..          ..764 
in  infants        . .          . .    764 

102 

23 

myasthenia  gravis   . .   764 

22 

REGU  RGITATION  OF  FOOD 

6 

THROUGH  NOSE    ..  588 
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Regurgitation  of  food,  ctntd. 

-  -  through  nose  from  bul-  I 

bar  paraly.^is     178,  589 
cleft  palate         ..  178 

- diphtheria       154, 

178.  196,  512,  764 
hysteria  . .         . .  589 

Regumitation  of  food  throuoh 
noM,  lift  of  cauMs  of  588 

from   myasthenia 

gravis  . .         . .  178  , 

paresis  of  palate    512 

perforated  palate  178 

syphilis  . .         . .   178 

-  mitral  (see  Mitral  Begur- 

gitation) 

-  pulmonary     (see     Pul- 

monary Incompetence) 

-  tricusj)jd  (see  Tricuspid 

Regurgitation) 
Reinforcement       . .  . .   357 
Reiti!*ch'8  test  for  arsenic . .     78 
Relapsing  fever,  chills  in . .  637 
lilth  and         . .         . .  637 

Rolaptino  fever,  oenerai 
account  of  27.  %  338,  837 

geographical  distribu- 
tion of        . .  . .  596 

-  -  hyperpyrexia  in        . .  309 

-  -  hypothermia  after    ..  311 

-  -  jaundice  in    . .  . .  325 

-  -  pains  in  back  in        . .  637 

-  -  parasites  in  biood  in       27 

pvrexia  of     . .      336.  637 

riffor  in         694,  595,  596 

spirillum      of     {PUUe 

XX VI IT)  ..         ..614 

s-pirochwtes  in       596,  637 

spleen  enlarged  in  632,  637 

-  -  sweating  in    ..  ..   637 
temperature  chart  in 

{Fig,  5)  27 
Remittent  fever,  purpura  In  553 
Renal  abscess  (see  Abscess, 
Renal) 

-  calculus    (see    Calculus, 

Renal)  i 

-  colic  (see  Colic,  Renal)  ' 

-  crises  in  tabes   . .         . .  515 

-  epithelial  cells,  from  acute 

Hright's  disease         ..  412 

-  tube-casts  (see  Tube  Casts) 

-  tumour     (see     Kidney, 

Enlarged) 

-  veins,   invaded   by   new 

irrowth  . .         . .       7 

Renal  veins,  tliromliotis  ot 
tfiaonosit  7 

Renal  veint,  tlirombotit  of, 
simulatino  acute  no- 
OhrHis  7 

Rennin.  test  f or    . .         . .  320 

Resin,  bulla)  from. .         ..     96 

-  erj'thema  from  . .         . .  222 

-  in*  urine,  white  ring  from      5 
Resonance,      in     femoral 

hernia..         ..         ..  674 

-  impaired,  from  aneurysm 

195,  208,  291 

-  bronchus  obstruction    208 

-  over  fibroid  lung  168, 

216,  292,  299,  643 

-  -  in  phthisis     . .         . .  288 

-  pneumonia     . .         . .  160 

-  ifrom   pulmonary  cm- 

bolus  ..         ..  290 

-  pulmonary  infarct    . .  160 
stenosis  of  bronchus. .  290 

-  increased,  in  emphysema 

167,  217 

Reionanco.ilcodaic  168, 299,811  ; 

Resorcin,  black  urine  from  745  ; 
Respiration,  Cheyne-Stokes,         , 

(^ee       Cheyne-Stokes 

Respiration) 

-  in  chorea  . .         . .   133  . 

-  embarrassed,  in  tetany    151 

-  pulse- rate  and  . .         . .  549 

-  rapid,  in  pneumonia  335,  425 

-  shallow,  from  pneumo- 

thora.x        . .         . .  531 

-  rate,  in  pneumonia      . .  636 

pyrexia  and  . .         . .  573 

Re^iiration,  slow  . .        . .    84 
from  cerebral  abscess  502 

-  superficial,  with  perito-  i 

nitis 592 


Respiratory  blood-pumi),  in 

heart  failure  . .  . .  420 
Rest  in  bed,  in  clilorosis  . .     36 

effect    with    adherent 

pericardium       . .  214 
mitral  regurgitation  214 

-  pain  and  stiffness  after    463 

contractures  from    ..  114 

talipes  from  ..         ..114 

Restlessness,  in  acute  yellow 

atrophy  . .       273, 333 

-  from  alcohol      . .         . .  726 

-  with  anuria        . .         . .     42 

-  in  children,  from  colic. .  425 

-  eclampsia  . .         . .  146 

-  from  nnmatemesis       . .  268 

-  hysterical  pyrexia        . .  310 

-  at  night  in  rickets       115,  711 
Retelling 764 

-  with    undue   abdominal 

aoriic  pulsation  . .  543 
Retention  of  urine,  alcohol 

and 395 

from   bladder  growth 

281,  396 

-  Madder    felt    above 

pubes  with  . .  395 
from    carcitioma    of 

ovary  . .         . .  649 

prostate      . .         . .  649 

cold  and         . .         . .  395 

cystitis  from  . .      578,  650 

-  distinction  from  anuria 

39,  395 

-  -  dribbling  with  . .  395 
from  enlarged  prostate 

395,  396,  049 

Retention  of  urine,  gennral 
account  of     . .     385,  398 

from  gonorrhoea        . .  649 

in  hysteria     . .         . .  396 

iticontinonce  simulated  395 

-  from  infiamcd  urethral 

caruncle  ..  ..  619 
in  lateral  sclerosis  398,  517 

-  -  myelitis         39«5,  398,  578 

after  operations        ..     42 

from  ovarian  cyst    . .  649 

pain  from      . .         . .  395 

above  pubes  with . .     39 

from      paralysis      of 

bladder       ..      396,  398 

paraplegia      . .         . .  396 

pelvic  tumour  . .     39 

periprostatic     abscess  649 

perirectal  abscess      . .  649 

peritonitis      . .         . .  592 

prolapse         . .         . .  649 

prostatic  abscess  182,  396 

-  -  prostatitis     182,  396,  581 
retrovertod        gravid 

uterus  39,  649,  689 
sphincter  spasm        . .  398 

-  spinal  disease  . .     39 
strangury    from     39, 

395,  649 

-  -  stricture  39,  395,  396,  649 
hi  tabes  dorealls  396, 

398,  578,  650 

typhus  . .         . .  638 

from  urethral  calculus 

282,  649 

-  -  urethritis        . .         . .  649 
uterine  fibroid  . .  649 

Retina,    in    albuminuric 
retinttis  ..416 

Retina,  detadied,  appear- 
ancet     of    416, 

(Plate  XX)  418 

black     spots      belore 

eyes  from  . .         . .     72 

blindness  from  . .  762 

by  growth     . .         . .  417 

-  embolism    of   (see    Em- 

bolism, Retinal) 

-  haemorrhage     into    (see 

Hinmorrhages,  Retinal) 
Retina  in  optic  neuritis  ..416 
Retina,  pigment  patclies  in  418 

scotoma  from        . .  760 

Retina,  after  retinal  em- 

bolism  ..418 

Retina    after    thromlMtlt    of 

of  retinal  veint        ..418 

-  white     patches     In,     in 

albuminuric  retinitis  416 
opaque  nerve  fibres  41G 


Retinal  artery,  spasm  of 

blindness  from  . .  761 
embolism  of  (see  Em- 
bolism, Retinal) 

-  changes,  with  nephritis    42 
uraemia  . .         . .  146 

-  examination,  with  growth 

in  liver  . .         . .     52 

-  hiBmorrhage    (see    Hae- 

morrhage, Retinal) 

-  vein,    thrombosed    (see 

Thrombosis,  Retinal) 
Retinitis,  albuminuric  ap- 
pearances  of  418, 

(Plate  XX)  418 

with  arteriosclerosis. .       1 

black  spots  before  eyes    72 

cerebral    haomorrbage 

and 119 

hi    chronic    nephritis 

11,  212,  274,  408 

granular  kidney        1,  106 

heart  failure  with     . .       1 

high       blood-pressure 

with  ..         1,  212 

mitral  regurgitation . .  212 

optic    neuritis    simu- 
lating        ..         ..416 
in  urmmia      . .         . .  315 

-  amaurw'is  with . .         . .  759 

-  in  arteriosclerosis         . .     90 

-  cerebral  luemorrhage  and  515 

-  in  diabetes         . .         . .  261 

-  with  high  blood-pressure  485 

-  intemtitial   nephritis    . .     90 

-  nephritis  . .  . .     47 

-  neuro-,  in  fungnting  endo- 

carditis . .         . .       7 

-  photophobia  from        . .  624 

-  pigmentosa,  familial    . .  761 
night-blindness  from 

761,  763 
ophthalmoscopic     ap- 
pearances of       761,  768 

visual  field  constricted 

m     ..         ..      760,  761 

-  unnmia  and       . .         . .  759 

-  of  vellow  spot,  nystagmus 

from 759 

Retraction  of  the  Abdomen 
(see     Abdomen,     Re- 
tracted) 
RETRACTION     OF    THE 
EYEBALL     ..        ..217 

-  eyelids,  in  Graves's  dis- 

ease     723 

RETRACTION     OF    THE 

GUMS  ..588 

RETRACTION     OF    THE 

HEAD  ..588 
from    bronchopneu- 
monia        . .         . .  590 

capillary  bronchitis  . .  590 

cerebellar  lesions      . .  582 

dyspncBa        . .         . .  590 

Increased    intracranial 

pressure      . .         . .  590 
Retraction  of  the  head,  list 

of  causes  of   ..        ..588 

from    meningitis  296, 

323,  566,  690,  640,  649 
tuberculous  meningitis  640 

-  nipple,  from  carcinoma  687 
Paget's  disease         . .  730 

Retraction  of  ribs,  systolic, 
with  adherent  peri- 
cardium 80,  213 

in  normal  persons. .     90 

Retrobulbar  neuritis  (see 
Neuritis,  Retrobulbar) 

Retroflexion  of  uterus  (sec 
Uterus,  Retroflexion  oO 

Retroperitoneal  cyst,  dilata- 
tion of  stomach  from 

174,  653 

Retroperitoneal  cyst,  notes 
on       881 

-  glands    (see    Lymphatic 

Glands,  Retroperitoneal) 

-  hernia 452 

-  tissue,  aneurysm  leaking 

into 120 

Retropharyngeal     abscess 
(see     Abscess,     Post- 
pharyngeal) 
Retropulsion,  in  paralysis 
agitans  ..         ..  725 


Retroversion  of  uterus  (see 
uterus,  Retroverted) 

Retroverted  gravid  uterus 
(see  Uterus,  Retro- 
verted Gravid) 

Rhabdomyoma   ot   kidney  35G 

Rheumatic  lever  (see  Rheu- 
matism, Acute) 

Rheumatism,  acute,  acute 
endocarditis  in  ..211 

necrosis  mistaken  tor  338 

—  adherent   pericardium 

after  ..         63,  54 

age  incidence  ot       . .  105 

albuminuria  in  . .     13 

aiburoosona  m  . .     16 

anaamia  from  . .     34 

aortic  disease  from  46,  2o9 

regurgitation  from       9n 

arthritis  . .  . .  337 

Rheumatism,  acute,  associ- 
ated conditions  of     . .     14 

bromidrosis  in  . .  654 

—  cerebral  embolism  and  119 

in  children     . .         . .  464 

chorea    in    105,    133, 

337,  464.  614 
chronic    mediastinitis 

from  ..         ..  751 

coma  in  . .         ..117 

delirium  in    . .         . .  169 

does    not    affect    one 

joint  only  ..      341,  361 
drenching  sour  sweats 

in 338 

endocarditis  in  90,  96,  105, 

209,  283,  464,  574,  614 

eosinophilia  after     . .  218 

erythema  in  . .      223,  337 

multiforme  from  . .   105 

nodosum  from  105, 

228,  614 

simplex  in  . .         . .  228 

family  histoiy  and 

133,  337,  464,  611 

—  fauces  inflamed  in    ..615 

febricula  representing  464 

fixation  very  rare  after  339 

'flitting*  of  joint  pains 

in 338 

Rheumatism,  acute,  ganerai 

account  of  . .  337 
gonococcal      arthritis 

mistaken  for      338,  340 

growing  pains  and 

363,  464,  466 

heart^block  from      . .  646 

disease  and  35,  46, 

89,  93,  105,   209, 
337,  464,  485,  701 
Henoch's  purpura  simu- 

lathig         ..         ..343 
in    history    of    heart 

disease        ,.         ..14 

hydrocele  from  ..   481 

hyperpyrexia  in   169, 

309,  310,  574 

infantilism  from        . .   189 

jaundice  in     . .  . .  325 

joint  pains  with  105, 

228,  614 
Kirkland*s  disease  simu- 
lating        ..         ..616 

leucocytosis  in  . .  360 

limping  from..         ..  362 

mediastinitis  from  52, 

54,  308 

menorrhatria  from    . .  380 

mitral  disease  in       . .  337 

regurgitation  after      89 

stenosis    after     35, 

485,  704 
no     muscle     atrophy 

with  ..         ..338 
myocardial      chancres 

after  ..        54,  704 

myocarditis  in  ..  212 

nightmare  and  . .  402 

nodules  and  . .      337,  338 

pain  in  the  back  from  427 

epigastrium  from..  436 

foot  from  . .         . .  362 

joints  in     . .         . .  463 

limbs  from . .         . .  463 

muscles  in  . .         . .  463 

palate  inflamed  in    ..615 

palpitation  in  ..211 
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lihntmatUm,  contd. 
Rheumatiiin,  acute,  ptiiosit 
and  ..    S66,  105 

pericarditis      in      54, 

105,  337,  464,  G14 

permanent    stiiEness 

rare  nfter   . .         . .  338 

pleurisy  in      54,  614,  404 

with  effusion  from     105 

poljorrhomenitis  from  107 

precordinl  pain  in    . .  211 

puerperal  fever  simu- 

laUng  ..         ..  59C 

pulmonary       stenosis 

after  ..     «2 
purpura  of,  age  inci- 
dence of     . .         . .  343 

-  -  pyrexia  in      . .         . .  228 
rheumatoid    arthritis 

distinguished    from  343 
rigor  in  . .         . .  595 

-  -  salieylateB  and  34,  228, 

464,  614 

reducing  temperature 

ture  in   89  iFiff. 

149)  338,  574 

scarlatina  simulated  by 

228,  614 
septic    arthritis    mis- 
taken for    . .         . .  339 
•  -  septictemia  simulating  310 

-  -  sort)  throat  in  228,  464,  013 
spleen  enlarged  in    . .  632 

RhMimatimi,  acute,   sub- 
cuteiMout  nodulas  in 

105,  228,  405 

sudamina  in  . .         . .  338 

never  suppurates  338,  339 

suppurative     arthritis 

raisUken  for     338,  341 

-  tachycardia  from     . .  701 
thyroid  gland  enlarged 

in 722 

-  -  tonsillitis  in  105,  211, 

337,  614 
traumatic  arthritis  mis- 
taken for    . .         . .  338 

trichinosis  simulating  464 

tuberculous    arthritis 

mistaken  for         . .  338 
-  unknown  in  infantA..  311 

urate  deposit  due  to..  741 

uvula  inflamed  in     . .  615 

-  brachial  neuralgia  and. .  442 

-  chronic,  exercise  relieving  466 

interscapularpain  from  401 

massage  relieving     ..  466 

pain  in  the  hand  from  151 

ioints  from  . .  466 

limbs  in      . .      463,  460 

muscles  from         . .  460 

sarcoma  simulating  . .  672 

-  -  weather  and  . .         . .  466 
writers'   cramp   simu- 

laUd  by     ..         ..151 

-  contiwjtures  from        ..  142 

-  epididymo-orrhitls  from  478 

-  gonorrbcBttl  (see  Ajlhritis, 

Gonococcal) 
Rhaumatitin,  muscular  431, 467 
brachial  neuralgia  simu- 

UUng  ..         ..443 

simulating  tetanus  . .  138 

stiff-neck  from  . .  138 

tenderness   of   muscle 

insertions  in  . .  443 

-  nails  affected  by  . .  250 

-  scarlatinal  . .         . .  340 

Rhaumatimi,  tebatic  paint 
mifltelcen  for..     436,  440 

-  tendeniess  of  scalp  in  . .  712 
spine  from     . .         . .   713 

-  urethritb  from  . .         . .   181 
Rheumatoid  arthritis,  acute 

(8P9    Artliritis,   Rheu- 

matoi<i) 
Rhine      valley,      molUties 

o«sium  in        . .  . .   242 

Rhinitis,  atrophic,  anosmia 

from    . .  . .  .  •  612 

crusts  in  nose  from  . .   179 

ii.xHal  discharge  from     179 

ozjuna  from    . .  . .   179 

taste  loss  from  . .   705 

-  caseo'^a,  not  tuberrnlous  179 

-  chronic,  from  syphilLs. .   179 

-  diphtheria  of  skin  with    558 


Rhinitis^  eontd. 

-  foul  breath  from  . .     87 

-  hypertrophic,     adenoids 

from 179 

anosmia  from  . .  612 

inability    to    breathe 

through  nose  from    179 

nasal  discharge  from    179 

ozena  from  . .         . .   179 

polypi  from    ..         ..  179 

snoring  due  to  . .  613 

taste  loss  from  . .  705 

ton«ils  large  from     ..  179 

-  membranous,  not  always 

diphtheritic    ..         ..179 

-  purulent  (see  Discluuigc, 

Nasal) 

-  rhinoliths  from  ..         ..179 

-  taste  impairment  from     700 

-  tuberculous       ..         ..179 

-  ulcer  of  cornea  from    . .  733 

Rhinoliths 179 

Rhinophyma  ..      241,  733 

Rhinoniiogia  (see  Epistoxis) 
Rhinoscleroma,  epithelioma 

simulated  by..         ..  733 
Rliinotclaroma,  ganeral  ac- 
count of  . .  733 

-  skin  tumour  from  . .  732 
I  Rhomboids,  nerve  supply 

I  of        504 

I  -  root  innervation  of     . .  509 

Rhonchi,  with  bronchitis 
I  167,  217 

I  -  typhoid  fever    . .         . .  636 

Rhubarb,  chrysophonic  acid 
in  ..  ..  744,  745 
.  -  erytliema  from  . .  . .  222 
'  -  heartburn  relieved  by..  297 
,  -  oxalate  from  . .  . .  424 
I  -  oxaluria  after    ..         ..281 

-  pink  urine  after  ..715 
]  -  yellow  urine  from  . .  744 
I  Rhus,  sore  Angers  from  . .  239 
j  -  toxicodendron,     blisters 

[  from 97 

bulliQ  from     . .         . .     90  , 

dermatitis  from        . .  755  I 

-  -  erythema  from      222,  224 

pruritus  from  . .  540 

Rib,  carcinoma  of . .         . .  70T 

-  caries   of,    pain    in   the 

chest  from  ..  431 

-  cervical  (see  Cervical  Rib) 

-  fractured   (see   Fracture 

of  Rib) 

-  hydatid  of         . .         . .  707 

-  periostitis  of,   after  ty- 

phoid fever    . .         . .  686 

-  resection  hi  empyema. .  103 

-  retraction,  systolic,  with 

adherent   pericardium 

54,  90,  213 

-  sarcoma  of         . .         . .   707 

-  tuberculous  ..  668,  680 
Ribs,  beaded,  in  rickets 

155,  167,  635 

-  eroded  by  aneurysm    . .  434 

-  everted,  from  emphysema  366 

-  -  in  rickets        . .  . .  635 

Rlki,  laslont  of,  tendomosi 
due  te 707 

-  local    bulging   of,    from 

liver  abscess  . .         . .  370 

-  overlapping    of,    from 

fibroid  lung    . .         . .  108 

-  periostitis  of     . .         . .  707 

-  pushed  out,  by  ascites. .     43 

-  syphilitic  nodes  on      . .  669 
Rice,    decorticated,    beri- 
beri and        63,   226,   414 

in  cholera       ..         . .  717 

Rice-water  stools  . .  268,  273 
Ricin,hasmoglobinuriatrom  284 
Rickets,  age  incidence  of 

154,  242,  361 

-  ankle-joint  disease  simu- 

lated by         ..         ..364 

-  ankles        large        from 

(Fig.  85)  180 

-  anterior  fontanelle  in  . .  145 

-  baldness  in        . .     »     . .  711 

-  Barlow's    disease    simu- 

lating   556 

-  beaked  pelvLs  in  . .   187 

-  bending  of  bones  from. .   242 

-  bones  unduly  curved  in  635 


Rickets^  cotUd. 

-  bow-legs  from    . .         . .  180 

-  bronchitis  in      . .         . .  H5 

-  cachexia  with    . .         . .     99 

-  carpopedol   contractions 

and      . .         . .      152,  420 

-  catching  cold  in  . .   1 45 
Riclcete,  diott  In  {Fiy.  76)  167 

-  coma  in 114 

-  constipation  in  123,  145 

-  convulsions    from    144, 

145,  420 

-  coryza  in  . .         . .  145 

-  craniotabes  from      152,  205 

-  defective  hygiene  causing  145 

-  diarrhoea  in       . .         . .  145 

-  diet  and 145 

Ridtete,  dittinguiAMl  from 

adiondrtpiasia        ..  108 
Ridtete,  dittinouiAodfroin 
oiteoponeiii  Imperfocte  108 

-  dwarfism  from  irig.  85)  186 

-  eosinophilia  in  . .         . .  219 

-  epiphyses  large  in         . .  635 

-  fat  heavy  child  in         . .  385 

-  flabbiness  of  muscles  in  714 

-  flat  feet  from  (Fu;.  85)  186 

-  fontanelles    delayed    in 

closing  in        . .         . .  635  . 

-  forehead  bulging  in      . .   187  ' 

-  -  large  in  . .         . .  204  t 

-  gastro-intestinal     upsets 

in         145 

Ridcete,  oonaral  account  of  145  I 

-  greenstick  fracture  from  242 

-  Harrison's  sulcus  in  145, 

167,  187,  635 

-  head  lanre  hi  145,  205,  511 

-  bead-rolling  in  . .      145,  711  ' 

-  hip-joint   disease   simu- 

lated br        ..         ..364 

-  hot-cross-bun  head  in 

187,  205  I 

-  hour-glass  pelvis  in     . .   187  i 

-  hydrocephalus  simulating  201 

-  infantile  scurvy  and     . .     99  | 

-  insomnia  from  . .         . .  321 

-  Irritebility  in     . .         . .  145 

-  knee-joint  disease  simu-  ' 

latod  by         ..         ..  364  ' 

-  knock-knee  from  (F1V7. 85)  186  , 

-  kyphosis  from  . .      155,  188  ' 

-  loiyngismus  stridulus  and 

145,  420 

-  limping  from     . .      362,  363  > 

-  liver  depressed  by        . .  867 

-  long  bones  curved  in    . .  145 

-  lordosis  from    . .         . .  188 

-  marasmus  from. .         . .  385 

-  mucous  stools  in  . .  145 

-  muscular  debility  in    . .  145  \ 

-  night  sweats  in . .         . .  654 

-  pains  in  the  bones  in  . .  364 

-  paraplegia  from  . .  510  ' 

-  pigeon  breast  in  . .  187 

-  pot-bellv  in       . .      635,  660  | 

-  pseudo-Ieuktemla  and  37,  635 

-  quadrate  head  in         . .  635 

-  radius  thickened  in  154,  155 

-  reslessness  in     ..         ..711 

-  -  at  night  in    . .         . .   145  , 

-  ribs  beaded  in  155,  167,  635 

-  roeory  in  . .         . .  145 

-  rostrate  pelvis  in  . .  187 

-  sabre  tibi»  from  . .  186 

-  sacro-iliac  joint  disease 

simnUkted  by..         ..  364 

-  scoliosis  from    . .      153,  154 

-  screaming  in      . .         . .  145 

-  scurvy-      (see     Scurvy- 

rickets) 

-  short  legs  from  (Fig.  85)  180  ' 
Ridcett,  tiont  of     ..  145,  635 

-  spasmophilia  and         . .  420  | 

-  spinal  caries  simulated  by  714 
curvature  from     187,  714  , 

-  spleen  enlarged  in  632,  035  I 

-  sweating  of  head  in     . .   145 

-  teeth  delayed  In  . .  155  1 

-  tender  bones  in. .      145,  714 

-  -  scalp  from     ..     710,  711 
spine  In  . .         . .  714  i 

-  tetany  with  3,  145,  151 

-  transverse  colon  visible 

in        660 

-  tuberculous  spine  simu- 

lated by         . .         . .  364  i 


RicteU,  coHtd. 

-  Werdnig-Hoflmaun   par- 

alysis . .  . .  . .   13' 

-  wrists  large  from  (F*j7.  ^5 1  1*^ 
Ricketts      on      small- pox 

561,  063,  73- 
Rickety  girdle       . .  . .   1^7 

Rieders  disease,    cyano»iB 
from    . .  . .  . .  1  '/< 

dyspnoea  from  - .   1^5 

-  lobe        o*^ 

age  incidence  of         . .  3»>i 

floating  kidaej  slma- 

lated  by     . .  . .  307 

gall-bladder  aimulat«d 

by    ..         ..      863.  t"# 

gall-stones  and  . .  344 

Riodel't  iolw.  genonil  ac* 
count  of  . .  360 

kidney  simulated  bj     1*3 

laparotomy     in      di»- 

gnoeing       . .  . .   Zit 
movable  kidnej  simu- 
lated by      . .           . .   CS3 

sex  incidence  of        . .   3C6 

sUnuUting       eolanred 

gall-bladder  ..  2i2 

movable  kidoej    .  -   25i 

tigbt-lacing  and        . .    3C< 

Rigg's  disease  (see  Pjorrtiaea 

Aiveolarts) 
RIGIDITY   OF  THE    AB- 
DOMEN ..  SK 

from  acut«  peritonit» 

131,  388,  425,  5»i,  7^7 

appendicitis   . .  . .   C77 

appendicular  abscess     592 

-  -  colic    . .  . .       425,  iST 

-  -  diverticalitis  . .  . .  453 

in  infants       . .  . .   321 

after  injury   . .  . .   593 

from  nervousness     . .   592 

pleurisy  . .  . .  5d3 

pneumonia     . .  .  .   593 

-  -  pyelitis  . .  . .   451 
ruptured  tubal  (gesta- 
tion             ..           ..593 

suppurative    nephritis  391 

-  of  the  back  from  aneur- 

ysm    ..         . .  ..   4«1 

arthritis  of  spine       . .   4«l 

-  -  flbrositis         . .  . .   4«l 

infective  arthritis     . .   4€1 

myalgia  . .  . .    4«7 

myositis         . .  . .   4«I 

spinal  caries  36 1,  429, 

461,  C»i) 

new  growth  . .  4€1 

spondylitis  deforznan:^ 

461,  714 

-  in   combined    degeneru- 

tionsofcord  ..  ..139 

-  decerebrate        . .  . .   139 

-  in  Friedreich**  ataxv  . .  139 
Rigidity,  homipieohi  wnA 

130.  313 

-  Iliac,  in  appendicitis  . .  4:>4 
from  ureteral  colic    . .  451 

-  in  lateral  sclerosis         . .  139 

-  muscular,  from  bilateral 

cortical  softening       . .  725 

in  disseminated  ~scl«-- 

osis  . .  . .  . .  7SS 

epilepsy  . .  . .  729 

meningitis      . .  . .  729 

paralysis  a«ritana       . .  745 

polymyositis  . .  . .  4&4 

uromia  . .  . .  739 

-  of  neck,  from  caries  . .  648 
fracture  .  .  ..  615 

-  in  paralysis  agitans     . .  23« 

-  of  spine,  from  caries    . .  713 

spondylitis  deformans  CIS 

tenderness  with         . .   713 

-  in  transverse  oord  lesions  139 
Rivor,  dotcriptlon  of  typical  5M 
RIGORS 594 

-  in  angina  Ludovici       ..  G99 

-  angioneurotic  cpdema  . .  £99 

-  abscess  of  liver. .  . .  597 

-  after  appendicitis     326,  5Si 

-  from  bacteriurin  . .     7" 

-  blood    cultures    in    dia- 

gnosing cause  of       . .   5!>5 

-  in  blood  disefise*  . .  5*? 

-  bronchiectasis    . .  . .  586 

-  after  child-birth  . .  596 
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Jiigors,  conid. 

-  from    cliolangitis     254, 

32G,  333,  369,  597 

-  cholecystitis       . .      450,  597 

-  chronic  pancreatitis     . .  204 

-  coli-bacilluria     ..         ..  569 

-  convulsions  in  children 

representing  . .         . .  594 

-  eclampsia  simulating  . .  594 

-  from  empyema..         ..  597 

-  epileptiform  convulsions 

simulated  by. .         . .  594 

-  in  erysipelas      . .      598,  C74 

-  erythema  scarlatlnlforme  227 

-  f ungating  endocarditis. .     34 

-  from     gall-stones     254, 

327,  374,  595 

-  gonorrhoea         . .         . .  597 

-  gout        597 

-  hepatic  abscess  291,  326,  370 

-  in  Hodgkin's  disease    . .  596 

-  hysteria  simulating      . .  594 

-  from  infective  parotitis    694 

-  influenza  . .      598.  639 

-  jaundice  with    . .         . .  325 

-  from  lateral  sinus  throm- 

bosis   . .       {Fig.  244)  567 

-  in  leuknmia       . .         . .  596 
Rtoon.  IM  of  causes  of  594,  59S 

-  in  malaria         291,  568,  596 

-  mastitis 685 

-  meningitis,  rare. .         . .  597 

-  at  onset  of  fevers         . .  594 

-  from  otorrhcea  . .         . .  597 

-  pancreatitis       . .         ..116 

-  with  paroxysmal  hemo- 

globinuria     ..         ..  285 

-  in  pernicious  ansemia  . .  590 

-  pneumonia        . .         . .  335 

-  from  portal-vein  throm- 

bosis     51 

-  prostatic  abscess      182,  581 

-  in  puerperal  fever        . .  596 

-  pulmonary    tuberculosis  598 

-  pysemia  336,   (Fig.  244) 

567,  596,  597 

-  pyelitis 576 

-  pylephlebitis     . .         . .  326 

-  rat-bite  fever    . .         . .  598 

-  relapsing  fever  ..      596,  637 

-  relation  to  convulsions    143 

-  from  renal  calculus      . .  597 

-  in  septicsomia    . .      555,  597 

-  sinus  thrombosis  . .  597 

-  small-pox  . .         . .  272 

-  subphrenic  abscess       . .  658 

-  suppurative  pylephlebitis  333 

-  testicular  abscess        . .  622 

-  tremor  in  . .      724,  727 

-  in  typhoid  fever        595,  598 

-  typhus  fever     . .         . .  637 

-  unomia  simulating       . .  594 
after  urinary  operations  42 

-  in  yellow  fever. .      273,  336 
lUng-form  of  maUiria  para- 
site       31 

Rings,  brown  urinary,  with 

nitric  acid     . .         . .       5 

Rlnps,  white,  in  urine, 
causes  ef  . .     5 

Bingworm,  alopecia  areata 

simulating      ..       71,  249 

-  bald        249 

-  baldness  from   . .       71,  249 

-  beard  affected  by         . .  247 

-  black-dot           . .         . .  248 
RInoworm  ef  liody  slcln. 

general  account  of  247, 

248,  249 

-  broken  hairs  in..         ..  248 
RInoworm.  cultural  differ- 
entiation ef   . .        . .  248 

-  favus  distinguished  from  249 

-  eczema  simulated  by  . .  249 

-  erythema  from  . .  . .  222 
Ringworm,  general  account 

of  . .     247,  249 

-  impetipo  simulated  by. .   249 

-  lepidophytoii  causing  . .   250 

-  mucous    membrane    af- 

fected bv       ..         ..247 

Ringworm    of    tlie    nails 

247,  249,   399 

-  -  eczema  simulating    . .   250 

-  -  pout  siraulatinp         . .   250 

-  -  psoriasis  simulatinff. .   250 

-  -  rheumatism  simulating  250 

D 


Ringicorm^  contd. 

Rose    Bradford    liidneys, 

Sacro-iliac  joint  disease,  contd. 

-  pityriasis     distinguished 

general  account       . .     11 

difficult  to  detect. .   348 

from    . . 

249 

after   unsuspected 

hip  disease  simulated 

-  psoria.«is   distinguished 

scarlatina           ..  228 

by            ..         ..364 

from 

249 

Roseola,  in  dengue          . .  4UG 

lameness  from     347,  363 

Ringworm  Of  the  scalp  247, 

248 

-  small-pox           . .          . .  500 

-  syphilis  73, 334  (Fh7.  170) 

muscle  wasting  with     63 

-  seborrticea  distinguished 

pain   in   iliac   fossa 

from    . . 

249 

383,  615 

from        ..         ..  454 

-  tenderness  of  scalp  from 

710 

Rose  spots  in  typhoid  fever 

on    jarring    hips 

250 

76,  335,  564,  636 

with    ..         ..384 

Ringworm,   various  para- 

Rosett«  crystals    . .          . .   741 

simulating    cauda 

sltee  causing  .. 

247 

Rostrate  pelvis     . .          . .   187 

equina  tumour  . .     63 

-  (and  see  Tinea) 

RoUicln    (see    German 

swelling  in  iliac  fossa 

Rinn6's  test           . .      164, 

165 

Measles) 

from        ..      665,  678 

Rire  en  travers  (Fig.  110) 

235 

Rothera's  test  for  acetone     3 

Sacrum,    abscess    of,    felt 

Rising  to  the  throat,  as  an 

Round     ligament,     flbro- 

per  rectum     . .         . .  587 

aura  of  epilepsy 

67 

myoma  of      . .         . .  681 

-  bedsore  over      . .          . .  257 

RLsorius,  weak,   in   myas- 

 malignant  deposits  ,in 

-  examination  of,  per  rec- 

thenia gravis . . 
RiSUSSAROONiCUS      .. 

235 

656,  657 

tum     . .          ..      584,587 

598 

Round-worms                ..520 

Sacrum,  fracture  of       . .  608 

in  catalepsy  . . 

598 

Round  worm  (see  Ascaris 

-  new  growth  of,  felt  per 

hysteria 

598 

Lumbricoides) 

rectum            . .          . .   587 

malingering    . . 

598 

Rowing,     enlarged     heart 

-  pain  over           . .        78,  680 

sclerodcrmia        simu- 

from  214 

Sadness,  appearance  of,  in 

lating 

599 

Rowing  men,  albuminuria 

tabes  dorsalis            ..  236 

from  strychnine   417, 

of       ..                  ..     15 

Safranin,  alkapton  and  . .   746 

598, 

699 

cramps  in       . .         . .  150 

-  in  staining  fat  droplets  108 

-  -  in    tetanus   138,   417, 

occupation  neurosis  In  476 

Safranin  test  for  sugar   . .  262 

598,  599, 

730 

pain  in  shoulder  in  . .  476 

Sahli's  capsules,  in  testing 

Rivetters,    noises    in    the 

tenderness  of  spine  in  715 

for  pancreatic  disease  191 

head  in 

406 

Rowlands,  R.  P.,  illustra- 

St. Gothard  Tunnel,  anky- 

Roarings in  head  . . 

406 

tion  lent  by    ..         ..141 

lostomiasis  in            . .  621 

in  insanity     . . 

405 

Rub,  in  pericarditis          . .   213 

St.     Vitus's     dance     (see 

-  noise  in  ear 

723 

-  peritonftic  34,  373,  388,  592 

Chorea) 

Roast  beef,  taste  of 

706 

-  -  over  liver       . .      388,  592 

Salicylates  in  acute  rheu- 

Robin,       hremoglobinuria 

over  spleen    . .      388,  592 

matism   34,   228,  339, 

from 

284 

over    splenic    infarct 

404,  614 

Roburite,  dinitrobenzene  in  334 

629,  640 

-  anromia  from     . .         . .     34 

Rochelle  salt  in  Fehling's 

In  pneumonia            . .  335 

-  black  urine  from      745,  747 

test 

261 

over  pulmonary  infarct  160 

-  bradycardia  from         . .     84 

Rock  drillers,  silicosis  in  . . 

288 

-  over     subdiaphragmatic 

-  deafness  from    . .         . .   166 

Rodent  ulcer,  age  incidence 

abscess           ..         ..658 

-  delirium  from    . .         . .   169 

of        

179 

-  (and  see  Friction-sounds) 

-  effect  on  pyrexia  in  acute 

bone  destroyed  by  . . 

179 

Rubber     workers,     acute 

rheumatism   89    C^i^. 

cartilage  destroyed  by 

179 

atrophy  in     . .         . .  334 

149)  338,  574 

Rodent  ulcer,  characters  of 

chloride     of     sulphur 

-  erythema  from  . .         . .  222 

402, 

403 

used  by           ..         ..334 

-  ferric   chloride   reaction 

-  -  of  cornea 

734 

Rubefacients,  various      ..  222 

after 170 

Rodent    ulcer,    cured   by 

Rubella  (see  Measles) 

-  growing  pains  relieved  by  363 

radium 

180 

Rubrospinal  tract,  lesion  of, 

-  headache  from  . .          . .  295 

-  -  diagram  of  {Fig.  301) 

737 

tremor  from  . .         . .  729 

-  ineffectual  on  pyrexia  in 

distinction    from   epi- 

Rumination (see  Merycism) 

gonococcal    arthritis 

thelioma     ..      179, 

735 

Running,  as  an  aura  of  epi- 

(Fig. 150)  338 

epithelioma  simulated 

lepsy   67 

in  gonococcal  arthritis  341 

by 

422 

peliosis  rheumatica  . .  556 

Rodent  ulcer  of  face 

735 

-  at  eyes  (see  Coryza) 

rheumatoid    arthritis 

--of  leg 

738 

-  at  nose  (see  Discharge, 

(Fig.  152)  341 

long  duration  of 

179 

Nasal)             ..         ..178 

various  forms  of  arth- 

 of  nose 

179 

Rupia,  In  syphilis         600,  601 

ritis             ..         ..339 

lupus  simulated  by  . . 

402 

Rupture  (see  Hernia) 

-  noises  in  the  head  from  406 

pain  in 

179 

Rupture  of  aortic  valve. 

-  tinnitus  from     . .          . .   723 

preauricular  gland  en- 

general  account  of  208, 210 

-  urine  after        . .         . .  170 

hirged  from 

378 

-  bladder 278 

-  urticaria  from  . .         . .  771 

-  -  of  skin 

179 

-  heart 213 

Salicylic  acid         . .          . .  553 

syphilis   distinguished 

-  spleen 641 

Saliva,    blood-stained,    in 

from 

403 

Ruptured   tubal  gestation 

convulsions    . .          . .   143 

Rods  in  retina 

758 

(see  Ectopic  Gestation) 

-  curious  effects  of  mercury 

Romanowsky's     stain    for 

Russia,  epidemic  gangrene 

on        542 

malaria"  parasites      . . 

568 

in         259 

-  deflcient,  from  paralysis 

Romberg's  sign    . . 

57 

Rusty  nail,  tetanus  from 

of  chorda  tympaiii  . .  494 

-  -  in  tabes 

609 

599,  730 

-  dribbling   of  (see    Drib- 

Root palsy 

509 

-  sputum      149,  289,  641,  642 

bling  of  Saliva;    and 

Rosacea,  acne  vulgaris  dis- 

Rye, ergotism  from         ..  259 

Ptyalism) 

tinguished  from 

241 

-  not  tinged  by  jaundice    324 

-  age  incidence  of       242, 

489 

Salivary  calculus  (see  Cal- 

- from  alcohol     51,  241, 

726 

Q  ABOURAFD,  classifica- 
O  tion  of  endotriches    . .  248 

culus,  Salivarv) 

-  with  cirrhosis    . . 

51 

-  glands,  enlanjed   (Fig.  3)  25 

-  corneal  ulcer  with 

734 

-  on  tinea  imbricata       . .  250 

from  calculus        . .  694 

-  djrspepsia 

241 

Saocharomyces      ..          ..  530 

in  chloroma           . .  556 

-  flush  area  affected  by  . . 

489 

Sacculation  of  colon        . .  453 

gout             . .          . .   695 

-  flushing  in 

241 

from  obstruction       . .  663 

infective  parotitis..   694 

-  granulosis  rubra  nasi  dis- 

Sacral plexus,  diaqram  Of..  500 

leuJcfBraia    . .          . .     25 

tinguished  from 

654 

Sacral  plexus,  distribution 

lymphadenoma      . .  695 

-  hypersecretion   of  seba- 

of   ..                  ..  498 

lymphatic  leukjcmia  695 

ceous  glands  in 

241 

growth  invading       . .  113 

Miculicz's  syndrome  695 

-  leprosy  mimicking 

403 

Sacral  plexus,  muscle  con- 

 mumps        ..      617,  694 

-  limitation  to  face 

241 

nections  of    . .        . .  499 

syphilis       . .          . .  695 

-  lupus  erythematosus  dis- 

- region,  prurigo  affecting  489 

tuberculosis            . .  695 

tinguished  from 

242 

Sacral  segments  of  cord. 

Salivation      from      chorda 

-  rhinophyma  from 

241 

muscle  connections  of  499 

tvmpani  paralvsis    . .   706 

-  syphilis        distinguished 

Sacralgia,      from     pehrlc 

-  in  idiots,  etc.     .'.          ..   543 

from 

242 

lesions                    ..488 

-  from  mercury     33,  73,   726 

-  from  tea 

241 

Sacro-iliac     abscess     (see 

-  in  parotitis        . .          . .   101 

-  vonulrs  dilated  in 

241 

-  pellagra 225 

Ro*»aniliiie.  pink  urine  from 

744 

-  joint  disease,  abscess  in 

-  stomatitis           . .          . .     74 

-  in   treatinc  albuminuria 

744 

groin  from     . .          . .  680 

-  tic  douloureux  . .          . .  447 

Rosary,  in  rickets        145, 

167 

backache  from      . .  469 

-  (and  see  Ptyalism) 

56 

Digitized  by 


Google 


B82 


SALLOWNESS    —    SCALP 


Sallowness,  from  abscess  of 

liver 332 

-  in  cachexia        . .         . .     99 

-  cirriiosis 371 

Salol,  black  urine  from    . .  745 

-  carboluria  from  . .  746 

-  ferric   chloride   reaction 

after 170 

-  glycuronlc  acid  from    . .  261 

-  reduction  by  urine  after  261 

-  urine  after         . .         . .  170 
Salpingitis,    appendicitis 

simulated  by..         ..  456 

-  frequent  micturition  from  394 

-  generally  bilateral        . .  457 

-  hsematuria  from       275,  283 

-  pain  in  hypochondrium  451 

-  iliac  fossa  from 

452,  454,  456 

pelvis  from    . .         . .  468 

Salpingo-oophoritis,  omen- 
orrhcea  from  . .         . .     19 

-  dysmeuorrhoBa  from    . .  192 

-  dyspareunia  from     193,  194 

-  ectopic  gestation  simu- 

lathig 690 

-  endometritis  with        . .  387 
Salpinoo-otplioritis,  general 

account  of  ..680 

-  levator  ani  spasm  from  193 

-  menorrtiagia  from    386,  387 

-  pelvic  adhesions  from  . .  193 

-  pelvic  bone  tumours  simu- 

lating   691 

pain  from       . .         . .  193 

swelling  due  to        . .  688 

-  sterility  from    . .         . .  646 

-  swellings  behind  uterus 

from 193 

-  vaginismus  from  . .  193 
Salpingopharyngcus,  click- 
ing in  ear  due  to      . .  733 

Salt,  taste  of         . .         . .  706 

-  thirst  from        . .         . .  720 
Salyarsan,       condylomata 

cured  by        . .         . .  700 

-  deafness  from    . .         . .   166 

-  in  diagnosing  gumma  230, 615 

-  -  syphilis  199,  480,  560,  688, 

619,  604,  622,  738,  739 

-  erythema  from         232,  224 

-  gumma  of  liver  and     . .  353 

-  in  pernicious  aneeraia  . .  536 
SAND,  INTESTINAL      ..  599 

-  -  {Plate  J  Jiff)         . .  598 

-  under  skin,  sense  as  of, 

from  cocaine  . .  . .  611 
Sandalwood  oil,  erythema 

from 222 

Santonin,  alkali  test  for  . .  744 

-  convulsions  from  . .   144 

-  pink  urine  aft«r. .         . .  745 

-  uriicaria  from  . .         . .  771 

-  yellow  urine  from        . .  744 

-  xanthopsia  from  . .  763 
Saphena  varl]^  general  ac- 
count of  ..675 

hernia  simulated   675,  680 

impalseDn  coughing  in 

674,  675,  680 

-  -  reducible       674,  676,  680 

-  vein  thrombosis  8,  749 
Saponin,     hsBmoglobinuria 

from 284 

Sapraamia,  loss  of  weight 

from 769 

-  rigor  in 596 

with    carcinoma    of 

stomach      . .      630,  767 
Sarcinw      ventriculi     115 
(Fig.    121)   341,   318, 

330,  653,  766 

Sarcoid,  multiple  bonign..  405 

Sarcoma,  alveolar,  hyper- 
nephroma and          . .  356 

-  of  antrum          . .         . .  685 

-  basisphenoid,  blood-spit- 

ting due  to    . .          . .  385 

-  blood  cysts  in    . .          . .  673 

-  of  bone,   abscess  simu- 

lated by     . .          . .  673 

callus  simulating       . .  673 

central  necrosis  simu- 
lating ..         ..668 
enchondroma   simu- 
lating (Ftflr.  282)  671,  672 

-  -  eosinophilia  from      . .  219 


1  Sarcoma^  contd. 

Sarcoma  of         ,  

account  of  ..671 

metastases  in  lung  from  671 

microscope     in     dia- 
gnosing      ..         ..  672 

from  osteitis  deformans  670 

osteitis  simulating    . .  693 

osteomyelitis  simulated 

by 672 

-  -  pain  in  ..     671,  672 
liieumatism  simulated 

I  by 672 

I secondary  in  spine    . .  714 

spontaneous    fracture 

from  ..      242,  243 

syphilis  simulating 

669,  673 

x-rays  in  diagnosing 

668,  673,  693 

-  brain,  hemianopsia  from  301 

-  breast,  age  incidence  of    687 

blood  discharge  from  181 

fibro-adenoma     simu- 
lating ..         ..687 

-  cachexia  from   ..     413,  415 

-  of   csBcum,    swelling    in 

right  iliac  fossa  from    665 

-  Cauda  equina     . .         . .     63 

-  cervical  glands  . .         . .  380 

-  cord,  diagnosis  by  lumbar 

puncture        . .         . .  305 

-  cms  penis,  caries  of  pubis 

simulating      ..         ..698 

Sarcoma,  endosteal         . .  672 

-  of  eye,  secondary  in  liver  353 

-  femur,  limping  from    . .  863 
popliteal       aneurjrsm 

simulated  by         . .  693 
skiagrram  in  diagnosing  693 

-  fibula,  limping  from    . .  363 

-  general  wasting  from   . .  59 

-  of  groin  glands  . .         . .  680 

-  heart,  heart-block  from  83 

-  ilium,  pain  in  iliac  fossa 

from    ..         ..      454,  460 

-  from  injury       . .         . .  480 

-  of  innominate  bone, 

sciatica  simulated  by  438 

Sarcoma  of  Jaw    . .     683,  684 

odontoma  simulating  684 

spread  to  nose          . .  179 

-  kidney,   aching   in    loin 

from           ..         ..278 
Cheyne-Stokes  breath- 
ing from     . .         . .  108 

colic  from      . .         . .  278 

hsimaturia  from    275,  378 

rarity  of         . .         . .  355 

renal  enlargement  from  378 

secondary  deposits  in 

lung  from  . .         . .  105 

simulating       enlarged 

gall-bladder           ..  352 
urcemia  from..         ..  108 

-  larynx,  haemoptysis  from  387 

-  leg,  ulceration  of          . .  738 

-  leucocytosis  with          . .  360 

-  of  liver,  ascites  with 

46,  47,  53,  330 

jaundice  with          53,  330 

liver  enlarged  with  47, 

53,  353,  330 

primary                     . .  374 

secondary  to  eye      . .  358 

-  loss  of  weight  from      . .  768 

-  of  lung,  haemoptysis  from 

287,  290 

secondary  to  bone    . .  671 

to  kidney  . .         . .  105 

to  various  primary 

growths  ..         ..  390 

-  -  skiagram  of  (Fig.  43)  105 

-  mediastinum,    bronchus 

ulcerated  by  . .         . .  387 

haamoptysis  from     . .  287 

hypothermia        with 

(Fig.  143)  313 

interscapular  pain  from  461 

pleural  effusion  from  313 

-  -  pyrexia  from  (Fig.  248)  570 
vena    caval    obstruc- 
tion by       ..         ..751 

-  melanotic,   in   eye  353, 

374,  379 

; black   spots   before 

I                    eyes  from      . .  73 


Sarcoma,  melanotic,  contd. 

in  inguinal  glands   . .  381 

-  -  in   liver        353,  374,  746 

secondary  to  eye  . .  374 

melanuria   from    374, 

745,  746 

from  mole      . .      379,  381 

of  pre-auricular  gland  379 

-  secondary  in  spine  . .  714 

of  skin  . .         . .  680 

of  toe  . .         . .  381 

-  microscope  in  diagnosing 

74,  391,  588,  615,  672,  731 

-  mycosis  fungoides  simu- 

lating   731 

Sarcoma,  myeloid..        ..  672 

of  bone  . .         . .  343 

jaw,  bleeding  gum  from    73 

ptyallsm  from       . .  543 

(Figg.  386,  287)  673 

spine 648 

-  of   neck,   pyrexia   from 

(Fig.  348)  570 

-  nose,  dischaiige  from    . .  179 

-  oedema  of  legs  from  413,  415 

-  of  palate,  microscope  in  I 

diagnosing     . .         . .  588 

-  parotid  gland    . .         . .  693 

-  pelvic 678 

aneurysm  simulating    681  . 

sacral  plexiis  invaded  I 

by 113 

salpingo-o5phoriti3  si- 
mulated by  . .  691 

simukiting  Cauda  equina 

tumour       . .         . .     63  I 

-  periosteal,  of  frontal  bone  304  | 

-  prolonged  pyrexia  from  563 

-  of   prostate,    rectal   ex- 

amination for  . .  587  I 

-  pulsation  in       . .         . .  693  I 

-  of  radius,  skiagram  of. .  673  , 

-  rib  tenderness  from     . .  707  ' 

-  Scarpa's  triangle  . .  676  i 
Sarcoma  Of  ikin   ..     680,731 
papules  from..         ..  487  | 

-  spine,  kyphosis  from  . .  154 
x-rays  in  diagnosing. .   154  I 

-  spleen,  excessive  rarity  of  633  | 

-  sternum,  tenderness  from  707 

-  stomach,    spleen    simu-  i 

lated  by      . .         . .  630 

tumour  in  epigastrium  ' 

from  ..         ..  660 

-  suprarenal,  secondary  in  I 

cranial  bones..         ..  711  ' 

simulating   enlarged 

gaU-bladder  ..  252 

Sarcoma  of  testis  . .     480,  696 

-  thymus,  vena  caval  ob- 

struction by  . .         . .  751 

-  tibia,  limping  from  . .  363 
skiagram  of  . .         . .  671 

-  tongue    . .         . .      698,  699 

-  tonsil       . .         . .      285,  615 

-  ulna,  skiagram  of        . .  673 

-  uteri,  from  fibroid    391,  690  • 

in  girls  . .         . .  387 

menoniiagia  from    . .  387 

metrorrhagia  from 

390,  391 

microscopical  diagnosis  391 

pelvic  swelling  due  to  688 

polypus  simulating  . .  391 

-  rapid  enlargement  of 

uterus  with  . .  391 

-  of  vertebrsB,  interscapular 

pain  from       . .         . .  461 

-  vulval  swelling  from    . .  700 

-  x-rays  in  diagnosing  105, 

154,    668,    671,    672, 

681,  692,  693 
Sarcomatosis,       chloroma 
allied  to         . .         . .  556 

-  purpura  in  . .  553,  555 
Sartorius,  nerve  supply  of 

498,  499 
Satin-wood,  bullsB  from  . .     96 

-  dermatitis  from..         ..  765 

-  erythema  from  . .         . .  232 

-  pruritus  from  . .  . .  540 
Saturday  night  palsy  . .  65 
Saturnine    enceplialopathy 

34,  119,  146,  147 
Babinski's  sign  in    . .     69 

-  -  coma  in  ..  118,  144 
convulsions  with      . .  144 


Saunders,  Dr.  P.  W.,  illus- 
tration supplied  by  . .  V4 
Savour        . .          . .          . .  Tt^ 

Sawdust,  dermatitis  from  r^ 

-  pruritus  from    . .          . .  Jt* 
Sawyer's  Physical  Sicrn*..  w 

illustrations  from  . .  167 

Sawyers,  serratus  zaa^nvA 

paralysis  in        . .          . .  *  •? 

Scabies,  bulls  in  . .          . .  <^*' 

-  eczema  simulated  by  . .  74^ 

-  eosinophilia  rare  in       . .  21* 

-  face  not  affected  in       . .  7*3 

-  fingers  affected  by        . .  r35 

-  itching  in            . .      4X»,  54>j 

Scabies,  notes  on  . .         . .  7SI 
Scabies,  parts  affeclBi   is 

401,  5S3.  7S 

-  prurigo    distiuguisbed 

from    . .  . .  . .  4>' 

-  pustules  in         . .      548.  *^  b^ 

-  scabs  in  . .  . .  . .  i^ » > 

-  vesicles  in  . .      C*>»,  T^U 

and  burrows  in  . .  ^:1 

SCABS        589 

-  in  anthrax  . .  . .  f'i 

-  dermatitis  herpetiformis  7^ 

-  eczema    . .  . .  . .  &  •• 

-  over  epithelioma  ..  fi-I 

-  in  erythema  iris  . .  T>> 
multiforme  . .  ..  fi*/* 

-  herpes     ..  ..      431,  4^' 

-  impetigo  . .      S^^.  fc  i' 

-  scabies    . .  . .  . .  ^*i 

-  from  scratching  . .  «»« •  • 

-  in  seborrhcea     . .  . .  fi^  *  * 

-  small-pox  . .      561,  S'  I 

-  syphilis 600 

-  yaws       . .  . .  . ,  6»,»l 
Scalding    on    mictantion, 

from  bactcriaria        . .     71 

gonorrfaoBa      . .      18^  7'>i 

Scalds,  albuminuria  from      13 

-  bulls  from         . .  . .     W 

-  hyperpyrexia  after       ..  S-."? 
Scales  from  belladonna  ..  em 

-  carbolic  acid      . .  . .  &*t 

-  drugs      . .  - .  . .  ei'i 

-  in  eczema  488,  COl,  602,  6*^ 
marginatum   . .  . .  t^* 

-  erythema  scartatiniforme  ^i^ 
simplex  ..  ..  Oft 

-  from  fevers        .  .  . .  «"^ 
Scales,  general  acoMiat  of  Oil 

-  from  ichtliyosis. .  . .  €»Ti 

-  iodine      . .  . .  . .  d^'^i 

-  keratosis  pilaris         G*jl,  ^*t 

-  lichen  scrofulofforam    . .   4"*!^ 

-  lupus  eiytliematosus  34?, 

602,  €"3 
vulgaris  . .  . .   |ivr 

-  pemphigus  foliaoeus     ..61 

-  mica-like,    in    pityriasis 

rubra  pilaris  .  .  '       . .   4?** 

-  in  mycosis  fungoides  ..  731 

-  pityriasis  rosea  . .  . .  f*  ^l 

rubra  . .  . .      «0l,  ferj 

pilaris         488,  C'Jl.  ^^ 

-  prurigo    ..  . .  . .  4J't 

-  psoriasis  249,  4«8,  491,  6i»l-3 

-  from  quinine      . .  . .  ^*t 

-  in  ringworm       . .  . .  ;.  l"* 

-  scariatina  . .  ..«!'. 

-  seborrhcea  60O,  601,  ^ft 

-  seborrfaoeic  dermatitis  - .  \*y\ 
eczema  . .  . .  542 

-  syphilis  490,    491,    601,  6*>2 

-  tinea  circinata  . .  . .  2id 

imbricata        . .  . .  3i-^ 

tonsurans        . .  . .  60i 

versicolor  250,  5»,  601-2 

-  urticaria  . .  ..  ^^ 

-  xeroderma  . .  . .  «03 

-  (and  see  Desqaamation) 
Scalp,     cirsoid     aneniysm 

of  (Plate  XX Xn      . .  ew 

-  eczema  seborrhoeicum  of  l?I 

-  epithelioma  of  . .  . .  sr*? 

-  favus  affecdng^  . .  . .  24* 

-  hypenesthesia     of,     in 

neurasthenia..  €11 

-  inflammation,  hTperacoES 

from    ..         *.  ..5'*^ 

-  multiple  benifm  sarcoid  40& 

-  nerve  supply  of  CFi^.2*0>  71" 

-  pityriasis  of       . .         . .  24» 

-  psoriasis  of         . .      349,  6d3 
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Scalp,  eontd. 

-  rheumatic  nodules  on 

405,  733 

Scalp,  rinoworm  of  247,248, 602 

-  .sebaoeou-s  cyst  of  732 
seborrhoeic  eczema  affect- 
ing      ..          ..      401,  603 

-  segmental  areas  of  {Figx. 

292,  293)  712 
some  skin  affections  of    710 

-  syphilides  affecting      . .  660 

-  tender   (see   Tendem^s 

in  the  Scalp) 

-  varicella  affecting  the..   756 

-  meningitis  from  . .  690 
SCALY  ERUPTIONS  ..  601 
Scanning     speech     (see 

Speech,    Scanning) 
Scapula,    pain  under  (see 
Pain  in  the  Shoulder) 

-  position  of,  in  serratua 

magnus  paralysis  605,  506 

-  systolic  bruit  below  left      89 

-  winged    . .                    . .  506 
Scar,  epithelioma  develop- 
ing in  620 

-  on  head,  in  Jacksonian 

epilepsy  . .         . .   147 

Scare,  contracture  from  . .  143 

-  ectropion  from  . .         . .  220 

-  from  favus         . .         . .  247 

-  folliculitis  decalvans    . .     71 

-  healed  gumma  {Fig.  227) 

541,  737 

-  after  herpes  zoster   431,  707 

-  in  leprosy  . .         . .  404 

-  lupus 402 

-  lupus  erythematosus  71, 

242,  247,  602,  603 

-  multiple  benign  sarcoid  405 

-  pigmented,  from  syphilis 

209,  560 

-  round    mouth,    in    con- 

genital syphilis         ..  235 

-  from  small-pox..         ..  661 

-  syphilides  . .     560,  701 

-  talipes  from       . .         . .  114 
Scarlet  fever,  acute  endo- 
carditis from  90,  209,  211 

Scarlet  fever,  acute  nephritis 
In        . .  10,  14,  614 

rheumatic  erythema 

simulating  . .         . .  228 

adenitisf  rom  10,  227, 

379,  617 

Scarlet  fever,  albuminuria 

with   13,  14,  224,  227,  617 

albumosuria  in         . .  16 

angina  maligna  type  of  617 

aortic  disease  after  . .  209 

arthritis  after            . .  340 

atypical  rash  in        . .  227 

bald  tongue  in           ..  617 

coma  in          ..         ..  117 

convulsions  from      . .  144 

deafness  from            . .  166 

-  -  delirium  in     . .         . .  169 

desquamation  after  . .  227 

diagnosis  from  measles  14 

German  measles  14, 

228,  377 

-  -  diazo-reaction  in  . .  173 
difficulty  in  diagnosing 

rash  of        . .         . .  226 

dilatation  of  heart  in    214 

empyema  after         . .  597 

eosinophilia  after      . .  218 

epididymo-orchiUs 

from  ..         ..478 

epL^taxis  from       220,  221 

erythema  in  223,  614 

Scarlet  fever,  erythema  ex- 
follathfum  timulatlnii    227 

simplex  simulating    227 

febricula  representing  464 

fourth    disease    simu- 
lating . .         . .  229 

gangrene  from  . .  265 

hsemoglobinuria  from    284 

hyperpyrexia  in        . .  309 

infantilism  from       . .   189 

infective  arthritis  after  648 

Kirkland*s  disease  simu- 
lating . .         . .   616 

leucocytosis  in  . .  360 

lysis  in  . .         . .  227 

malignant,  delirium  in  273 


Scarlet  fever,  corUd. 

Sciatica,  contd. 

malignant,  epistaxis  in  273 

-  retroverted  uterus  simu- 

  headache  in 

273 

lating  439 

hwmatemosis  from 

-  sarcoma   of   innominate 

265, 

273 

bone  simulating        . .  438 

haematuria  in 

273 

-  simulated      by      cauda 

purpura  iu.. 

273 

equina  tumour          . .     62 

pyrexia  in  . . 

273 

-  skiagraphy  in    . .         . .  439 

measles  simulating  . . 

228 

-  sphincters  in     . .         . .  439 

menorrhagia  from    . . 

386 

nausea  in       . .     614, 

766 

meningitis  simulating  439 

nephritis  from    9,  10, 

-  spondylitis      deformans 

14,  42,  614, 

617 

simulating     ..         ..715 

the  sole  evidence  of 

10 

-  syphilis  causing            . .  407 

-  -  otitis  media  after    10, 

617 

-  tender  spots  of . .         . .  438 

otorrhcea  from 

227 

-  tenderness  in  the  leg  from   63 

pain  In  the  limbs  in  . . 

465 

on  pressure  in           . .  346 

pale  granular  kidneys 

-  urine  examination  in  . .  439 

after 

14 

-  vaginal  examination  438,  439 

paraplegia  from 

—  peach-bloesom  fades  in 

516 

-  ar-rays  and         . .         . .  488 

228 

Scissor  gait           132,  139,  729 

-  -  peeling  after  . .        10, 

614 

Sclerodermia,anidrosi8with  654 

purpura  in    273,  553, 

554 

-  distinction  from    leuco- 

pyrexia  in     . . 

227 

dermia           ..         ..629 

rash  of 

228 

-  ectropion  from  . .         . .  220 

-  -  without  rash           10, 

617 

-  of  face 599 

red  throat  in  . . 

227 

-  finger  affected  by         . .  240 

rheumatic  fever  simu- 

-  risus    sardonicus    simu- 

laUng 

614 

lated  by         ..         ..599 

rigorin                   59S, 

697 

-  tenderness  of  scalp  from  710 

Rose  Bradford  kidney 

Sclerosis,  amyotrophic  late- 

after 

228 

ral  (see  Amyotrophic 

-  -  scales  in         . .     601, 

602 

Lateral  Sclerosis) 

—  simulated   by   cheiro- 

-  combined  (see  Combined 

pompholyx 

97 

Scleroses  of  Cord) 

after  enemata 

224 

-  disseminated    (see    Dis- 

 small-pox  simulating 

560 

seminated  Sclerosis) 

softening  of  cord  from 

Sclerosis^  primary  lateral. 

616, 

517 

general  account  of   ..517 

-  -  sore    throat    in    224, 

-  (see  Lateral  Sclerosis) 

613, 

617 

ScleroUcs,     blackened     in 

—  spinal  thrombosis  from 

516 

ochronosis      . .         . .  628 

spleen  enlarged  in  682 

637 

-  blue,  with  brittle  bones  242 

-  -  strawberry  tongue  in 

662 

-  bluish,  in  chlorosis      . .  274 

submaxillary     glands 

inflamed  from 

Scoliosis,  cause  of . .         . .  188 

379 

-  from  fibroid  lung      168,  216 

testicular  abscess  in . . 

622 

-  in  Friedreich's  disease 

-  -  tongue  in      227,  562, 

617 

140,  512 

tonsillitis  in    . . 

614 

-  from  short  sight           . .  156 

toxsemia  in    . . 

214 

-  in  syringomyelia  110,  350. 608 

-  with  wry-neck  . .         . .  647 

typhoid    fever    simu- 
lated by     . . 

637 

-  (and  see  Spine,  Lateral 

urticaria  simulating. . 

771 

Curvature  of) 

valvtilar  heart  disease 

Scorbutus  (see  Scurvy) 

from           . .      209, 

485 

Scotoma,  black  spot  before 

-  -  vomiting  in  224,  227, 

eye  from        . .         . .  760 

614, 

766 

-  central,  from  alcohol  . .  760 

weak  first  sound  in  . . 

214 

from  atoxyl  . .         . .  759 

Scarpa's   triangle,  hollow. 

in  disseminated  scler- 

with congenital  disloca 

osis  . .         . .      617,  760 

tion  of  hip      . . 

156 

Scotoma,  central,  general 

swelling  in  (see  Swell- 

account of    ..        ..  760 

ing,  Femoral) 

674 

In     hereditary     optic 

Scents,  erythema  from    . . 

222 

atrophy      ..         ..  760 

SchenMn't  dlieafe,  general 

hippus  with  . .         . .  662 

account  of 

553 

from  lead       . .         . .  769 

Schott's    Nauheim    treat- 

 in  migraine     . .      759,  760 

ment,  heart  affection 

retrobulbar  neuritis 

benefited  by  . . 

486 

760,  762 

Sciatic  nerve  (see  Nerve, 

-  -  tobacco           . .      759,  760 

Sciatic) 

-  negative             . .         . .  760 

Sciatica,   acute   bracheitis 

-  perimeter  in  locating  . .  760 

allied  to 

477 

-  from   pigment  in  retina  760 

-  ankle-jerk  lost  In 

438 

-  retinal  haamorrhage     . .  760 

-  anterior  cruritis  with  . . 

439 

-  ring,  in  migraine          . .  769 

-  Cauda    equina    tumour 

Scott,  Dr.  S.  Gilbert,  skia- 

simulating 

489 

grams  by       . .          . .  443 

Sciatica,  ooneral  account  of  438 

Scratch,  erysipelas  from..  668 

-  generally  unilateral     . . 

439 

Screaming,  in  hysteria    . .   137 

-  hip  disease  simulating.. 

438 

-  infants 321 

-  knee-jerk  unaffected  in 

438 

from  colic      . .         . .  117 

-  leg  movements  with     . . 

63 

-  from  Intussusception    . .     78 

-  lumbago  with    . . 

438 

-  at  night,  from  tuberculosis 

-  lumbar  puncture  in     . . 

439 

arthritis         ..         ..347 

-  muscle  wasting  from  61, 

-  from  otitis  media        . .  202 

63, 

438 

-r  in  rickets           . .         . .  145 

-  numbness  in 

438 

Scrofula 736 

-  osteo-arthritis  causing. . 

347 

-  bruit  de  diable  in         . .  723 

simulating 

346 

Scrofulodermia,    caseous 

-  pain  in  the  hip  from    . . 

346 

glands  with    ..         ..403 

leg  from         . .       63, 

438 

-  distinction  from  lupus..  403 

-  pelvic  disease  simulating 

Scrofulodermia,  general  ac* 

438. 

439 

count  of                  ..559 

-  plantar  reflex   flexor  in  438 

-  lupus  simulated  by          402 

-  R.D.  from         ..         61 

,  63 

-  syphiUs       distinguished 

-  rectal  examination  In 

from 403 

438, 

439 

-  Wassermann's  test  with  559 

Scrotum,  affections  of  skin 

of        695 

-  chancre  on         . .         . .  621 

-  epithelioma  of  621,  623,  695 

-  extravasation    of    urine 

into 470 

-  fistula   In   (see   Fistula, 

Scrotol) 

-  mucous  tubercles  on    . .  621 

-  mycetoma  of     . .         . .  736 

-  myxoma  of        . .         . .  732 

-  papilloma  of     . .      621,  623 

-  pruritus  of  ....  540 

-  scabies  affecting  . .  401 

-  sebaceous  cyst  of        . .  623 

-  sinus  of  . .  . .  622,  696 
Scrotum, sores  of  ..  ..621 
Scrotum,  ulcers  of  479, 621,  696 

-  sweep's  cancer  of        . .  731 

-  swelling  in  (see  Swelling, 

Scrotal) 
Scrotum,  syphilis  of     621,  696 
Scurvy,  albumosuria  with      16 

-  ansmla  from       38,  72,  273 

-  bleeding  gums  in        72,  266 

-  bromidrosis  in  . .         . .  654 

-  bulUe  in  . .  96,  97 
Scurvy,  In  children  72,  99, 556 

-  diet  and  . .       72,  273 

-  epistaxis  from  . .         . .  221 

-  from  no  fresh  vegetables  566 

-  haamatemesis  in        266,  278 

-  hematuria  in    . .     276,  283 

-  hsamoptysis  in  . .         . .  287 

-  hflamorrhage  Into  tongue 

In        698 

-  heamorrhages  in  . .     38 

-  hemorrhagic  swellings  in 

calves  in        . .         . .  656 

-  infantile,  amemla  In    . .     99 

bleeding  gums  In      . .     99 

bones  painful  in       . .     99 

cachexia  in    . .         . .     99 

night  sweats  in         . .  654 

subperiosteal    hffimor- 

rhages  In    . .         . .     99 

-  menorrhagia  from    386,  387 

-  metrorrtiagia  from    390,  392 

-  nyctalopia  from  . .  763 

-  periosteal    hemorrhages 

in         . .         . .   38,  72,  99 

-  purpura  in  72,  273,  553,  666 

-  raritv  of 656 

-  on  ships  . .         39,  72 

-  spongy  gums  in  38,  273,  556 

-  stomatitis  in     . .        72,  642 

-  subcutaneous  indurations 

In        273 

-  tender  bones  In. .         . .     72 

-  tongue  swollen  in  . .  698 
Scurvy-riclcets  36,  670 

-  age  incidence  of  . .  670 

-  amemla  In         . .         . .  670 

-  class  Incidence  of        . .  670 

-  diet  and  . .       39,  670 

-  haemoniiages  in  . .  670 

-  painful  bones  in  . .  670 

-  periostitis  simulated  by  670 

-  spongy  gums  in. .         . .  670 

-  spontaneous  fracture  in  670 

-  swelling  on  bone  in       . .  670 

-  tenderness  of  bones  in . .     38 
Scybala,  appendicitis  simu- 
lated by  ..         ..665 

-  felt  in  bowel      121,  667, 

661,  666 

-  at  hepatic  flexure        . .  659 

-  from  mucous  colitis      . .  115 

-  in  spastic  constipation. .  124 
Sea-cat   pricks,    erythema 

from    . .         . .      222,  224 

festering  sores  from. .  224 

headache  from  . .  224 

oedema  from  . .         . .  224 

vomiting  from  . .  224 

Seal-like  dwarf  . .  . .  188 
Seamen,  beri-beri  in  . .  414 
Seamstresses,  actinomyces 

in        645 

-  cramp  in  . .         . .  151 

-  sporotrichosis  in  . .  290 
Sea-sickness           . .         . .  766 

-  headache  from  . .  . .  296 
Sebaceous  cyst  (see  Cyst, 

Sebaceous) 

of  face  . .         . .  673 

scrotum         . .         . .  633 
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SEBACEOUS  CYST    —    SEXUAL  PRECOCITY 


Sebaceom  cysU  contd. 

suppurating,  in  ear  . .  422 

at  umbilicus  . .         . .  483 

-  glands,  acne  vulgaris  and  489 

-  -  in  ear  . .     421,  422 
hypersecretion   of,   in 

rosacea  . .  . .  241 
lichen     scrofulosorum 

and 488 

lupus     eiythematoBus 

and 602 

seborrhoea  and  . .  602 

syphilis  affecting      . .  490 

Seborrhcea,  baldness  from    71 

-  capitis,  face  affected  by  242 

-  crusts  in  . .         . .  602 

-  eczema  marginatum  dis- 

tinguished from  250,  251 
>  favus  distinguished  from  247 
SaborrhoBa,  general  accoimt  602 

-  itching  in  . .         . .  540 

-  lips  affected  by. .         . .  365 

-  occipital  glands  enlarged 

from 378 

-  oleosa 602 

-  papules  in  . .         . .  602 

-  parts  affected  by  . .  602 

-  pityriasis    rosea    distin- 

guished from . .         . .  604 

-  ringworm    distinguished 

from 249 

-  scabs  in 600 

-  scales  in..        600,  601,  602 

-  sicca        602 

-  syphilis  simulating       . .  384 

-  tinea    circinata    distin- 

guished from..         ..  249 

-  ^cosis     distinguished 

from  ..         ..249 

versicolor  simulating    250 

Seborriiaic  eaema  ef  In- 

tants 401 

Secret  drinking     . .         . .  555  i 

neuritis  from . .         . .     66  | 

in  women       . .         . .  704 

Section,     abdominal    (see  | 

Laparotomy :         and  I 

Operation}  i 

Segmental   areas   of   pain  I 

referred  to  spine       . .  716  ■ 

-  -  ofscalp(ft^*.292,293)712  i 

Seoments  ef  cord,  lumbar. 

muscle  connectlent  or  499  ' 
ef  cord,  McraL        i 

muscle  connections  or  499 
Seaments,  nerve,  cardiac..  708 
Seidlitz  powder,  in  inflating  I 

stomach  ..  ..  653 
Semicircular  canal,  hamor-  | 

rhage  into  . .  752 

Sens  tor,  on  neuromyositis  464  , 
Senile    changes,    cerebral  i 

hfemorrhoge  and      . .  515 

-  pruritus 540 

Senile  tremor,  general  ac- 
count ef        . .     724,  725 
Senilism     . .  (Fiff.  9.3)  191 

Senility,  gangrene  from  . .  255 

-  penile   erections   absent 

from 313 

Senna,    chrysophanic  acid 

in         ..  ..      744,  745 

-  pink  urine  after  . .  745 

-  yellow  urine  from         . .   744 
SENSATION,   SOME    AB- 
NORMALITIES OF  ..  604 

Sensation  disturbances,  with 
cord  lesions  . .        . .  607 

Sensation  disturbances  in 
peripheral  nerve  lesions  606 

Sensation,  normal  mechan- 
ism of 606 

-  perversion  of,  from  alco- 

hol        140 

-  retarded  . .  . .   708 
Sense  of  fullness  (see  Full- 
ness, .*^pnsp  of) 

-  movement,  disturbed  in 

tabes 609 

-  position,     disturbed     in 

tabes   ..  ..      444,  609 

Sensibility,  deep    . .        . .  606 

-  delayed,  in  tabes  . .   609 
Seifsibility,  epicritic         . .  606 

-  loss  of,  in  Brown-Sc^quard 

paralysis         . .  . .  497 

Sensibility,  protopathic    . .  606 


137 

498 

16 

35 


Sensory  area,  ovarian     . .  468 

Sensory  areas  corresponding 
to  tongue  . .  449 

face,  head,  and  neck 

(Figs  188-191)  448 

Sensory  areas  of  human 

}ndf  (Plate  XX  n    ..  608 
individual  teeth        ..449 

Sensory  impulses,  paths  of    55 

-  localization       in      cord 

(Fiff.  210)  518 

-  loss,  in  circumflex  palsy  506 

-  tracts  in  cord  (Fig.  258)  607 
Semen,  examination  of,  in 

sterility  ..      645,  647 

Semicircular  canals,  audi- 
tory nerve  ending  in      163 
Semicircular  canals,  lesions 
of  indlvMual..     751,  752 

M6nidre*s  disease  . .  752 

vertigo  and    . .         . .  751 

Semilunar   cartilage,    dis- 
placement of . .        . .  350 
Semimembranosus,     bursa 
under 692 

-  nerve  supply  of . .         . .  498 
Seminal  vesicles  (see  Vesicu- 

la9  Seminales) 
Semitendinosus,  myoclonus 
of        

-  nerve  supply  of . . 
Sepsis,  albumosuria  from 

-  chronic,  ansemia  with  . . 
lardaceous  disease  from 

8,  35 
Sepsis,    chronic,    various 
causes  of  . .    85 

-  gangrene  from  . .         . .  255 

-  headache  from  . .         . .  296 

-  oral  (see  Oral  Sepsis,  and 

Pyorrhoea  Alveolaris) 
Septic  states,  haomorrhagic 

erosions  in     . .         . .  269 

hyperpyrexia  in        . .  674 

Septteiemla,  some  account 

of       567 

-  acholuric  jaundice  from  335 

-  from  acne  . .         . .  637 

-  acute  rheumatism  simu- 

lated by        ..         ..  310 

-  aniemia  from     . .         . .  597 

-  from  appendicitis        . .  567 
SoDtlcamla,  bacteriology  of  597 

-  blood    cultures    in    dia- 

gnosing 555,  567,  637 

-  from  cerebral  ab5*cc8s  . .  667 

-  cerebrospinal   fluid   cul- 

tures in  diagnosing  . . 

-  After  childbirth.. 

-  from  cholangitis 

-  coated  tongue  in 

-  from  cuts 

-  empyema  . .     567 

-  endocarditis  in  . . 

-  foul  taste  in 

-  from  glanders    . . 

-  glandulnr  suppuration  . . 

-  hfBmoglobinuria  from  . , 

-  hyperpyrexia  in 


567 
637 
637 
706 
597 
637 
90 
705 
567 
567 
284 
309 

-  infective  endocarditis  and  637 
1  -  jaundice  in        . .         . .  335 

-  from  leptothrix..         ..  667 

-  leucocytosis  with  . .  567 
I  -  malaria  simulating  . .  568 
I  -  from  otitis        . .         . .  *67 

-  pelvic  suppuration        . .  567 

-  pneumococcal  ..  ..425 
I meningitis  in . .         . .  690 

-  from  pneumococcal  arth- 

ritis      340 

I  -  prolonged  pyrexia  from 

563,  567 

-  purpura  in         . .      563,  555 

-  and    pyaamia,    relation- 

ships between        596,  597 

-  from  pylephlebitis    567,  637 

-  pyorriioea  alveolaris     . .  637 

-  pyosalpinx         . .         . .  637 

-  pyrexia  from     . .         . .  565 

-  rash  in 597 

-  rigors  in  555,  594,  595,  597 

-  from  septic  teeth         . .  597 

-  spleen  enlanjed  in    632,  637 

-  due  to  staphylococci    . .  335 
streptococci    . .         . .  335 

-  from   suppurative  arth- 

,  ritis 341 


Srptiicemia^  contd. 

-  sweating  in        . .         . .  338 

-  from  throat  abscesses  . .  567 

-  typhoid  simulating       . .  665 

-  from  umbilical  sepsis  ..  567 

-  whitlow 637 

-  wounds  . .         . .  . .  637 

SeptlcopyiBmia,     bacterio- 
logy of  . .  597 

-  periostitis  in      ..         ..   7ui 

-  rigors  in 595 

Septum,     Interventricular, 

perforated  (see  Faieut 
Septum  Ventriculorura) 

Serosltis,  multiple,  general 
account  ef  . .  106 

SEROUS     EFFUSION     IN 
CHEST  (and  see  Pleural 
£(Tusion ;     and   Pleu- 
ritic Effusion) 

-  membranes,  inflammation         \ 

of,  in  chronic  nephritis    1 1 

ieukflomla    . .         . .     25  I 

Serratus  magnus,  atrophy  I 

of        513  I 

nerve  supply  of        . .  604 

paralysis  of  605,  (Fiff. 

207)  606  I 

root  Innervation  of  . .  609 

Serum  disease  . .  223  ' 

-  haunoglobinuria  from  . .  284 

-  haamolytic,  hemoglobin-  j 

uria  from       . .         . .  284 

-  horse,  anaphylaxis  from  223  ' 

-  injections,  acute  cedema  i 

of  tongue  from         . .  698 

Serum  hijectlous,  effects  ef  554  I 

erythema  from      222,  223  { 

fatal  result  from       . .  224  { 

furred  tongue  from  . .  223  I 

giant  urticaria  from. .  698 

headache  from  . .  223 

itching  from  . .         . .  223 

loss  of  appetite  from    223 

-  oedema  from..         ..  410 

pains  all  over  from  223,664 

purpura  from        563,  664 

pyrexia  from..      223,  564 

urticaria  from  223, 664, 771 

vesiculation  from     . .  223 

vomiting  from  . .  223 

-  iodized,  in  examining  for 

psorosperms  ..         ..  730 

-  loint  pains  from  . .  664 

-  lassitude  from  . .         . .  564 

-  cedema  from      ..         ..410 

-  in  pustules        . .         . .  557 

-  reaction,  Eason's         . .  285 

-  -  hydaUd  49,  226,  263, 

291,  376,  668 

in  Malta  fever  . .  466 

Serum  reactions,  phenomena - 
of   (and   see    Wasser- 
mann ;     and    WidaPs 
test)  ..223 
in  whooping-cough  . .  645 

-  test  forGaertner's  bacillus  664 
of  ptomaine  poisoning  564 

-  treatment  in   fungating 

endocarditis  . .         . .     34 
Servants,    acroparsBstheeia 

lu        444 

I  -  areenic  administered  by  718 

-  chlorosis  in        . .         . .     36 

-  gastric  ulcer  in . .         . .     36 
Seventh     nerve    paralysis 

(see  Paralysis,  Facial) 
I  Servia,  typhus* fever  in    . .  336 

Sewers*  cramp      . .         . .  151 
I  Sewers,  sore  throat  and  . .  615 

Sewing,  headache  from  . .  449 
I  -  machine,      menorrhagia 
I  from    ..         ..     886,  387 

Sex  incidence  of  abdominal 

aneurysm       . .         . .  644 

I acute  rheumatoid  arth- 

I  ritis  ..  ..  342 

yellow  atrophy  273,  383 

adiposis  dolorosa     . .  431 

I acroparaosthesia        . .  444 

' aerophaffy      . .         . .  240 

.  —  alcoholic      peripheral 

'  neuritis       ..         ..66 

—  -  aneurysm      435,  437,  664 

—  angina  pectoris         . .  434 

—  anorexia  nervosa      . .  770 
, aortic  disease. .        14,  210 


Sfz  incidnice^  contd. 

appendicitis    . .  . .  4-1 

astljcnic  dyspei'-ia    ..   3Ii 

bacteriuria      . .  . .     ^^l 

bath  pruritus  . .  ^" 

carcinoma  of  breast. .  ft-'T 

stomach      ..  ..  31€ 

thyroid  glnnd 

tongue 

! chlorosis 

chorea 

chronic  gloesiris 

I cirrhoHa 

congenital   dislocation 

!  ot  hip 
obliteration  of  b;le- 

!  ducts 
dermatitis         hcrpeti 

'  formis 

I diverticulitis  . . 

1 duodenal  ulcer  75,  *T1,45I 

erythema  nodosum  . .  4'M 

I erythromelal^a  . .  441 

i false  angina  pectori«    454 

femoral  hernia       674,  fi> 


7> 

1:3 

7i* 
371 

»9 

4U 


fllariasis  .  .  . .  1"9 

Friedreich**  di«;ease  . .   14  » 

functional  aibanun  uria    1^ 

hiccough     .  -  . .  1*  7 

gall-bladder  disease  . ,   4il 

gall-stones    IIC,    316, 

32?«,  437 

gastralgia       . .  . .   437 

gustnc   ulcer    36,   75, 

26S,  437 

gastro6taxis   . .  . .  tW 

glaucoma        . .  . .   23? 

Graves's  disease        . .   7it 

hflsmophilia    . .  . .   i*^ 

Hanoi's  cirrhosis       . .   ST"2 

hepatoptosis  . .  . .   Sfi** 

hypersthenic  dyspepsia  3 If 

hysteria  . '.  . .  4»*5 

inguinal  hernia  . .   «v»l 

intermittent  claadi**a- 

tion  ..       440,  441 

hydrarthrosis         . .  349 

intestinal  neumUria  . .   4?6 

lupus  erythemaiosQs     71 '> 

myxoedema    . .        3S,  414 

nearastheLia  . .  . .  4« 

Facet's  disease  . .   73' » 

paroyxsmal    haemo- 

globinuria  . . 

tachycardia 

pelioais  rheomatica  . 

phantom  tumoar 

pseudo-hypertrophie 

panUysis     . . 

Ra3rnaad*s  di9eas«    . 

renal  calculus 

Rledel's  lobe  . . 

sarcoma  of  breast     . 

secret  drinking 

spondylitis  deformans 

-  -  sterility 

stone  in  bladder 

sulphonal  poisoninc. 

symptoms    from    cer- 
vical ribs    . . 

syphilitic  aortic  disease  ?!■* 

-  -  tabes 515 

tropical  abscess         ..  3fi9 

typhoid  spine  . .  715 

umbilical  hernia        ..  4^ 

undue  abdominal  aortic 

pnlwtion     . .  . .  54S 

urethral  calculus       . .  2S3 

venereal  ulcer  of  rec- 
tum 

Weil's  disease 

Sexual    development,    de- 
layed, in  pituitary  in- 
fantilism        . .     '     . . 
i  -  disorder,   neara^theaia 
and 

-  excess,  impotence  from 
menorrhagia  from  3S8,  J>? 

I metrorrhagia  from  390. 39? 

-  excitement,    Bartholin's 

gland  active  in 

pain  in  testis  frran  . . 

priap»m  from 

-  feeling,  abseoce  of,  ster- 
.         ility  from 
I  -  precocity,    with    supra- 
,  renal  tumour..         ..  664 


2S4 

703 

45 

513 

441 
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3«* 

mi 
(^ 

715 
645 

744 

443 


79 
3^ 


!» 


4C< 

313 


1*S 
4S3 
5SS 

«4« 


Digitized  by 


Google 


SHALLOTS    —    SKIAGRAM 
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Shallots,  foul  taste  from . .  705 
Shame,  blushing  from  . .  2-11 
Sheep,  distoma  hepaticum 

m         328 

Shan,  rectal.  In  abdtminal 
mallQiMmt  disease    . .  587 

Shell,  in  laiyux    . .         . .  157 

Shell-llsh  poisoning,  oedema         i 
from 415  j 

urticaria  and . .         . .     09 

Sherren,    on    anaesthesia 

(Fig.  257)  606 

Sherrington,     decerebrate 

rigidity  of      . .         . .   139 

Shiga's  bacillus,  in  dysen- 
tery    ..         ..      172,  716  , 

Shingles  (see  Herpes) 

Shins,  erythema  nodosum  i 

affecting         ..         ..  608 

Ships,  beri-beri  on  . .     63 

-  scurvy  on  ..  39,  72 
Shivering 594  j 

-  from  biliary  colic  . .  1 1 6  I 

-  from  gall-stone..         ..  437 

-  (and  see  Rigors) 
Shock,  from  acute  pancrea- 
titis       436 

-  anuria  from       . .         . .     42  | 

-  athetosis  after  . .         . .  133  i 

-  baldness  from    . .  . .     71 

-  from  blow  on  epigastrium  765 

-  bnidypncBa  from  81,  85 

-  constipation  from         . .   124  i 

-  delirium  from    . .  . .   169  I 

-  diabetes  insipidus  from    537 

-  diastolic,  with  adherent 

pericardium   . .         . .  213  , 

-  dyspepsia  from..         ..  319 

-  from  gangrenous  appon- 

dbc 436 

-  hypothermia  after        . .  311 

-  with  intestinal  obstruc- 

tion      131 

-  paroxysmal  tachycardia 

from 703 

-  from  perforated  duodenal 

ulcer 436 

-  -  gastric  ulcer  . .         . .  436 

-  ptyalorrhcea  from        . .  543 

-  from  semilunar  cartilage 

injury  . .         . .   765 

-  sudden    nervous,    coma 

from 118 

-  from  testis  injury         . .  765 

-  vomiting  from  . .         . .  765 
Short,  Dr.  A.  Rcndle,  illus- 
trations lent  by     234  711 

SHORTNESS  OF  BREATH     87 

-  -  from  anaamia..         ..     87 

-  -  ankylostomiasis         ..521 

-  -  atmospheric  conditions 

87,  89 

bad  air  ..         ..89 

bronchitis       ..         85,  88 

-  -  bronchopneumonia  . .     88 

-  -  in  caisson  work        . .     89 

-  -  from  chest  deformities    89 

-  -  chronic  mediastinitis  435 
nephritis     . .         . .     11 

-  -  in  convalescence       . .     88 

-  -  cough  and      ..         ..  150 

-  -  from  deformity  of  chest  87 
in  diabetes     . .  87.  88 

-  -  from  emphysema      85.  89 

-  -  fatty  heart    . .         . .     53 

-  -  in  fevers         . .         . .     87 

-  -  first    sign    of    pleural 

effusion       . .         . .     88 

-  -  from  fungating  endo- 

carditis      . .          . .  7 

-  -  Graves's  disease       . .  87 

-  -  after  haBmorrhage  . .  87 
Shortness  ef  breath,  from 

heart  conditions       78,  88 

-  -  in  leukaemia  . .  . .  87 

-  -  lobar  pneumonia       . .  88 

-  -  lung  conditions         . .  87 

-  -  on  mountains  . .  89 

-  -  with  myocardial  affec- 

tions . .  14,  85,  90 

-  -  nervousness    . .  . .     88 

-  -  in  neurasthenia  . .     88 

-  -  from  obesity  . .  . .     5.1 

-  -  partial  asphyxia  . .     8H 

-  -  in  pericanlitis  , .  43S 

-  -  pernicious  aniemia  . .  87 
phthisis          ..  ..88 


Hhortness  of  breath,  contd. 

pleurisy  . .         . .     89 

polycythiemia  ..     87 

-  from  Pott's  curvature    89 

renal  affections         . .     88 

splenomegalic     poly- 
cythemia  . .         . .  633 

subphrenic  abscess  . .  658 

in  ureemia      . .         . .     87 

Shoulder,  athetosis  of      . .  133 

-  atrophy  of  muscles  of,  la 

amyotrophic   lateral 
sclerosis         . .         . .  508 

-  blade,   pain   under  (see 

Pain  in  the  Shoulder) 

-  chorea  electrica  affecting  134 

-  definition  of      . .         . .  475 

-  depressed,   from   fibroid 

lung 216 

-  fall  on,  Eri)'s  palsy  from  507 
Shoulder,  fibrosttis  ef      . .  475 

-  lowered,  from  fibroidlung  168 

-  mycetoma  of     . .         . .  736 

-  myopathy  of  . .  . .  514 
Shoulder,  myositis  ef      . .  475 

-  occupation  neurosis  of . .  476 

-  pain  in  (see  Pain  in  the 

Shoulder) 

-  pneumococcal  arthritis  of  339 

-  shrugging  tic     . .         . .   136 

-  sores  on,  inflamed  axillary 

glands  from    . .         . .  380 

-  Sprengel's,  scoIioHisfrom  153 

-  tuberculous  disease  of. .  347 

-  wasting  of,  from  polio- 

myelitis {Fig.  19)    69 

ShouMer-loInt,  arthritis  ef 

475,  478 

neuritis  simulated  by    506 

-  effect  of  bracbeitis  on  . .  477 

ShouMer-ioint,  method  ef 
testing  movement  in. .  475 

-  osteo-arthritis  of      346,  347 

-  rarity  of  gout  of  . .  345 

-  spondylosis  of  . .  . .  714 
Shoulders,  asymmetry  of    153 

-  high     and     square,     in 

emphysema    ..         ..  167 

-  lice  affecting     . .         . .  640 

-  lineffi  albicantes  on       . .  365 

-  local    fatness    of,    in 

Dereum's  disease     . .  410 

-  multiple  benign  sarcoid 

affecting         ..         ..   405 

-  pain  between  (see  Pain, 

Interscapular) 

-  syphiloderms  of  . .  490 
Shrapnell's  membrane,  per- 
foration in     . .         . .  423 

Shreds  in  stools  172,  399,  438 
Shrugging  tic  . .  . .  136 
Shufliing  gait  in  paralysis 

agitans  . .         . .  498  ' 

Shyness,  blushing  from  ..  211 
Sicily,  kala-azar  in  . .  633 

Sick  headache,  gastric  ab- 
sorption stopped  during  526 
Sick     headache,     oaneral 

account  of    . .        . .  528 

glaucoma     simulating  233 

heredity  and  . .         . .  526 

-  hyperacusis  from  308,  309 

migraine  and..         ..  626 

photophobia  in     525,  626 

rigor  in  . .         . .  695 

vomiting  from  . .  526 

Sickness  (see  Vomiting) 
Sickness,  sleeping  (see  Sleep- 
ing Sickness) 

Sidcrosis 288 

Siegle's  speculum,  in  Gelle's 

test 165  i 

Sight,  impairment  of,  from 

plumbism       . .         . .     34 

-  loss    of,    from    cerebral 

tumour  . .         . .     68 
retrobulbar  neuritis..  445 

-  short,  kyphosis  from  . .  155 

-  (and  see  Blindness  ;  and 

Vision,  Defects  of) 
Sights,  repulsive,  vomiting 

due  to  . .  . .   765 

Sigmoid  colon,  carcinoma 

of  (see  Carcinoma  of 

Sigmoid) 

-  -  dilated  . .  . .  670 
fjBces  distending       . .  670 


Sigmoid  colon^  contd. 

Sinus,  frontal,  contd: 

-  -  palpable         . .      666,  676 

infected,        headache 

-  -  scybala  in      . .         . .  666 

from          ..         ..294 

-  -  thickened  in  coUtis  . .  676 

subjective     smells 

tuberculous    . .         . .  666 

from        . .         . .  612 

-  sinus,  thrombosis  of    . .  597 

-  infection,  foul  taste  from  705 

Sigmoidoscope  in  ascites. .     49 

-  lateral,  eroded  . .         . .  421 

-  diagnosing  adenoma  recti  719 

thrombosed  (see  Throm- 

 carcinoma    of    bowel 

bosis    of     Lateral 

77,    78,    126,    129, 

Sinus) 

172,  685,  676 

-  mastoid,  suppuration  in. 

of  sigmoid  . .         . .  676 

headache  from          ..  294 

catarrh  of  colon        . .  172 

-  perineal,  from  prostatic 

cause  of  obstruction 

abscess           ..         ..  620 

241,  316 

tuberculous  prostate     620 

pus  in  stools         . .  657 

-  from  perioflUtis. .         . .  668 

-  scroUl,   from   testicular 

-  -  colitis        76,  78,  172,  717 

-  -  diverticula     . .         . .  125 

abscess           ..         ..622 

-  -  dyschezia       . .         . .  121 

from  tubercle        622,  696 

-  -  intestinal  obstruction    469 

-  sigmoid,  thrombosis  of. .  597 

-  In  diarrhoea       . .         . .  170 

-  sphenoidal,  blood-spitting 

-  cases    of    bearing-down 

from  lesions  of          . .  286 

pain 427 

infected,     foul     taste 

-  tenesmus           . .         . .  718 

from           ..         ..705 

Sign,  Braun's,  Of  pregnancy  393 

headache  from      . .  294 

Sign,  ChvostBk's  ..         ..       3 

infundibular  swelling 

-  -  in  tetany       . .         . .  152 

from        ..         ..231 

-  Dalrymple's       ..         ..722 

meningitis  from    . .  590 

-  Erb's  in  tetany..          3,  152 

, nasal  discharge  from 

Sign,  Hegar's,  ef  pregnancy  393 

179,  181 

-  Kemig's,  in  meningitis    315 

optic  atrophy  from  231 

Sign,  Magnan's    ..        ..811 

neuritis  from     . .  231 

Sign,  Meebius's    ..     215,229 

polypi  from          . .  231 

Sign,  Romberg's   . .      57,  609 
Sign,  Stellwag^s   215,  229,  722 

proptosis  from      . .  231 

-  from  spinal  caries        . .  635 

-  Trousseau's       ..3,  151,  152 

-  superior       longitudinal. 

Sign,  yen  Graefe's      229,  722 

emissary  vein  from  . .  220 

Signs,    proper   names    as- 

 thrombosis   of   (see 

sociated  with  (see  end 

Thrombosis) 

of  Index> 

Sinuses,  bone,  annmia  with    35 

Silica  in  intesUnal  sand..  699 

-  joint,  anaemia  with      . .     35 

SUicosis 288 

-  nasal,  distended,   blind- 

Silken crepitus      ..         ..162 

ness  from      ..         ..762 

Silver  nitrate,  alkapton  and  746 

exophthalmos  from 

argyria  from  . .         . .  629 

229,  230 

-  -  in  irrigating  bUidder. .  277 

orbital  tubercle  simu- 

 testing  for  chlorides. .  376 

lating      ..         ..230 

-  -  as  vesical  styptic     . .  580 

suppurating,    earache 

-  in  screening  radium    . .  223 

i              from            ..         ..202 

Sin,  the  unpardonable     . .  406 

thrombosis  from  . .  229 

Singing    in    the    ears,    in 

-  in  neck,  from  actinomy- 

arteriosclerosis          . .     11 

1          cosis 683 

-  head  in  insanity           . .  405 

Sixth  nerve  paralysis  (see 

-  (see  Noises  in  the  Head) 

Paralysis     of     Sixth 

Sino-auricular  node          ..  545 

Nerve) 

-  rhythm,  slow    . .         . .  646 

Size,  abnormal  sensations  Of  783 

Sinus,  antral  (see  Antrum 

Siceletai  dwarfism..        ..  188 

of  Hlghmore) 

Skene's  tubes,  gonococci  in  185 

Skiagram  of  aneurysm  (  Fig. 

-  cavernous,  arterial  com- 

100) 209,  435 

munication  with       . .  694 

,  -  of  bean  in  bronchus      . .  195 

emissary  vein  from  . .  229 

-  bismuth  above  carcinoma 

thrombosed  (see  Throm- 

of GBSOphagus           . .   196 

bosis  of  Cavernous 

in  normal  colon        . .  426 

Sinus)         ..         ..229 

-  bone  rarefaction  in  rheu- 

- of  breast,  from  tubercle  686 

matoid  arthritis        . .  344 

-  from  empyema..         ..  635 

-  carcinoma     of     splenic 

-  ethmoidal,  blood-spitting 

flexure           ..         ..125 

from  lesions  of          . .  285 

-  -  stomach          . .      269.  270 

distended  orbital  swel- 

- Charcot's  hip     . .         . .  360 

ling  from    . .         . .  230 

-  chronic  periostitis        . .  668 

-  -  infected,     foul     taste 

-  cervical  rib  (Figs.  186, 

from           ..         ..705 

187)  443 

inflammation  in,  antral 

-  dropped  stomach         ..  318 

disease  simulating     483 

-  enchondroma  of  hand..  671 

foul  taste  from     . .  705 

-  exostosis  of  femur       . .  670 

nasal  discharge  from 

-  gall-stones          . .         . .  327 

179,  181 

-  gouty  hands      . .         . .   346 

-  hands    in    acute    rtieu- 

suppuration  in,  head- 

ache from  . .         . .  294 

matoid  arthritis        . .  342 

meningitis  from     . .  690 

-  hour-glass  stomach  (Fig. 

-  of  foot,  from  mycetoma  736 

128)  268 

-  frontal,      blood-spitting 

-  hydatid  cyst  of  lung  . .  291 

from  lesions  of          . .  285 

-  idiopathic  dilatation   of 

disease     of,     cerebral 

oesophagus     ..         ..198 

abscess  from      147,  502 

-  lobar  pneumonia          . .  289 

pus  from  nose  due  to  179 

-  normal  stomach            . .  269 

distended,  orbital  ridge 

-  pads  on  fingers. .          ..347 

thickened  from..  230 

-  phthisis  . .        (Fig.  41)  103 

pain   over  eyebrow 

-  pyelography    in    hydro- 

from       ..      230,449 

nephrosis       . -         . .  356 

Sinus,  frontal,  empyema  of  180 

-  pyopneumothorax        . .  531 

enlarged  with  age     . .  203 

-  renal  calculus    . .         . .  279 

exo<*tosis  of    . .         . .  671 

-  sarcoma  of  lung            . .   105 

infected,  antral  disease 

-  -  radius             . .      672,  673 

simulating  . .          . .   403 

-  -  tibia 671 

foul  taste  from      . .   705 

-  spine  on  os  calcis          . .  440 
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SKIAGRAM    —    SORDES 


Skioffram^  eontd. 

-  stenosis  at  cardiac  end  of 

oesophagus     . .         . .  197 

-  syphilitic  radius  . .  069 

-  thymus  gland,  enlarged    419 

-  tubercuioas  kidney      . .  280 

-  vesical  obJcqIus.  .         . .  282 

-  ureteral  calculus  . .  465 
Skiagraphy    (see    x-rays ; 

and  Skiagram) 
Skin,  appearances  in  jaun- 
dice      324 

Skin,  bmloii  tumturs  tf  . .  732 

-  brown  paper,  in  prurigo  490 

-  blood   crusts   on,   from 

jaundice         ..         ..324 

-  capillary  pulsation  in  . .  207 

-  coarse,  in  cretinism     . .  234 
myxoedema    . .         . .  234 

-  cold  and  clammy,  after 

abdominal  injury     . .  693 

-  crystals  in         . .         . .  665 
Skin,  diphtheria  ef  . .  558 

-  discoloration,  from  snake- 

bite 337 

-  diseases,  eosinophilia  in    219 

-  dry,  in  cretinism  . .  234 

myxoedema    . .      234,  637 

and   harsh,  with   cir- 
rhosis        ..         ..  371 

pyelonephritis       . .  570 

shrivelled,    with    car- 
cinoma      . .         . .  374 

-  epithelioma  of  (see  Car- 

cinoma of  Skin) 

-  flushed    and   dry,   from 

belladonna     ..         ..170 

-  glossy,  in  syringomyelia  110 

-  greenish,  in  chlorosis  . .  274 

-  hot  dry,  in  pneumonia. .  335 

-  inelastic,  from  diarrhoea  171 

emphysema  and       . .   160 

.-  lemon-yellow,     in     per- 
nicious annmia         . .  669 

-  melanotic  sarcoma  of  381, 680 

-  moist,  in  Graves's  disease  236 

-  nodnles  in  (see  Nodules) 

-  nutmeg-grater,  in  kera- 

tosis pilaris    . .         . .  488 
prurigo  . .         . .  490 

-  pale  and  sweaty,  from 

poisons  . .         . .  170 

-  pigmentation      of     (see 

Pigmentation    of    the 
Skin) 

-  plucked-fowt,  in  pityriasis 

rubra  pilaris  . .         . .  488 

-  primrose  yellow,  in  per- 

nicious anaemia       64,  770 
"  pungent,  in  pneumonia    642 

-  ringworm  affecting      . .  247 

-  rodent  ulcer  of  . .         . .  179 

-  sallow,  in  mv.xcedema. ,  234 
Skin,  nrcoma  of  487,  680,  731 

-  scratch  marks  on,  from 

jaundice         ..         ..  324 

-  stains  in  syphilis  . .  3S4 

-  tense  and  shining,  from 

ascites  . .         . .     43 

-  thickened,  in  myx€Ddema    38 
SKIN  TUMOURS..         ..  730 

-  ulceration    (see    Ulcera- 

tion) 

-  yellow,  in  cretinism     . .  234 

-  lardaceous  disease   . .     35 

-  from  picric  acid        . .  529 
Skins,  mercury  in  curing. .     65 

-  in  stools 399 

-  rabbit  (see  Uabblt  Skins) 
SKODAIC  RESONANCE..  611 

over  pleural  effusion     299 

over  pleutitic  effusion  168 

Skull,  in  acromegaly        . .  237 

-  anosteoplasia     ..  ..187 

-  biff,  in  rickets     . .         . .  187 

-  enlarged,  in  acromegaly  204 

-  flat  occipital  region  of, 

in  mongolism  . .   190 

-  fracture  of  (see  Fracture) 

-  hot-cross  bun,  from  cori- 

geiiital  sypliilis      009,  711 
rickets         . .  . .   20:1 

-  Ivory  exostoses  of     20  i, 

230,  071 

-  natif omn .  from  congen  it  ai 

syphilis  . .  . .   009 

-  osteoma  of         ..        81,  l'-^o 


Skua,  contd.  ' 

-  secondary  carcinoma  of  204 

-  syphilitic  nodes  on      . .  669  , 

-  tender,  in  rickets  ..  145 
Skutsch's  pelvimeter  . .  201 
Slaughterers,  warts  in  . .  240 
Sleep,  Babinski's  sign  in  .     09 

-  excessive,  in   hypopitu-  ' 

itarism  ..         ..  410 

-  lack  of  (see  Insomnia) 
SlMp,     raqulrements     at 

different  aots..        ..  320 

-  urine  amount  and  . .  534 
Sleepiness  after  epileptic  fit  143 
Sleeping  on  back,  priapism 

from 538 

Sleeping  sickness  ..  28 
enlarged  lymph  glands 

in 28 

geographic  distribution    28 

lymphocytes  In  cere-  | 

brospinal  fluid  in  . .  305 
spread     by     glossina 

palpalis      ..         ..     28  1 
trypanoBomes  In  cere- 

'brospinal  fluid  in..  305  1 
Sleeplessness,  loss  of  weight 

from 769  , 

-  trom  pruritus  . .  . .  540 
Sling,  bracheitis  requiring    477 

-  brachial     neuralgia    re- 

lieved by        . .         . .  442  ' 
Slipping    through    one's 
bands,  in  pseudohyper- 
trophic paral3r«is      . .  513 
Slobbering,  in  idiots,  etc.    543  , 
SItMOhino 255 

-  from  erysipelas..  ..674 
Sloughs  in  stools,  in  typhoid 

fever 636 

Small     lymphocytes     (see 

Lymphocytes,  Small)  | 

Small-pox,  acne  simulating 

559,  5C3 

-  acute  oedema  of  tongue  in  698 

-  albuminuria  in  . .         . .     13 

-  albumosuria  in  . .         . .     16 

-  arthritis  with    . .         . .  340 

-  bathing-drawers       area 

affected  bv    . .         . .  401 

-  bromide  rash  simulating  563 

-  chicken-pox  simulating 

661,  563 

-  confluent  . .  (Fig.  238)  561 
I  -  copaiba  rash  simnlatln?  563 

-  discrete     . .    (Fig.  237)  661 

-  eczema  simulating        . .  662 

-  eruption    . .     (Fig.  306)  757 

-  erythema  in  . .  . .  223 
' "multiforme  simulating  662 

-  gangrene  from  . .         . .  255 

Small-pex,  oeneral  aceaant 
af  560-63 

-  hssmaturia  in  . .  . .  276 
j  -  haemoptysis  from         . .  387 

-  hiomorrhnges  In  . .  561 

-  hydrocele  from..         ..481 

-  impetigo  simulating  . .  662 
'  -  iodide  rash  simulating. .  663 

-  itching  in  . .         . .  001 

-  leucocytosis  rare  in  . .  360 
I  Small-pax,  mallonant  266,  272 

-  menorrhagia  from        . .  386 

-  mouth  affected  by       . .  616 

-  mucous  membranes  af- 

I  fected  by       . .         . .  661 

-  pain  in  the  eyes  in  ..446 
'  -  -  limbs  in  . .  . .  465 
;  -  papules' of  . .         . .  560 

Small-pax,  parts  affected  by  757 

-  pharrnx  affected  by    . .  613 

-  pits  from  . .     561,  601 

-  prodromal  raah  in  . .  554 
'  Small-pax,  purpura  hi  272, 

553,  554 
simulating      . .         . .  662 

-  pustules    in     558,    559, 

561,  601,  753 

-  Ricketts  on      661,  563,  757 

-  rigor  in 694 

-  roseola  preceding         . .  660 

-  scabs  in  . .  ..      561.  601 

-  Bcarlatina-like  rash  in . .  660 

-  septic   dermatitis  simu- 

lating . .      (Fig.   239)  662 

-  sore  throat  in    ..      613,  616 

-  spleen  enlaiged  in    632.  637 


Small-pox,  contd. 

-  stomatitis  from..         ..542 

-  svphilide  simulating  560,  662 

-  thyroid  gland  enlarged  in  722 

-  typhoid  fever  simulated 

by       637 

-  ulceration  of  larynx  from 

158,  199,  287,  292 

-  vaccinia  simulating  562,  767 
Small-pax,  varloella  dMIn- 

OuMied  fram..        ..  757 

-  vesicles  of  560,  758,  757 
Smells,  vomiting  due  to. .  765 
SMELL,  ABNORMALITIES 

OF 611 

Smell,  wnie  af,  deficient, 
IMef  cauiesaf       ..  612 

-  loss  of,  in  hysteria       . .  610 

-  mousy,  of  favus  . .  246 
Smells,  as  aura  of  epilepsy  67 
Smellt,  SttlHtcthre  teniatlan 

af       612 

Smellt,  undue  lentlthranasi 

te       612 

Smile,  nasal,  in  myasthenia  233 

-  sardonic  (see  Risus  Sar- 

donicus) 

-  transverse,  of  mvopathy 

(Fig.  110)  235 
Smoking,  chronic  glossitis 

from 738 

pharyngitis  from      . .  613 

-  cough  ifrom        . .  . .   148 

-  foul  breath  from  . .  86 
taste  from     . .         . .  705 

-  heart  failure  from        . .  418 

-  irregular  heart  from    . .  480 

-  loss  of  weight  from      . .  769 

-  low  blood-pressure  from    82 

-  noises  in  ears  and        . .  723 

-  orthopnoea  from  . .  418 

-  palpitations  from  . .  485 

-  pharyngitis  from  . .  616 

-  pulse-rate  and  . .         . .  486 

-  variable  Incidence  of  ill- 

effects  of  ..  ..  485 
Smoky  urine  . .  . .  9 
Snail-track  ulcers  in  syphilis  615 
Snake-bite,      albuminuria 

from 413 

-  erythema  from  . .  . .  223 
Snake-bHe,  oaneral  accaunt 

ef       837 

-  oedema  from      ..     413,  415 

-  purpura  from    . .         . .  663 

-  venom,  gangrene  from . .  266 

hemoglobinuria   from  284 

jaundice  from       826,  387 

Sneering,  appearance  as  of, 

in  myasthenia  gravis  236 
Sneesing,  epistaxis  from..  320 

-  regnigitation     of     food 

through  nose  from  . .  588 

-  subcutaneous       emphy- 

sema from  . .  . .  203 
Snellen's  type,  In  detecting 

hysteria         ..         ..  760 

SnifHnc  tic 136 

SNORING 613 

-  stertor  and  . .  . .  647 
Snow  blindness,  eiytbropsia 

in        762 

hemeralopia  from     . .  763 

-  pain  in  the  eyes  from  . .  446 

-  workers  in,  photophobia 

in        524 

Snuff,  anosmia  from         . .  612 

-  nasal  discharge  from  . .  178 
Snuflles    in     congenital 

syphilis  385,  400,  635 
Soap,  dermatitis  from     . .  765 

-  erythema  from  . .         . .  222 

-  pruritus  from    . .         . .  540 

-  in     relievine     constipa- 

tion in  infants  . .  128 

Soda,  caustic  (see  Caustic 
Soda) 

-  Angers  affected  bv  . .  239 
Soda-water,    regurgitation 

of  food  through  nose 
after 588 

Sodlo-potassic  tartrate,  in 

Pehling's  test  . .  261 

Nvlander's  test         . .  262 

-  -  Pavy's  test    . .         . .  261 
Sodium  acetate,  in  phenyl- 
hydrazine  test  . .  262 


Sodium    ronld. 

-  bicarbonate,     heartburn 

relieved  by     . .  . .  MT 

in  inflating  stomach 

317,  SI« 
interscapular  pain  re- 
lieved by    . .         - .  4€! 

-  cacodvlate,    erythema 

from    . .  . .      22.',  K4 

-  carbonate,   dead   fiti^'ers 

from 1€3 

-  chloride,  thirst  from    ..  It^* 

-  dihydric  phosphate       . .  iti 

-  hydrate  (see  C?austic  SoJaj 

-  monchydric  phosphate    523 

-  nitrite,    in    Cammidge'* 

reaction  . .  . .  l''^^ 
diazo-reaction  . .  173 

-  nitropruflside,  mdanoria 

and 74« 

-  -  tests   (PlaU  JJX/r»  74* 

-  phosphate  . .  . .  5J3 

-  salicylate,  in  acate  rheu- 

matism . .  . .  614 
bradycardia  from     . .    M 

-  deafness  from  . .  1« 

delirium  from  . .  1C> 

effect  In   acote  rhc;- 

matism        . .  . .  528 

-  (and  see  Salicylates) 

-  theocin-acetate,  polyuri  i 

from    ..  ..         ..  5Ji 

-  urate  ..  ..  344.  345 
Sou  sore,  balanitis  sima- 

lating  . .  . .  . .  *1 7 

bubo  from     . .         ..  Cl$ 

chancre   distinguished 

from  . .      6l!<.  619 

condyloma  admaUtimr  7u^ 

Soft  saret,  lenanU  mccannt 

of  ..     6IS,7M 

on  glans  penis  . .  1*^4 

herpes  simulating     ..  CH 

inguinal  glands  in  fected 

from  ..      617,  6l> 

on  scrotum     . .         . .  fi>* 

svphilis  and   -  -  . .  679 

-  ulceration  of  penis  from 

617.  «18 

of  urethra       . .         . .  181 

urethral  discharge  due 

,  to m 

stricture  from        . .  l^i 

vulval    swelling    from  699 

I  Softening  of  the  brain  Ci?** 
Cerebral  Softeniuir) 

-  cord    (see    Spinal    Conl, 

Softening  of) 
I  -  sninal,  allocheiria  from      17 
Soil,  tetanus  bacilli  in     ..  'S') 
I  Solar  plexus  lesions,  meteor- 
ism  from         . .         . .  3S5 
pigmentation  from  irri- 
tation of         . .         . .  5*7 
Solei,  pseudohypertrophy  of  515 
Soles,  anaesthesia  of,  vertigo 
and 751 

-  cbeir(q[>ompbolyx  on  97,  756 

-  congenital  syphilitic  enii>- 

tion  on            . .  . .  4(«> 

-  eczema  of          . .  . .  491 

-  gout  of  . .          . .  . .  545 

'  -  horny     overgrowth  in, 

from  erythema   kera- 
todes 405 

-  hyperkerato^  of,  from 

arsenic  . .         34,  73 

-  pityriasis    rubra    pilarb 

affectine         ..        ..  6*W 

-  pruritus  of  . .         . .  540 

-  syphilis  of  . .  49«^.  491 
Soleus,  nerve  supply  of  . .  498 
Solitary  follicles,  enlarged 

in  lymphatJsm  . .  5^2 
Somnolence,  In  meninriti*'  t^ 
Sordes,    in    acote    yellow 

atrophy  . .         . .    75 

-  asthenic  states  . .         72,  75 

-  bleeding  gums  from  . .  75 
--  In  cachexia         . .         . .    75 

-  fevers      . .         . .         7*,  75 

-  general  paralysb  . .  75 
peritonitis      . .         . .    ^ 

-  intestinal  obstruction  . .    S6 

-  pneumonia         . .         . .    75 

-  post-puerperal  sepsis  . .  S* 
j  -  typhoid  fever    . .         75.  W 
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Sore,  difsecting-room,  epi- 

5/xMm,  contd. 

SPEECH.      ABNORMALI- 
TIES OF 

trochlear    gland     en- 

-  hysterical,  of  face        ..491 

623 

laiged  from    . .         . .  381 

-  of  larynx,  coma  from  , .  752 

-  blurred,  in  general  para- 

r 

-  finger  (see  Mngere,  Sore) 
SORI  THROAT    ..         ..613 

-  -  epileptic         . .         . .   752 

lysis     ..         ..      146, 

726 

vertigo  from  . .         . .  752 

-  centre*  (Fig.  266) 

621 

in  acute  rtieumatism 

-  levator  anl,  causes  of  . .   193 

blood  supply  of 

625 

228,  464 

palpebno,  in  Gravee's 

59 

albuminuria  with     . .     14 

disease           ..         ..229 

-  in  chorea 

133 

8«r8  thnMt  kMttrtotogicti 

-  muscular,  in  occupation 

-  defective,  from  cerebral 

dtamnotit  of  . .     379,  614 
-  -  bad  ventilation  and..  GI3 

neuroses         ..         ..445 

,          embolism 

133 

-  of  Gcsophagus    . .         . .  4.H5 

with  diplegia. . 

132 

-  -  blood-spitting  from  . .  285 

vomiting  due  to       . .  763 

in  disseminated  scler- 

 from  cervical  adenitis  617 

-  orbiculares,  in  paralysis 

osis  

148 

common  cold  and    ..  C15 

agitans           ..         ..236 

Huntingdon's    chorea 

condylomata  and     . .  700 

-  pylorus,  dyspepsia  from  319 

and 

134 

-  -  in  dengtie       . .         . .  466 

-  -  in  infants       . .         . .  660 

-  delayed  development  of  623 

-  -  diphtheria      . .         . .     64 

-  retinal  arteries,  blindness 

-  interference    with,     in 

Sore  throat,  diphtheria  and  614 

from 761 

mercury  poisoning  . . 

726 

diagnosed  from  other 

-  sphincter  anl,  ancosthetic 

-  loss  of,  from  alcoholism  623 

forms  of..         ..     14 

in  diagnosing  cause  of  128 

pneumonia     . . 

623 

mistaken  for  simple  586 

cocaine  in  diagnosing 

typhoid  fever 

623 

-  -  dust  and        ..         ..  «15 

cause  of  . .         . .  128 

(and  see  Aphasia) 

-  -  dysphagia  from         . .  198 

dvschezia  from      . .  128 

-  mechanism  of    . . 

626 

foul  breath  from       . .     87 

-  -  vesica)            . .         . .  395 

-  monotonous,    in    Fried- 

 retention    of    urine 

reich's  ataxy.. 

513 

hospital  wards  and  . .  015 

from        ..         ..  .398 

-  physiology  of    . . 

624 

in  Kirkland's  disease 

-  stcrnomastoid    . .         . .  64S 

615,  616 

-  in  strychnine  poisoning    599 

abscess 

517 

Sore  throat,  list  of  oaaios  of  613 

-  tetanus 599 

-  —  tumour 

517 

motoring  and            ..  615 

Spasmodic  contractions  ..  138 

disseminated  sclerosis 

from  mumps  . .         . .  617 

-  nenro-mnscular  affections. 

517,  627, 

728 

—  with     peliosis     rheu- 

accoucheur's  hand  in        2 

-  slow,  in  myxcedema     . . 

234 

matica        ..         ..556 

Spasmodic  tics     ..        ..136 

-  -  jerky,  in    Friedreich's 

—  from     postpharyngeal 

-  torUcoUis,  retracted  head 

ataxy 

627 

abscess        ..         ..616 

from 589 

-  slurred,  in  disseminated 

peripheral  neuritis  from  151 

Spasmogenic      xones,      in 

sclerosis 

307 

—  in  scariet  fever    224, 

hysteria          ..          ..707 

Friedreich's  disease  . . 

113 

227,  617 

Spasmophilia,  in  rickets..  420 

—  sewers  and     . .         . .  615 

Spastic      paraplegia     (see 

sclerosis         307,  627, 

728 

-  -  svphilides  and          . .  560 

Paraplegia,  Spastic) 

-  sylUibic,  in  Friedreich's 

e 

-  -  in  syphilis     334,  491, 

Spasticity  In  arm..         ..  502 

disease 

140 

568,  614 

-  in  disseminated  sclerosis  307 

Spermatic    cord    compres- 

 weather  and  ..         ..615 

-  pseudobulbar  palsy      . .  627 

sion,    testis    atrophy 

Sore    throats,     iliustreted 

Specific  gravity  of  ascitic 

from 

66 

(Plates  XXr/,XXV/0 

fluid    ..         ..         48,  50 

Spormatic    cord,   oncystod 

610,  612 

blood,  in  collapse     . .  534 

hydracaloof.. 

695 

syphilis  causing  (Plate 

diabetes  insipidus..  537 

some  lesions  of 

482 

XXVO       ..          ..610 

infusion  and          . .  634 

thickened,  with  testi- 

t 

SORES.  PENILE  ..        ..617 

SpocMc  gravity  of  blood. 

cular  abscess 

622 

inflamed           inguinal 

moasuremont  of       . .  534 

Spermatocele 

481 

glands  from           ..  381 

normal        . .      534,  637 

-  aching  in  groin  from  . . 

481 

e 

SORES.  PERINEAL        . .  619 

cerebrospinal  fluid   . .  304 

lumbar  region  from  . . 

481 

—  aching    in     perineum 

urine      (see       Urine, 

testis  from     . . 

481 

from            ..         ..474 

Specific  Gravity  oO 

-  atrophy  of  testis  from. . 

66 

inflamed  glands  from  381 

SPECKS     BEFORE     THE 

-  spermatic  cord  compres- 

- in  prurigo          . .         . .  490 

EYES 71 

sion  by 

66 

SORES,  SCROTAL.          .621 

Spectra,  various.  Illustrated    80 

Spermato-cystitis,      acute. 

from  abscess  of  testis  622 

Spectroscope,  in  detecting 

hcQ-naturia  from 

275 

-  -  svphilis          621,  622,  696 

blood 81 

Spermatorrhoea,     oxaluria 

tuberculous  testis  479,  622 

haomatoporphyrin     . .  744 

and 

424 

-  from  seaK»t  pricks     ..  224 

-  diagnosing  haemoglobin- 

-  phosphatoria  suggesting 

521 

-  soft  (see  Soft  Sores) 

uria     . .         . .      284,  285 

Spermato-vesiculitis,    pain 

-  in  syringomyelia           ..  616 

methsemoglobin        ..   157 

in  penis  from.. 

471 

-  various,  inflamed  axillary 

methvlene  blue         . .  747 

Spermatozoa,    in    cyst    of 

glands  from  . .         . .  380 

-  -  urobilin          321,  325,  743 

testis 

481 

inguinal  glands  from  381 

-  as  test  for  blood          . .     10 

-  urine,  with  oxaluria    . . 

421 

-  from   weever-fish  pricks  224 

in  stools     . .         . .     76 

Spermin,    Charoot-Iieyden 

Sound,  in  diagnosing  cjrsto- 

Spectrum  of  acid  hiematin 

crystals  and  . . 

102 

cele 639 

(Fiff.  31)    80 

Sphacalus 

255 

fibromyoma  . .      386,  387 

-  alkaline   h»matin   (Fig. 

Sphenoid  sinus  (see  Sinus, 

hypertrophy  of  cervix  539 

33)    80 

Sphenoidal) 

inversion        . .         . .  639 

-  carboxyhmmoglobln  (Fi7. 

Sphincter  anl,  relaxed  after 

pyometra       . .         . .   186 

82)    80 

Cauda  equina  iniury  . . 
spasm,  dvschezia  from 

314 

vesical   calculas    282, 

-  methffimoglobin  (Fig.  35)    80 

128 

471,  580,  719 

-  oxvhiemoelobin  (Fig.  30)    80 

-  iridis.  paralysis  of 

551 

-  normal  distance  for     . .  387 

-  reduced  hnsmoglobin  (#*k7. 

rupture  of      . . 

551 

-  uterine,  in  diagnosis    . .     19 

31)     80 

-  trouble,  in  amyotrophic 

Sounds,    undue    sensitive- 

- urobilin  . .        (Fig.  36)    80 

62 

ness    to   (see    Hyper- 

Speculum     In     diagnosing 

acaKL«<)            ..         ..308 

anal  fissure    . .          . .  194 

cerebral  diplegia 

729 

South  Africa  (see  Africa) 

carcinoma  recti         . .     78 

softening    . . 

726 

South  Eastern  Fever  Hospi- 

 cause  of  anosmia      . .  612 

combined  scleroses   . . 

140 

tal,  cliarts  from    638,  639 

foreign  bodies  in   ear 

in  convulsions 

143 

Spade  users,   Dupuytren'a 

165,  422 

disseminated   sclerosis 

contracture  in           . .   142 

inflamed  piles            ..191 

148,  496,  602, 617, 

728 

Spain,  Mediterranean  fever 

nose  affections          ..   179 

from  h»matomyelia. . 

140 

in         566 

-  -  otitis  media    . .         . .  202 

new  growth  in  spine. . 

714 

Spasm  of  bowel  (sec  Entero- 

papilloma  recti         . .     79 

-  -  in  tabes          173,  466, 

615 

spasm) 

polypus          . .          . .  585 

transverse  myelitis  62, 

140 

Spasm,  carpopodal          . .      3 

wax  in  ear     . .         . .   164 

typhoid  spine 

715 

in  infanta        .,          ..    152 

-  ear  examination           . .  421 

-  vesictB,  paralysis  of     . . 

218 

-   -  rickets            ..          ..   152 

-  episuxis             ..         ..221 

spasm  of 

395 

-   "  tetany  and     . .          . .   152 

-  examining  rectum        ..581 

Sphygmomanometer,     in 

-  of    colon,    with    muco- 

-  Fergusson'a.  in  examining 

detecting  high  blood- 

merabranous       colitis 

f or  gonococci . .          ..  185 

pressure 

485 

(Fig.  52)  124  ! 

-  Siesrle'M.  In  GeJIo's  test..   lfi'» 

Sphygmograph,  in  diagnos- 

- from  gall-stonef            . .  316 

-  in  tenesmus*        . .          . .   71S 

ing  pulsus  alternans. . 

650 

'  Sphygmograph,  in  diagno^ 

ing  pulsus  bigeminus     660 
Spiders,     hemoglobinuria 

due  to  ..         ..281 
Spina  biflda  occultn.  lum- 
bar mole  suggesting. .  511 
palpation     in     dia- 
gnosing ..         ..511 

parapl^a  from     . .  510 

paraplegia  from        ..  510 

pes  cavus  from         . .   113 

talipes  from  . .         . .  113 

'  Spinach,  oxalate  from     . .  424 
Spinal      accessory     nerve 

paralysis         ..         ..  135 
I torticollis  and       . .  142 

-  artery,  thrombosis  of  (see 

Thrombosis,  Spinal) 
Spinal     canal,     aneurysm 

ruptured  into        '  . .  434 
Spinal  carios  .154 

abdominal  pain  from    116 

abscess  in  back  from  169 

abscess  in  groin  from    680 

age  incidence  of       . .  713 

allocheiria  from        . .     17 

aneurysm    simulating 

516,  714 

angular  cun'ature  from  7 13 

appendicitis  simulated 

by 461 

backache  from         . .  469 

Spinal  carios,  cervical     . .  646 

pain   in    arm   from 

443,  444 

tenderness  of  spine 

from  . .  444 

colic  simulated  by    . .   115 

curvature  with         . .  648 

-  -  debility  simulating   . .  429 

deformity  of  back  from  116 

without  deformity  364,  516 

,  -  -  gait  due  to    ..      151,  713 
,  Spinal  cartas,  genorel  ac- 
count of  . .  364 

head  kept  fixed  from    429 

j hypereesthesia  from  . .  610 

I indigestion    simulated 

I  by 316 

intercostal     neuralgia 

suggesting  ..       151,  431 

interscapular  pain  from  46 1 

kyphosis  from        151,  188 

lardaceous  disease  from 

8,  636 

lateral  curvature  simu- 

kiting  ..         ..429 

limping  from..         ..  363 

lordosis  from. .         . .   166 

local  rigidity  with     . .  429 

milk  drinking  and    . .  616 

new  growth   simulat- 
ing ..         516,  618,  714 
pachymeningitis  simu- 
lating ..  ..616 

pain  in  the  back  from 

166,  364,  428,  516,  713 

epigastrium  from  . .  436 

neck  from    429,616,648 

shoulder  from       . .  476 

at  umbilicus  from . .  484 

paralysis    of    one    leg 

from  . .  499 

paraplegia   from    113, 

154,  243,  51*>,  514 
post-pharyngeal      ab- 
scess from  . .         . .  647 

' simulating  . .  616 

Pott's  curvature  with 

364.  516 

-  prominence    of    back 

from  . .         . .   169 

psoas  abscess  from 

166,  364,  582,  680,  715 

rickets  simulating  364,  714 

rigidity  of  ba'k  with 

154,  361,  461,  680 

neck  from  . .         . .  618 

spine  from  116,  713 

root  palsies  from      . .   509 

scoliosis  with..         ..   154 

simulating  neurosis  . .  477 

torticollis    . .  . .   142 

sinus  from      . .  . .  635 

skiagram  of    . .  . .  460 

spastic  paraplegia  from 

113.  512 
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SPINAL  CARIES 


SPLEEN 


spinal  caries,  eontd. 

spontaneous    fracture 

from  ..  ..   243 

stiff  neck  from         . .  048 

swelling  in  ilioc  fossa 

from  ..  ..678 

-  tenderness  in  back  from 

154,    364,   680 

spine  from  116,  616,  713 

transverse     myelitis 

from  ..      389,  516 
other   tuberculous   le- 
sions and   . .  . .  516 
with  tuberculous  peri- 
tonitis       . .         . .     48 
ureteral  calculus  simu- 
lated by     . .         . .   461 

x-rays    in    diagnosing 

116,  154,  364,  429, 

461,  477 

-  cord,  amyotrophic  lateral 

sclerosis  of  (see  Amyo- 
trophic Lateral  Scler- 
osis) 

carcinoma  of  . .  432 

central    canal    of,    in 

syringomyelia        . .     62 

-  changes,  from  ansamia  610 

pernicious  aneemia       64 

transverse  myelitis      62 

after  typhoid        ..   715 

combine<i  sclerosis  in 

(see  (^ombined  Scler- 
oses) 
compression    of,    allo- 

cheiria  from  . .     17 

paraplegia  from  510,  514 

penile  erection   ab- 
sent from  . .   313 

transverse    myelitis 

from  ..  389,  516 
contusion  of,  priapism 

from  . .         . .  538 
disease,    pain    in.  the 

chest  from..         ..  430 

retention    of    urine 

with        . .         . .      39  ; 
disseminated  sclerosis 

of  (see  Disseminated 

Sclerosis) 
double  hemiplegia  from 

lesion  of      . .  . .   502 
embolism  of  . .         . .  517 

-  -  gumma  of,  allochclria 

from  ..         ..      17 

hiemorrhage  into  140, 

509,  514,  515,  538,  608 

hemlsection    of,    allo- 

cheiria  from  . .     17, 

priapism  from       . .  638 

insular  sclerosis  in  (see  i 

Disseminated  Scler- 
osis) ' 

lateral  sclerosis  in  (see 

Lateral   Sclerosis) 

-  lesions,  acute  bedsore 

from  ..  ..257 

Spinal  cord  tesloni,  ataxy 

from 57 

constipation  with..   313 

difficulty  in  micturi- 
tion with  . .   395 

Spinal  cord  letioni,  affects 
of  carvlcal   . .  .507 

gangrene  from      . .  255 

hemipleeia  from    . .  303 

paralysis    of    bowel 

from  ..  ..389 
precipitate    defseca- 

tion  from  . .  313 
micturition  with     311 

-  —  ritriditv  from  . .   139 
Spinal  cord  totlont,  wntory 

dItturbancM  with     . .  607 

small   palpebral  fis- 

siirp  from  . .   .'>07 

jnjiiil  from         . .   607 

in  talM's       . .  . .     67 

tympanites  from  . ,   389 

urine  stream  changes 

from        ..  ..391 

-  -  neoplo'^m     of,     allo- 

ciieiria  from  . .      17 

-  -  neopliism    of,     ataxy  1 

from  . .  . .     68 

Hrown-S^quard 

phenomena  from  68, '1^6 


Spinal  cord,  contd. 

neoplasm  of,  paralysis 

of  one  leg  from    . .  496 

pachymeningitis  of  . .  616 

reflex  centres  in  {Fig. 

211)  ..         ..518 

sarooma  of     . .         . .  305 

sensory  localization  in 

{Fig.  210)   ..  ..  518 

tracts  in  55,     {Fig. 

258)  607 
softening  of,  allochei-  - 

ria  from      ..         ..17 

from  enteric  . .  516 

from  injury  . .  310 

paraplegia  from    . .  516 

penile  erection  ab- 
sent from  . .   313 

from  scarlet  fever. .  616 

syphilis       . .         . .  516 

thrombosis  . .  516 

not  tinged  by  jaundice  324 

tumour    of,    atrophic 

palsy  of  arm  from    509 

paralysis  of  one  leg 

from        ..         ..  600 

spastic     paraplegia 

from        . .  . .  509 

Spinal  endarteritis  ..     17 

-•  gliosis,  pain  in  arm  from  443 

-  lesions,    sciatica    simu- 

lated by         ..     438,  439 
r-rays  in  diagnosing. .  461 

-  meninges,     tumour    of, 

hypenosthesia  from  610 

-  segment,    6th    cervical, 

effect  of  lesion  of. .  507 
6  th  cervical,  effect  of 

lesion  of  . .  . .  507 
7th  cervical,  effect  of 

lesion  of  . .  . .  507 
8th  cervical,  effect  of 

lesion  at  ..  501,  507 
Ist    dorsal,    effect   of 

lesion  at     ..     601,  507  I 

Spinal  soamentt,  conrlcal,         ' 
muido  distribution  of  599  I 

Spinal  soomonts,  conrlcal, 

muscMS  suppliod  by  . .  504  ! 

lumbar,  muscle  con- 
nections of . .  . .  498 

lumbar  plexus  and    . .  498 

sacral,  muscle  connec- 
tions of      ..         ..498 

sacral  plexus  and     . .  498 

-  thrombosis  (see  Throm- 

bosis, Spinal) 

-  tumour,  pain  in  arm  from  413 
Spinati,    paralysis    of,    in 

Erb's  palsy    . .         . .  507 

-  root  innervation  of      . .  609 
Spindled  fingers,  in  rheu- 
matoid arthjritis  {Fiq. 

163)  342,  378 
Spine,     actinomycosis     of 

713,  714 

-  aneurysm  eroding 

516,  664,  670 

-  carcinoma  of     164,  467,  648 

-  caries     of    (see     Spinal 

Caries) 

-  congenital  defect  of     . .   713 
SPINE,  CURVATURE  OF    153 
angular,    from    aneu- 
rysm ..         ..   714 

new  growth  ..   714 

tubercle      . .         . .   713 

asymmetrical       chest 

■from  ..         ..168 

from  caries     . .         . .  648 

dwarfism  from  . .   187 

liver  depressed  by    . .  367 

Pott's,     shortness    of 

breath  from  . .  89 
fisoas  abscess  with    . .  675 

-  -  in  rickets        ..      187,  714 

syringomyelia        257,  508 

(and     see     Kyphosis ; 

Ix>rdo8i8 ;    and   Scoli- 
osis) 
Spine,  ontassement  of     . .  499 

-  eroded  by  aneurysm  4.'51,  713 

pain  in  testis  from    483 

by     mediastinal     new 

growth        . .  . .  434 

-  fracture  of  (see  Fracture 

of  Spine) 


Spincy  contd, 

-  growth  of,  kyphosis  from  154 

pain  in  the  back  from  428 

prominence    of    back 

from  ..         ..   169 

-  hydatid  of  154,155,632,714 

kyphosis  from  ..   151 

tenderness     of    spine 

from  ..  ..   714 

-  hyperesthesia      of,      in 

neurasthenia  . .  . .  611 
Spino,  hysterical  ..  ..715 
Spine,  Infective  arthritis  of  64S 
interscapular     pain 

from  . .  . .  461 
pain   in   iliac   fossa 

from        ..      462,454 

Spine,  Injury  of,  effects  of  715 

(and  see  Injury) 

-  invaded  by  new  growth  713 

-  irritable 715 

Spine,  lateral  curvature  of 

(and  see  Scoliosis)    . .   153 

backache  from      . .  428 

in  butchers'  boys  . .  154 

from  caries  . .  154 

caries  simulated  by    429 

from  diphtheria  153, 154 

empyema   . .         . .   1 53 

fibroid  lung  ..153 

in  Friedreich's  ataxy  154 

from  hysteria       . .  163 

infantile  paralysis     153 

myopathy  . .      153,  154 

in  nursemaids       . .   154 

occupation  and     . .   164 

from    paralysis    of 

back  muscles     . .  153 

peripheral     neuritis 

153,  154 

rickets         . .      153,  154 

sore  throat . .  . .  154 

Sprengel's  shoulder    153 

unequal  legs         . .   153 

weak  back  . .  163 

weight  carrying  153,  154 

wry-neck    . .      153,  154 

-  lumbar,  injury  to,  sciatic 

nerve  paralysis  from  113 
talipes  from  ..   113 

-  malignant     disease     of, 

pain  in  arm  from  . .  443 
testis  from        . .  483 

-  necrosis  of,  swelling  in 

iliac  fossa  from        . .  678 

-  new    growth    of,    aneu- 

rysm simulating       . .   714 

angular    curvature    714 

backache  from      . .  469 

caries  simulating  . .  516 

girdle  pain  from    . .  714 

intercostal  neuralgia 

simulated  by     . .  707 

malingering    stmu- 

Utedby..         ..  714 

pain  in  back  from. .  714 

neck  from         . .  648 

shoulder  from  ..475 

umbilicus  from  . .  481 

paralysis  of  one  leg  499 

paraplegia  from  614,  714 

post-mortem      dia- 
gnosis of . .         . .  516 

primary  very  rare. .  516 

from  prostate       . .  714 

rigidity  of  back  from  461 

root  palsies  from  . .  609 

from  sarcoma        . .  714 

secondary  to  breast 

516,  648,  714 

thyroid   . .      648,  731 

simulating   neurosis  477 

spastic     paraplegia 

from       . .         . .  113 
spinal  caries  simu- 
lated by..         ..  648 

simulating      . .  714 

stiff  neck  from      . .  648 

from  testis..         ..   714 

transverse    myelitis 

from       ..         ..  516 

r-rays  in  diagnosing 

461,  477,  484 

-  on  OS  calcis        ..       410,671 
skiagram  of  . .  440 

-  o«teo  arthritis    affecting 

346,  346 


Spine,  contd. 

-  osteo-arthritls  of,  pain  i" 

iliac  fo^a  from       452,  454 

-  penetrating    wound     of, 

acute  bedsore  from  . .  ti^ 

-  periostitis  of      . .  .  -   Tli 
Spine,  railway      . .         . .  715 

-  rarity  of  gout  of  . .  14  ^ 

-  pyaamic  abscnss  of        - .  "U 

-  rheumatoid  arthritis  of . .  345 

-  rigidity  of,  with  carie*. .   154 

from  Pott's  diseaac  . .   IH 

spondylitis  deformans  64^ 

-  sarcoma  of         . .  . .    lil 

-  tender   (sec   Tendemes* 

in  the  Spine) 

-  tubercttlous  disease  of  . .   347 

anscmia  from         .  -     31 

(and  sec  Spinal  Carie?') 

Spine,  typhoid  . .  340 

Spino-cerebellar         ataxy, 

tremor  in       . .  -  -    727 

SPIRALS,  CURSCHMANN'S 

153 
Spirilla,  in  Vincent's  angina  '.14 
Spirillum  of  relapsinir  fever 

{Plate  XXVII I)       ..   614 

-  of  Vincent's  angina  {Plate 

XXViri)       ..  ..611 

Spirocluetes,  in  chancre 

618,  674 

-  syphilis  . .  . .  . .   73* 

Spirochffita  obermeieri,  in 

l.lood  films     ..  ..  «37 

-  pallida  {Plate  XXVIII)  614 

Splrochata    elwriwIorU 

characters  of . .         . .    2t 

-  -  figure    of    (Plate 

XXVUT)  614 

Leishman's  stain  for.  -     t% 

in  relapsing  fcrer    28, 

336,  596.  637 

-  pallida,  in  cerebrospinal 

fluid SA5 

from  chancre  619,  620,  7ol 

fixing  method  for      . .   701 

rheumatoid     arthritis 

from  . .  . .     15 

sore  throat  due  to    . .  611 

stains  for       . .  . .   7^1 

-  -  in  syphilis        73,  331,  697 

ulcer  of  palate  . .  5S8 

Spitting     of     blood     (see 

Hiemoptysis) 

Splanchnic  vessels,  arterio- 
sclerosis of     . .  . .       1 

Splashing,  gastric  (see 
Snccussion) 

Spleen,  abscess  of  fsee 
Abscess  of  Spleen) 

-  carcinoma  rare  in         . .  632 

-  dipping  over     . .  . .     44 

-  dislocation  of     629,  630,  641 

-  embolism  of  (see  Em- 
bolism of  Spleen) 


•» 


in  Hodgkin's  diseaieo 

37,  55.  64,  376,  38u, 

impacted  in  pelvis    . . 

from  injury    . . 

in  kala-azar    . . 

Spleen,    enlarged,    kidney 
simulated  by  . .     S53, 

simulating 

laparotomy     in      dia- 
gnosing 

in  lardaceous  disease 

8,  36,  375, 

-  -  Icukicmia,  24,  W,  64, 

99,  273,  283,  670, 

Spleen,    eniaroed,    list    of 
causes  of       . .     63i, 

in  lymphadenoma  51, 

329, 

lymphatic  leukaemia 

25.  51. 

-  -  malaria    273,  274,  568, 

-  -  Malta  fever    466.  566, 
movement  with  respir- 
ation 

Spleen,  enlarged,  notes  oa 
662. 

omental  tumour  simu- 
lating 

ovarian  tumour  fUmu- 

lating 


5*9 

62S 

641 

29 

662 
664 

662 

«535 

611 

632 

679 

55« 
637 
637 


««4 

630 
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Spleen,  enlarged^  contd. 

-  -  pain  in  the  left  liypo- 

chondrium  from    . .  450 

-  -  pancreatic        tumour 

simulating  . .         . .  C30 

-  -  in  paratyphoid         . .  637 

-  -  pelvic  swelling  due  to  688 

-  -  in  pernicious  anaamia  634 

-  -  phosphorus   poisoning  337 
Sptoen,  enlarged,  physical 

signs  of        353,  628,  629 

-  -  pleuritic  eflfusiou  with    106 

in  pneumonia  ..637 

Spleen,   enlarged,    polycy- 

thamla  witli       534,  633 

-  -  portal  obstruction  from  272 

-  -  from  portal  vein  ob- 

struction    . .         . .  630 

— thrombosis        . .  274 

in     pseudo-loukaamia 

infantum       37,  55,  631 

reduced  by  T-rays    . .     25 

in  relapsing  fever  336,  637 

Spleen,  enlarged,  renal 
tumour    distinguished 

from 629 

in  rheumatoid  arthritis    35 

rickets  . .         . .  635 

sarcoma    of    stomach 

simulating  . .  630 

in  scarlet  fever         . .  637 

septicaemia     . .         . .  637 

-  -  Hkodaic  resonance  from  611 

-  -  in  small-pox  . .  . .  687 
splenic    anasmia,    37, 

55,    64,    273,    372, 

iFig.  267)  633 

splenomegalic  cirrhosis  633 

polvcythiBmia       . .  161 

Still's  dUease  35,  378 

stomach  tumour  simu- 
lating . .      663,  664 

Spleen,  enlarged,  suprarenal 
tumour  distinguished 
from    . .        . .     629,  630 

simulated  by     . .  662 

simulating  . .  664 

-  -  thrombosis  of  splenic 

vein  and    . .      272,  636 

-  -  with  tropical  liver    . .  369 

-  -  in  typhoid  fever,  76, 

171,  335.  564,  629,  636 

-  -  typhus  fever  . .         , .  637 

-  -  vena    caval    obstruc- 

tion by       . .         . .   749 

-  -  in  von  Jaksch's  disease  634 

-  -   Weil's  disease  . .  336 

-  tiot  enlarged    by   back- 

pressure        . .  . .  632 

SPLEEN.  ENLARGEMENT 

OF  THE  ..628 

-  -  in  acute  fevers         . .  636 

-  -  aneurysm  mistaken  for  631 

-  -  in  Banti's  disease    . .     64 

-  -  blood-count    essential 

with  ..  ..  634 

-  -  bronchiectasis  from  . .  292 

bruit  over      ...        . .  629 

carcinoma  of  stomach 

simulating  . .  . .  630 

-  -  in  catarrhal  jaundice    329 
children  ..  ..  634 

-  -  chloroma        . .         . .  205 

-  -  cirrhosis,  51,  266,  272, 

273,  332,  371,  37 1,  635 
of  childhood  . .   332 

-  -  colon    tumour    simu- 

lating . .  . .   664 
in  congenital  syphilis  635 

-  -  diphtheria      . .  . .  637 
Spleen,  enlargement  of  the, 

distinguished        from 
things    simulating    it 

629,  630,  631 

in  Egypt        . .         . .  634 

erysipelas       ..         ..  637 

-  -  fjEcal       accumulation 

simulating  . .         . .  631 

in    familial    acholuric 

jaundice      . .      332,  634 

-  -  felt  in  iliac  fossa      . .  676 

fibroid  lung  from      . .  292 

fragility  of   red   cells 

and 634 

in  fungating  endocar- 
ditis     . .      34,  637, 

{Fi-j.  270)  640 


633 
641 
657 
632 


..   678 


'  Spleen,  enlargement,  contd. 

in  general  tuberculosis  640 

hnmatemesis  from  265, 

272,  273 

hssmatoma    mistaken 

for 6.32 

in  Hanot's  cirrhosis  . .  371 

-  Gaucher's  cells  in        . .  034 
Spleen,  great  enlargements 

of  the 632 

-  gtmima  rare  in  . . 

-  luemorrhage  into 

-  hydatid  cyst  in  . . 
rare  in 

-  infarction  of  (see  Embol- 

ism  of   Spleen ;     and 
Infarct  of  Spleen) 

-  lardaceous  disease  of  35, 

172,  632,  035 

-  Leishman-Donovan 

bodies  in       . .         . .     29 

-  normal,  palpable  in  child  634 

-  pedicle  twisted  . .         . .  632 

-  in  pelvis  . .         . .  630 

-  rub  over..         692,  629,  640 
I from  general  perito- 
nitis       ..         ..388 

-  rupture    of,   laparotomy 

I  in  diagnosing  . .  641 

-  sarcoma  rare  in..         ..  632 
,  -  strangulation  of  . .  641 

-  wandering,    swelling    in 

iliac  foesa  from 
Splenectomy,, familial  acho- 
luric jaundice  cured  by 

332,  634 
Splenic  anssmia  (Fig.  267)  033 

albuminuria  in         . .     13 

anssmia  in     . .         . .     65 

-  -  ascites  in  46,  65,  373 
Banti's  disease  and  37, 

64,  372,  633 

basophile  cells  in     . .     55 

bleeding  gums  in      . .     73 

blood  changes  in      . .  633 

cirrhosis  and,  37,  55, 

64,   111,  372,  633,  635 

clubbed  fingers  in    ..111 

Gaucher's  disease  and  633 

Splenic   anismla,    general 
account  of     . .      37,  372 

hasmatemesis   in   266, 

273,  274,  372 

hsBmorrhages  in        . .  372 

jaundice  in    . .      325,  372 

myelocytes  in  . .     65 

Splenic  anismla,  notes  on    633 

oedema  of  legs  in    413,  415 

peripheral    neuritis 

from  . .         61,  64 

pleuritic  effusion  in  . .  106 

purpura  in     . .         . .  553 

simulating  chrriiosis..  273 

leukoimia    . . 

'  -  maUiria 

spleen  large  in,  55,  64. 

273,   372,   631, 

-  splenomegalic  cirrhosis 

and  . .         . .      372,  633 
von    Jaksch's    disease 

and 634 

Splenic  arteiy,  opened  by 

gastric  ulcer  . .         . .  268 

-  flexure,  carcinoma  of  125,  630 
>  puncture    m     kala-a%Hr 

29,  033 

Leishman-Donovan 

bodies  found  on    . .  033 

-  vein,     thrombosed    (see 

Thrombosis,  Splenic) 
SpleriomeduUary       leukaa- 

mia   (see   Leuktemia  : 

and  Leukaemia,  Spleno- 

meduUary) 
Splenomegalic  cirrhosis  . 
Splenomegalic    cirrhosis, 

general  account  of   . 
splenic  anaamia  and  . 

-  polycythfflmia    . .      161,  533 

apical  bruit  in  . .   633 

big  spleen  with        . .   161 

blood-pressure  high  in  633 

cyanosis  from  157, 161,  633 

Splenomegalic    poiycythis- 

mia.  general  account  of  633 

hfematemesis  in        ..   271 

hajmorrhages  in        . .  033 


273 
273 


633 


332 


633 

372 


Splenomej.  polt/eythirmia,  contd. 

heart  disease  simulated 

by 633 

enlarged  in  . .  633 

high  blood-pressure  in  271 

Splenomegalic    poiycythis- 
mla,  main  features  of  534 

-  -  (Plate  XXIX)  . .  634 

serous  effusions  in    . .  633 

shortness  of  breath  in  633 

from  summer  diarmcea  633 

Splenomegaly,   infantilism 

with 189 

Splint,  bulla  from  . .     96 

-  gangrene  from  . .         . .  255 

-  muscle  atrophy  from  . .     61 

,  -  paralysis  (Fig.   58)  141 

I of  sciatic  nerve  from    113 

,  -  talipes  from       ..         ..  113 
j  -  vesicles  from      ..         ..  757 
I  -  VoUcmann's  contracture 
;  from    ..         ..        01,  506 

Splinters  of  wood  in  rectum  584 
Spondylitis  deformans 

(Fig.  274)  648 

, appendicitis  simulated 

by 461 

1 contractures  from  142,  143 

I  Spendylitisdefermans,  gene- 
ral account  Of         ..  714 

intcrscapularpain  from  461 

kyphosis  from  . .   155 

rigidity  of  back  from    461 

tenderness     of     spine 

from  ..      713,  714 
ureteral  calculus  simu- 
lated by     . .         . .  461 

ar-rays  in  diagnosing. .  461 

Spondylose  rbizom6lique  of 

Marie  ..      714,  715 

Spontaneous     fracture     (see 

Fracture,  Spontaneous) 
Spoon-nails  . .         . .  400 

Spores,  in  erythrasma     . .  251 

-  favus       . .  . .         . .  247 

Spores,  ringworm  . .        . .  247 

-  in  tinea  circinata  . .  223 

versicolor       . .         . .  260 

Sporotrichosis,  fibroid  lung 

from 292 

Sperotricbosls     of     lung, 
peneral  account  of  . .  290 

nsemoptysis  from     . .  287 

Spotted  fever  (see  Menin- 
gitis, Cerebrospinal) 
Sprain,  muscle  atrophy  in    61 

-  purpura  from    . .  . .  553 

-  talipes  from       . .         . .  114 
Sprengel's  shoulder,  scolio- 
sis from 153 

Sprue,  diarrhoea  from  172,  239 

-  fatty  stools  in    . ,         , ,  239 

-  Prussian-blue  reaction  i-i     24 

-  stomatitis  in      ..      172,542 

-  stools  in 172 

Spur    on    nasal    septum, 

anosmia  from  . .  612 

-  OS  calcis..  ..      440,  671 

ar-rays  in  diagnosing  440 

SPUTA       641 

Sputum,    abundant    foul, 

sudden  coughing  up  of    86 

-  actinomyces  in  . .  . .  645 

-  in  acute  laryngitis       . .  149 

-  albuminous,  in  phthisis    644 

-  anchovy-sauce    coloured 

149,  614 
from  hepatic  abscess  291 

-  in  aneurysm       ..  ..119 

-  (ispergillus  in     . .  . .  645 

-  bacillus  influenza  in  290,  640 
pyocyaneus  in  . .  644 

-  black 644 

-  blood    in    (see    Haamo- 

ptysis) 
tinged  . .         . .  149 

-  blue         644 

-  Bordet-Gengou    bacillus 

in         645 

-  in  bronchiectasis  . .  149 
Sputum,  in  bronchitis  149,  644 

-  calcareous    particles    in 

(Fig.  273)  644 

-  caseous  maas  in        420,  644 

-  Charcot-Levden  crystals 

in         ..'        ..      102.  ir»3 

-  cretaceous  mass  in       ..120 


Sputum,  contd. 

-  Curschmann's  spirals  in 

102,  153 

-  disgusting,  from  gangrene 

of  lung  . .         . .  259 

-  distoma  in         . .         . .   292 

Sputum,  elastic  flbres  In 

159,  259,  (Fig.  271)  642 

from  bronchiectasis 

260,  593 

empyema    . .         . .   260 

foetid  bronchitis   . .  200 

gangrene  of  lung  86, 

260,  290,  644 

mode  of  examining 

for  ..  ..  642 

soda  in  detecting..     86 

from    phthisis    159, 

260,    286,   288,   598 

-  eosinophile  corpuscles  in 

102,  153,  219 

-  foBtid,from  bronchiectasis  290 
empyema       . .         . .  290 

-  -  fibroid  lung  . .      168,  216 

gangrene  of  lung      . .  290 

phthisis  . .         . .  290 

Sputum,  foul  abundant  . .  643 

with  bronchiectasis  14,  643 

empyema       . .         . .  643 

-  -  foetid  bronchitis        . .  043 

gangrene  of  lung      . .  043 

hepatic  abscess        ..  644 

phthisis  ..         ..613 

-  in  gangrene  of  lung      . .  149 

-  green 044 

-  in  influenza        . .         . .  465 

-  micrococcus  tetragenus  in  645 

-  in  mitral  stenosis        . .   149 

-  new  growth        . .  . .   149 

-  nummular  ..      149,  641 

-  offensive,  from  bronchi- 

ectasis            ..  260,  598 

empyema       . .  . .  200 

foetid  bronchitis  . .  260 

-  -  phthisis          . .  . .  260 

-  oidium  albicans  ia  . .  645 
tropicale  in    . .  . .  645 

-  ova  in     . .         . .  . .  645 

-  Parogonimus  Westermani 

in        645 

-  particle  of  new  growth  in  644 

-  penicillium  glaucom  in     645 
Sputum,  in  phthisis  149, 288, 641 

-  pneumobacilli  in  . .  643 

-  pneumococci  in..         ..  643 
Sputum,  In  pneumonia  149, 

289,  336,  642 

-  red,  from  bacillus  pro- 

digiosus  ..     286,  644 

-  red-currant    jelly,  from 

new  growth  . .         . .  290 

-  rusty 149 

in  pneumonia  289,  641,  642 

-  sudden  gush  of  purulent  632 
Sputum,  tubercle  bacilli  in 

159,  199,  288,  458,  641,  642 

-  viscid,     in     pneumonia 

289,  641,  642 
Squalor,  typhus  fever  and  335 
Squames,  in   vaginal  dis- 
charge . .         . .   185 

-  from  vaginitis    . .  . .   185 
Squint,  amblyopia  from..  759 

-  from     cavernous     sinus 

thrombosis     . .         . .  597 

-  cerebral  disease  . .  295 

-  meningitis  , .  . .  315 

-  (and  see  Strabismus) 
Stab,  cervical,  hemiplegia 

from 303 

-  of  cord,  allocheiria  from  1 7 

-  haamatemesis  from       . .  271 

-  htemorrhage    into    cord 

from 515 

-  hemiplegia  from  . .  306 

-  ptieumothorax  from  531.  532 

-  subcutaneous  emphysema 

from 203 

-  transverse  myelitis  from 

389,  516 
Stabbing  pain,  from  pleurisy432 
Stables,  bacillus  mallei  in 

workers  in      ..  ..045 

Staggering,  in  tabes         . .   751 

-  from  vertigo      . .  . .   751 
Stain,  carbol-fuch?in        . .  641 

-  Jenner's 21 
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Siain^  tontd. 

-  Leishman'g  . .  . .  21 
for   malaria   parasites  508 

-  Neisser's  . .  . .  157 
diphtheria  bacilli  atid  GU 

-  Romano wsky's,  for  mal- 

aria parasites  . .  568 

Stain,  ZMil-Naeltem  tseh- 

niqut  of  ..641 

Staining     of    skin,     after 

eczema       . .         . .  C02 
brown  (see  Pigmenta- 
tion of  Skin) 

after  herpes  . .      600,  754 

psoriasis         . .  . .  603 

from  syphilis. .  . .   756 

Stains,  for  fat  droplets  . .  108 
Stammerino  ..628 

Stammerino  blaiMer  . .  395 
Stapedius  muscle,  paralysis 

of         ..  ..      493,  494 

Stapes,  foot  fixed,  sounds 

heard  better  in  noise 

with 165 

test  for       . .         . .  165 

-  pressure    on,    giddiness 

from 753 

Staphylococci  (Plate 

XXVni)        ..         ..614 

-  in  >i5ciiic  fluid    . .         . .     48 

-  bacteriuria         . .  . .     69 

-  bony  swelling  from  . .  667 
~  in  cerobroepinal  fluid  . .  305 

-  empyema  from  . .         . .  104 

-  epididymo-orchitis  due  to  478 

-  in  impetigo        . .         . .  558 

-  laryngitis  from  . .         . .  650 

-  membranous    conjuncti-  j 

vitis  from       . .         . .  231  I 

-  meningitis  from  . .  305 

-  nasal  discharge  due  to. .   178 

-  orchitis  due  to  . .  . .  67 
•  pemphigus    neonatorum 

due  to  . .     97 

-  in  phthisis         ..  ..641 

-  pyelitis  from     . .         . .  576 

-  recovered  by  blood  cul- 

ture      597 

-  rheumatoid  arthritis  from    35  i 

-  septicffimia  from  . .  335 

-  sore  throat  due  to        . .  613  . 

-  suffocative        laiyngitis 

from 616  ; 

-  in  sycosis  -vulgaris        . .  558 

-  ureteritis  from  . .         . .  472  i 

-  urethritis  from  70,  182,  581 

-  in  urine 09  ' 

Staphylococcus     pyogenes  i 

albus,  in  furuncles    ..  422  ' 

in  normal  urethra. .     69 

In  otitis  media       . .  422  i 

urethritis  due  to  . .     70 

aureus,  cystitis  due  to    70 

in  furuncles  . .  422  | 

infective      endocar- 
ditis        ..  ..209 

nephritis  due  to    . .     69 

in  otitis  media       . .  422 

prostatitis  due  to. .     70 

pyelonephritis  due  to    69 

ureteritis  due  to  . .     09  I 

urethritis  due  to  . .     70 

Staphyloma,  posterior  ..410 
Starch  grains,  stained  by 

iodine 170 

-  -  In  stools  ..  170,  211 
from   pancreas  dli- 

ease  . .  . .  172 
Staring    appearance.     In 

Orares's  disease        . .  230 

paralysis  agitans      . .  230 

Starts  on  going  to  sleep  . .  130 
Starvation,  acetonurla  due 

to         4 

-  anaamia  from     . .  . .     33 

-  cachexia  from     33,  413,  415 

-  diacetic  acid  in  urine..       4 

-  general  wasting  from  . .     59 

-  irlycosuria  in      . .  . .   204 

-  leucopenia  with . .  ..   361 

-  loss  of  welffht  from     . .   708 

-  opdema  of  leijs  from  413,  415 

-  phosphates  in    . .  . .   522 

-  wasting  from  ..  ..384 
Status  epilepticufl. .  ..   144 

-  lymphatious,  convulsions 

from    ..  ..  ..144 


Status  lymphatlcut,  oansral 
account  of  . •  3S2 

Stays,  breast  irritated  by  430 
Steam  engines  blowing  off 
in  head  . .         . .  406 

-  sore  throat  from  . .  613 
Steel,  effect  of  sweat  on, 

after  mercury  . .  055 

-  groovers,    subacromial 

bursitis  in      ..         ..476 

-  welders,  photophobia  in  524 
Stellar  phosphate. .  . .  524 
Stollwafl's  siin  ..229 
Stellwag's  sign,  in  Graves's 

disease  ..      215,  722 

Stelwagon,  on  bath  pruritus  540 

-  vesicular  syphilis  . .  766 
Stenosis,  aortic  (see  Aortic 

Stenosis) 

-  mitral  (see  Mitral  Stenosis) 

-  of  opsophagus  (see  (Eso- 

phagus, Obstruction  of) 

-  of  pharynx        . .         . .  198 

-  pulmonary     (see     Pul- 

monaiy  Stenosis) 

-  pylorus     (see     Pyloros, 

Stenosis  of) 

-  tricuspid  (see  Tricuspid 

Stenosis) 

-  of  urethra  (and  see  Stric- 

ture)   ..  ..  7,  194 

-  of  vagina  . .  . .  17 
Stenson*s  duct,  calculus  in  694 
Stercobilin,  absence  of,  in 

carcinoma  of  pancreas  101 
Stercoral   ulcer  of    bowel    47 

cflBcum  . .  . .  459 

STERILITY  ..646 

-  curettage  in  curing       . .  646 

-  impotence  distinct  from  312 
Storiilty,  litt  of  cautot  of  .  646 

-  from  salpingo-oftphoritis  690 

-  semen  examination  in..  645 

-  sex  incidence  of  . .  645 

-  from  x-rays  . .  . .  67 
Sternal      region,      eczema 

seborrhoBicum  of      . .  491 
Sternomastoid,  callus  in . .   142 

-  injury  of,  wry-neck  from  647 

-  myoclonus  of     . .  . .   137 

-  rupture  of         . .         . .   142 

-  spasm  of,  hysterical     . .  141 

-  -  torticollis  from      141,  142 
Sternum,  eroded  by  aneur- 
ysm    ..  ..      168,  434 

Stornum,  lotions  of,  tontfor- 
noitduoto    ..        ..707 

-  node  on,  from  yaws     . .  403 

-  periostitis  of      . .         . .  707 

-  sarcoma  of  . .  . .  707 
8TERT0R 647 

-  coma  with         . .  . .  647 

-  in  convulsions  . .  . .   143 

-  definition  of      . .         . .  647 

-  in  epilepsy         . .  . .     85 

-  with  fatty  heart  . .  212 

-  in  malingerer    ..         ..147 

-  nephritis  . .  . .     42 

-  Stokes- Adams  disease. .  83 
Stethoscope  in  abdominal 

examination  . .         . .     82 

-  detecting  malingerer  of 

deafness         . .  . .  166 

-  diagnosing       hour-glass 

stomach  . .  . .  318 
osteo-arthritis  . .  347 

-  testing  knee-jerk  . .  357 

-  s'lccussioi  detected  by  651 
Stiff  back  (see  Uigiditv  of 

the  Back) 
STIFF  NECK  ..647 

after  bum       . .  . .  648 

from  cold        . .  . .  047 

from  draught  . .  429 

fractured  spine         . .  648 

infective  arthritis     . .  648 

inflamed       lymphatic 

glands         . .  . .   647 

-  -  injurv  . .  . .  648 

meningitis      . .      2j5,  649 

a  form  of  myaleia    . .  467 

from  new  growth     . .  648 

pvorrhoea  alveolaris..  048 

rheumatism    ..  . .   I.'IS 

rheumatoid  arthriti*     048 

spinal  caries  . .  . .   048 

spondylitis  deformans  048 


Stiff  neck,  conid. 
I  -  -  in  tetanus  138,    417, 

599,  049,  730 

-  -  torticollis        ..  ..647 
Stigmata,     venous,     from 

alcohol  ..  ..726 

Still's  disease,  an»mia  in 

,  S5,  378 
emaciation  in  . .     35 

!  -  -  {Fig.  169)      . .  . .  377 

Stiirs  dlioatt,  oonoral  ac- 
count of  . .  378 

joint  changes  in        . .  378 

^ limping  from. .         . .  362 

lymphatic  glands  en- 

lAtged  in      35,  376,  378 
Still's  diseaso,  main  sym- 
ptoms of    . .        . .    35 

pain  in  foot  from   . .  362 

pigmentation  in        ..  378 

spindled    finger-joints 

in 377 

spleen  enlarged  in  85, 

378,  631 
I  Sting,  bee-,  dysphagia  from  198 

-  jelly-flsh,  erythema  from  224 

-  -  itching  from  . .      224,  540 

oedema  from  . .         . .  224 

urticaria  from  . .  224 

I  -  tongue  swollen  from  198,  698 

'  -  vesicles  from     . .         . .  757 

Stinging-nettle,  wheals  from  771 

Stitch,  appendicitis  simu- 

'  lated  by         . .  . .  457 

-  in  athletes         . .         . .  431 

-  pain  in  the  chest  from . .  430 
I iliac   fossa  from  452, 

'  454,  457 

-  from  overstrain  of  inter- 

costal muscle. .         . .  431 

-  tenderness  from  . .   7o7 
Stockbrokers,  chronic  phar- 
yngitis in       . .      613,  616 

Stocking     anmsthesia     in 

hysteria  . .  . .  465 

peripheral  neuritis    . .     56 

Stocking  and  glove  ames- 
thesia  {Fig.  256)     ..  606 

Stokers,  cramps  in  . .  150 

-  left  ventricle  enlarged  in  206 

-  occupation  neurosis  in . .  470 
j  -  pain  in  shoulder  in  . .  470 
I  -  photophobia  in . .  . .  524 
I  Stokos-Adams's  disoaso  . .    83 

I age  incidence  of       . .  140 

I apoplectic   attacks  in  146 

I arteriosclerosis    and . .  140 

! bradycardia  from  83,  1 16 

-  -  bundle  of  His  in  . .  83 
'  -  -  coma  in  83,  118,  144 
, convulsions  with  144, 

I  146,  486 

I cyanosis  in    . .         . .     83 

] electrocardiogram     ii 

diagnosing  . .         . .  486 

j epilepsy  simulated  bv 

I  83,  146,  546 

Stokos-Adams*s      diooasft. 
i         Qonoral  account  of  146,  546 

I  -  -  heart-block  and     480,  540 

I simulated     by     sino- 

auricular  changes . .  546 

stertor  in        . .         . .     83 

syncope  in     . .        83,  540 

palpitations  in  . .  486 

Stomach,  aneurysm  rup- 
tured into  76, 120,  265,  271 

-  atonic,  diagnosis  of  244,  245 

gastrectasis  from      . .  653 

sense  of  fullness  in  . .  244 

-  carcinoma  of  (see  Carcin- 

oma of  the  Stomach) 

-  congestion  of,  vomiting 

from 765 

-  contents     (see     Gastric 

Contents) 

-  defective     motility     of, 

gastric  contents  with    319 
STOMACH,    DILATATION 

OF  (and  see  Dilatation 

of  Stomach) 
Stomach  disease  in  negroes    99 

tenderness     of     spine 

from  {Pig.  294)  716 

-  fermentation  in. .         . .   241 

-  gas     in,     from     pyloiic 

obstruction     . .  . .   245 


Stomachy  qas  in,  ronrd. 

I gas  in  splenic  flemre 

simulating  . .  . .  :U 

I x-rays  in  dia«^o&tng. .   i*5 

I  r-  -        -  -        ' 


Of      265,  280, 

1  -  halrball  in 

'  -  herniated  into  thorax  . . 
Stomach,  hour-flasi  iFi^. 

I  128),    268,    Sit,     76i, 

I  -  bypenestliesia    of 

-  hypertonic,  diai?nosU  of 
horizontal  po^^itioa    . . 

' sense  of  fullness  ,n  . . 

-  india-rubber  bottle  (.see 

I  Carcinoma  of  S3U>ni.w-lL, 

Diffuse) 
'  -  inflation  in  diaitrnosi*  f  •«** 
{  Inflation  of  Stomat.<L> 

-  injury  of,  h£mateme&i$ 
I  from    . . 

!  -  insomnia  and     . . 
I  -  lavage  of  («ec  I^vace^ 
I  -  leather  bottle  (see  Car- 
cinoma   of    Stomach, 
I  Diffuse) 

-  liver  abscess     rupture*! 
1  into 

,  Stomach,  moChotfs  of  a- 
I        amhihio  319, 

-  motility,  currants  in  test- 
I  ing 

I  -  normal  capacity  of 

I perpendicular  position 

I site  of . . 

skiagruns  of  245, 

■  -  paralysis  of 

I  -  percussion,  little  value  oC 

-  sarcoma  of         . .       63i». 


244 


2« 


3iO 
244 
244 
G«3 
249 
173 
2+4 


account  of   174,   t4\, 

244,  522,  651.   6J^2,  60 

-  size  of,  modes  of  deter- 

mining .  .  . .    2t4 

-  tube,  in  diagnoaiiti?  pyloric 

obstruction     .         124,  245 

-  ulcer  of  (see  OastricL"lc*r> 

-  vagus  branches  to         . .   14S 

-  x-rays  and    bismuth    in 

outlining  (see  r-ray?t» 
Stomach-ache,  spinal  c^uies 

simulated  by..  ..   154 

Stomatitis,  acute  i^astrltE 

from    ..  ..  ..   2*^7 

cedema  of  tongue  in . .  €!*< 

Stomatnis.  aphthous        . .  7a 

-  bacteriologv  in  diacrnosiri^ 

nature  of        . .  . .   54i 

-  bleeding  from    . .  72.  74 

-  blood-spitting  from       . .  2^5 

-  w^ith  dermatitis  herpeti- 

formis . .  . .     74 

-  dysphagia  from  74,  ISr* 

-  with  erythema  buUosum     74 

-  foul  brcAth  from  74,  S7 
taste  from       ..           ..   7"»5 

Stomatitis,  gonorml  aoeount 
of       74 

-  inflamed  neck  glands     . .  379 

-  lips  swollen  from  . .     74 

-  from  mercury  33,  73,  74,  72< 

-  microscope  in  diagnosing 

nature  of         .  .  . .  542 

-  from  oidium  albi.^v■.s  . .     74 

-  pain  from  . .  . .     74 

-  perieche  with     . .  . .  3^ 

-  with  pemphigus  . .     74 

-  from  phosphorus  . ,     73 

-  ptvalism  from   . .  . .  542 

-  salivation  from..  ..     74 

-  in  scurvy  . .  . .     75 

-  sprue       . .  . -  . .   1 72 

-  from  syphilis      . .  . .     73 

-  taste  loss  from  . .  . .   7'^ 

-  tongue  swollen  from  74,  69 J 

-  tuberculous        . .  , .  542 

-  ulcer  of  tongue  from  . .   73? 

Stomatitis,  ulconitivo      ..  746 
Stomatttia,  warlotiw  of    . .  5tt 

-  Wassermann's     teset     in 

diagnosiof?    nature    of  545 

Stone  (see  Calculus) 
,  Stonemason's  lung,  hsmo- 
I  ptysis  from    . .  . .  286 

Stools,  abundant,  in  bypo- 
I  pituitarism  .  .  . .     410 

!  -  acid,  from  fermontatMw  I7'i 
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Stools^  contd. 

—  alkaline,  from  putrefac- 

tion      170 

—  amoeba  coll  in  ..         ..  172 

—  amcDbffi  in         . .         . .     77 

—  bacteriology  of,   in  zy- 

motic diarrhcea        . .  384 

—  bile  in 170 

—  black  (and  see  Blood  per 

Anam  ;  and  Metena)   75 

from  bilberries  . .     75 

from  bismuth  sulphide    75 

from  iron  sulphide  . .     76 

from  charcoal  . .     75 

—  blood  in 170 

—  -  with  ulcerative  colitis  172 
and  mucus   in,   from 

arsenic        . .         . .     78 

carcinoma  of  bowel  453 

colitis    77,  78,  124, 

171,  663 

dysentery   . .         . .  172 

enteritis      ..  ..  399 

Henoch's  purpura     556 

inttissusception    78, 

127,  171,585,663,678 
polypus      . .         . .  585 

—  bulky  pale  offensive,  with 

cccliac  disease  . .  171 

from  pancreatic  disease  116 

Stoolt,  characttrt  of  fttr- 

mentathre  ..246 

Stools,  charactere  of  putro-< 

factivo  ..246 

—  Gharcot-Leyden  crystals 

in        102 

—  cholera  vibrios  in         . .  273 

—  clayey,  from  pancreatitis  661 

—  comma  bacilli  in  . .  717 

—  connective  tissue  in  170,  172 

—  diet  before  testing  . .  170 
Stools,  dyspeptic  . .  . .  171 
Stools,  examination  of,  gone- 

ral  account    . .        . .  170 
STOOLS,      FATTY         ..  239 

with     carcinoma     of 

pancreas  . .  51,  330 
pancreatic  disease  110, 

172,  191 

—  fatty  crystals  in  . .  170 
from  pimcroas  dis- 
ease       ..         ..172 

—  frothy  sour        ..         ..171 

—  fruit-stones  In   . .         ..117 

—  green,  significance  of  . .  171 
slimy,     from     simple 

colitis         ..         ..78 

—  leucocytes  i:i     . .         . .  657 

—  lime  salts  in      . .         . .  170 

—  meat  fibres  in,  in  pancrea- 

titis      lie 

Stools,  mucus  in  ..  170,398 
from  arsenic  . .         . .     78 

—  -  carcinoma    of    bowel, 

129,  354,  398,  453, 

585,  630 
catarrh  of  small  intes- 
tine  172 

colitis  ..         ..77,  78,  124 

constipation  ..         ..  398 

—  —  in  dysentery  . .  . .  76 
from  fii>tula  . .         . .     78 

—  -  intussasception        78, 

l.'tO,  398 
with   invagination    of 

rectum  . .  . .  129 
from  mucomembranous 

colitis  ..  ..  438 
due  to  pelvic  abscess  427 

—  —  in  rickets        ..         ..  145 

—  —  spastic  constipation      125 

due  to  thread-worms       79 

ulcerative  colitis    172,  459 

—  muscle  fibres  in        170,  172 

—  occult     blood     in    (see 

Blood,  Occult) 

—  offensive,  from  pancreatic 

disease  ..      116,  191 

—  pale   bulky,   from   pan- 

creas lesions  . .  661 
from     bile-duct     ob- 
struction    ..      329,  372 

—  —  frothy,    copious,    in 

hill  diarrhcea        ..173 

sprue       ..         ..172 

offensive,    from    pan- 
creas disease       172,  191 


Stools    contd. 

1 

Streptococci^  contd. 

1 

-  parasites  in  (see  Parasites)        | 

-  laryngitis  from  199,  418, 

-  potato  particles  in 

170 

419, 

650 

-  pus  in  (see  Pus  in  the 

-  meningitis  from 

305 

Stools) 

-  nasal  discharge  due  to. . 

178 

Stools,  reaction  Of.. 

170 

-  nephritis  from  . .           9 

,  69 

-  rice-water,  from  arsenic 

268 

-  orchitis  due  to  . . 

67 

in  cholera 

273 

-  in  otitis  media  . . 

422 

-  in  rickets 

145 

-  perl^he  from    . . 

366 

-  shreds  in,  in  ulcerative 

-  in  phthisis 

641 

colitis 

172 

-  prostatitis  due  to 

70 

-  skins  in  

399 

-  pyelitis  from      . . 

676 

-  sloughs   in,   in   typhoid 

-  pyelonephritis  due  to    . . 

69 

fever  

636 

-  recovered  by  blood  cul- 

- small  dry  hard,  due  to 

ture     

597 

greedy  colon  . . 

123 

-  in  rheumatic  sore  throat  613 

-  in  sprue 

172 

-  rheumatoid  arthritis  from 

35 

-  starch  grains  in . . 

170 

-  in  scarlatinal  sore  throat  613 

from  pancreas  dis- 

- septicaomia  from 

3.35 

ease 

172 

-  sore  throat  due  to 

613 

Stools,  tarry 

75 

-  suffocative        laryngitis 

after  hsematemesis    . . 

286 

from    ..         ..      158, 

616 

-  tough  white  particles  i;i 

171 

-  in  typhoid  fever 

341 

-  trichinelhe  in     . . 

464 

-  ureteritis  due  to 

69 

-  with  ulcerative  colitis.. 

172 

-  urethritis  due  to 

70 

-  yellow  lumps  in 

170 

-  urine 

69 

Stoutness  (see  Obesity) 

Streptococcus    brevis,    in 

Stoves,  slow  combustion,  car- 

normal urethra 

69 

bon  monoxide  poison- 

375 

ing  from 

119 

Stricture  of  urethra,  aching 

STRABISMUS 

649 

in  perineum  from 

474 

-  amblyopia  from 

759 

albuminuria  from     . . 

13 

-  from     cavernous    sinus 

anuria  from  . . 

42 

thrombosis     . . 

597 

ascending       nephritis 

cerebral  disease 

295 

from 

13 

-  concomitant 

649 

bougie  in  diagnosing 

-  convergent  {Fig.  81)    . . 

176 

394, 

470 

-  diplopia  from    . . 

649 

calculus  behind    395, 

620 

-  divergent  {Fig.  82)      . . 

176 

from  carcinoma 

184 

-  from  error  of  refraction 

649 

catheter  in  diagnosing 

394 

-  illustrated  {Fig.  83)     . . 

177 

cystitis  from         678, 

581 

-  laryngeal  paralysis  with 

495 

difficulty  in  micturition 

-  from  meningitis  147,  315, 

with 

395 

323, 

515 

discharge  due  to 

183 

-  paralytic 

649 

-  -  dribbling  due   to   39, 

-  from  syphilis     . .      495, 

589 

394,  396, 

470 

Strain,  aortic  disease  from  209 

endoscope     in     dia- 

- atrophy  of  testis  from . . 

67 

gnosing     183,    394, 

-  ossification     of     tendon 

396,  470, 

620 

from 

671 

epididymitis  from    . . 

697 

-  rapture  of  aortic  valve 

epididymo  -  orchitis 

from 

210 

from 

478 

-  tenderness  of  spine  from 

713 

from  epithelioma 

697 

Straining    at    stool,    from 

fistula  due  to        397, 

620 

colitis 

171 

frequent     micturition 

(and  see  Tenesmus) 

from 

534 

Stramonium,    asthma    re- 

Stricture of  urethra,  general 

lieved  by 

535 

account  of 

396 

Strangulation    of     fibroid  391 

hydronephrosis  from 

280 

-  hernia      (see       Ilemia, 

pain  in  penis  from  469,  470 

Strangulated) 

painful       micturition 

-  spleen     . .         . .      032, 

641 

from 

396 

STRANGURY 

649 

pyelonephritis  from  . . 

576 

-  from  calculus  in  ureter. . 

40 

pyuria  from  575,  578, 

581 

-  cystitis 

282 

renal  tube  casta  with 

7 

-  definition  of 

64!) 

retention  of  urine  from 

Strangury,  from  tfrugs    . . 

650 

39,  396, 

649 

Strangury,  list  of  causes  of  649 

scrotal  fistula  from  . . 

621 

-  from  retention  of  urine 

from  soft  sores 

184 

39, 

39.-, 

strangury  from 

649 

Strangury  from  tabes    .. 

650 

unemia  from.. 

146 

straw,  actinomycosis  from 

74 

urine  changes  from  . . 

8 

-  sporotrichosis  from 

290 

stream  chances  from  394  | 

Strawberries,        erythema 

ulceration  behind     . . 

478 

from 

225 

urffimia  from . . 

146 

-  pruritus  from    . . 

540 

-  -  urethritis  with 

581 

-  urticaria  from   . .      22.'i, 

771 

STRIDOR 

650 

Streptococci  {Plate  XX  Vim 

-  definition  of 

660 

614 

-  hvsterical 

651 

-  in  angina  Ludovici      . . 

699 

-  with   laryngeal  obstrac- 

-  arthritis  from    . . 

341 

tion     . .         157,  419. 

590 

-  in  ascitic  fluid  . . 

48 

Stridor,  list  of  causes  of 

-  bony  swelling  from 

667 

650,  651  1 

-  bronchopneumonia  from 

568 

-  from  pneumonia 

495 

-  in  cerebrospinal  fluid  . . 

305 

-  vocal  cord  paralysis     . . 

405 

-  cystitis  due  to  . . 

70 

String,  oBdema  from 

411 

-  empyema  from  . . 

10* 

Stroke  (see  Apoplexy) 

-  epididymo-orchltis  duo  to  478 

Strophanthus,  bradycardia 

-  in  erysipelas 

98 

from 

84 

-  follicular  tonsillitis       . . 

613 

Strophulus,  papules  in    . . 

771 

-  gastritis  from    . . 

207 

-  simulating         eiythema 

-  in  (lerman  measles  sore 

multiforme     . . 

489 

throat 

613 

-  varicella  simulated  by . . 

757 

-  with  gonococci  . . 

.141 

-  vesicles  in 

756 

-  in  impetigo 

558 

-  wheals  in 

771 

-  infective  endocarditis  . . 

209 

Strychnine,    haemoglobin- 

-  Kirkland's  disease 

61G 

'  uria  from 

284 

Strychnine^  contd. 

-  poisoning,  chemical  ana- 
lysis in  diagnosing     417,  599 

convulsions    in     138, 

144,  729,  730 
from   hypodermic   in- 
jection       ..         ..599 

hyperacusis  from     . .  309 

hysteria  simulating 

417,  698,  729 

localized     convulsions 

from  ..         ..144 

no  lockjaw  In  . .  417 

mind  clear  in  . .  418 

opisthotonos  in     417,  599 

from  rat  paste  . .  599 

retracted  head  from . .  589 

risus  sardonicus  in 

417,  598,  599 

spasm  in        . .         . .  599 

Strychnine  poisoning,  teta- 
nus distinguished  from 

152,  599 

simulated  by        . .   138 

trismus  from . .         . .  730 

from  vermin  destroyer  417 

-  priapism  from  . .  . .  538 
Stupor,  bradypnoea  with . .     84 

-  from  cholffimia  . .         . .  324 

-  in  diabetes        . .         . .     86 

-  epilepsy 85 

-  (and  see  Coma) 
Stylomastoid  foramen,  le- 
sion at  . .         . .  494 

Styptics  for  bladder         . .  680 
SulMcromial  bursitis       . .  476 
Subclavian     artery    (see 
Art«y,  Subclavian) 

-  vein,  obstnicted  . .  259 
Subconjunctival  lupmorrbage 

{Plate  XII)   ..         ..232 
Subcutaneous  abscess  (see 
Abscess,  Subcutaneous) 

-  nodules    (see    Nodules, 

Subcutaneous) 
Subdiaphragmatic   abscess 
(see  Abscess,  Subdia- 
phragmatic) 
Subdural         haemorrhage, 

convulsions  from      . .   146 
Subinvolution,  endometritis 
with 387 

-  menorrhagia  from    386,  387 

-  metrostaxis  from  . .  392 
Sublingual   gland,   chorda 

tympani  and..  ..  494 

Submammary  abscess  (see 
Abscess,  Submammary) 

-  folds,  erythrasma  of  . .  251 
Submarine  cable  repairing, 

mercury  in  saliva  and  542 
Submaxillary  gland  duct, 

calculus  in     . .         . .  694 

chorda  tympani  and. .  494 

swollen  in  Kirkland's 

disease        . .         . .  616 
Subphrenic     abscess     (see 
Abscess,     Subdiaphrag- 
matic) 
Subscapular  nerve           . .  505 
Subscapularis,  nerve  supply 
of        505 

-  root  innervation  of  . .  609 
Subthalamic  region,  tumour 

of.  signs  of    . .        . .  727 
Succinic  acid,  leucocytosis 

from .UO 

SUCCUSSION  SOUNDS  ..  651 
Succussion    In    abdomen, 

general  account  of  . .  653 
Succussion  In  chest,  general 

account  of  651.  652 

Succufsion,  gastric  174.  522, 

651,   652,  653 

-  -  with  atony     ..      241,  244 

-  in  pleural  aivity  . .  530 

-  with  pneumothorax  . .  168 
Sucking  discs  of  tape-worms  519 
Suckling,  drugs  transmitted 

by       145 

Sudamina  ,.  ..  328.  654 
Sudan  III   in  staining  fat 

droplets  ..  ..108 

Sudden  death  (see  Death, 

Sudden) 
Suffocation,  sense  of,  after 

flushing  ..  ..241 
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SUGAR    —    SWELLING 


Suirar  in  cprebrospirial  fluid  30 1 

-  iJomiiititis  from  ..  755 

-  finirfrs  affected  hy        . .  23H 

-  iiulitre>tion,    stools    with  171 

-  poluriiiieter  in    ei«tiniut- 

iiiR 203 

-  pruritus  from    . .         . .  &lu 

Sijvar,  vuantltativa  wtlnw- 
tion  of  . .  263 

-  taste  of  . .         . .  . .   7<>6 

-  iii  urine  (see  Glyco8Uri«) 
Suggestion,      amcnorrUtra 

from 18 

-  treatment,  of  functional 

aplionia  . .  . .   495 
ill  hysteria      . .      308,  5*-'6 

-  -  neurosis  . .  . .   -IS' 

-  -  photophobia  cured  hy  526 
Suicide,  by  arsenic  .'.   717 

-  from  melancliolia  . .   405 

-  neurasthenia      . .  . .   309 

-  with  pho»iphorus  . .   336 

-  strychnine  . .  . .  417 

-  due  to  tinnitus..         ..   722 

-  voices  un^ig  to  . .  405 
Sulcas,  Harrison's  145,  167 
Sulpliajiilic  acid  in  diazo-  , 

reaction  . .  . .   173  I 

Sulphate,    ammonium,    in 

a<'etone  test  . .         . .       3 

-  copper  (see  Copper  Sul- 

phate) 

-  indoxyl,  in  urine  . .   746 

-  of  zinc,  vomiting  from. .  765 
Sulphates,  ethereal,  in  urine  314 

-  phosphaturia  and  . .  523 
Sulphhaemoglobinsmia  157,161 
Sulphide,    ammonium,    in  | 

leiul  test         . .  . .     65 

in  re<lucing  oxyhaemo- 

elobin 281 

-  iron,  black  motions  from  385 

-  lead,  from  cjrstin  . .  161 
Sulphides,      B.    aerogenes 

cap-iuiatus  producing    256 

-  foul  taste  from  . .  . .  705 
Sulphocyanate  of   potash, 

in  Bang's  process     . .  263  ] 
Sulphonal,bradypna»afrom    84  , 

-  ('heyne-Stoko8  breathing  108  ' 

-  coma  from         . .  ..118' 

-  cyanosis  from    . .  . .   157  ' 

-  erythema  from  . .         . .  222  ' 

-  hsBmaioporphyrinuria 

from 744 

-  hjpmoglobinuria  from  . .  284 

-  met hasmoglobinuria  after  167 
Suiphonal,  poltonlno  by  . .  744 

-  purpura  from    . .         . .  663 

-  reducing    substances    in 

urine  after     ..         ..157 

-  urticaria  from  ..  ..771 
Sulphur     chloride,     acute 

yellow  atrophy  troiu     334 
jaundice  from  325.  .'J34,  337 

-  dioxide,  nasal  dlsihanje  178 
Sulphuretie<l        hydrogen, 

eosinophilia  from     . .   219 

ha-moglobinuria  from    284 

Sulphuric   acid  (see   Acid, 

Sulfthuric) 
Sununation      of      painful 

stimuli  ..         ..   708 

Summer,  cheiropompholyx 

and      . .  . .  . .    756 

-  diarrhrea  in        ..       171,  533 

of  infants        . .  . .   533 

Sunburn,     pelh»gra    simu- 
lating   226 

Sunshine,     deficiency     of, 

riikets  from  . .  . .   145 

-  eyestrain  from  . .  . .  446 
Sun*;tn)ke.  headache  from  290 

-  hyperpyrexia  after  ..  309 
Sinilitrlit,  workers  in  strong, 

I.hoto[)hol»iu  in  .,   521 

SuptTiiliarv'  ridges  in  jmto- 

jncijaly  . .  . .   685 

Suporiirial  circunillev  ilijic 

v«.'in,  in  appendiciti'i.  .   451 

Superinvolution  of  uterus  18, 19  i 
Superior  gluteal  nerve     . .  49K 

-  l:»rvni:e  d  nerve  . .    1 18 

-  loiiL'if  ii>lin:i|  sinus,  end-.- 

^iry  \ein  from  . .   220 

-  riiromhosi-*      (see 

Tiironih(Ki-) 


|00 

is 


Superior,  cotitd. 

-  oblit|ue    paralvsis   (Fi^. 

83).  177 

-  rectus  paralysis  (Fiff.  83)  177 

-  vena     cava     (see     Vena 

Cava,  Sui>erior) 
Supiniktor     brevis,     nerve 

supply  of        . .  . .   505 

-  jerk,  increased  in  brachial 

monoplegia     . .  . .  502 

-  longus,  escajM?  in  plumbic 

wrist -drop      . .  . .     65 

myoclonus  of . .  . .   137 

nerve  supply  of         , .    505 

paralysis  of,  in   Krb's 

palsy  . .  . .   507 

root  innervation  of  . .   509 

Suppositories,       dys4.'hezia 

relieved  by     . . 

SUPPRESSION  OF  URINE 

Suppuration,    albumotmria 

witli 16 

-  ansemia  with     . .         . .     34 

-  lardaceous  disease  from 

172,  375,  635 

-  leucocytoeis      with     35, 

360,  572 

SupparatiM  In  llvar,  teaeral 
acoouataf  ..369 

-  polymorphonuclear  cells 

increased  in   . .  . .     35 

-  prolonged,    amenorrhoea 

from 18 

Supraclavicular  lymph -glands 

(see  Lymphatic  ( I  lands. 

Supraclavicular) 
Suprahyoid    cyst,    tongue 

swollen  from . .         . .  698 

Supranuclear  parahrtis    . .  4i2 

Suprapubic  pain  (see  Pain 
in  Hyi>o«fj4strium) 

Suprarenal,  hij?h  blood- 
pressure  and  . . 

-  rests,       hypeniephroma 

and 

-  sarcoma  of        . .      252, 

-  secretion,    menstruation 

and 388 

-  tumour,    no    Addison's 

disease  with  . .         . .  331 
ascites  from  . .         . .     46 

Suprarenal  tumour,  enlartei 


388 


356 
711 


hflBmaturia  due  to     . .  630 

Suprarenal  tumour,  kidney 
simulated   by    331, 

354,  630 

laparotomy     in     dia- 
gnosing      . .         . .  354 
liver  enlargement  simu- 
lated by     ..         ..331 

portal  obstruction  from    46 

sexual  precocity  with  664 

spleen  simulated  by. .  664 

simulating..  ..  662 

swelling  in  hypochon- 

drium  from  354,  629 
Suprascapular  nerve  504,  506 
Supraspinatus,  nerve  supply  504 

-  pseudo-hypertrophy      of  513 

-  too  deep  to  test  R.D.  in  506 

-  wasting  of,  in  phthisis. .     61 
Swallowing,  arrhythmia  of 


heart  and 

615 

-  difliculty    in    (see 

Dvs- 

phmria) 

198 

-  pulse  rate  and  . . 

519 

Sweat,   bliu'k 

654 

Sweat  bloody       . . 

655 

-  blue 

651, 

065 

-  foul  smelling      . . 

054 

-  green 

05  i. 

055 

-  iodide  in. . 

055 

-  mercury  la 

055 

-  re<l 

661, 

055 

-  tinged  in  juutulice 

824 

-  urinous    . . 

666 

-  violet 

061 

-  vollow     . . 

661 

SWEATING.  ABNORMALI 

TIES  OF 

654 

-  from  uhs<-oss  of  liver  . . 

6.»7 

-  absenfo  of 

054 

from  svmpatlu'tit 

par- 

alysis 

217 

'  Sveating^  corUd. 

-  in     iM'ute       rheumatoid 
arthritis  ..  ..   3|2 

-  from  biliary  colic  . .   Ho 

-  clammy,  from  snake-bite  337 

-  with  colic  •. .         . .   114 

-  from  coli  bacilluria      . .  669 

-  constipation  from         . .    125 

-  crises,  in  tabes         515,  054 

-  in  (Jraves's  disease       ..    726 

-  of  head  in  rickets        ..   145 

-  in  inlluenta        . .  . .  639 

-  malaria   . .  . .        30,  668 

-  in  pyoimia         . .         . .  335 

-  pyonephrosis      . .  . .   357 

-  relapsing  fever  . .         . .  637 

-  riffors 694 

-  salpingo-oophoritis       . .  690 

-  sensjition      as      of.      In 
syringomyelia  . .  609 

-  in  septic  arthritis  ..  339 
'  -  septictemia  ..  ..  338 
'  -  from  sinus  thrombosis. .  697 

-  sour,    in  acute  riieuma- 
tism   ..  ..         ..338 

-  sudamina  from  . .         . .  338 

-  from  suppuration         . .  690 

-  thirst  from         . .  . .   720 

-  unilatend.  In  hysteria..   654 
from  sympathetic  irri- 
tation . .  . .  664 

-  urate  deposit  due  to  . .  740 
Sweats,  in   blood  diseases  596 

-  with  liver  abscess  . .  370 

-  night  (see  Night  Sweats) 

-  from  pyaemia    . .         . .  696 

-  in  ;typhoid  fever  . .  696 
Sweep's  cancer  of  scrotum 

696,  731 
Sweets,  blue  urine  after  . .  747 

-  eosin  in  ..      746,  747 

-  green  urine  after  . .   747 

-  methvlene  blue  in  . .  747 
SWELLING.  ABDOMINAL  655 
Swelliii^abdtmlnal,  from 

aneurysm       ..         ..  331 

appendicitis   . .  . .  677 

ascites  . .         . .  666 

-  carcinoma     317,  318,  677 

constipation  . .       127,  656 

distended  bladder     . .     45 

diverticulitis  . .         . .  453 

gastric  ulcer  . .  . .   318 

heart  impulse  displaced 

by 299 

from  hydatid   disease  658 

intussusception       78, 

I  116,  127,  063 

I llnea  allicantcs  from. .  365 

,  SwellIno,  abdominal,  list  of 
causes  of  . .  655 

liver  pushed  up  by  . .  367 

from  meteorism        . .  656 

obesity  . .  . .  666 

pal|)itation  from       . .   485 

pancreatic  cyst         . .  661 

phatitom  tumour      . .  669 

simulated  by  hrsteria  390 

' in  tuberculous  perito- 
nitis..  ..       48,  667 

Swellings  Of  abdominal  wall  655 
SWELLING.  AXILLARY  666 
SWELLING  ON  A  BONE. .  667 

from  callus    . .  . .   667 

in  chloroma  . .  . .   556 

-  -  gout 670 

from  injury    . .  . .   067 

in  osteo-arthritis       . .  670 

ost«v>myolilis  . .   667 

pericwteal  haimorriiaffe  067 

periostitis        . .      007,  068 

pulmonary  osteo- 
arthropathy . .  670 

sarcoma  . .  . .  008 

-  s<'ur\v-rickets  . .  070 

-  -  svphiiis  . .  . .   669 

-  -  tubmle  . .  . .  608 
typhoid  fever  . .  070 

-  in  l>outrl.is*s  pouch,  from 

app«"iMiirular  abs^'e^s     587 
leaking  ectopic  gesta- 
tion . .  . .   687 

parametric  abscess     587 

p\-os.Tlpinx  . .   687 

-  c»pi(/asrriuni,  from  aneur- 

vsm 271 


Swelling,  rpi^n-slrinm,  cc  V. 
from      can-inonia      ••: 

stomach        ..       317, 

jjastric  uice^r  .  .  .  -  • 

hy|>ertrophK^     steno^i-; 

of  pylorus  .  .  . .  "tT 

due  to  pam*rea^     ^3".  " 

sarcoma  of  stofruurh.     " 

scybala  in  colon  . .  t  . 

hubdiapbra^matic   al- 

scess  . .  . .  '-"'» 

tubercaloos    oin«ntiiTTi  *- 

SWELLING  OF  THE  FACE  173 
from  insect  bites. .    , .  ^'* 

-  feet,    from    ejcpKKure   is. 

trenches  . .  . .  i.» 

(and  &ee  CEdrma) 

SWELLING,   FEMORAL.,  n 

from  abscess  ..♦•"■ 

aneurysm        . .  . .  ^' - 

bursa' . .  . .  . .  *  " 

—  ectopic  testis..  . .  » *• 

enlarged  glands         ..  ^■^. 

hernia  . .       674.  * ' 

-  hip  disease 


■rawtlie 
from    pi 


fTS.  171 

parun^tric    ab- 


psoas  abscesR. .  ..  *•"• 

saphena  varix  . .  *** 

-  in  groin,  in  pscHido-herms- 

pbroditism      . .  .,  *=-!•» 

-  on  head,  from  aneurysm 

opening  vena  cava  ..   ir>^ 
In  chloroma  . .  . ,  ^■ 

-  in  hypochondriam,  from 

enlaifrcd  sple«n  . .  '^t^ 

pancreatic  cyst  . .  •* 

phantom  tumour      ..  t:,* 

subdiaphragmatic    ab- 
scess . .  - .  t5* 
Swellinf  In  hypoclMiitfrtaai. 


from   carcinoma   of 

colon        . .      6?9,  6'^ 

of  pancreas         ..»";• 

stomach  . .  . .  fi:^ 

ryst  of  pancreas  . .  €?** 

fiTtccs  in  colon        . .  *".5 

kidney  tumour      . .  m. 

ovarian  tumour    . .  • :.  ■ 

perinephric  abRcem    *■:;  * 

suprarenal  tumour    Si,* 

tuberculous    perito- 
nitis . .       6*9,  6S1 

SwellliNi  In  hypadiMitfrlw, 

rifiit  . .       . .    esu  cn 

from      intussuscep- 
tion ..         ..  fir< 

liver  abaceas  . .  6-'  ^ 

fmprarenal  tumour  . .  2M 

^   In   hypaiaaUlma  ec 
from  distended  bladder  &-' ' 

-  phantom  tumour      ..  ••■*' 

-  pregnancy      . .  . .  k'.'> 

-  urachal  cyst  . .  . .  6*  * 
in  iliac  fo6sa,  from  aneur- 
ysm of  iliac  artery    . .   l*^  i 

I appendicitis        3*4,  4i* 

-  carcinoma  cnci     . .  -P  * 

-  distended  caecum  . .  4"' 

-  iliac  bone  tumour. .  4-' ' 

-  inflamed  glands     . .   \'^'^ 

-  from  psoas  ab^i^ess    5*^:^ 

-  retained  testis        . .   \^' 

-  tuberculous    mcum  •!> 
I iliac  srlands         . .   4:  • 

SWELLING   IN    ILIAC 

FOSSA,  LEFT  . .  67S 

in  iliac  faetft.  lefi  6fC 

from  appendicitis  I-'. 

carcinoma  of  wg- 

moi<l  colon     . .    r»*. 
SWELLING      IN      ILIAC 

FOSSA.  RIGHT         ..  671 
Swellino  in  Iliac  faen,  rMit 

664.  66S 

actinomycotic    . .  677 

from  appendicitis 

M2,  665.  «:• 

carcinoma  . .  «"* 

of  ciecum        . .  fi*» . 

chondroma  . .  6?* 

enlarged  glands. .  *'' 

fjoces        . .  . .  »^:t 

doe  to  gall-bLidder  ^r* 
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Streliitio  in  iliac  fossa,  rontd. 

ri^ht,  from  hip-joint 

disease        G65,  678 

hydatid  ..         ..678 

iliac  abscess       . .  665 

impacted  faic^es      665 

intussusception       678 

kidney     . .  . .   678 

local  peritonitis. .  665 

movable  kidney     665 

osteomyelitis     . .  678 

- phantom  tumour  66U 

psoas  abscess    . .  665 

Riedel's  lobe     . .  678 

- sacro-iliac     joint 

disease        665,  678 

sarcoma  . .         . .  678 

of  caacum       . .  665 

spinal  disease    . .  678 

stomach  . .         . .  678 

tuberculous  cfficum677 

glands  . .  677 

wanderinfiT  spleeu   678 

SWELLING,  INGUINAL  . .  678 
Swdllno,ln|ulntl582,664, 

865.  666,  679.  MO 

testes  causing?  . .  681 

SWELLING.       INGUINO- 

8CR0TAL  . .  682 

SWELLING  OF  THE  JAW, 

LOWER  .683 

SWELLING  OF  THE  JAW, 

UPPER  ..685 

-  in  lumbar  resrion,  from 

enlarged  spleen         . .  628 

Swelllnf  In  lumbar  region, 
Mt 664 

right  . .      662,  663 

SWELLING,  MAMMARY    685 

in  mastodynla  . .  431 

-  of    muscles    in    rot-bite 

fever 598 

-  neck,  from  thyroid-gland 

enlargement  . .  . .   721 

SWELLING.  PELVIC      . .  688 

in  cryptomenorrhoBa       18 

from      extra  -  uterine 

gestation    . .         . .  393 

Swellino,  pelvic,  list  of  causes 

of       688 

rectal  examination   in 

diagnosing  . .         . .  678 

rising  into  iliac  fossa     678 

from  salpingo-oopho- 

ritis  ..  ..193 
vaginal  examination  in 

diagnosing  . .  . .  678 
(and     see     Pelvic    Tu- 
mour) 
SWELLING,  POPLITEAL    691 
SWELLING,  PULSATILE    693 

-  -  aneurysm  causing  76, 

92,  93,  168,  208, 
271,  331,  428,  429, 
437,  460,  516,  693, 

714,  720 

-  -  egg-shell  crackling  with  150 

meningocele     causing  230 

osteosarcoma  causing 

l.>0,  152 
SWELLING  OF  THE  SALI- 
VARY GLANDS       ..  604 

(and      see      Salivary 

Glands) 
SWELLING,  SCROTAL  . .  695 

-  -  from  hydrocele        . .  481 

spermatocele..         ..    481 

(and  see  Testis,   En- 
larged) 

SWELLING       OF      THE 
TONGUE  ..698 
umbilical,   from   carcin- 
oma           . .         . .  483 
from  cyst  of  omphalo- 
mesenteric duct    . .  483 

divarication  of  recti. .  483 

eranulation  tissue    . .  483 

-  -  hernia  . .         . .  483 

intertrigo       . .         . .  483 

new  growth  . .         . .  483 

(and  see  Tontrue) 

Swellino  in  umbiilcai  reoion  663 

from  enlaiged  spleen  628 

due  to  pancreas    . .  6r»l 

from  sebaceoim  cy^t  483 

tubejvulous       peri- 
tonitis    ..         ..483 


SwelUtig,  contd.  I 

SWELLING,  VULVAL     ..  699  I 

Swimmers,  cramps  in      . .   150  ' 

-  dead  fingers  in  . .         . .  162  , 
Sycosis,  crusts  in  . .         . .  600  j 

-  leprosy  mimicking        . .  403 

-  lips  affected  by. .         . .  600 

-  pustules  in         . .         . .  557 

-  ringworm    distinguished 

from 249  I 

-  vulgaris,  acne  simulating  559  ' 

crusts  in         . .         . .  559  i 

Sycosis   vulgaris,    general 

account  of  ..558 

no  itching  with        . .  559 

parts  affected  by      . .  558 

pustules  in     . .         . .  558 

staphylococci  in        . .  658 

syphiiidc  distinguished  569 

from 
Sympathetic,  pamlysis  of 
cervical  ("see  Paralvsis 
of  Cervical  Sympathetic) 

-  pigmentation  from  irrita- 

tion of  . .  . .  527 

Symptoms,  proper  names 
associated    with    (see 
end  of  Index) 
Syncope  in  Addison's  dis- 
ease    ..  ..       33,  770 

-  with  fatty  heart      212,  213  I 

-  from  hiematemesis       . .  268 

-  heart-block        . .      546,  549  I 

-  myocardial  changes     . .  300 

-  in  Stokes- .\dams  disease 

83,  546  1 

-  thjrmic  Infantilism        . .  189  | 
Synechiaa  from  iritis       72,  232 
Synovial  membrane,  gumnui 

of         348 

Synovitis   of   ankle,    pain 

from 438 

-  crepitus  from     ..         ..152 

-  gonorrhcBal    (see    Arth- 

ritis, Gonococcal) 

-  infective,  anajmia  with      32 
epitrochlear  gland  en- 

laii^ed  from  ..381 
from  pyorrhoea         . .     74 

-  of  knee,  limping  from  . .  362 
pain  ifrom       . .         . .  438 

-  pain  in  the  shoulder  from  474 
Syphilidcs,  absence  of  itch- 
ing in  660 

-  acne  vulgaris  resembling  560 
SyphiiMes,  acneifomi      ..  560 

-  cachexia  with  . .         . .  560 

-  coppery  colour  of      491,  560 
SyphiiMes  combes  . .  490 

-  crusts  on  560 

Syphlildes,  ecthymatous  . .  560 

-  enlarged  glands  with    . .  560 

-  impetiginous     . .         . .  560 

-  iodide    eruption    resem- 

bling    560 

-  itching  rare  in    . .         . .  640 

-  largo  acuminate  . .  560 

-  liclien  planus  simulating  491 
scrofuloeorum  simula- 

XXng  ..         ..488 

-  miliary 560 

-  papular,  fingers  affected  239 

-  pigmentation     of     skin 

from 249 

-  pityriasis    rosea   distin- 

guished from  . .  604 

-  polymorphism  of  . .  491 

-  psoriasis    distinguished 

from    ..         ..     603,  601 

simulating      . .         . .  491 

Sypii  Hides,  pustular,  generai 

account  of  . .  560 

-  raw  ham  colour  of        . .  660 

-  scarring  from     . .         . .  560 

-  small  acuminate  . .  560 

Sypiiiiides,  small  flat  pustu- 
lar       560 

-  sore  throat  with  . .  660 
tongue  with    . .  . .  560 

-  staining  of  skin  from    . .   560 

-  tinea    circinata    distin- 

guished from . .  . .   249 

sycosis     distinguished 

from  ..         ..249 
versicolor     simulating  250 

-  tuberculides  distinguished 

from 559 


i: 


Syphilides,  contd. 

-  variola  resembling       . .  560  . 

-  vesicles  in  . .         . .  660 

-  Wasserraann's  test  with 

559,  560 
Syphilis,    abductor    para- 
lysis from      . .         . .  158 

-  acetonuria  from  . .       4 

-  aching  in  . .         . .  562 

-  acut«  cyanosis  from      . .  158 

-  acute  nephritis  from    . .     10 

-  Addison's  disease  simu- 

lated by         . .         . .  527 

-  albumintiria  in  . .         . .     13 

-  albumosuria  from         . .     16 

-  alopecia  from    . .         . .  403  , 

-  amemla  due  to  . .  21,  33  | 

-  aneurysm  from  196, 2<  1, 

291,435,437,616,664,  714  ' 

of  cceliac  axis  from   ..  331         "    of 

heart  from     . .  . .  213 

-  angina    pectoris    from  i 

53,  210 

-  anosmia  from    . .         . .  612 

-  aortic  disease  from     1 1, 

46,  209,  211 

regurgitation       from  ! 

53,  93,  207,  210  I 
valve  rupture  from  . .  210  I 

-  aortitis  from      . .         . .  433 
Syphilis,  arthritis  from     . .  348  i 

-  ascites  from       . .         . .     52  | 

-  asphyxia  from  . .         . .  158 

-  atheroma  from  207,  210,  474 

-  atrophy  of  testis  from  66,  479  i 

-  baldness  from    . .         . .     71 

-  bathing-drawers        area 

affected  by     , .         . .  401 

-  bleeding  gums  in  72,  73 

Syphilis,  bene  affections  due 
to       669 

-  of  bone,  osteitis  defor- 

mans simulating       . .  670 

pyogenic     periostitis 

simulated  by         . .  669 

simulating  . .         . .  672 

skiagram  showing     . .  669 

therapeutic  test  for  . .  669 

tubercle  of  bone  simu- 
lated by      ..         ..669 
Wassermann  test  for    669 

-  bony  swelling  from       . .  667 

-  bridge  of  nose  fallen  in 

from 179 

-  bronchiectasis  from      . .  292  , 

-  bronchus  stenosis  from  ' 

269,  292,  535 

-  bruit  de  diable  in  . .  723 

-  bubo  with  . .         . .  679  I 

-  bulto  in  ..         96,  97 

-  cachexia  from  4,  8,  13,  ' 

33, 173,  313,  413,  415,  I 

527,  659,  604  I 

-  carcinoma  of  tongue  from  739  ' 

-  cases  of  obscure   pains  i 

due  to  ..         ..  477  ' 

-  cavernitis  from  . .  473  i 

-  central  nervous  system, 

lymphocytes  in  cerebro- 
spinal fluid  in  . .  .305  ' 

-  cerebral,  aphasia  from . .  146  j 

coma  from     ..      117,  144  ' 

convulsions  from  144,  146 

cranial  nerve  paralyses  ' 

from  . .      *   . .  146 

dementia  from  . .  146 

headache  from  ..  146 

hemiplegia  from        . .   146 

insomnia     from    146, 

321,  322 

softening  from  . .  515 

thrombosis  from  147,  304 

types  of  lesions  in     . .   146 

-  chancre  in  (see  Chancre) 

-  Cheyne-Stokes  breathing 

from 108 

Syphilis,   choroidKIs   from 

{Plate  XIX)  . .         . .  416 

-  chronic  glossitis  from  . .  738 

mediastinitls  from    . .   751 

peritonitis  from        . .     52 

thickening    of    bones  406 

-  combined  scleroses  from   517 

-  condyloma  in     . .         . .  490 

-  congenitttl,adiposis  dolo- 

rosa from       . .         . .  410 

-  -  arthritis  In    . .      2.35,  348 


St/philis^  contd.  . 
Syphilis,   congenital,   bone 

changes  due  to         ..  669 

cachexia  in    . .  . .  400 

caf(>-au-lait  skin  in    . .  400 

cirrhosis  of  liver  from  329 

coma  from     . .  . .  144 

condylomata  in     385,  400 

convulsions  from      . .  144 

coryza  from   . .  . .  400 

^raniotabes  from  152, 

205,  711 

deafness  from        166,  235 

depressed  nasal  bridge 

in       iFig.  106)  234,  235 

diplegia  and  . .         . .  132 

ear  affection  from     . .  752 

epiphysitis  from        . .  669 

Syphilis,  congeaitai,  fades 


235 


332 
635 


235 
235 


400 
362 
372 
.334 
385 
235 
348 
400 

400 
348 


familial  acholuric  jaun- 
dice and 

-  family  history  and    . . 

-  forehead  large  in  204 
(Fig.  106)  234, 

-  frontal  bosses  in 

-  head  enlarged  in   205,  511 

-  hip-joint  disease  in  . .  363 

-  hot-cross-bun  head  in 
205,  711 

-  interstitial  keratitis  in 
348,  752 

-  Jacquet's      erythema 
simulating  . .  400 

-  jaundice  from       329,  334 

-  keratitic  opacities  in. .  235 

-  lardaceous  disease  from 
375,  527 

laryngitis  from 

limping  from. . 

liver  changes  from    . . 

enlaiyed  from 

marasmus  from 

mental  defect  in 

mercury  in     . . 

nails  affected  by 

napkin    region    erup- 
tions from  . . 

nerve  deafness  in 

notched  teeth  in  (Fig. 

107)  234 

optic  atrophy  in        . .  205 

osteochondritis  in     . .  348 

Parrot's  nodes  in  385,  669 

pemphigus  neonatorum 

due  to        . .         . .     97 

pseudo-leuksemia  and 

37,  635 

sallow  complexion  in  235 

scars  round  mouth  in  235 

seborrhoBic        eczema 

distinguished    from  401 

senile  facies  in  . .  400 

separated  epiphysis  in  348 

skin  eruptions  from  . .  636 

snuffles  in     385,  400,  635 

sore  angles  of  mouth 

in  (Fig.  107)  234 

spleen  enlarged  in  632,  635 

tabes  from     . .         . .  440 

Syphilis,  congenital,  teeth  in  235 

tenderness  of  scalp  in  711 

testes  affected  by     . .  479 

tibial  deformities  In . .  235 

von   Jaksch's   disease 

and  . .  . .  634 
Wassermann    reaction 

in  2.36,  348,  385,  635 
wasting  due  to  . .   334 

-  corona  veneris  in  . .  490 

-  coronary  artery  obstruc- 
tion from       . .         . .  213 

-  crural  monoplegia  from    499 

-  deafness  from    . .         . .   166 

-  diazo-reaction  in  . .   173 

-  dilated  aortic  ring  from  210 

-  diplegia  from     . .         . .  615 

-  distinction   from    leuco- 
dermia  . .  , .  529 

-  dysphagia  from         197,  198 

-  of  ear,  tinnitus  from    . .  723 

-  eczema  simulating        . .  491 

-  endarteritis  from  17,  304,  515 

-  epididymitis  from         . .     66 

-  esthiomene  and  . .   701 

-  Eustachian  tube  obstruc- 
tion from       . .         . .  16& 
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SYPHILIS    —    TABES 


^i/phHis,  contd, 

-  extragenital  chancre   in 

{Fig,  23)  73 
Syphilis  of  tact     . .        . .  735 

-  facial     paralysis     from  , 

{Fig.  230)  511 

-  fauces  aflfected  by        ..  618 

-  fibroid  heart  from      53,  213 
lunK  from       . .  . .  292 

-  finpers  affected  by     239,  240 

-  follicular  tonsillitis  simu- 

lated by         . .         . .  «14 

-  fusiform  aneurjrsm  from  210 

-  pansrrene  from  . .         . .  256  I 

-  general  paralvsis  and  > 

243,  495 
wasting  from  . .     59  i 

-  gingivitis  from  . .         . .     73 

-  gumma  from     . .        52,  408  j 
in  liver  from  . .         . .  527 

-  (and  see  Gumma)  | 

-  haomatemesis  from    2G6,  275  i 

-  haemoglobinuria  from  | 

284,  285 

-  headache  from  . .         . .  294 

-  heart-block  from        83,  540 

-  heart  effects  of  . .         . .     83 

-  hemianopsia  from         . .  301 

-  hemiplegia     from    119, 

303,  304 

-  herpes  from       . .         . .  184 

-  hydrocele  from  . .         . .  479 

-  impotence  from  . .  313 

-  incubation  period  of    . .  618 

-  infantilism  from  . .  189  i 

-  inguinal  glands  enlarged 

in        184 

-  intermittent  claudication 

and 440 

Sypiiiiis  of  Intomal  ear    . .  752 

-  iodide  in  diagnosing  63, 

480,  568,  588,  604,  622 

-  iritis  from  ..         ..  403 

-  no  itching  in      ..         ..  756  ' 

-  Jacksonian  epilepsy  from 

137,  147 

-  jaundice  from    . .         . .  320 

-  lachrymal  glands  onlaiigod 

in        695 

-  lardaceoua  diseise  from 

8,  35,  172,   372,   375,  635 

-  aryngeal  paresis  from . .  589 

-  laryngitis  from  73,  613 

-  of  larynx,  distinction  from 

carcinoma      . .         . .  199 

Syptiiiis  of  larynx,  notes  on 

616,  617  i 
phthisis  with..         ..  199  i 

-  larynx  ulceration  from. .  293  | 

-  leontiasis  oesea  from    . .  204  i 

-  leprosy  mimicking    403,  404 

-  leuco-melanodermia  from  I 

{Figs.  223,  224)  528,  529  ' 

-  leukoplakia  from      209,  739  I 

-  lips  affected  by. .         . .  365  ' 

-  of  liver,  ascites  with     46,  47  j 

rare  from   . .         . .  371  I 

ciirhosis  distingulsliod 

from  ..         ..  871  ! 

Sypliilis  of  liver,  generai        i 

account  of  . .  372  I 

jaundice  from  . .  325 

rare  from    . .         . .  371  I 

-  -  liver  enlarged  with  47,  326  | 

-  liver  lobe  dwarfed  by  . .  366 

-  lupus  simulated  by       . .  402  i 

Syphilis,  lymph-oland  on- 
laroemont  in  240,  376,         I 

377,  491,  618.  679  , 

-  maculat  {Fig.  170)  383  I 

-  measles;  simulated  by  . .  383  , 
sinnilating      ..          ..   384 

-  media^stinitis  from    435,  i 

(Fig.  303)  749 

-  medulla  oblongata  degen-         j 

emiion  from  . .  . .   197 

-  Meniere's  disease  from. .   166  j 

-  meningitis  from  . .   147 

-  mercury  in  63,  99,  480, 

5H8,  «04,  622  | 

-  Mieulioz's  syndrome  in      695  i 

-  miners'  phtliLsis  and     . .   288  | 

-  mucon»*  tubon'les  from     020 

-  multiple    cranial    nerve 

ItarHly^ies  from      541,  589 

-  myocardial  affection  from 

14,  704 


Syphilis,  contd. 

-  necrosis  of  jaw  from     . .  683 
nasal  bones  from  179,  210 

-  nephritis  from   . .         . .       9 

-  noises  in  the  head  from  406 

-  obscure  nerve  cases  doe 

to        . .        ...     309,  407 

-  occipital  glands  enlaiiged 

in        378 

-  oedema  of  legs  from  413,  415 

-  onychia  from     . .         . .  400 

-  ophthalmoplegia  interna 

from 553 

-  orchitis  from     . .         . .     06 

-  otorriioea  from  . .         . .  422 

-  ozeena  from        . .         . .  179 

-  pachymeningitis  from 

406,  477,  509,  516 

-  pain  in  limbs  from        . .  466 

-  pancreatitis  from         . .  100 
Syphilis,  papular  forms  of  490 

-  papules     ill     401,    487, 

559,  700,  756 

-  paralysis  of  palate  from 

588,  589 

of  pharynx  from      . .  588 

vocal  cords  from    495,  65 1 

-  paraplegia  from        516,  517 

-  paroxysmal  hnmoglobin- 

uriafrom       ..         ..  284 

-  perforating  ulcer  of  foot 

from 735 

-  -  palate  from   178,  210,  588 

-  perichondritis  from      . .  203 

-  perihepatitis  from        . .     62 

-  perineal  affections  due  to  620 

-  periostitis  from..     204,622 

-  peripheral  neuritis  from 

61,  64,  465,  466 

-  perleche  simulating     . .  366 

-  pernicious  ansamia  simu- 

lated by         . .         . .  527 

-  pharyngeal  stenosis  from  198 

-  pharyngitis  from  . .     73 

-  pigmented    scars    from 

209,  300 

-  pigmentation  of  mouth 

from 527 

-  -  akin  from       . .     628,  529 

-  pre-auricular  glands  en- 

larged in        . .         . .    695 
Syphilis,  primary,  general 
account  of  ..618 

-  primary  lateral  sclerosis 

from 517 

-  pseudo-elephantiasis  vul- 

vflB  from         . .         . .   701 

-  pseudo-paralysis  in      . .  348 

-  ptosis  from       {Fig.  239)  541 

-  pupil   reacting  to  light 

but  not  to  accommo- 
dation in        . .         . .  551 

-  pustules    in    490,    557, 

558,  559.  563,  756 

-  pyrexia  in  562,  563,  568,  614 

-  rarefaction  of  skull  bones 

from 152 

-  raw  ham  colour  in       . .  490 

-  regurgitation     of     food 

through  nose  from    . .  178 

-  retrobulbar  neuritis  from  446 

-  rhinitis  from      . .         . .  179 

-  rosacea        distinguished 

from 242 

-  roseola  in  73,  615,  618 
changes  with  temper- 
ature         . .         . .  384 

Syphilis,  rupla  in        600,  601 

-  ruptured  aortic  valve  and  210 
heart  from     ..         ..  213 

-  salivary  glands  enlarged  695 

-  salvarsan   in  diagnosing 

480,  588,  604,  619,  623 

-  scales  in    490,  491,  601,  602 

-  scarring  from    . .         . .  701 

-  -  of  face  from  {Fig.  227)  541 
palate  from    . .         . .  210 

-  sciatica  due  to  . .         . .  407 
Syphilis  of  scrotum         ..621 

-  seborrhoea  simulating  . .  384 

-  second  infection  with   . .  619 

-  secondary,     acute     ne- 

phritis in       ..         ..612 

albuminuria  in  . .  334 

Syphilis,  secondary,  condy- 
lomata of  . .  700 
in  e  ir  in     . .         . .  422 


I  SyphUity  secondaryy  contd. 

epididymis      affected 

in 

-  generalized       lymph- 

gland     enlargement 
in     ..         ..      376, 

herpes  zoster  simulat- 
ed by 

hyperacusis  in 

jaundice  in    . . 

mercurial  stomatitis  in 

mucous  patches  In  . . 

osteocopic  pain  In    . . 

pain  in  the  limbs  in  . . 

periostitis  in  . . 

pyrexia  in 

roseola  in 

simulating  cataniial 

jaundice     . . 

sore  throat  in 

Syphilis,  secondary,  tender 
bones  in 

tenderness  of  scalp  in 

thyroid  gland  enlarged 

in 

Tesicles  in 

-  serpiginous  ulcere  in    . . 

-  severe  an»mia  from     . . 

-  shedding  of  nails  in 

-  simulating  leprosy 

-  skin  sUins  in    384,  490, 

-  small-pox  simulating    . . 

-  snail-track  ulcers  in     . . 

-  soft  sore  and 

-  softening  of  cord  from . . 

-  sore  throat  in  491,  568, 

613,  614, 
-{Plate  XXVl)  .. 

-  sore  tongue  in   . . 

-  spinal    meningitis    from 

260, 
thrombosis  from  389, 

-  spirochietaa  in   73,  334, 

679, 

-  -  {Plate  XXV HI)      .. 

-  stenosis  of  trachea  from 

-  stomatitis  from  73, 

-  strabismus    from 

495,  {Fig,    228)   541, 

-  stridor  from      . .     650, 

-  tabes  and         440,  495, 

-  tachycardia  from 

-  tenderness   of  bones  in 

scalp  in  . .     615, 

Syphilis,  tertiary,  lupoid  . . 
Syphilis  of  testis  ..  479, 
scrotal  fistula  from  . . 

-  therapeutic  test  and  63, 

71,  199.480,560,668, 

688,    604,    619,    622, 

696,  735,  738, 

-  thrombosis  from 

-  tinea  simulating 

-  tonsils  affected  by 
Syphilis  of  tongue 

-  transverse  myelitis  from 

-  tubercle  associated  with 

-  ulcere  from 

-  ulceration    of    bronchus 

from 

larynx  from  158, 199, 

287,  419, 

Syphilis,  ulceration  of  leg 
from    ..  403, 

nose  from 

palate  from   . .      210, 

perineum  from 

-  scrotum  from 

tongue  from  . .      209, 

tonsils  in 

vulva  from     . . 

Syphilis,  urethral  effects  of 

-  valvular    heart    disease 

from 

-  varicella  simulated  by. . 

-  varicose  abdominal  veins 

from  {Fig.  303) 

-  vesicles  in  . .     490, 

-  vulval  swelling  from    . . 

-  Wassermatm*s  test  in  33, 

52,63,  71,73.93,179, 
184,  197,  199,  210, 
292,  304,  377,  403, 
480,  491,  641,  568, 
604,  615,  622,  679, 
696,  735, 

-  yaws  simulating 


479 


711 

722 
756 
403 
527 
400 
63 
756 
662 
615 
679 
516 

700 
610 
491 

499 
516 

7.W 
614 
650 
542 

589 
651 
515 
704 
615 
710 


.  621 


739 
119 
384 
618 
739 
389 
293 
304 

287 

650 


SyphlMerms  .489 

(and  see  Syphilid*^) 

Syringing  ear,  vertigo  from  Ti3 
Syringomrelia,  ape-band  in  11  * 
SyringemyollB,  artlirltli  la  348 

-  ataxy  in  . .  . .     5* 

-  atrophic  palsj   in 

iPig.  262)  S-rt 

-  Babinski's  sign  in         . .     t» 

-  brittie  bones  in  . .  . .  *i7 

-  Brown-S^oard     pheno- 

mena in  - .  . .     i^ 

-  bulls  in  . .  96,  'j' 

-  central  canal  changes  in    «i 

-  Charcot's  joints  in     257,  516 

-  claw-band      from       IW 

{Pig,  45X  ll*^**  »' 

-  cold  sensations  in  ..  ^^ 
sense  lost  in   . .  . .     97 

-  cord    segments    affected 

by 110 

-  dissociative     anaestbesia 

in         ..         110.  2i7,  5:« 

-  erythromelalgia  with    . .  441 

-  gangrene  from  . .      25i,  35" 

-  gliosis  in  . .  . .    110 

-  glossy  skin  in     ..  ..11" 

-  heat  sense  lost  in  ..     97 

-  main  suoculente  in        . .    110 

-  Morvan's  di'seaae  and  fi2, 

97,  516 

-  muscle  atrophy  in     61, 

110,  257,  &fK,  «» 

-  nystagmus  in    110,  4<J?J,  S"S 

-  pain  in  Uie  arms  in       . .   S«tK 

and  cramps  in  . .  6i  •* 

sense  lost  in   . .  . .     97 

-  paralysis  of  arms  in  .  -  5'«^ 
one  leg  from  . .  . .  S-^i 

-  parapleeia  from        514.  il6 

-  parts  affected  in  . .  6»»'^ 

-  preacher's  hand  in         ..    11" 

-  precipitate  detec«tion  in  314 

-  n.D.in «1 

-  reflexes  In  . .  . .  5*i* 

-  scoliosis  in         . .      110,  SSj* 

-  sense  of  sweating^  in     . .  6*]^ 
,  Syringomyelia,        sensory 

clMUiges  in  92. 63,  SOt. 

808.  (Fi7.  2«2)  888 
'  -  simulating  amyotit>phic 

lateral  sclerosis     . .     A? 

leprosy  ..         63,  383 

progressive     moacolar 

atrophy        62,  110.  257 

-  skin  lesions  in  62,  96,  97,  110 

-  sores  in  . .         . .  . .  5K 

-  spastic  paralysis  in       ..   110 

-  spinal  curvature  in    257,  5*«* 

-  spontaneous  fracture  in     t^T 

-  succulent  hand  in         . .  257 

Syringomyelia,  tymptomt  of  2S7 

-  trophic  changes  in     110,  •ST 

-  ulcer  of  foot  with  . .   IK 

-  vasomotor   disturfoano«^ 

in        110 

-  whiUows  in        ..  ..110 
Systolic  retractiMi  of  riks 

96.  213 

T'ABES,  cervical  . .     57 

1     Tabes  dolerma        . .  4« 

dorsal  is,  Achillffi-jerk  lo6t 


737 

in 

515 

220 

— 

-  acroparesthesia  in    . . 

444 

588 

— 

-  acute    cystitis    sima- 

619 

lated  by     .. 

650 

621 

- 

-  acute  dyspnoea  in     . . 

15* 

738 

— 

-  allocheiila  in..        17, 

609 

383 

_ 

-  aniemia  from.. 

650 

701 

— 

-  anesthesia  in..      466, 

514 

184 

- 

-  analgesia  in    56,  440, 

6<j7, 

6rt» 

485 

J— 

-  anomalous  cases  of  . . 

515 

756 

— 

-  anosmia  in     . . 

612 

- 

-  AiKyll-Robertson    pa- 

749 

pils     in    116,    420, 

562 

444,  456,  514,  551, 

699 

650,   719, 

763 

- 

-  astereogiioas  in 

609 

-  ataxy  in  57,  116,  251, 

466, 

515 

_ 

-  bedriddennesB  from.. 

59 

— 

-  bladder     and      rectal 

trouble  in  . . 

515 

738 

_ 

-  bone  atrophy  in 

34» 

403 

- 

-  brain  wear  and 

515 
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Tabes  dorsaiig,  contd. 

carcinoma  of  bladder 

simulated  by        ..  650 

bowel  simulated  by  719 

cardiac  crises  in        . .  487 

cessation  of  crises  In . .  C50 

Charcot's     joints     in 

{Fig.  163)  34U,  515 

colic  from      . .         . .  593 

simulated  by        ..115 

constipation  in         . .  128 

crises  early  in  . .  650 

(and  see  Crises) 

cyanosis  in    . .         . .  159 

-  -  cystitis  in      . .      678,  650 

deafness  In    . .         . .  160 

deep  tenderness  absent 

in 515 

deficiency  of  fat  in  . .  236 

TabM  donallt,  dtaUThcNi  In 

173,  713 

difHculty  in  micturition 

witii  ..         ..395 

dilatation  of  pupil  to 

light  in       ..         ..552 

dyspepsiasimulatedby  315 

emotional  reflex  de- 
ficient in    . .         . .  237 

erythromelalgia  with    441 

TabM  donalit,   ftieies  of 

{Fig.  115)  236 

flail  joint  in  . .         . .  349 

ffait  in  . .         . .     57 

ganerene  from      255,  257 

Tabes  domllt.  gistric  critM 

In  115,  116,  173,  315, 
425,    437,    484,    487, 

515,  609,  768 

ulcer  simulated  by    315 

gastro-enterostomy  in 

mistake  in . . 

general    abdominal 

crises  in 
pain  in   . . 

Tabes     demlit,     omei 

account  of  . .      514,  515 

girdle  pain  In       260,  436 

sensation  in       116,  609 

gout  simulated  by  . .  436 

high-stepping  gait  in    252 

history  of  syphilis  in    515 

-  -  hvperresthesia  in       . .  610 

'of  chest  in..         ..708 

hypotonia  of  muscles  in  236 

inco-ordination  in     . .  609 

incontinence  of  fteces  719 

urine  in      . .         . .  578 

intestinal  crises  in 

115,  lie,  487,  609 

intolerance      to     hot 

water  in     . .         . .  009 

knee-jerks    absent    in 

116,  315,  358,  420, 
425,  437,  466,  514, 

650,  719,  768 

still  present  in  359, 

437,  515,  650 

one     knee-jerk     per^ 

sistent  in    . .         . .  515 

laryngeal  crises  in 

159,  418,  420,  487,  515 

paralysis  with       . .  495 

larynx  insensitive   in    515 

lightning  pains  in  116, 

315,  466,  515,  609,  650 

no  loss  of  power  in  . .  515 

loss  of  sleep  from     . .  650 

lymphocytes  In  cere- 
brospinal   fluid    in 

116,  305,  440 

mamma  insensitive  in  515 

mistaken     for     rlicu- 

matism       . .         . .  440 

neuralgia  in  . .         . .  431 

neuritis    of    external 

popliteal  nerve  in..  499 

numbness  in  . .         . .  609 

orthopnoea  in  . .  418 

Tabes  doraiiis,  the  pains  of  440 

pains  in  the  face  in  . .  449 

limbs  in      . .         . .  463 

spontaneous    cessa- 
tion of    . .         . .  719 

umbilicus  in  ..484 

palpitation  from       . .  484 

paralysis  of  bladder  in  398 

paraplegia  from        ..  514 


Tabes  dorsalu,  contd. 

penile  erection  absent 

In 313 

-  perforating    uU-er    in 

257,  515,  735,  737 
peripheral  neuritis  simu- 
lating        ..         ..514 

distinguished  from  007 

plantar  reflex  flexor  In    68 

-  posterior  column   de- 

generation in        . .     57  i 

pseudo-tabes      distin-  i 

guished  from         . .     56 

-  -  ptosis  in       (Fig.  115)  236 

-  pupils     immobile    to 

light  in   ..         ..315 
not  reacting  to  con- 
vergence in        . .  551 

small  in      . .      236,  551 

unequal  in         236,  552 

-  without  pupil  changes  437 
Tabes  donalis,  rectal  crises 

In    173,515,519,650,710 

no  R.D.  In    . .         . .  515 

renal  crises  in  . .  515 

retention  of  urine  in 

390,  398,  578,  050 

rheumatism  simulated 

by 436 

Tabes  dorsalls,  Romberg's 
Stan  In  57.  009 

j sallow  complexion    iji  236 

I sense    of    movement 

disturbed  in  . .  609 

position  impaired  in 

444,  609 

Tabes    dorsalls,    sensory 
changes  In  (Fig.  263)  600 

sex  incidence  of        . .  515 

shedding  of  nails  in  . .  400 

sphincter    trouble    in 

]  173,  466 

staggering  In..         ..761 

strangury  in  . .         . .  649 

-  sweating  crises  in  515,  651 
'  -  -  syphilis  and  . .     440,  495 

tendon  jerks  abscit  in  444 

Tabes  dorsalk.  tenesmus  In  710 

I testis  insensitive  in  . .  515 

-  -  tingling  in      . .         . .  009 
tongue  insensitive  in     515 

-  tuberculous      bladder 

simulated  by         . .  050 

; ulnar  analgesia  in  444,  009 

urethral  crises  in      . .  515 

urine  dribbling  in     . .  398 

Tabes  dorsalls,  vesical  crises 

of  ..049,650 

-  -  vomiting  in    315,  437,  705 
Wassermann   reaction 

in     . .         . .     110,  440 

negative  in        . .  306 

; wasting  in     . .        69,  650 

' no  wasting  in  . .  515 

weakness  only  apparent 

in 615 

weather  and  pains  of  440 

wrinkling  of  forehead 

in     . .       (Fig.  115)  236 
writers'   cramp  simu- 
lated by     . .         . .  151 

-  mesenterica,     anorexia 

nervosa  simulating  . .     771 
coeliac  disease  simula- 
ting ..         ..171 

iliac   glands   involved  469 

meteorism  from        . .  389 

TACHE  CEREBRALE     ..  702 
TACHYCARDIA    ..         ..702 

-  from  alcohol      . .      703,  7iU 

-  aniemia  . .  . .      703,  704 

-  aneurysm  . .         . .  703 

-  auricular  fibrillation     . .  704 

-  belladonna         . .      703,  704 

-  with  bradypnopa  . .     85 

-  from   caseous   bronchial 

glands 
glands 

-  in  children 
'  -  convalescence 

-  from  digitalis 

-  after  diphtheria        703,  704 

-  from  excitement  . .  702 

-  exertion  . .         . ,  704 

-  in  Graves's  disease    215, 

229,  486,  702,  703, 

722,  726,  770 


85 

703,  704 

..  85 

..  704 

703,  704 


Tachjfcardta^  contd.  \ 

-  hysteria  . .         . .     85 

-  after  influenza  703,  704 

-  from  lack  of  training    . . 

703,  704 

-  mediastinal  fibrosis      . .  703 
new  growth    . .         . .  703 

-  mitral  stenosis  . .      703,  704 

-  myocardial  changes     . .  704 

-  nervousness       . .         . .  704 

-  with     parenchymatous 

goitre  ..         ..722 

-  paroxysmal       . .         . .  703 

auricular  only  . .  648 

fibrillation    simula- 
ting       ..         ..  548 

from  cardiosclerosis 

548,  649 

crnnosis  with  . .  548 

electrocardiograms    in 

548,  (/'t!7.  289}   703 

Tachycardia,    paroxysmal, 
geaeral  account  of 

547,  546,  703 

from    mitral    stenosis 

548,  549 

palpitations  from     . .  484 

polygraph  tracings  in  518 

pulse  rapid  in  . .  549 

regular  in  . .  548 

-  from         pneumogastric 

irritation       ..         ..703 

-  severe  hsamorrbage     . .  120 

-  thyroid     extract      703, 

701,  705 

-  tobacco  . .         . .     703,  704 

-  tuberculous  meningitis       84 

-  vagal  neuritis    . .         . .  703 

-  vagus  paralysis. .         . .     65 

-  x-rays     in     diagnosing 

cause  of        . .         . .   704 
Tactile  sensibility,  loss  of, 
paralysis  simulated  by  501 

-  vocal    fremitus,   absent 

over      pneumothorax 

168,  432 

decreased  over  fibroid 

lung  168,  292,  299 

from    growth    of 

broncJius        . .  290 

pleuritic  efTusion  168 

increased,  from  em- 
physema . .  217 

over  fibroid  lung 

168,  216 

in  phthisis  . .         . .  288 

Ttenia  echinococcus,  in  dogs  658 
gcoGrraphical  distribu- 
tion of        . .         . .  658 

hydatid  disefwe  from  658 

T»nta  mediocanellata     ..510 
eoeinophilia  from      . .  219 

-  -  head  of         {Fig.  214)  519 
Tenia  solium,  eosinophilia 

from 219 

-  -  head  of  {Figs.  212, 213)  519 
T»nta  solium  ..510 

ovum  of       {Fig.  216)  520 

Tailors,  actinomyccs  in    . .  645 

-  sporotrichosis  in  . .  290 
Tailors' cramp      ..         ..151 

TALIPES Ill 

Talipes,  aoqulred,  general 

account  of    . .       . .  1 12 

-  from  arthritis    . .         . .  114 
Talipes  calcaneus,  deflnKion 

I        of       112 

I  -  from  carcinoma  of  rectum  1 1 1 
Talipes  cavus,  definition  of  1 12 

'  -  from  cellulitis  of  calf   ..114 

-  compound  fracture      . .  114 
Talipes,  congenital,  general 

account  of    . .        . .  1 12 

-  In     congenital     spastic 

paraplegia      . .         . .  112 

Taiipos  equinus,  definition 

of      Ill 

lengthening  of  leg  from  153 

from  long  stay  in  bed  141 

-  extensor   plantar   reflex 

with 112 

-  from     fibrosis     of    calf 

muscles  . .         . .  114 

-  fracture 114 

-  Friedreich's    ataxy    60, 

113,  140,  512 

-  from  hsBmato-rhachis  ..  113 


Talipes  equinus^  contd. 

-  Uodgen  splint   . .         . .   1 13 

-  hysterical  ..       114,  141 

-  in  infantile  hemiplegia. .  112 
paralysis        . .         ..113 

-  from  injury   to  lumbar 

spine 113 

-  limping  from     ..         ..  362 

-  in  myopathies   . .         . .  113 

-  from  necrosis  of  tibia  ..   114 

-  paralysis  of  arm  witli  . .   112 

-  Xrom  paralysis  of  inter- 

ossei 114 

lumbricales    . .         . .  114 

Talipes,  paralytic  general 

account  of  . .  1 12 

-  from  passion      ..         ..  113 

-  peroneal  atrophy  . .  513 

-  peripheral  neuritis     113,  HO 

-  poliomyelitis      ..      140,  512 

Talipes,  postural   . .        ..113 

-  from  prolonged  rest     . .  114 

-  scar  contractions  ..   114 

-  sciatic  nerve  injury      . .   113 

-  spina  bifida       ..         ..113 

-  sprained  ankle  ..         ..  114 

-  thrombosis    of    cerebral 

veins 113 

-  tight  boots        . .         . .  113 

-  in  Tooth's  peroneal  palsv 

00,  113 

-  tuberculous  ankle         ..114 

-  after  typhoid  fever       ..   114 

-  ulcer  of  foot  with         . .  736 

Taiipos  valgus,  deflnHlon  Of  112 
Taiipee  varus,  definition  of  1 12 

-  after  whooping-cough  ..  113 
Talking  (see  Speech  ) 
Tannic  acid  . .         . .  720 
Tannin,      haomoglobinuria 

from 284 

Tape- worms,  aniemia  from  519 

-  appetite  increased  by  . .     43 

-  deficient   appetite   from  519 

-  eosinophilia  from         ..  519 

-  erythema  from  223,  226 
Tape-worms,  general  account 

of       510 

-  mucomembranous  colitis 

simulating     115,  399,  519 

-  nose  picking  from        . .  519 

-  ova  of 519 

!  -  types  of 519 

-  (and  see  Tsenia) 
Tapping     (see      Paracen- 
tesis) 

Tar  products,  bnlto  from . .     96 

erythema  from  . .  222 

Tarsus,  tuberculous  disease 

of        668 

limping  from         . .  362 

pain  in  foot  from  . .  362 

I  Tartar,  bleeding  gums  from 

J  72,  73 

'  -  foul  breath  from  . .     87 

I  -  retraction  of  gums  from  589 

I  Tartaric  acid        317,  318,  819 

Tartrates,  polyuria  from  . .  534 

TASTE.  ABNORMALITIES 

OF 705 

-  bitter,  from  acute  con- 

gestion of  liver  . .  334 
Taste,  component  parts  of  700 
Taste,  foul,  list  of  causes  of  705 

with  facial  palsy       . .  493 

from  paralysis  of  chorda 

tympani     . .         . .  493 

-  loss  of,  from  Fallopian 

canal  lesion  . .  . .  494 
in  hysteria     . .         . .  610 

Taste,  loss  of,  list  of  causes 
of       705 

-  metallic,in  tic  douloureux  447 

-  offensive,  vomiting  due 

to        765 

Taste,  perverted,  causes  of  705 

-  r5le  of  olfactory  nerve  in  706 
Taylor,  Dr.  Frederick,  illus- 
tration lent  by  . .     25 

Tea,  caffeine  in      ..         ..  534 

-  constipation  from        . .  124 

-  dyspepsia  from        819,  321 

-  false     angina     pectoris 

from 434 

-  gastritis  from    . .     267,  317 

-  heart  irregular  from     . .  480 

-  insomnia  from  820,  321, 322 
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Tea,  contd. 

-  irritability  from  . .  321 

-  oxalate  from      . .  . .   424  I 

-  palpitation  from       484,  486 

-  polyuria  from  531,  536 

-  rosacea  from      . .         . .   241 

-  in  test  meal  . .  . .  319 
Tears,  excess  of,  in  Graves's 

disease  ..236 

-  first       appearance       at 

seventh  day   . .  . .  220 

-  not  tinged  by  jaundice..  324 
Teeth,  carious  (see  Caries, 

Dental) 

-  chattering,  in  malaria  . .     30 

-  defective,  dyspepsia  from  311* 

gastritis  from  . .     43 

ioss  of  appetite  from . .     43 

-  delayed   eraption  of  in 

rickets  ..         ..155 

-  dropping   out   of,   from 

cancrum  oris,.  ..     74 

TEETH.  QRINDINQ  OF..  265 

-  llutchinsonian,    in  con- 

genital syphilis   {Fio. 

108)  234,  235 

-  loosening  of,  from  pyor- 

riioea   . .  . .  . .     73 

-  notched,    in    congenitil 

syphilis         {Fig.  107)  234 

-  segmental  sensory  are;»s 

of         449 

-  septic,     acute     gastritis 

from 2G7 

-  -  art^hritis  from  . .  389 

septicmmia  from       . .  597 

(and     see     Pyorrhoea 

Alveolaris) 

-  wide  apart  in  acromegaly  237 
Teething,  convulsions  from 

144,  145 

-  insomnia  from  . .  . .  321 
Teetotallers,  chrrhosis  in  . .  52 
Tegmentum,      lesion      of, 

tremor  from  . .  . .  729 

Telangiectases  on   cheeks, 

in  dironic  alcoholism  51 
cirrhosis         . .         . .     51 

-  Kaposi's  disease  ..731 

-  leprosy 403 

-  of  mucous  membranes  . .  221 

-  multiple  hereditary,  epis- 

taxisfrom      ..  ..220 

-  In  rosacea  . .         . .  241 

-  round   trunk,  from  cir- 

.  rhosis 750 

emphysema  . .  750 

Telegranli  operator's  cramp 

161,  445 
Telephone  ear  . .  203,  724 
Telling's    disease,    abscess 

from 238 

Temporal     bone     growth, 

deafness  from  . .   166 

-  lobe,      sensory      speech 

centre  in        . .         . .  624 

-  muscle,  atrophy  of,  from 

cerebral  tumour        . .  44  7 

paralysis  of   . .  . .  706 

Temperature  chart,  in  acute 

gout    ..  ..         '..339 

carcinoma  of  liver    . .  32C 

cirrhosis  . .        35,  371 

coli  bacilluria  . .  46C 

erysipelas       . .         . .  568 

gonococcal  arthritis. .  338 

Ilodgkin's  disease     . .  570 

of      hypothennia      in 

malignant  cachexia  312 
mitral  stenosis       ..   311 

-  -  in  influenza    . .  . .   564 

Kirkland's  disease    . .  615 

leukaemia        . .  . .     28 

-  -  malaria         28.  29,  30,  31 

malignant  endocarditis  566 

Mediterranean  fever. .  566 

meningococcal  menin- 
gitis ..  ..   591 

otitis  me<lia  and  lateral 

sinus  thrombosis  . .  567 

pellagra  . .  . .   225 

pernicious  anremia    . .  569 

pneumonia    and    em- 
pyema       . .  . .   160 

rat-bite  fever  . .  598 

relapsing  fever  . .     27 

rheumatoid  arthritis. .   341 


Ti'inperaturf  charU^  contd.  \ 
sarcoma  of  mediasti- 
num           . .          . .  570 
showing  effect  of  sali- 
cylates     in      acute 
rheumatism           . .  338 

typhoid  fever  . .  565 

typhus  fever         638,  639 

Ttmparaturt,  mtchanlsm 
•f maintentnce of    ..571 

-  sense,  cord  patlis  for    . .  607 

-  in         Brown-S«Sjuard 

paralysis     . .  . .   497 

syringomyelia    508,  516 

in  cretinism  . .  . .  234 

-  subnormal    (see    Hypo- 

thermia) 

-  sudden  change  of,  menor- 

rtia},'ia  from    . .  . .   386 

Temporal  artery,  tortuous  4<>6 

-  muscle  paraljrsis  . .   706 
Temporo-inandibular  jouit, 

arthritis    of,    earache 

from 202 

trismos  simulated  by  729 

osteo-arthritis  of       . .  347 

fixation  of  jaw  by. .  542 

ptyalism  from       . .  542 

Temporosphenoidal  lobe, 
abscess  of,  noises  in 
the  head  from  . .  406 

-  tumour  of,    olfactory 

aura  with  . .     68 

Tenaculum,  in  diagnosing 

ovarian  tumour         . .  689 
Tenderness,       abdominal, 

absent  in  colic       . .   115  ' 

from  acute  peritonitis  131  I 

arsenic  . .  . .     78 

colitis  . .         . .  115 

duodenal  ulcer  . .  271 

gastric  ulcer  . .         . .   115 

local    spot    of,    from 

ulcer  ..         ..317 

from  phantom  tumour  659 

in  relapsing  fever      . .   336 

from  tuberculous  bowel  76 

peritonitis  . .        48,  657 

-  in  back,  from  fibrositis. .  461 

infective  arthritis     ..461 

myositis         . .  . .  461 

spinal  caries  . .     364,  680 

-  of     bones    in    infantile 

scurvy  . .  . .     99 

leukffimia        . .     467,  707 

pernicious        aniemia 

467,  707 

-  -  rickets  . .         . .  714 

scurvy  . .         . .     72 

scurvy- rickets  . .     38 

secondary  syphilis    . .  669 

severe  anaimia  . .  467 

syphilis  . .  . .  615 

-  of  breast,  from  mastitis 

685,  686 

mostodvnia    . .         . .  431 

TENDERNESS  IN  THE 
CHEST  .706 

from  diaphragm  lesions  709 

liver  abscess  . .  . .   709 

in  pleurisy      . .  . .  423 

from  stomach  lesions  709 

-  over  colon,  in  colitis    78,  663 

-  along  diaphragm   inser- 

tion, from  neuralgia. .  431 

-  of  ear,  from  furuncle    . .  422 

-  epididymis         . .         . .  697 

-  epigastrium,         diffuse, 

from  gastralgia  . .  437 

with  duodenal  ulcer. .     75 

with  gastric  ulcer    75,  269 

gastritis  . .  . .   267 

liver  lesions    . .  . .   709 

local,  from  gastric  ulcer  437 

from  pancreatitis      . .  661 

in  phosi)horus  poison- 
ing   336 

from  stomach   lesions  719 

subdiaphragmatic  ab- 
scess . .  . .   658 

-  eye,    from    retrobulbar 

neuritis  . .  . .   762 

-  eyeball,  in  glaucoma  . .   233 

-  over  eyebrow,  from  fron- 

tal PiniLS  distention  . .   230 

-  of  foot,    in    erythromel- 

aL'ia    . .        * . .  . .   441   i 


Tenderness,  contd. 

-  frontal,    from    frontal 

sinus  empyema         . .   180 

-  of  gall-bladder,  from  gall- 

stones . .      254,  437 
from  cholecystitis     . .  597 

-  -  if  inflamed      . .  . .   262 

-  general,  in  cerebrospinal 

meningitis  . .         . .  591 

-  gluteal,  in  sciatica        . .  438 

-  of     gum,     with     antral 

abscess  ..         ..462 

-  bead,  from  neuralgia    . .  296 

-  from  herpes       . .  . .  754 

-  in   hypogastrium,  right, 

from  liver  lesions      . .   709 

-  hypocliondrium,       from 

subdiaphragmatic  ab- 

cess 658 

in  phosphorus  poison- 
ing        336 

-  hysterical  . .  . .  351 

-  iliac,  in  appendicitis  454,  677 
TentftniMS,  int«rcottai    . .  707 

-  over      kidneys,       from 

bacteriuria     . .         . .     70 

-  legs,    from      peripheral 

neuritis  . .  . .  465 
sciatica           . .  . .     63 

-  liver,  from  cholangitis 

333,  369,  597 

gall-stones      . .  . .  272 

nutmeg  change         . .  368 

suppurative         pyle- 
phlebitis    ..         ..596 
tropical  congestion  . .   369 

-  in  loin,  from  pyelitis     . .  576 
with  suppurative  neph- 
ritis . .  . .  594 

from  tuberculous  kid- 
ney . .         . .  679 

-  lumbar,  in  sciatica       . .  438 

-  over    McBurney's    spot 

from  appendicitis  451,  454 

-  mastoid  . .         . .      202,  597 

-  of  metatarsus,   in   Mor- 

ton's disease  . .  . .  439 

-  mid-orbital,  from  astig- 

matism . .  . .  449 

-  of  mouth,  from  stoma- 

titis      74 

-  in  muscles  in  hysteria  . .   141 

multiple  neuritis       . .  505 

myalgia  . .  . .  431 

from  overstrain         . .  464 

in  peripheral  neuritis 

440,  465 

polymyositis  . .  464 

rheumatism   . .         . .  443 

tetanus  . .         . .   152 

tetany  . .  . .   151 

-  over miisculospiral nerve, 

in  brachial  neuralgii    443 

-  of   neck,   in    Kirkland's 

disease  . .         . .  616 

posterior   triangle,   in 

brachial  neuralgia      442 

Ttndernen,  pain  with     . .  427 

-  of   palms,   in   erythema 

keratodes       . .  . .  403 

-  over  pancreas,  from  pan- 

creatitis . .  . .  767 

-  of  perio8t«um,  in  infantile 

scurvy  . .  . .   666 

-  from  peripheral  neuritis  607 

-  precordial,     in      angina 

pectoris  ..  ..  708 
heart  disease. .  . .   708 

-  of  prostate        . .  . .   182 

-  rectal,  from  absce^      . .   585 
in  appendicitis  . .   454 

-  renal,  from  pyelonephri- 

tis     676 

stone  . .         . .  . .  461  I 

-  -  tubercle  . .      356,  473  | 

-  over  sarro-iliac  joint    . .  680 
TENDERNESS     IN     THE 

SCALP  ..710 

from  cerebral  tumour  711 

concussion      . .  ..711 

in  diabetes     . .  . .   712 

from  heart  lesions     . .   713 

in  hysteria     . .  . .   712 

Tendsrneis  in  tlie  scalp, 
list  of  causes  of        ..710 

from  lung  lesions       ..   712 

in  malaria      . .  . .   712 


Tendernris  in  the  $ralp.  f"i'^ 

from  meningitis       ..  .11 

middle-cur      suppuni- 

tion  ..         ..  Tl. 

neuralgia        . .        ..711 

in  neurast-henia        ..  7i; 

-  rheumatism   ..        ..  71: 

rickets  ..        ..711 

from    stomach  lesions  71 

in  syphil^      . .     CIS,  7i: 

Ttntfornosi  of  scalp,  varisss 

vIscoFil  causes  sf       712 

-  sciatic,  in  sciatica     34€,  it* 

-  scrotal,        from       f»eri- 

uretliral  abscess       ..  •'4)7 

-  in    shoulder,    from  dia- 

phragmatic  pleurisy..  7"3 

from  liver  le?ion->   ' ..  ''^ 

from  subacromial  bur- 
sitis . .        . .  474 

-  skin,     from     peripberaJ 

neuritis  . .        . .  i'^ 

-  skull,  from  cerebral  dis- 

ease    . .         . .        - .  -'' 

-  soles,  ia  erythema  kera- 

todes  . .         ..        ..  i^ 

TENDERNESS     IN    THE 

SPINE  712 
from    absc«s    forma- 
tion            . .        . .  714 

from  caries     . .     IVl,  «| 

from  hysteria  ..  71 J 

Tondomoas  of  spiae.  aftor 

injury  -715 

Tontfomoss  of  spine,  list  of 

cauaoa  of  -  713 

from  Pott's  disease  . .  11*^ 

in  rickets       ..        ••  77t 

from  spoudylitis  de(o^ 

mans  . .     714,  TIJ 

after  typhoid  fever  . .  71-i 

from    visceral  deeaK  71fi 

vertebral  growth     . .  i** 

-  sternum '* 

-  behind     sternum,    from  ^ 

oesophageal  lesions  . .  7  "3 

-  over    superior    maiilU, 

from  antrum  dise^««. .  1^^ 

-  of  testis,  from  epididvmo- 

orchitis  . .        •  •  ^'* 

-  in  the  thigh,  from  ante- 

rior croritis    . .        ■•  *'^ 

-  over  tuberculcws  bone.  6t3 

-  over    ulnar    nerve,    ia 

brachial  neuralgia    ..  +•- 

-  over  ureters,  from  bac- 

teriuria  ..        ••    '^ 

-  of  uterus,  from  metritis  IH 

-  of  vertebral  spines,  with 

caries  . .        •  •  " , 

-  In  vulva,  from  kraurogia  m 
Tendon,  injury  of,  contrac- 
ture from       . .        •  •  'f- 

-  ossification  of    . .        •  •  ^'^ 

-  reflexes  absent  early  in 

hemiplegia     ..        •■'^•^ 

-  sheaths,   gonococcal  in- 

f ection  of  . .  •  •  'h 
--gout  of  ..  -3*^ 
rheumatic  nodulesovcr^'L 

TENESMUS  •    ^.  ^'* 

-  In  acute  infective  diar- 

rhoea :  ; 

-  from  arsenic  •  •  'f: 

-  atheroma  . .        •  ■  y' 

-  bearing-down  pain  with  <^ 

-  from  carcinoma  of  sig- 

moid    ..         .•         •  ^ 

-  in  cholera  ..        j-  '  . 

-  from  colitis      -.      ^'^'iji 

-  drugs      . .         . .     _  •  ■  :  . 

-  dysentery  76.  172,  ^6,  'I 

-  infantile  diarrhoea 

-  intussusception 
Tenesmus,    local     pen 

causes  of.  list  of 

-  from  periproctitis 

-  ptomaine  poisoning 

Tenesmus,  from  tains 

-  tuberculosis  of  bowel 

-  unripe  fruit 

-  vesical  (see  Strangury ) 

-  from  vesical  calculos  .■  >^^ 
Tennis,     plantaris    lonpos 

rupture  during        ••^* 
Tennls-playejrs,  subacromiaJ 
bursitis  in      . .        -•  *' 
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Tenosynovitis,  crepitus  from 

150,  152 

-  melon-seed  bodies  in    . .  15'J 

-  pain  in  ttie  liand  from  . .   151 

-  writer's  cramp  simulated  151 
Te:isor      fascite     femoris, 

nerve  supply  of  498,  499 
Teratoma  of  parotid  gland  695 
Teres  major,  nerve  supply 

of         505 

-  root  innervation  of  . .  509 

-  minor,  nerve  supply  of. .  505 

root  innervation  of   . .  609 

Terror,  pupil  dilated  by  . .  551 
Tertian  malaria  (see  Mal- 
aria) 

Test,  acetic  add  and  beiiing. 
fer  albumin   ..  4 

for    phosphates    . .  524 

Test  fer   Acetone    {Pkue 

XXXIV)  ..         ..748 

-  alkali,  for  chtysophanic 

acid     . .         . .         . .   744 

santonin         . .         . .  744 

uroerythrin    . .         . .  743 

-  ammonium  sulphide,  for 

lead C5 

Test    for     Bence-Jones's 

proteld  5, 16 

Test  benzldin,  for  lilood  . .  171 
Test,Bial'8  ..261 

Test  for  liile  pigment  {Plate 

XXXV)  ..         ..750 

-  for  bile  in  stools  . .   1 7o 

-  biuret,  for  albumose     . .     10 

Test  lileachino  powder,  for 

indlcan  ..314 

Test  beiiino,  for  albumin . .      4 
Test  beiiino,  for  albumin, 
precautions  in  . .  424 

-  for  bone  conduction  164,  165 
Test   Bottger's,  for  sugar  262 

-  bromine,   for  melatmria  740 

-  Calmette's  tuberculin  . .  673 

-  Congo  red  . .         . .  320 

-  corroeive   sublimate   for 

urobilin  ..         ..   170 

Test  for  diacetic  acid      ..  170 

-  -  {PkUe  XXXt  V)       . .  748 

Test  dlazo 173 

Test  FehlinQ's     ••        -261 

-  fermentation,  for  glucose  743 
Test,fermentation,  for  sugar  262 

-  foam,  for  bile     . .  . .   743 

-  (.elk's 165 

-  (Jmeiiri's,    for   bile   pig- 

ment    743 

-  eu.ai;icum,  for  blood     ..     lo 

iodine  In  urine  and    . .     98 

Test    Gunsberg's    {Plate 

XXXV)     ..         ..750 
Test,  Heller's  5 

for  albumose . .         . .     15 

-  Ilofmeister's,    for   albu- 

mose    16 

-  Holmgren's,    for   colour 

blindness  . .         . .   702 

Test,   Huppert's,  for  bile 

pigment  . .     743,  744 

-  for        indican  {Plate 

XXXIV)       .,  ..748 

-  iodine,  for  bile  pigment  743 

-  iodoform  for  JU'eione    . .       3 

Test  Jafli's.  for  indlcan  . .  314 
Test  Legal 's.  for  acetone . .      3 

-  liquor  potassai,  for  pus. .  575 

-  Marsh's,  for  arsenic       . .     78 
Test  meal,  in  chronic  diar- 

rhcea  ..         ..      170,  172 

hyperchloriiydria      . .     43 

simple  . .  . .  319 

-  meals,  importance  of    . .  270 

-  methyl  orange  . .         . .  320 

-  .Moore's,  alkapton  and. .  262 
indican  and    . .  . .   262 

Test  Moore's,  for  sugar  . .  262 

-  Moro's  tuberculin  iPl(Ue 

XXXVII)..  ..   770 

Test  nitric  add,  for  albu- 
min      4,  5 

albumose    . .         15,  16 

bile  pigment  . .  743 

indican       . .         . .  314 

Test     nitropnisside,     for 
acetone  3 

molanuria       . .  . .   7'I6 

Test  Nylander's,  for  sugar  262 

D 


Tm/,  contd. 

-  for  occult  blood         81,  171 

-  ozonic  ether,  for  pus    . .  575 
TestPavy's  ..261 

-  Perl's 24 

Test  phenyihydrazlne,  for 
sugar  ..        ..     262,  743 

-  phloroglucin  •    . .         . .  20 1 

-  ior  phosphates  . .  , .  524 

-  phosphotungstic,         for 

albumose        . .  . .     16 

Test  picric  acid,  for  sugar  262 

-  Prussian  blue,  for  melaii- 

uria 746 

-  Ilcinsch's,  for  arsenic  . .  78 

-  for  rennin          . .         . .  320 

-  Rinn^'s   . .         . .      104,  108 

Test    Rothera's   i^Piate 

XXXIV)  ..  ..748 
Test  Rothera's.  for  acetone  3 
Test,  safranin,  for  sugar  . .  262 

-  silver  nitrate,  for  alkap- 

ton       740 

-  two-glass  ..         ..183 

in  goiiorrhcea  . .   182 

urethritis        . .         . .  681 

Test  Trommer's  ..        ..261 
Test  Ufiaimann's,  for  lactic 

acid 320 

Test  for  urobilin   . .        . .  325 
I  -  -  {Plate  XXXIV)       ..  7a 

-  von  Pirquet's,  in  tuber- 

I  culosis  ..         ..  573 

-  watch 164 

,  -  Weber's 165 

I  -  whispered  voice  . .   164 

-  Widal's  (see  Widal) 

-  Wootltiock'H  tnberculi:i 

{Plate  XXXVI)  768 

I  Testes,  excision  of,  obesity 

from 408 

-  in     groin,     in     pseudo- 

hermaphroditism     . .  646 
'  -  inequality     of,     physio- 
logical . .         . .     66 
,  -  undescended,  in  ateliosLs  191 
I  Testicular  sensation,   lost, 

in  neoplasm  of  testU  481 
I  Testis,     abscess     of     (see 
Abscess  of  Teslb) 

-  absence  of  deep  tender- 

ness in,  in  tabes       . .  515 
Testis,  atropliy  of  66,  313, 

408,  479 

after  gonorrhoea       ..  313 

after  injury    ..,         . .  313 

obesity  from  . .         . .  408 

after  orchitis..         ..  313  i 

penile  erection  absent  313  | 

-  carcinoma  of  (see  Car- 

cinoma of  Testis) 

-  chronic   torsion   of  (see  ' 

Toraio  Testis)  i 
Testis,  cysts  of  the  ..  481  i 
hydrocele    simulating  481  I 

-  ectopic,         appendicitis 

simulated  by..      482,  681 

in  ateliosis     ..         ..191 

gangrene  of  . .         . .  482 

hernia  with    . .         . .  483 

simulated  by         . .  081 

in  inguinal  canal       . .  681 

intestinal   colic  simu- 
lated by     . .         . .  681 

liable     to     malignant 

disease        . .         . .  483 

pain  in  . .         . .  482 

in  perineum  . ,         . .  681 

Scarpa's  triangle      . .  676 

strangulated       hernia 

simulated  by        . .  483 

in    thigh         ..  ..681 

torsion  of       . .         . .  483 

Testis,  embryoma  of    480,  696 

-  enlarged    by  abscess  . .   622 
from  epididymo-orchi- 

tis 478 

by  gumma    . .         . .  622 

-  from  malignant  disease  480 
syphilis  . .  . .  479 

-  epithelioma  of  scrotum 

invading         . .         . .  621 

-  gangrene  of        . .         . .  482 

-  gonococcal  infection  of    182 
Testis,  gumma  In  . .     479,  623 

hernia  of        . .  . .   622 

-  in  inguinal  canal  . .     66 


622 


TesliSy  conld. 

-  injury   to,   neurasthenia 

tifi'er 715 

shock  from     . .         . .  705 

vomiting  from  . .   705 

Testis,  malignant  growths  of 

480,  896 

-  misplaced,  aching  in  peri- 

neum from    . .         ..474 

atrophy  of     . .         . .     66 

Testis,  mivlaced  or  retained, 

general  account  of  . .  482 

I  -  neoplasm  of,  haamatocele 

simulating      . .         . .  481 

hydrocele  simulating  481 

after  injury  ..         ..  481 

tubercle   simulating. .  480 

-  pain  in  (see  Pain  in  the 

Testicle) 

-  painless,  syphilitic 
Testis,  relationship  to  hydro- 

coles 695 

-  retained,        appendicitis 

simulated  by         . .  457 

limping  from. .         . .  863 

pain  in  iliac  fossa  from 

452,  454,  457 
swelling  in  iliac  fossa  457 

Testis,  sarcoma  of      480,  696 

Testis,  syphilitic    . .     479.  696 

scrotal  fistula  from  . .  021 

therapeutic  test  of  . .  622 

Testis,  syphilitic,  tuberculous 
distinguished  from  48o,  622 

-  torsion  of,  strangulated 

hernia  simulating     . .  682 

-  tuberculous  (see  Tuber- 

culosis of  Testis) 
Testis,  various  affections  477-81 
Tests  for  acetone  . .  3 

Tests  for  albumin..  4 

Tests,  for  albumose  5,  15,  16 
Tests  for  alkapton..        ..  746 

-  clinical,  too  great  delicacy 

of  some         . .         . .       4 

-  for  cystin  . .         . .   161 

Tests  for  dextrose..  ..261 
Tests  for  hamatoporphyrin  744 
Tests,  for  hearing..  ..  164 
Tests  for  Indlcan  . .        . .  745 

-  for  melanuria    . .         . .   745 

-  for  methylene  blue  . .  747 
Tests  for  nudeoproteM    . .      5 

-  for  pentose        . .         . .  261 

-  proper  names  associated 

with 912 

-  tuning-fork  . .  . .  164 
Tests  for  urates  . .  . .  740 
Tetanic  contractions       . .  137 

-  versus  tonic  . .  . .  137 
Tetanus,  asphyxia  in       ..138 

-  bacilli  of  138,  599,  730 

-  bacteriological  examina- 

tion in  diagnosing    . .  599 

-  chloroform  in    . .         . .   730 

-  convulsions  in  . .      138,  729 

-  drumstick  bacilli  in  . .  417 
Tetanus,  general  account  of 

138,  730 

-  habit  spasm  simulating  138 

-  heart  failure  in  . .         ..  138 

-  hydrophobia  simulating  138 

-  hyperacusis  in  . .         . .  309 

-  hjrpen^y^-^ia  '"  •  •  309 

-  hysteria  simulating  138, 

417,  729,  730 

-  localized  convulsions  froml4 4 

-  lockjaw  in         138,  417,  699 

-  mind  clear  in    ..         ..  417 

-  in  new-born       . .         . .   730 

-  without  obvious  wound    699 

-  opisthotonos  in  417,  599,  730 

-  pain  in    . .         . .         . .   138 

-  from  penetrating  wound 

699,  730 

-  priapism  from   . .         . .  538 

-  retracted  head  in        . .  589 

-  rigor  in 595 

-  risus  8ardonicu«  in  138, 

417,  598,  599,  7.30 

-  from  rusty  nail  . .         . .   730 

-  simulated   by   impactp<l 

tootb  ..         ..      138,  730 

meniniritLs      . .         . .   1.38 

muscular  rheumatism    138 

strj-chnine     poisoning 

138,  729 


Tetanus^  conld. 

-  from  soil  . .         . .   730 

-  spasms  in  . .         . .  599 

-  stiff  neck  in    138,  417, 

699,  049,  730 

Tetanus,  strychnine  poison- 
ing distinguished  from  599 

-  tetany  distinguished  from  152 
simulating      . .         . .  138 

-  trismus  in  152,  649,  730 

-  from  a  wound  138,  417 

Tetany,  accoucheur's  hand 
in       151 

-  age  incidence  of  . .   151 

-  calcium  salts  and         . .   152 

-  carpopedal   contractions 

in         730 

Tetany,  causes  of . .  3 

Tetany,  characteristic  hand 
in       2 

-  from  chloroform  . .   151 

-  Chvostek's  sign  in       . .   152 

-  cramps  in  ..      13U,  151 

-  from  diarrhoea  and  vomit- 

ing         161 

^  -  electrical  reactions  in   3,  584 

-  epidemics  of  . .  . .  151 
I  -  Krb's  sign  in  . .  . .  152 
'  -  from  ergot        . .         . .  151 

-  fevers 151 

-  gastrectasis        . .         . .  151 

Tetany,  general  account  of  151 

-  hysterical  . .         . .  162 

-  during  lactation  . .   161 

-  from  lead  . .         . .  151 

-  localized  convulsions  from  144 

-  muscle    excitability    in- 

creased in       . .  161,  152 

-  muscles  tender  in  . .   161 

-  parathyroids  and  . .   152 

-  position    of    arms  and 

legs  in 151 

-  during  pregnancy         . .  151 

-  good  prognosis  in         . .  3 

-  respiration    embarrassed 

In         161 

-  in  rickets  145,  151,  420 
Tetany,  signs  of  . .  2,  3 

-  strychnine  poisoning  dis- 

gulshed  Irjm..         . .   162 

-  tetanus     simulated     by 

138,  162 

-  after  thyroidectomy    . .   161 

-  trismus  in  . .         . .  730 

-  Trousseau's  sign  in  161,^162 

-  from  typhoid  fever  . .  151 
Tetrachlorethane,       acute 

yellow  atrophy  from    334 

-  In  iieroplane  varnish    . .  334 

-  epigastric  pain  from    . .  334 

-  flatulent  dyspe|)sia  from  334 

-  jaundice  from  325,  334,  337 

-  loss  of  appetit«  from  . .  334 

-  vomiting  from  . .  . .  334 
Tetronal,  bradypua»a  from    84 

-  coma  from  ..  . .  118 
Thapsia,  sore  flngere  from  239 
Theatre,  insomnia  from  . .  322 
Thenar  muscles,  atrophy  of 

(see  under  Atrophy) 

root  inner^•ation  of  . .  609 

Theocin  acetate,  polyuria 

from 536 

Therapeutic  test,  for  actino- 
mycosis . .         . .  458 

acute  rheumatism  464,  614 

adherent  pericardium    214 

ajigina       abdominalis 

115,  316,  438 

pectoris      . .         . .  476 

a<«thma  . .  . .  535 

chlorosis         . .  . .     36 

cretinbim        , .         . .  611 

diagnosing    cause    of 

interscapular  pain      462 

type  of  constipation  122 

distinguiMiintr     cretin 

from  Mou;,'ol         ..   238 

epilepsy  . .  . .   635 

gumma  230,  615,  619 

of  liver        . .      253,  334 

hypothyroidism        . .  409 

lichen  planus. .  . .  489 

malaria  530,  568.  596,  637 

myocardial  disease  . .  485 

myxa'dema 

38,  119,  2.^5,  415,  539 

57 
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THERAPEUTIC  TEST 


THROMBOSIS 


Therapeutic  test,  mntd. 

for  pernicious  anaunia  52C 

rodent  ulcer  . .         . .  180 

sjphllides       . .         . .  660 

-  -  syphilis    63,   71,  19i», 

588,  604,  622,  696, 

735,  738,  739 
of  bone      . .         . .  669 

-  syphilitic  testis        . .  480 

ulcers  . .         . .  403 

thyroid  infantilism  . .  190 

ulcer  of  palate  . .  688 

tongue        . .         . .  379 

Thermo-anntthMla,  iMIni- 

tionof 696 

-  from    posterior    inferior 

cerebellar  artery 

thrombosis  iFig.  264)  610 

-  in  syringomyelia  . .  608 
Thermometer,  in  diagnosing 

pontine    haemorrhage 
from  opium  poisoning    31 
trance  from  death    . .     85 

-  makers,  raercurialism  in    33 

-  in  stomach         . .         . .  271 

Thermometry  in  children, 
notes  on  . .  573 

Thermometry,  general  con- 
siderations regarding 

571,  572 

-  (and  see  Temperature 

Gharf) 
Thieve,  rectal  examination 

in        581 

Thighs,  condylomata  on . .   700 

-  cramps  in  . .         . .   150 

-  glands  draining,.         ..  679 

-  Jacquet's  erythema  of. .  401 

-  line»  albicantes  on       . .  366 

-  local  fatness  of,  in  Der- 

cum's  disease  . .  410 

-  i»ain  down  (see  Pain  in 

the  Thigh) 

-  pain  in  (see  Pain  in  Thigh) 

-  pemphigus    neonatorum 

affecting         ..  ..401 

-  position  in  tetany  . .       2 

-  scabies  affecting  . .  401 

-  seborrhoeic    eczema  af- 

fecting ..         ..401 

-  sore  on,  inflamed  inguinal 

glands  from  . .         . .  381 

-  testis  iti 482 

-  wasting    of,    from    hip 

disease  . .         . .  156 
with  knee  disease  61,  363 

-  xerodermia  affecting  . .  488 
Third  nerve  paralysis  (see 

Paralysis  of  Third  Nerve) 
Thirst,  in  diabetes  . .  264 

-  phosphatic  diabetes  . .  522 
THIRST,  EXTREME  ..  716 
in  diabetes     . .      260,  719 

-  fevers 719 

from  gastrectasis     . .  720 

hemorrhage  . .         . .  720 

having  notiiing  to  drink  7 19 

in  hysteria     . .         . .   719 

from  ingestion  of  salt  720 

loss  of  fluid    . .         . .  720 

phosphorus   poisoning  336 

poisons  . .         . .  720 

polycythromia  from  . .  633 

-  polyuria  and  . .         . .  719 

-  in  pregnancy  . .         . .  264 

-  rigors      . .  . .         . .  694 

Thomas,     Mr.  Thelwall, 

operation  by . .         . .  456 

-  olivo-ponto-cerebellar  at- 

rophy of         . .         . .  727 
Thoma-Leitz     haamocyto- 

meter 21 

Thoma-Zeiss     hsBmocyto- 

meter  . .         . .     21 

Thomson's  disease,   chief 

characters  of . .        . .  584 
Thoraoic      duct,     chylous 

effusion  from  lesion  of  106 

new  growth,  ascending  380 

obstructed,    chylous 

ascites  from       . .     60 

chyluria  from      50,  109 

bv  new  growth   50,  109 

THORAX.  DEFORMITY  OF  166 

-  heniiation  into  . .         . .  652 

-  pain  in  (see  Pain  in  the 

Chest) 


'  Thorax^  eontd. 

-  pediculosis  pubis  affect- 

I  ing 401 

I  -  syringomyelia  affecting    608  i 
I  -  tenderness  of  (see  Tender- 
ness in  the  Chest) 
'  -  varicose    veins   on    (see 
Veins,  Varicose  Thor- 
I  acic)  ' 

-  (and  see  Chest) 

Thorn  in  foot,  limping  from  362  , 

-  knee,  limping  from      . .  3G2  , 
Thorn-apple  crystals       . .  740 
Threads,  prostatic. .        . .  389 
Thread-worms  . .  520 

-  blood  and  mucus  stools  | 

from 79 

,  Thrill,  witii  ascites  . .     44 

I  -  congenital  heart  disease  167 
I  -  diastolic,  with  aortic  re- 
gurgitation    ..     207,  720 

, mitral  stenosis  . .  216 

'  -  hydatid 375 

I  -  with  ovarian  cyst  . .  46 
I  THRILI^  PRECORDIAL  720 
[  -  presystolic,  disappearance 

of         ji48 

I in  mitral  stenosis    91,  720 

from  tricuspid  stenosis  721 

I  -  pulmonary  systolic  . .  91 
I  -  systolic,  from  aneurysm  720 

— ■"  aortic     stenosis     92, 
I  207,  208,  720 

atheroma       . .         . .  720 

I congenital  heart        . .  720 

! dilated  aorta..         ..  720 

I  -  -  functional       ..         ..721 

.  —  from  mitral  regurgita- 

1  tion      . .      . .      210,  720 

patent  ductus  arterio- 
sus   720 

I interventricular  sep- 

I  tum         ..         ..215 

pericardial  friction    . .  720 

pleuritic  friction       . .  720 

I pulmonary  stenosis 

I  111,  217,  720 

-  tricuspid      incompe- 

tence ..         ..721 

'  Tliroat,  burning  in,  from 
I  waterbrash     ..         ..296 

I  -  erysipelas  of  . .  . .  661 
\  -  foreign     body    in    (see 

Foreign  Body) 
'  -  Klebs-LofRer    bacilli   in  196 
I  -  pain  in  (see  Pain  in  the 
I  Throat,      and       Sore 

Throat) 

-  swabbings  from  . .  167 
'  -  ulcerated       (see       Soro 

Throat) 
Throbbing,      from    aortic 

regun?ltation  ..  207 

Thrombosis,   ante-mortem 
cardiac,    from    mitral 
I  stenosis  ..         ..289 

cerebral     embolism 

I  from        ..      133,  147 

1 pulmonary     embol- 
ism from  . .  289 
I  -  arterial,  gangrene  from    258 

-  causes  of  . .         . .  258 

-  of  cavernous  sinus,  causes 

1  of        229 

distinguished    from 

orbital  cellulitis     230 

exophthalmos  from  597  i 

eyelids  r«i  from    . .  229 

frontal     veins     en- 
gorged from 

mastoid        swelling 

from 

ccdema    of    eyelids 

from 

ophthalmic       veins 

engorged  from  . . 

squint  from 

suppurative  menin- 
gitis from 

-  cerebral,  age  incidence  of  133 

aphasia  ifrom. .         . .  626 

apoplexy  from  . .  147 

athetosis  after  . .   132 

Babinski's  sign  with. .     68 

-  -  brachial      monoplegia 

from  ..         ..501 
coma  from     ..         ..   118 


229  I 


. .  229 
597 


229 
597 


229 


ThrombotU  of  portal  rHn,  cynkL 

headache  from      ;J94,  295 

melaenafrom          ..  J7* 

hemianopsia  from     . .  301 

piles  from  . .          . .     il 

hemiplegia    from    68, 

pyrexia  witii          . .     ^1 

258,  303 

rigors  with              . .     ^1 

-  -  onset  of          . .         . .   147 

spleen  enlarged  with 

premonitory  symptoms  147 

272,  «32,  (;$« 

Thrombosis    of    poetartar 

simulated  by        ..  697 

headache  from      . .  768 

of        58 

hemiplegia  from  303, 301 

—  inferior         cerebellar 

meningitisslmulated 

artery,  ataxy   from  610 

by           ..         ..697 

sensory  chmnt^c^ 

optic  disc  congest-on 

from       iFig. 

from        ..         ..597 
from  otorrhcea      . .  697 

264)  GlU 

-  post-partum,  white    leg 

pain  about  ear  from  697 

from 411 

rigors  from. .     695,  597 

-  pulmonary,  from  mitral 

vomiting  due  to 

stenosis          ..          . .  5S9 

766,  768 

-  renal,  albuminuria  from 

spastic  paraplegia  after  132 

7,  74S 

-  -  from  syphilis. .     147,  304 

hiemat^iria  from         7,  74  § 

unilateral  paresis  from  118 

infarction  from          . .       7 

veins,  after  influensa  113 

tube  casts  from         7,  74> 

measles       ..         ..113 

Thrombosis  of  renal  vaina. 

talipes  from          ..  lU 

diagnosisof  ..                7 

vertigo  preceding     . .  752 

Thrombosis  of  renal  vaina. 

-  femoral,     diflSculty     of 

simuiatiag  acuta  aapli- 

detecting        ..        ..411 

ritis 7 

cBdema  of  one  leg  from  749 

tube-cast«  from     . .       7 

vena  caval  thrombosis 

from            ..         ..749 

ances  of                 ..416 

-  gangrene  from  . .         . .  255 

-  iliac,  from  appendicitis    106 

blindness  from           . .   76i 

black  spots  before  eres 

-  -  difficulty  of  detecting  411 

from            .-        "..     73 

—  extension  to  vena  cava     8 

-  -  vein  iPlate  XX)       . .   41S 

-  infarction  from..         ..       8 

-  saphenous,  extension  to 

Thrombosis  Of  inferior  vena 

vena  cava  . .           8,  7W 

cava  7,  46,52.414,416,748 
albuminaria  from      7 

oedema  of  one  leg  from  749 

-  of  sigmoid  sinus           . .  ^iiT 

ascites  from      . .     46 

-  spinal,  allocheiria  from . .     17 

from      carcinoma 

-  -  in  enteric       ..          ..  5H» 

recti    ..         ..       7 

injury  and     ..          ..517 

extension  from  leg     8 

paraplegia  from        ..616 

oedema  from     . .       7 

softening      o£       cord 

peritonitis    simu- 

from           ..         ..516 

Utedby         ..  594 

-  -  in  scariet  fever          ..  hU 

renal   tube  casta 

-  -  from  syphilis         389,  516 

from    ..         ..       7 

transverse       myelitis 

Thrombosis  of  Inferior  vena 

from           ..          ..  3S3 

cava,  simalatlng  acute 

-  splenic,  autopsy  in  dia- 

nephritis                 7,  749 

gnosing       ..          ..273 

spleen     not     en- 

 in  blood  diseases      . .  6U) 

larged  by       . .   632 

hffimatemesis  from    . .  275 

varicose       abdo- 

 infarction  from          . .  640 

minal  veins  from  52 

laparotomy     in     dia- 

- innominate  vein           . .  751 

gnosing       ..          ..273 

-  of  Jugular  vein,  extension 
from  sinus     ..         ..697 

-  of  superior  longitudinal 

infarction    of    lung 

sinus,  coma  from       . .  118 

from        ..         ..106 

convulsions   from 

from  otitis  media  . .  106 

ltK\  511 

-  lateral    sinus,    broncho- 

 encephalitis  simu- 

pneumonia from       . .  289 

lated  by          . .  120 

embolism    of    lung 

simulating     . .  511 

from  106, 159,  269, 644 

headache  from  . .  120 

gangrene    of     lung 

meningitis    simu- 

from       . .     259,  644 

lated  by     120.  591 

from    otitis    media 

simulating      ..511 

84,  106,  160,  289,  567 

oedema    of    scalp 

pyrexia  from  {Fig. 

from    ..          ..597 

244)  667 

optic  neuritis  from  120 

rapid  pulse  with    . .     84 

paraplegia     from 

rigors  from            . .  567 

510,  511,  591 

-  mesenteric,  constipation 

post-mortem  dia- 

with  131 

gnosis             ..  120 

—  haamatemesis  from  . .  131 

pyrexia  from     . .  511 

from  heart  disease    . .  131 

retracted       head 

intestinal    obstruction 

from    ..         ..589 

simulated  by        . .  389 

vomiting    from 

laparotomy  in  d{agn<»- 

120,  511 

ing 389 

-  systemic  venous,  pulmo- 

— melaenafrom            ..  131 

nary  embolism  frtMn . .  290 

—  meteorism  from        . .  389 

-  of  vena  cava,  oedema  of 

peritonitis  from        . .  389 

back  from      . .         . .       7 

-  opdcmaof  onelegfrom..      8 

inferior,  ascites  from    46 

-  pampiniform        plexus. 

superior      . .         . .  751 

priapism  from           ..  538 

Bright's  disease 

-  popliteal,  difficulty  of.. 

simulated  by..  413 

detecting       ..         ..410 

oedema     of    face 

Thrombosis  Of  portal  vein    51 

ard  arms  from  413 

from  appendicitis. .     51 

from  whitlow    . .  413 

ascites  from  46,  51,  272 

-  venous,  in  cachexia     . .  411 

characters  of  asiitic 

fluid  in    ..         ..51 

--in  leutemia  ..         ..411 

hffimatemesis    from  272 

-  -  leucocytosis  with      . .  360 

jaundice  with       . .     61 

limping  from  . .         . .  362 
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Throtnbosis,  venous,  contd. 

in  malignant  disease     411 

oedema  from  . .         . .  410 

pulmouaiy    embolism 

from  . .         . .   159 

in  typhoid  fever        ..411 

Throw in^,  subacromial  bur- 
sitis from       . .         . .  476 

Thrush        74 

Thumbs,      double-jointed, 

in  Mongolism  . .  191 

-  pink        054 

Thumping  of  heart          . .  486 
Thjmol,  for  ankylostomia- 
sis        521 

Thymus  gland,  ostluna  si- 
mulated by    . .         . .  535 

enlarged,  coma  from      144 

convulsions  from  144,  145 

dullness  over         ..419 

in  lymphatism      . .  382 

orthopnoca    from 

418,  419 

skiagram  of  . .  4 19 

stridor  from  . .  651 

tracheal  obstruction 

by  ..      418,  651 

-  -  hemorrhage  into      . .  159 

-  -  sarcoma,    vena   caval 

obstnictioa  by      . .   751 
Thyroglossal  duct  . .  698 

Thyroid     cartilage,     peri- 
chondritis of  ..         ..613 

-  extract,    hciietit    of,    in 

thyroid    infantilism  190 

-  -  in  cretinism    ..         ..  511 

enuresis  cured  by      ..  218 

for  hypothyroidism  . .   409 

menopause  conditions 

benefited  by  . .   40D 

in  myxrcdema  . .  537 

palpitation  from   484,  486 

tachycardia  from  703, 

704,  705 
weight  reduction  by. .  770 

-  gland,    abscess    in    (see 

Abscess,  Thyroid) 

-  -  adenoma  ot   . .  . .   721 
bruit  over,  in  Graves's 

diseuse        ..  ..  215 

careiaomaof  201,  648, 

672,  711,  714,  721 

cyst  of  ..  ..721 

defect,  ateliosls  and..  190 

cretinism  from      . .   190 

infantilism  and  189, 190 

THYROID     QLAND     EN- 
LARGEMENT ..721 

from  abscess  . .   722 

in  acute  rheumatism  722 

adenomatous         . .  721 

in  cholera  . .  . .  722 

from  cystic  goitre..  721 

tibrous  goitre        . .  721 

in  (rravcs's  disease 

215,      229,      486, 
694,     70.^,      721, 

722,  726,  770 

laryngeal    paralysis 

from        . .  . .  495 

from  ligneous  goitre  721 

in  malaria  . .  . .   722 

from  malignant  di- 
sease      . .  . .   721 

during  menstruation  721 

movement  on  swal- 
lowing    ..         ..721 

orthopucca    from 

418,  419 

parenchymatous    . .  721 

in  pregnancy         . .   721 

Thyroid    gland,    tnlarged. 
pressure  symptoms  of  722 

in  pyasmia  . .  . .  722 

stridor  from  ..  651 

swelling  of  neck  from  721 

in  syphilis  . .  . .   722 

trachea    obstructed 

by  ..      418,  651 

in  tvphoid  fever   . .  722 

variola        . .  . .  722 

luemorrhage  into,  acute 

dyspna»a  from       . .   721 

death  from  . .   721 

hydatid  of      ..  ..722 

ovarian  relationship  to  409 

rapid  enlargement  of  158 


Thyroid  gland,  eontd. 

Bieders  disease  of    . .   158 

-  secretion,    menstruation 

and 388 

-  treatment,  no  benefit  in 

adiposis  dolorosa      . .  4 10 

in  diagnosis    . .  . .     38 

in  distinguishing  cretin 

from  Mongol         . .  238 

myxoodcma   119,  235,  415 

Thyroidectomy,        tetany 

alter    . .         . .         3,  151 
Tibia,  arrested  growth  of, 

from  injury   ..         ..114 

-  bedsore  over     . .         . .  257 

-  defonned,  ia  congenital 

syphilis  ..  ..  235 

-  enlarged  by  tuberculous 

abscess  . .         . .  669 

-  epiphysitis    of,    limping 

from 362 

-  epithelioma  invading  . .  672 

-  greenstick  fracture  of  . .  362  , 

-  myeloid sarcomjt of      ..  672 

-  necrosis  of,- taKpes  from     114 

-  node  on,  from  yaws     . .  403 

-  osteitis  deformans  affect- 

ing        670 

-  osteomyelitis  of..      362,  404 

-  overgrowth  of,  from  in- 

jury      114 

-  periostitis    of,     limping  | 

from 362 

-  sarcoma    of    362,    (Fiy.  I 

283)   671,  693 

-  syphilitic  nodes  on        . .  669 

-  t4ibercuiou8  abscess  of. .  669 
Tibin,     sabre-shaped,     in  { 

rickets  ..         . .   186  i 

Tibial  artery,  cessation  of  ' 

pulsation  in  . .  . .  34  i 
Tibialis  anticus,  nerve  sup-  I 

ply  of  . .      498,  499  I 

-  posticus,  nerve  supply  of  498 
Tic,  convulsive,  simulating 

chorea 133 

-  douloureux,     age     inci- 

dence of         . .         . .  447 
cerebral  tumour  simu- 
lating        ..         ..417 
Tic    douloureux,    oMioril 
account  of    ..        ..447 

hyperacusis  from  308,  309 

pain  in  scalp  from    . .  711  i 

photophobia  in         . .  625 

ptyalorrhcoa  related  to  543 

tenderness     of     scalp 

from  ..         ..711 
trophic  changes  in    . .  447  i 

-  habit,  effect  of  will  on  ' 

movements  of  . .   133  j 

Tics,  spasmodic    . .        . .  136 

Tickling,  hiccough  from  . .  307 

-  in  throat,  before  hiemo- 

ptysls 286  j 

Tight  lacing,  furrowed  liver  I 

from 367 

hepatoptofiis  from  366,  368 

liver   dullness   dimin- 
ished from  . .         . .  366 

depressed  by         . ,  367 

menorrhagia  from  386,  387 

Riedel's  lobe  and      ..  366 

Tightness  in  chest,  in  bron- 
chitis   432 

chronic  mediastinitis     435 

from  mediastinal  new 

growth        . .  . .  434 
from  overstrain  of  in- 
tercostal muscles  . .  432 
Tilbury  Fox,  impetigo  con- 
tagiosa of       . .          . .  401 
Tincture  of  arnica,  derma- 
titis from        . .          . .   755 

-  iodine,  test  for  bile  pig- 

ment    743  , 

Tinea  (and  sec  Ringworm)   247  ■ 

-  circinata,     eczema     dis- 

tinguished from        . .  249 

TInoa    cirelnata,    oMiorai 
account  of    ..        ..249 

itching  with    ..  ..219 

lips  affected  by         . .  365 

lymph-glands  enlarged  , 

with            ..          ..219 
microscope  In  diagnos- 
ing   219 


Tinea  circinata^  contd. 

Tobacco,  contd. 

pityriasis    rosea    dis- 

- heart  failure  from         . .  418 

tinguished  from    . . 

601 

-  hemeralopia  from         . .   763 

psoriasis  distinguished 

-  infantilism  from            . .   189 

from 

249 

-  insomnia  from  . .         . .  320 

scales  on 

249 

-  intermittent      claudica- 

 simulated  by  carbolic 

tion  and         ..         ..440 

acid 

223 

-  irregular  heart  from     . .  486 

spores  in 

223 

-  loss  of  appetite  from    . .     43 

-  -  syphilides     disting- 

- low  blood-pressure  from    82 

uished  from       249, 

384 

-  orthopnoea  from           ..  418 

T.  imbricata  simulat- 

- palpitation  from       484,  485 

ing 

250 

-  pulse-rate  and   . .         . .  486 

-  decalvan.** 

249 

-  tachycardia  from      703,  704 

Tinoa    imbricata,   OMorai 

-  tinnitus  from     . .         . .   723 

account  of 

250 

-  tremor  from      . .         . .   724 

ichthyosLs  simulating 

250 

-  variable  incidence  of  ill 

lepidophyton  of 

250 

effects  of       . .         . .  485 

scales  in 

250 

-  vertigo  from      . .         . .  752 

T.  circinata  simulating 

250 

-  vomiting  from  . .         . .   764 

-  marginatum,      bathing- 

Toe,  abraded,  cellulitis  from  410 

drawers  area  affected 

-  big,  exostosis  of            . .  671 

by 

401 

in  peroneal  atrophy  . .  513 

itching  in 

540 

-  sycosis,  carbuncto  simow 

Tooth's        peroneal 

lated  by 

249 

palsy           ..         ..60 

ocxematous  folliculitis 

-  melanotic  sarcoma  start- 

distinguished from 

249 

ing  in             ..         ..  381 

Tinoa     mycosis,    omoral 

-  pain  in  (see   Pain  in  the 

account  of    .. 

249 

Toe) 

microscope  in  diagnos- 

Toe-nail, ingrowing          . .  438 

ing 

249 

Toes,  athetosis  of             ..131 

seborrhooa  distinguish- 

- cheiropompholyx  of     . .   756 

ed  from      . . 

249 

-  clubbed,  with  congenital 

syphilides  distinguish- 

heart disease  157,  215,  720 

ed  from      . . 

249 

patent  interventricular 

Tinoa   tonsurans,    omeral 

septum       . .         . .  215 

account  of 

2a 

pulmonary  stenosis  91,  217 

scales  in 

602 

-  cyanotic,   in   Ilaynaud's 

-  versicolor,  chloasma  si- 

disease           . .      162,  441 

mulating 

250 

-  dead,  in  swimmers       . .   162 

colour  of 

250 

-  dragging  of,   in    spastic 

distribution  of 

250 

monoplegia    ..          ..496 

eczema  seborrhocicum 

-  gangrene    of    (sec  Gan- 

simukiting . . 

250 

grene) 

erythema  from 

222 

-  hyperextended,  in  talipes  112 

erythrasma  simulating  251 

-  pallor  of,  in  Raynaud's 

1  iiim    wrwcvivr,    uvnonii 

disease           ..         ..441 

account  of    . . 

250 

-  position  in  tetany        . .       2 

leprosy  simulating    . . 

250 

-  Raynaud's  disease  affect- 

 macules  in     . . 

383 

ing       ..162,  256,  441  699 

microsporon  furfur  in 

250 

-  scabies  of           . .         . .   755 

pigmentation  from  . . 

529 

-  sore,    femoral    abscess 

pityria.sis  rosea  simu- 

from  674 

lating 

250 

inflamed          inguinal 

-  -  scales  in  250,  529,  601 

,602 

glands  from           . .  381 

syphilides    simulating 

250, 

384 

Toluylenediamine,     effect 

Tingling,  as  an  aura  of  epi- 

on dogs          . .          . .   337 

lepsy   

67 

-  jaundice  from    . .     325,  337 

-  from  peripheral  neuritis 

Tomato  tumours  of  skin  . .   731 

465, 

607 

Tomatoes,  oxalate  from  . .  424 

-  sensation  from  miliaria 

755 

-  oxaluria after    ..         ..281 

-  in  tabes 

609 

Tongue,   absence  of  deep 

-  from  tinea  circinata     . . 

249 

tenderness  in,  in  tabes  515 

Tinkling,  metallic. 

168 

Tongue,  acuta  adema  of. 

TINNITUS 

722 

causes  of                . .  698 

-  deafness  and      .. 

723 

swelling    of,     from 

-  with  facial  paralysis 

.493 

angina  Ludovici    ..   158 

-  after  flushing     .. 

241 

-  angioma  of        . .       698,  699 

-  intracranial  murmur  witli 

723 

-  angeioneurotic      codcma 

Tinnitus,  list  Of  causes  Of.. 

728 

of         . .         411,  698,  699 

-  in  M^nidre's  disease     . . 

752 

-  angiosarcoma  of           . .  699 

-  from  otitis  media    165, 

-  ataxy  of 59 

422, 

423 

-  atrophy    of,    in    bulbar 

-  otosclerosis 

753 

paralysis        197,  493,  627 

-  plethora 

221 

from      12fch        nerve 

-  syphilis  of  internal  ear. . 

752 

paralvsis    ..          ..63 

-  telephone  ear    .. 

203 

-  bald,  in  scarlet  fever    . .  617 

-  wax  in  ear 

421 

-  biting,  in  convulsions  . .   143 

Tiredness,  from  phthisis.. 

572 

epilepav          ..     59  4,  698 

Toadstools,      liffimoglobin- 

Tongue,  bleeding  n»vi  of 

uria  from 

284 

(Plate  XVIf).'        ..  292 

Toast,  in  test  meal 

319 

-  from  stomatitis            ..     74 

Tobacco,  amblyopia  from 

759 

-  brown,  in  acute  yellow 

-  central  scotoma  from  . . 

760 

atrophy          . .          . .  273 

-  colour     blindness     from 

Tongue,  chancre  of        . .  739 

759,  760, 

762 

-  coated,  in  appendicitis. .  454 

-  cough  from 

148 

-  -  diverticulitis  . .         . .  45.^ 

-  deafness  from    . . 

166 

scarlet  fever  . .        ". .  227 

-  dyspepsia  from  . . 

319 

-  false  angina  pectoris  from  43  4 

plavers           ..         ..151 

-  furred  tongue  from 

43 

-  dark  red.  in  diabetes    . .  264 

-  gastritis  from    . .        43, 

317 

-  dermatitis  herpetiformis 

-  headache  from  . . 

295 

affecting         ..          ..74 

-  heart,   heartburn   simu- 

- dry,     in     acute    yellow 

lating  

297 

atrophy          . .      273,  333 
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Tongue^  dry,  contd. 

with  anuria    . .         . .     42 

from  belladonna       . .  705 

in  unemia      . .         . .     40 

-  epithelioma  of  (see  Car- 

cinoma of  Tongue) 

-  erythema  bullosum  affect- 

ing     . .         . .         . .     74 

-  fibrillar  contractions   in  136 

-  fibrillation  of,  in  bulbar 

palsy G27 

-  fissured,   in   acromegaly  237 

-  -  Mongolism  {Fig.   IIU)  237 
from  syphilis  . .  739 

-  furred,  from  acute  con- 

gestion of  liver  . .  334 

alcohol  . .  . .     43 

alveolar  abscess        . .  083 

appendicitis  . .         . .  C77 

catarrhal  jaundice    . .  329 

chronic  alcoholism    . .     51 

In  cirriiOBis    ..        61,  371 

-  from  defective  teeth. .     43 

in  fevers        . .         . .  706 

foul  taste  from  . .  705 

from  gastritis  43,  207 

-  -  peritonitis      . .      888,  705 

pneumonia     . .         . .  705 

septictemia     . .         . .  705 

serum  injections       . .  223 

taste  loss  from  . .  705 

from  tobacco  . .     43 

in  tjrphold  fever        . .  705 

-  glazed,    with     pyelone- 

phritis ..         ..570 

-  gumma  of        379,  698,  739 
foul  taste  from  . .  705 

-  hfflmorrhage  Into      698,  099 

-  herpes  of  . .         . .  754 

-  impaired    sensation    in, 

&om  fifth-nerve  lesion  700 

-  indented  at  edges,  from 

acute    congestion    of 
liver 334 

-  by   teeth,   from    gas- 

tritis ..         ..207 

-  large,  in  acromegaly   . .  237 

diabetes         . .         . .  204 

■m  -  Mongolism  {Figs.  118, 

119)  237 

-  leukoplakia  of  . .         . .  739 

-  like  a  bag  of  worms      . .  135 

-  nfiBvi  of 283 

-  normal    protrusion    dis- 

tance of         . .         . .  738 

-  paralysis  of  (see  Para- 

lysis of  Tongue) 

-  pemphigus  affecting     . .     74 
Tongue,  plamentation  of. 

In    AMison's  diteaw 
iPlaU  XXI)  . .         . .  526 

-  protruded,   in  cretinism  234 
mongolism  190,  {Figs. 

118,  119)  237,  238 

-  Raynaud's  disease  affect- 

ing      ..         ..     280,  099 

-  sarcoma  of        . .      698,  099 
Tonguo,  sensory  arsM  of 

skin  corresponding  to  449 

-  sore,  in  pellagra  . .  225 

syphilides  and  . .  500 

in  syphilis      ..         ..491 

-  stomatitis  affecting      . .     74 

-  strawberry,  in  erythema 

scarlatiniforme      . .  227 
scarlet  fever  . .      227,  502 

-  swelling    of    in    angina 

Ludovici         . .      198,  090 

angioneurotic    OBdema  699 

from  bee-sting  ..   198 

carcinoma      . .         . .  198 

dysphagia  from         . .  198 

from  glossitis  . .   198 

Tongue,  swelling  of,  list  of 

causes  of  ..698 

from  mercury  . .     73 

stomatitis     " . .        74,  099 

Raynaud's  disease    . .   099 

Tongue,' syphilis  of  ..  739 

-  tooth-marked,     in    dys- 

pepsia ..       207,  098 

-  tremulous,  from  alcohol 

51,  720 

cirrhosis  . .       61,  371 

general  paralysis  140,  720 

from  lead        . .  . .   720 

-  tuberculosis  of  .'i40,  098,  759 


Tongiw,  contd. 

-  ulcer  of  (see  Ulceration 

of  the  Tongue) 

-  wasting    of,    in    bulbar 
I  paralysis        . .         . .  643 

Tonic  versus  tetanic        . .   137 
Tonsil,    abscess    of     (see 
Quins}') 
I  Tonsillectomy,  death  from  382 
j  -  enuresis  cured  by         . .  218 

-  paralysis  of  palate  after  589 

-  status  lymphaticus  and  382 

Tonsillitis,  acute,  iiacteria 
I        causing  ..613 

-  acute  endocarditis  with  211 

phlegmonous  . .  379 

ptyalism  from  . .  542 

Tonsillitis,  acute,  types  of  613 

,  -  in  acute  rheumatism 

'  105,  211,  014 

-  aortic  disease  after      . .  209 
'  -  bacteriological  diagnosis 

of        379 

-  bacteriuria  from  . .     69  i 

-  chronic,    adenoids   with  016  I 
in  children     . .         . .  015  , 

I  -  and  diphtheria,  relative  i 

pyrexias  of    . .         . .  674  | 

-  earache  from     . .         . .  202  , 
Tenslllttis,  follicular  iPlaie        , 

XXVI)  ..  610  I 

albuminuria  from     . .     13  i 

diphtheria  and  ..  614  I 

leucocytosis  in  . .  300 

syphilis  simulating   . .  014  | 

Vincent's  angina  simu-         I 

lating  ..         ..  014  I 

-  foul  breath  from  . .     87  ! 

-  in  fungating  endocarditis    34  i 

-  history  of  heart  disease    14 
I  -  infective  arthritis  after. .  048  i 

-  pain  in  the  limbs  in    463, 464  | 
'  -  peliosis  rbeumatica  and  656 

-  pyrexia  from     . .         . .     34 
I  -  rheumatic  . .       14,  379 

fever  and       . .         . .  337 

I  -  rigor  trom  . .         . .  595 

-  in  scarlet  fever  . .         . .  614 

-  spondylitis      deformans 

from 714 

-  stiff  neck  from  . .         . .  647 

-  submaxillary  glands  in- 

flamed from  . .         . .  379 

-  trismus  simulated  by   . .  729 

-  (and  see  Sore-Throat) 
Tonsils,  cliancre  on  . .  615 

-  enlarged,  adenoids  with  616 
In  children     .".     013,  015 

-  from        hypertrophic 


rhinitis 

insomnia  from 

in  lymphatism 

nightmare  and 

sore  throat  with 

steFtor  from   . . 

Tonsils,  epHhelioma  of 

-  gumma  of 


179 
821 
382 
402 
613 
647 
615 
613,  015 


-  mucous  patches  on,   in 

syphilis  ..         ..618 

-  pharyngeal,       inflamed, 

snoring  du6  to  . .  613 

-  sarcoma  of        . .       285,  615 

-  syphilis  affecting  383, 616, 739 

-  tubercle  of        . .         . .  615 

-  ulcers  on,  in  syphilis  . .  383 
Tonsils,  various  affections 

of       613 

Tonus,  definition  of  . .  137 
Tonus,  how  maintained  ..  137 
Tools,  bullflB  from. .  . .  96 
Tooth,  in  bronchus,  htomo- 

ptysis  from    . .         . .  287 

-  carious  (see  Caries,  Den- 

tal) 

-  extraction,        excessive 

bleeding    after,    from 
hjembphilla    . .         . .  273 

-  unpacted  wisdom,  simu- 

lating tetanus        138,  730 
trismus  simulated  by  729 

-  inhaled,     gangrene     of 

lung  from      . .      259,  200 

-  In  larynx  . .         . .  157 

-  septic,  alveolar   abscess 

from    ..         ..         ..083 

Tooth's  peroneal  atrophy, 

a{?e  incidence  . .     CO 


Tooth's  peroneal  atrophy^  contd. 
anterior  cortmal  cells 

affected  in         . .     01 

big  toe  in    . .  . .  513 

flexed  in         ..     60 

distinguished    from 

infantile  paralysis  113 

family  hiiitory  in  512, 513  , 

iFigs,  20  and  21)  . .     CO 

Tooth's  peroneal  atrophy, 
general  account  of  . .  513 

heredity  in..         ..  113 

lesion  of     . .         . .  613 

limping  from         . .  302 

after  measles       00,  613 

muscle  wasting  in. .     01 

, myopathy  simulating 

CO,  113 

I paralvsis  of  hands  la     00 

I legs  in    . .         . .     00 

parapl^a  from    . .  610 

plantar  reflex  in    . .     68  ♦ 

E.D.  in  60,  61,  113,  513  | 

I reflexes  in  . .         . .  513  ' 

I simulating  infantile 

,  paralysis  . .     00 

I symmetry  of        . .  113  1 

I taiipes  in    00,  113,  513  i 

. thenar  atrophy  in. .  113 

I after  whooping-cough 

CO,  513  i 

I  Toothache 402 

I  -  alveolar  abscess  and    . .  083 

-  oedema  of  face  with     . .  410  ' 
I  Tooth-brush,  bleeding  gums         j 
I  from    ..         ..         72,  73 
I  -  retraction  of  gums  from  689  i 
I  Tooth-plate,  aorta  opened 

by       207 

-  bleeding  due  to. .         . .     73 

-  ill-fitting,  ptyalism  from  542  ' 
'  -  OBSOphageal  stenosis  from  | 

194,  {Fig.  9 J)  195  | 

-  oesophagus  perforated  by  207 

-  in  oesophagus,  pyopneu-  , 
mopericardium  from     052 

-  stimip   under,   ptyalism  I 
from 542 

-  tongue  swollen  from    . .  098  , 

-  ulcer  of  tongue  from    . .  198 
Torsio  testis  . .  696  I 

abscess  from  . . 

in  horse  riders 

operation  In  diognc^i ng  480 

strangulated       hernia 

simulating  . . 
Torticollis,  asymmetry  of 
face  with 

-  clonus  with 

-  congenital 

-  contracture  in  . . 
Torticollis,  general  account 

of       

-  from  hysteria    . . 

-  lateral  curvature  with. .  64 

-  lymphadenitis  simulating  142 

-  rheumatic  myositis  simu- 

lating   143 

-  scoliosis  from    153,  154,  647 

-  spasmodic  . .         . .  648 
retracted  head  from . .  589 

-  spinal  caries  simulating    142 

-  stemomastoid  muscle  and  142 

-  stiff-neck  with  . .         . .  647 

-  from  stemomastoid  rup- 

ture at  birth  . .         . .  142 

-  stiff  neck  with  ..         ..647 
ToruliB  in  urine    . .         . .  261 

-  vomit 115 

Tottering  gait  in  general 

paralysis        . .  . .  726 

Toxaemia,  in  acute  fevers    214 

-  from  alcoholism  . .  406 

-  arsenic    . .         . .         . .  406 

-  aspirin 406 

-  brachial  neuralgia  and . .  442 

-  from  constipation         . .  406 

-  convulsions  from  . .  146 

-  dilatation  of  heart  from  214 

-  from  drugs        . .         . .  406 

-  erythema  from  . .         . .  220 

-  hsemc^lobinuria  from  . .  284 

-  headache  from  . .         . .  290 

-  infantilism  from  . .  189 

-  intestinal  189,  406,  415 

-  from  iodide  of  potassium  406 

-  noises  in  tlie  head  from  406 
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ToTctmia,  contd. 

-  irom  pantsite?  . .       223.  i% 

-  imrenchymatous  carUia** 

changes  Iroru. . 

-  from  plumbisni. . 

-  of    pregnancy,     polycy- 

tlifcmia  from. . 

-  from  quinine 

-  salicylates 

-  tetany  from 
Toxic  condition?,   atsasmia 

from    . . 

dementia  from 

noises  in  the  liead  in 

Trachea,    aneur\-sni     rup- 
tured through         1-2**,  : 

-  compression  ol.  no  pain 

wiUi    . . 

-  displaced,     by     th\Toid 

gland  enlaiire:ne.it    . .   T^ 

-  distoma  in  . .  .  -  ibT 

-  epithelioma  of  ..        I'^J,  (>#) 

-  invaded  by  CTniionia  ot 

thyroid  ..  -.721 

epithelioma    . .  . .  ijJi 

Trachea,  Irruption  of  caseoos 

gland  into      . .     t^u.  420 
Trachea,  obstruciioa  of.  by 

aneurysm       . .  . .  4D 

caijeous     gland       157, 

{Fiys.  OS)  1j?*,  €50 

cyanosis  from  . .   137 

Trachea,  obstruction  of.  list 

of  causes  of  418.  &0,  651 

by    mediastinal     tiew 

growth        . .  . .  415 

orthopnopa  from       . .  41?* 

stridor  from  . .  . .  CJ<.» 

-  syphilitic  stenosis  of    . .  C-Ik* 

-  ulceration  of     . .        2i<7,  721 
Tracheotomy,     for     acute 

laryngitis        ..      158,  Gift 

-  in  angioneurotic  opdema  Gd9 

-  for  laryngeal  obstruction  41^ 
paralysis         . .  . .  4So 

-  stenosis  after    . .  . .  6-» 

-  stridor  after       . .  . .  c^* 
--  subcutaneous       emphy- 
sema from 

-  tube,  hremoptjsisi  from 
ulceration   of   trachea 

from 
Trachoma,  entropion  from 

-  (P/ate  XII) 

-  pannus  from      . .      231,  734 

-  trichiasis  from  . .  . .  231 

-  ptosis  from        ..      231,  541 

-  ulcer  witJi  . .  . .  754 
lYades   (see   Occupaticms) 
Train  giddiness     . .  . .   752 

-  sickness,  headache  from  296 
Training,   lack   of,   tachy- 
cardia from    . .       7«i3,  7^^ 

Trance,  bradypncea  in     84^  8^ 

-  cerebral    abscess    simu- 

lating . .  . .  . .   12«> 

ttmiour  simulating  . .   12<» 

-  dangers  of  diagnosinc. .   12«» 
Trance,  general  account  of    85 

-  heart  sounds  just  audible 

in 

-  hysterical  ..      118, 

-  respiratory  tests  in 

-  simulating  death 

-  thermometer     in      dia- 

gnosing 
Transfusion,  cedenta  from 

412,  415 
Transillumination    of     an- 
trum   . .  . .  . .   465 

in  dia^osis  of  tumour  €85 

lymphocytes 
(Plale  If)  ..22 

Tmnslucency  test,  for  ctyi*.  4js1 

-  -  hydrocele        . .      481,  e^:? 
Transposition      of      great 

v»sels  . .  . ,   157 

-  liver ^zm 

-  viscera    . .  . .      157,  452 

dysphagia  lusoria  and  IW 

Transverse    myelitis     («« 

Myelitis,     Transversie) 
Trapezius,  paresL*  of       . .     50f. 
Traube's  space                 ..611 
Trauma  (see  InjurT> 
Treadler's  cramp  .*,           . .  151 
TREMOR 724 
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Tremor^  cotUtt. 

Tromor,  from  alcohol  lie, 

ns,  726 
Tremor,  ataxia  and         . .  727 

-  from  cerebral  embolism  133 

-  in  chorea  . .         . .   727 

-  chorea  distinguished  from  133 
Tremor,    coane,    oMieral 

account  of  ..  727 

Tremor,  frem  druos  ..  726 
Tremor,  lino,  gonorai  account 

of  724-7 

-  after  flushing    ..         ..  'JH 

-  in  general  paraljrsis      . .  14(5 

-  Graves's     disease     215, 

229,  703,  722,  720,  770 

-  after  hemiplegia       131,  727 

-  in  hysteria         ..      13-1,  727 

-  infantile  liemiplcgia     . .     58 

-  intention,  from  cerebellar 

abscess  ..         ..517 

ataxy  . .  . .   728 

tumour       . .         ..817 

cerebral  diplegia    734,  729 

disseminated  sclerosis 

118,  307,  49G,  517,  724 

-  -  Friedreicli's       disease 

140,  513,  728 

Tremor,  Intontion,  osnorel 
account  of  ..  72S 

in  hysteria    . .      724,  728 

Tremor.  '  intontion,    frem 
mid-breln  lotions     . .  729 

neurasthenia  . .         . .  728 

-  of  iris,  from  dislocated 

lens     ..         ..         ..175 

-  from  lead  . .  . .  72<i 
Tremor,  list  of  cautot  of . .  724 

-  from  mercury      33,  05,  72« 

-  mid-brain  tumour        . .  727 

-  nervousne^       . .         . .  72r» 

-  in  peripheral  neuritis  65,  25G 

-  witli  professional  cramps  151 

-  mtes  of  . .         . .         . .  724 

-of    tongue.    In    chronic 

alcoholism     . .         . .     51 

cirrhosis         . .         . .     51 

Tremor,  unllatorel  .  •  727 

Trench  feet  . .         . .  224 

Trephining,  for  meningeol 

haemorrhage  . .         . .   118 
Treponema  pallidum   (sec 

Spirochfflta  Pallida) 
Triceps,  nerve  supply  of. .  503 

-  jtseudo-hypertrophy     of  513 

-  !x>ot  innervation  of  . .  509 
Trieeps-jerk,  increased,  in 

bnichial  monoplegia. .  503 
Trichiasis,  from  trachoma  231 

Trichina     spiralit,     blood 
changes  with  . .        . .    26 

cachexia  from  . .     99 

in  muscles      . .         . .  464 

Tdchinellflc,  in  stools        . .  464 
Trichinosis,  cholera  simu- 
lated by         ..         ..  464 

-  embryos  in  blood         . ,   729 

-  eosinophilia  in  464,  729 

-  epidemic. .         . .         ..  729 

-  er>-thema  In       . .         . .  223 

-  fever  in  . .  . .  . .   64 1 

-  trastro-enterltis  from    . .  464  ; 
Trichinosis,  gonerei  account        i 

of       464  . 

-  geoffraphii*al  distributioR 

of         ..         ..         ..  464  ; 

-  IcucocytO(?l3  in  . .         . .  464  | 

-  muscles  affected  by      . .  729  ' 

-  nrdema  of  face  in         . .  464  I 

-  pain  in  the  limbs  from. .  463 
muscles  in      . .      464,  729  [ 

-  perspirations  in. .  ..  464  1 

-  polvnivositis   simulating  464 

-  pork  and  ..      461,  729 

-  pyrexia  from     . .         . .  729 

-  rheumatism  simulated  by  464 

-  swelling  of  muscles  in  . .  464 

-  tetidernoss  of  spine  from  713 

-  triohinetlse  in  stools  in. .   464 

-  rnsnuis  from     . .         . .  729 

-  typhoid  simulated  by..   464 

Trlchocophalus  dispar      ..  520 

-  -  no  bloo<l  ohanees  with     26 

-  -  in  colon         (Fiy.  218)  520 

-  -  commonness  of         . ,   520  - 

-  -  eosinophilia  rare  from  219 

-  no    eosinophilia   from  520  ' 


Trichocephalus  dUpar,  eontd. 

Tropics,  contd. 

-  -  ovum    (^1^.    28)     80, 

-  chelropompholyx  in     . .     97 

520,  (Fig.  219)  521 

-  chronic  diarrhoea  in     . .  172 

no  symptoms  from  . .  520 

-  chylous  ascites  In         . .     50 

'J'richophyton  acuminatum  2 1 7 
-  crateriforme       . .         . .  24  7 

-  chyluria  in        . .         . .     50 

-  congestion  of  liver  In  334, 369 

-  rosaceum            ..        '..  247 

-  eczema   maiglnatum   in  260 

-  sulphureum       . .         . .  24  7 

-  elephantiasis  in          28,  695 

-  vlolftceum          ..         ..  217 

-  filaria  in             . .         . .   109 

Tricuspid  area,  bruits  in      92 

-  hepatic  abscess  in      291, 

-  -  definition  of  . .         . .     92 

332,  369 

-  regurgitation,  from  alco- 
holUm            ..         ..214 

-  hypothermia  after  resi- 

dence in         ..         ..312 

-  -  bruit  of          . .       92,  211 

-  loss  of  weight  after  fevers 

-  -  without  bruit           . .     93 

of        770 

-  -  from  dilatation  of  right 

-  malaria  in          . .         . .  632 

ventricle     ..         ..92 

Trousers,    Ill-fitting,    pria- 

 dullness    to    right    of 

pism  from      . .         . .  538 

sternum  in . .         . .     92 

Trousseau's  sign  in  tetany 

from  emphysema      ..217 

•      3,  151,  152 

liver  enlarged  from  . .     92 

-  -  from  mitral  regurgita- 

from  284 

tion            ..         ..211 

Tmnk,  chromidrosis  of    . .  655 

oedema  of  legs  from  . .     92 

-  leprosy  erythema  of     ..  383 

pulsatile  liver  from  92,  368 

-  lichen         scrofulosorum 

—  pulsation  of  neck  veins 

afltectlng        ..         ..488 

In 93 

-  oedema   of,   from   renal 

-  -  thrill  with      . .         . .  721 

growth           . .         . .       7 

-  stenosis,  ascites  with    . .  694 

-  pigmentation  of           . .  527 

-  -  lividity  with  . .         . .  694 

-  seborrhooa  affecting     . .  602 

-  -  with  mitral  stenosis. .  694 

-  syphilis  roseola  on        . .  383 

nutmeg  liver  with     ..  694 

-  syphlloderms  of           . .  490 

-  -  oedema  of  legs  with  . .  694 

-  vaccinia  affecting         . .   757 

orthopnoea  with        . .  694 

Truss,    atrophy    of   testis 

-  -  presystoUc  thrill  with  721 

from 66 

-  -  pulsating  liver  with  . .  694 

-  glands  enlarged  from   . .  679 

Trigeminal      nerve      (sec 

-  psoriasis  affecting        . .  603 

Nerve,  Fifth) 

-  spermatic  cord  compres- 

- neuralgia  (see  Neuralgia, 

sion  by          . .         . .     66 

Trigeminal) 

Trigone,  affections  of,  pain 

(Plate XXV I II,  Fig.  0)  nA 

at  tip  of  penis  from  . .  471 

In  cerebrospinal  fluid  305 

Triplegia,  spastic  infantile  132 

characters  of . .         . .     28 

Trinitrotoluol,  acute  yellow 

Trypansomes  in  blood    28,  226 

atrophy  from            ..  334 

-  cerebrospinal  fluid       . .     28 

-  jaundice  from    . .      525,  334 

Trional,  bradypnoea  from    8* 

-  enlarged  lymph-glands  In   28 

-  coma  from         ..         ..118 

-  erythema  from         223,  226 

-  cyanosis  from    . .         . .  157 

-  gland  puncture  In  dia- 

- erythema  from..         ..  222 

gnosing          ..         ..28 
-  kala-azardueto           ..     29 

-  hajmoglobinuria  from  . .  284 

-  methnmoglobinuria  after  157 

-  parasites  in  blood  in    . .     27 

-  reducing   substances    in 

Tryptic  activity  of  motions  328 

urine  after     ..         ..  157 

Tubal    abortion   (sec   Abor- 

TRISMUS  729 

tion) 

-  from  alveolar  abscess  . .  683 

-  gestation    (see    Ectopic 

-  catalepsy           . .         . .  729 

Gestation  ) 

-  hydrophobia      . .         . .  730 

-  mole       393 

-  hysteria  . .         . .      138,  417 

Tube  casts,,  in  acute  neph- 

- malingering  of  . .         . .  729 

ritis     . .            14,  42,  281 

-  from  strychnine           . .   730 

from    albuminuria   . .  537 

-  simulated    by    alveolar 

arteriosclerosis          . .  637 

abscess           ..         ..729 

bacteria  In     . .         . .       6 

angina  ludovicl         . .  729 

-  -  bactcriuria     . .         . .     70 

—  epithelioma    . .         . .  729 

In  blood  disonses      . .       7 

facial  neuralgia         . .  729 

in  Bright's  disease 

-  -  hysteria         . .         . .  729 

9,  105,  412 

—  impacted          wisdom 

from     carcinoma     of 

tooth          ..         ..729 

rectum       ..         ..       7 

mumps           . .         . .  729 

cerebral    tuomorrtiago 

myositis  ossificans    . .  729 

and             ..         ..119 

odontoma      . .         . .  729 

In  chronic  nephritis 

quinsy             . .          . .   729 

11,  76,  212,  274,  298,  408 

tcmporomaxillary  arth- 

 peritonitis             ..     47 

ritis             ..         ..729 

-  -  chyluria          ..         ..109 

-  in    tetanus     138,     1.52, 

from  cystic  kidney   . .  537 

417,    649,    729 

-  -  disintegration  of   6,  10,  13 

-  tetany 730 

In  fungating  endocar- 

- trichinosis          . .         . .  729 

ditis            ..         ..       7 

Tripio phosphato  ..        ..524 

Tubo  casts,  ponorai  account 

-  -  crystals  of     (Fig.  221)  524 

of  (Plate  /)   . .                 6 

Trochanter,  great,  bedsore 

from  granular  kidney  637 

over 257 

with  high  blood-pres- 

Tremmor'stoit    ..        .261 

sure..         ..      212,  485 

Trophic  changes,  atrophy 

insignificance  of  single      6 

of  testis  from..         ..     66 

in  lardaceous  disease  8,  537 

-  -  in  hair  and  skin,  in  tic 

mucus  simulating     . .  399 

douloureux            ..447 

-  -  with  nephritis       109,  420 

-  -  nails 400 

from   new  growth   of 

-  -  in  syringomyelia   110,  257 

kidney        ..         ..       7 

-  ulcer,  finger  affected  by  210 

with  oedema  of  legs  . .  412 

Trophcedema,      hereditary 

-  -  in  pyelitis      ..         ..578 

(Fig.  177)  411 

pyelonephritis           ..   57S 

Tropical  llvor                 •  ■  3o9 

from  renal  growth    . .       7 

-  Medicine,  London  School 

infarction  ..          7,  283 

of         2«< 

from  renal  thrombosis 

Tropics,  ankylostomum  in    81 

7,  749 

Tube  easts,  cmtd. 

-  with  suppurative  neph- 

ritis ..         ..594 

In  ummia      ..       85,  417 

from  uterine  causes  . .       8 

varieties  of    . .         . .       6 

Tubo  casts,  various  causos 
of        6.7 

from       vena       cava 

thrombosis        . .       7 
Tubercle  bacilli,  antiformin 
process  in  detecting  . . 

458,  642 

in  ascitic  fluid  . .     48 

cases  of  cough  . .   149 

caustic  potash  in  ex- 
amining for  . .  643 

cerebrospinal  fluid  305,  590 

cystitis  due  to  . .     70 

in  eye  discharge       . .  735 

-  -  faeces  . .  76,  385,  458 
guinea-pig  Inoculation 

In  detecting-  . .  104 

from  gums     . .         . .     74 

luemoptysis  and       . .  286 

from  hernii  testis     . .  623 

in  liver  pus    . .         . .  375 

meningitis  from        . .  146 

nephritis  due  to        . .     69 

from  nipple    ..         ..  181 

in  otitis  media  . .  422 

-  -  (Plate  XXV I  in      ..  614 

pyelonephritis  due  to    69 

soro  throat  due  to    ..  613 

from  scrotal  flstula   . .  479 

TulMrcIo  bacilli  In  sputum 

169, 199,  288,  468,  641,  642 

in  influenza  . .  561 

phthisis    159,    286, 

293,  476,  632,  642,  643 

pneumothorax    and  531 

Tuborelo  bacilli  in  sputum, 
no  proof  that  phthisis 
Is  advancing  ..        ..641 

in  tuberculous 

laiyngitis  ..  293 

Tuborelo  bacillC  staining  for  641 

from  tuberculous  tonsil  615 

ulcer  of  palate  . .  538 

-  ureteritis  due  to       . .     69 

-  -  In  urine  279,  282,  365,     - 

460,  473 

with    tuberculous 

bladder  ..     397, 

471,  579 

kidney    . .      117,  577 

Tuborelos In tho ehoreld  ..417 

in  meningitis  . .         . .  590 

-  erythema  multiforme  . .  489 
Tuberculide,  lichen  scrofulo- 
sorum a         ..         ..  488 

TuborculMos,  gonerei  ac- 
count of  ..  6.39 

Tuberculin  Injection,  diag- 
nostic ..         ..677 

in  obscure  pyrexia  . .  573 

-  -  phthisib  . .         . .  768 

-  -  tuberculosis  666,  669,  740 

-  reaction     In    Addison's 

disease  . .         . .     34 

-  -  (Plates  XXXVI, 

XXXV ID..      768,  770 

eosinophilia  from     ..219 

Tuberculosis,  abdominal, 
pigmentation  of  skin 
in        528 

-  acetonuria  from  . .       4 

-  acute  miliaiy,  leucopenia 

in        361 

-  albuminuria  in  . .         . .     13 

-  amenorrhoea  In..         ..     18 

-  aneemia  from      . .  32,  33 

-  anorexia  in        . .        43,  566 

-  associated  with  syphilis  293 

-  atrophy  of  testis  from  66,  67 

-  axillary  glands  affected 

by       .380 

abscess  from  . .         . .  666 

Tuberculosis  of  bladder 
(Plate  XV)    ..         ..282 

aching    in    perineum 

from    . .  . .         . .  474 

age  inddence  of  282, 

397,  471 

Bilharzia  simulatine 

282,  472 
calculMS  simulating  . .  57* 
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TUBERCULOSIS 


Tuberculosis  of  bladder,  contd. 

cystoscopy  in..     471,  579 

epithelioma  simulating 

282,  679 

frequent     micturition 

from  471,  634,  679,  742 
Tuberculosis    of    bladder, 
oenemi  account  of 

282,  471,  579 

hsematuria  from  278, 

282,  397,  471,  579 

pain  in  penis  from 

397,  471,  579 

other  parts  affected  in  397 

prostate  affected  with 

282,  471,  579,  620 

pyuria  from  282,  397, 

471,  675,  679 

rect-al  examination  in 

diagnosing  ..  471 
renal    tubercle    simu- 
lating        282,  471,  579 
secondary  to  kidney. .  579 

—  seminal  vesicles  affected 

with  282,  471,  473,  579 

strangury  from         . .  649 

tabes  simulating       . .  65U 

testes  affected  with 

282,  471,  479,  579,  622 
tubercle      bacilli      in 

urine  from  282,  471,  579 
ureteric  calculus  simu- 

laUng  ..     472,  578 

Tuberculosis  of  bene,  gone- 
ral  account  of      668,  669 

syphilis  simulating  . .  669 

tuberculin  in  diagnosis  669 

von  PIrquet's  reaction 

in  diagnosing        . .  669 

ar-rays  in  diagnosing. .  669 

(and  see  Caries) 

-  bony  swelling  from      . .  667 

-  of  bowel,  bladder  opened 

by       582 

diarrtiGoa  from  . .  468 

hflsmaturia  from       . .  275 

hyperplastic  colon  from  661 

Tuberculosis  of  bowel.  Inci- 
dence of  ..458 

—  pneumoperitoneum 

from  ..  ..  652 
pyuria  from  . .         . .  575 

-  of    breast,      carcinoma 

simulated  by         181,  686 

—  mastitis  simulated  by  686 
Tuberculosis  of  breast,  notes 


pain  with        . .         . .  429 

pus  from  nipple  with  181 

simulating  carcinoma  181 

-  cachexia    from    4,     13, 

33,  41.H,  415 

-  of   cfflcum,   appendicitis 

simulated  by..         ..  677 
cure  by  excision       . .  458 

-  -  {Fig.  194)       . .  . .  458 

Tuberculosis    of    cacum, 
general  account  of   . .  458 

laparotomy     In     dia- 
gnosing      . .         . .  677 

pain  in  iliac  fossa  from 

454,  458 

-  -  from  phthisis  . .  468 

-  simulated    by    tuber- 

culous iliac  glands    469 

-  simulating  appendicitis  458 

carcinoma  . .         . .  458 

swelling  in  iliac  fossa 

from  ..      458,  677 

tuben-le      bacilli      in 

faeces  witli  . .         . .  458 

-  (^^Imette'^^  t^t  in   {Plaie 

XXXVJI)  ..         ..770 
Tuberculosis,  cervical  glands 
enlargeo  from  . .  379 

-  of  choroid  (Plate  XX)  . .  418 

-  chronic        medlastinitis 

from  . .         . .   751 

-  of  colon,  abscess  from . .  663 

blootl  in  stools  from. .  606 

caciiexia  from  . .  600 

carcinoma     simulated 

by    . .         . .       125,  666 
obstruction  from       . .   666 

-  -  tenesmus  from  . .  666 
tumour  in   liypoohou- 

drium  from  . .   65;) 


TubereidosiSy  contd. 

-  of  coraea  . .         . .   734 

-  from   cow's    milk    308, 

379,  385,  631,  768 

-  deep-seated,  obscure  py- 

j          rexia  from      . .         . .  673 
'  -  of  ear 422 

-  epidi^iymis         . .         . .  622 
I  Tuberculosis  of  epididymis, 

general  account  of   . .  479 

I nodules     in     seminal 

'  vesicles  with         . .  473 

Tuberculosis  of  epididymis, 
'         notes  on  ..697 

pain  in  testis  from    . .  479 

t with  tuberculous  blad- 
der . .         . .         . .  397 

prostate     . .         . .  582 

I ulceration  into  bladder  579 

'  -  epididymitis  from        . .     66 
I  -  fatty  liver  from  . .  375 

'  -  of  fauces,  sore  throat  from  6 13 

-  finger  (see  Dactylitis) 

I  -  general,  In  children      . .  355 

choroidal  tubercles  in  640 

I in  guinea-pigs  . .  104 

I headache  in  . .         . .  640 

I head  retraction  in    . .  640 

I hyperpyrexia  in        . .  309 

kidney  involved  in  . .  355 

, no  leucocytosis  in    . .  640 

' liver  enlarged  in       . .  375 

lumbar    puncture    in 

diagnosing  . .         . .  640 

of    lungs,     bronchitis 

simulated  by         . .  310 

bronchopneumonia 

simulated  by  310,  568 

I hyperpyrexiaefrom    310 

I after  measles. .         . .  385 

' meningitis  in..         ..  640 

optic  neuritis  in       . .  640 

purpura  in     . .      553,  555 

1 relatively  slow  pulse  in  636 

no     renal    symptoms 

,  with  ..         ..677 

spleen  enlarged  in  632,  640 

I typhoid  simulated  by 

1  636,  640 

vomiting  in    . .         . .  640 

-  general  wasting  from  . .     59 
I  -  generalized  lymph-gland 

enlargement  in  . .  376 

-  giant  ceils  in      . .         . .  403 

-  of  glands,  lymphadcnoma 

j  simulating      ..         ..  378 

-  guinea-pig  inoculation  In 

dia&rnosing     . .       104,  577 

-  of  gums,  bleeding  from      72 

-  hnmatoporphyrinuria 

from 744 

Tuberculosis  of  hip-Joint  . .  363 

-  hypothermia  in  moniing 

with 312 

-  of  ileo-cajcal  valve      . .  458 

-  influenza  simulating    . .  564 

-  intestinal,  acute  ascites 

from 47 

albumosuria  with     . .     16 

perforation  in  . .     47 

suppurative  peritonitis 

from  . .         . .     47 

-  jaundice  in        . .         . .  325 
1  -  of  joints  (see  Arthritis, 

I  Tuberculous) 

'  -  of  kidney,  aching  in  loin 

from  . .      279,  577 

age  incidence  of    277,  279 

albuminuria  in   7,  279,  577 

anuria  with     . .         40,  42 

calculus  simulated  by  279 

I Cheyne-Stokes  breath- 

'  ing  from     . .         . .  108 

colic  from      . .      117,  677 

cystoscope      in      dia- 
gnosing   282,     355, 
I  577,  679 
I  Tuberculosis    of    kMney, 
'        cystoscopic      appear- 
ance   In   (Plate   XV)  282 

empyema  from  . .   100 

frequent     micturition 

from  277,  279,  282, 
I  355,  393,  577,  579 

'  Tuberculosis    of    Iddney, 
general  account  of 

279,  355,  5n 


Tuberculosis  of  kidney^  amtd. 

guinea-pig  inoculation 

in  diagnosing        . .  577 

hsematuria  from   276, 

277,  279,   280,   282, 

355,  356,  577,  579 

kidney  enlarged  from 

282,  352,  355,  579 

tender  from  . .  355 

pain  in  iliac  fossa  from 

452,  454 

loin  from    . .         . .  460 

I penis  from  . .         . .  579 

I part  of  general  tuber- 
culosis       . .         . .  577 

■ perinephritis  from    . .  106 

pleurisy  from  . .   106 

' polyuria  from  . .  677 

prostate  affected  In 

280,  355 

pyonephrosis  from  . .  576 

pyrexia  with  ..         ..117 

pyuria  from  117,  279, 

282,  355,  460,   576, 

577,  579 

rectal  examination  in 

280,  283,  355,  577 

renal  colic  from        . .  279 

tube  casts  due  to. .       7 

seminal    vesicles    af- 
fected in     ..      280,  355 

simulating  calculus 

117,  577 

tuberculous  bladder 

282,  471 

strangury  from         .-.  649 

tenderness  In  loin  with  679 

I testes  affected  in      . .  355 

secondary  to        . .  479 

thickened  ureter  seen 

with  cystoscope    . .  576 

tubercle  bacilli  in  urine 

with  117,  279,  355, 

460,  577 

-  tuberculosis  elsewhere 

with  ..         ..577 
tuberculous   bladder 

from  . .         . .  579 

simulated  by     . .  579 

with  tuberculousperito- 

nitis  ..         ..48 

typhoid  simulated  by  566 

uraemia  from         108,  146 

ureter  felt  per  rectum 

with  ..         ..679 

infected  from        . .  473 

j ureteritis  from  . .  277 

vaginal  examination  in 

280,  355 

wasting  with..         ..  117 

x-rays  in  diagnosing 

279,  (Fty.  134)280,577 

-  of    knee.    Baker's    cyst 

with 692 

-  lachrymal     glands     en- 

larged In  . .  . .  695 
Tuberculosis    of    larynx, 

notes  on  199,  293,616,617 

phthisis  and  . .         . .  615 

sore  throat  due  to    . .  613 

tonsil  affected  with  . .  615 

ulceration  of . .         . .  293 

voice  change  with    . .  150 

-  latent,  loss  of  weight  from  768 

-  leucocytosis  rare  In      . .  360 

-  lichen  scrofulosorum  with  488 
,  -  of  liver 375 

Tuberculosis  of  lymph 
glands  (see  under 
Lymphatic  Glands) 

-  marasmus  from  . .  385 

-  mediastinum  affected  by  435 

-  of  metacarpus  . .         . .  668 

-  Miculicz's  syndrome  in    695 

-  miliary,  choroid  tubercles 

in        417 

prolonged  pyrexia  from  566 

rigor  in  . .         .  .595 

-  milk  and  . .         . .  768 

-  morning  pyrexia  with  . .  631 

-  Moro'-*     tPr!t    in    {PlcUe 

A'A'A'17/)..         ..  770 

-  of  nails 400 

-  nose        179 

-  obscure  cases  of  . .  385 

-  occipital  glands  enlanred  378 

-  oedema  of  legs  from  413,  415 


Tuberculous^  contd. 

-  opsonic  index  in  diasrnow  .s 

479.  «*.:: 

orbital    ..  ..       ii2y,  2>> 


613 

1<*J 

,  619 
"'17 
44w 


-  orchitis  from     . . 

-  pain  in  liibbs  with 

-  of  palate,  lupus  and    . . 

perforation  due  co  .  - 

phthisis  and  . . 

sore  throat  from 

-  pancreatitis  in  . . 

-  of  penis  ..  . .      617 

-  periostitis  in 

-  peripheral  neuritis  from 

-  of  peritoneum  (see  Perito- 

nitis, Tuberculous* 

-  without  physical  sigrx? . .  56^ 

-  polyorrtiomenitis  from. .   loT 

-  of  i>ortal  glands  45.  338 

-  portal  glands  enlai^ged  in 

51.  325 

-  prolonged  pyrexia  from  5C3 

-  of  prostate        . .      1S4,  69T 

abscess  from  . .  . .  ^i 

aching    in     perineum 

from  . .  - .  474 

difficulty  in  micturition 

with  . .  . .  S95 

hffimaturia  from    275,  5Sl 

nodules  in  epididymis 

with  . .  582 

seminal  vesicles  with 

473.  5SJ 
no  pain   during   mic- 
turition with  . .  470 

perineal  sinos  from  . .  C^} 

rectal  examination  and 

479.  f.e*^ 

with  renal  tubercle  2Su.  355 

testis  involved       6*iy.  622 

secondary  to         . .  479 

tuberculous      bladder 

with  282.  397,  579,  62'> 

simulated  by     . .  471 

kidney  with        2S0.  577 

-  pulmonarv,  acute,  riffor  in  594 

elastic  ^brea  in  sputum  59S 

febricula  representing  464 

miliary,    no    tubercle 

bacilli  in  sputum..  G43 

pain  in  the  limbsi  in. .  -165 

I prolonged  pyrexia  from  5«Mi 

rigors  from     . ,      595,  598 

Tuberculosis,    pulmonary, 
sputum  in  . .  641 

' typhoid  simulating;  . .  56-> 

I  -  -  rapid 51» 

I (and  sec  Phthisis) 

-  of     rectum,     carcinoma 
I  simulated  by 

-  of     rib,     submammarr 
:  abscess  from  , 

-  salivary  glands  enlarged 
'  in        .. 
I  -  of  seminal  v«jcles  184, 

aching  in  perineum 

from        ..  ..474 

enlargement  in     . .  587 

I nodules  in  epididymis 

with         . .  . .  473 
rectal     examination 

and  . .  . .  479 

secondary   to   testis  587 

testis  involved  with  622 

tuberculous  bladder 

with         282,  397,  579 

simulated  by. .  471 

kidney  with   2Sl, 

355.  577 
prostate  with     . .  58-' 

-  simulated  by  paratyphoid  5<>5 

-  of  spine  (see  Spinal  Cxuieii 

-  stomatitis  from. .  . .  ."42 
Tuberculosis  of  tMtis       . .  696 
Tuberculosis  of  testis,  gene- 
ral account  of       479.  622 

Tuberculosisof  testis,  hernia 
testis  from      . .     62*2.  623 

otlier  organs  involved 

with  , .  . .  622 

primary  . .  . .  479 

prostate  involved  with  f'i"* 

with  renal  tubercle  . .  355 

I scrotal  fistula  from  621,  f'22 

secondary  to  bladder    479 

kidney         .  .  . .  479 

prostate      . .  . .  479 


5Si 
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Tvberculotis,  contd. 

seminal  vesicles  infected 

with  ..         ..587 

simulating  neoplasm    480 

tuberculous  bladder  471 

TulMTCulosIt     Of      tettit, 
typhllHic  testis  distin- 
lulshed  from        480,  622 
tuberculous      bladder 

with  ..         ..579 

kidney  with  . .  577 

ulceration  of  scrotum 

from  ..         ..  C21 
wasting  with  . .         . .  409 

-  tongue     ..         640,  C98,  739 

-  of  tonsil 615 

-  tuberculin  tests  in  566, 

573.  677,  7.38.  740,  7r8 

-  tvphoid  simulated  by  . .  566 

-  ulceration  of  bowel  from  283 

opening  into  bladder  575 

of  larynx  from  . .   158 

nose  from       . .         . .   220 

-  -  tongue  from  . .  . .   738 

-  of  ureter  ..      355,  472 
cystoscope      in      dia- 
gnosing      . .         . .  473 

frequent     micturition 

from  ..  ..  473 

kidney  tender  with  . .  473 

pain  in  iliac  fossa  from  454 

penis  from..      471,  473 

-  -  rectal  examination  in 

diagnosing  277,471, 

473,  579 

secondary  to  kidney. .  4  73 

simulating  tuberculous 

bladder       ..         ..471 
tubercle  bacilli  in  urine 

with  ..         ..473 
vaginal  examination  in  570 

-  of  uretlira  ..         ..181 

-  uteri,    carcinoma   simu- 

lating   391 

erosion  simulating   ..   391 

metrorrhagia  from  390,  391 

microscopical  diagnosis  391 

-  of  uvula,  sore  throat  from  613 

-  of  vas  deferens..         ..697 
with       tuberculous 

bladder  ..         ..397 

-  visceral,  multiple  benign 

sarcoid  with  . .  . .  405 

Tuberculosis,  von  Pirquot's 

test  for  34,  385,  459, 
479,  566,  573,  631, 
669,    696,    738,    740, 

768,  769 

-  vulval  swelling  from    . .  699 

-  weakness  from  . .  . .  566 

-  Woodcock's      test      in 

(Plate  XXX  Vry    . .   7^8 

-  yaws  distingruished  from  403 
Tuberculous    glands    (see 

Lymphatic       Glands) 

-  nodule  in  brain,  hemian- 

opsia from     . .         . .  301 
Tubular     breathing     (see 

Bronchial    Breathing)  168 
Tumour  (see  under  Swell- 
ing) 
Tumour,  abdominal,  from 

aneurysm       . .  . .   331 

from     carcinoma      of 

duodenum  . .  . .   272 

stomach     270,  271, 

317,  318 

constipation  from     . .   127 

distended  bladder  caus- 
ing   45 

from  diverticulitis     . .  453 

gastric  ulcer  . .  . .   318 

-  heart  impulse  displaced 

by 299 

intussusception    caus- 
ing  ..  78,  116,  127 

litieB  albicantes  from  365 

liver  pashed  up  by  . .  367 

-  -  multiple,  malignant..     47 
tuberciiloa""47,  48,  130 

-  -  from    ovarian    disease     19 

palpitation  from       . .   485 

from  pretrnancy         . .      19 

simulated  by  hysteria  390 

-  -  .simulating  jWitas     . .     44 
from  tuberculous 

omentum    . .         . .     48 


Tumour^  contd. 
with  tuberculous  peri- 
tonitis        ..         48,130 

-  green,  in  chloroma       . .     39 

-  phantom  (see  Phantom 

Tumours) 

-  pulsatile    (see  Swelling, 

Pulsatile) 

-  renal  (see  Kidney,  En- 

larged) 
TUMOURS  OF  THE  SKIN  730 
Tuning-fork  with  foot- piece 

{Fig.  74)  164 

-  tests        164 

Tunnels,  workers  in,  anky- 

lostomum  in  . .         . .     81 
Turkisli     bath,     capillary 

pulsation  during       . .     93 
Turner,   Dr.,   temperature 

chnrts     supplied     by 
iFiffS.  268,  269)  638,  639 
Turpentine,  anuria  from  40,  41 

-  bullsB  from         . .  . .     96 

-  dermatitis  from  . .   755 

-  erythema  from  . .         . .  222 

-  hiematuria  from  . .  275 

-  hasmoglobinuria  from  . .  28 1 

-  leucocytosis  from         . .  360 

-  nephritis  from  . .         . .       9 

-  priapism  from  . .         . .  538 

-  strangury  from  6-19,  650 
Twelfth  nerve  (see  Nerve, 

Vagus) 
Twins,  detection  of      200,  201 

-  dystocia  from  . .  . .  20(> 
Twitchings.  with  anuria. .  42 
-hemiplegia  preceded  by  131 

-  due  to  increased  intra- 

cranial pressure        . .  590 

-  muscular,  from  alcohol    7. -6 

in  chorea        . .  . .   136 

delirium   tremens     . .  136 

from  fatigue  . .         . .   136 

in  general  paralysis..  136 

Graves's  disea.se        ..   136 

hysteria  . .  . .   136 

from      nervous      ex- 
haustion    ..         ..   13n 

overwork        . .         . .   13»» 

-  from  unemia  . .  . .  40 
Two-glass  test  . .  . .  183 
in  gonorrhoea  ..   182 

-  -  urethritis        ..         ..581 
Tympanic  membrane,  per- 
forated . .      202,  422 

hearing  good  with. .   165 

-  raptured,  from  a  blow 

on  ear         . .  . .  421 

haemorrhage  from  ear 

due  to     ..         ..  421 
Tympanites       (and       see 
Meteorism) 

-  abdominal        distention 

from 418 

-  with  acute  peritonitis  . .  692 

-  from  carcinoma  coli     . .  330 

-  with  cirrhosis    . .  . .  371 

-  in  cceliac  disease  ..171 
Tymptnites,  distinction  from 

ascites  ..44 

-  heart  impulse  displaced 

by        299 

-  from  Hirschsprung's  dis- 

ease      130 

-  orthopnoea  from  ..  418 

-  palpitation  from  . .   485 

-  from  pancreatitis         . .  694 

-  simulating  ascites  . .  44 
Tymptny,  tlioracic  ..611 
Type-setters,  plumbism  in  117 
Typhlitis,  abscess  from  . .  663 

-  pain  in  right  iliac  fussiv 

from 116 

Typhoid     bacillus     (see 
Bacillus  Typhosus) 

-  fever,     abdominal    full- 

ness in  . .  . .     76 

abscess  from  . .  . .  459 

acute  ascites  in         . .     47 

agglutination  test  In     171 

albuminuria  in  ..     13 

albumosuria  In  . .     16 

ambulatory    type     . .  459 

anorexia  in    . .  . .  636 

appendicitis  simulated  459 

appendicular    abscess 

simulating  . .  . .   361 


Typhoid  fever ^  contd. 

Typlioid  fever,  arthritis  in 

340,  341 

atrophy  of  testis  from     66 

bacteriffimia  in  . .  697 

-  -  blanching  in  . .      120,  574 

bleeding  gums  in      . .     72 

blood-count    in     dia- 
gnosing      . .         . .  636 

culture  in  diagnosing 

564,  636 

per  anum  In  . .     76 

carriers  of      . .         . .  264 

character  of  pyrexia  in  636 

Gheyne-Stokes  breath- 
ing in         . .         . .   108 

cholangitis  from        . .  333 

coated  tongue  in      . .  705 

coma  in  . .         . .   117 

constipation  in      564,  595 

contractures  after    . .  114 

cramps  in       . .  . .   152 

date  of  rash  in  . .  636 

deafness  from  . .  166 

deep-seated    suppura- 
tion simulating     ..  361 

delirium  in    . .        76,  169 

diarrhoea   in   76,  171, 

239,  564 

diazo-reaction  in      . .  173 

dilatation  of  heart  in    214 

diphtheria   simulating  637 

empyema      of      gall- 
bladder from     251,  333 

epididymitis  from    . .     66 

epididymo-orchitis  from 

478,  696 

-  -  epistaxis  in     76,  221,  636 

fatty  heart  from       . .  212 

fatty  stools  in  . .  239 

febricula   representing  464 

-  -  foul  breath  in  . .     86 

taste  in       . .  . .   705 

frontal  headache  in . .  564 

^1-bladder enlarged  in 

253,  251 

rapture  in  . .  . .  254 

gall-stones  after        . .   254 

gangrene  from  . .  255 

-  gastric   HCl  deficient 

in 270 

Typlioid     fever,     OMieral 
account  of  . .  564 

general  peritonitis  from  388 

tuberculosis     simu- 
lating     ..      636,  640 

wasting  from         . .     59 

hflsmoglobinuria  from    284 

haemorrhage  in  . .  674 

headache  in    76,  566, 

572,  636,  640 

hip-joint  stiff  after  . .  340 

hyperpyrexia  in    309,  574 

hjrpothermia  after   ..  311 

indefinite  onset  of    . .  636 

indicanuria  from       . .  314 

infective  parotitis  in     694 

influenza  simulated  by  665 

simulating  . .      564,  639 

intestinal  haemoniiage 

I  in 120 

-  -  jaundice  in  325,  326.  335 
knee-ierks  exaggerated 

!  after  . .  . .   358 
lassitude  in   . .          . .  636 

' leucocytosis  rare  in . .  360  I 

I no  leucocytosis  in     . .  640 

leucopenia  in  76,  171,  ; 

.335,  361,  6.16  I 

low  pulse-ratio  in    . .  335  i 

lymphocytes  in         . .  636  ' 

malignant  endocarditis 

simulated  by         . .  565 

I simulating  . .  567 

Mediterranean     fever  - 

'  simulating . .         . .  566     - 
memory  defects  after    20 

I monorrhagia  from    . .  386     - 

I mental  dullness  in    . .     76 

meteorism  in . .         . .  389     - 

middle  -  ear      disease 

complicating  . .  595 

necrosis  of  jaw  from . .  683 

nephritis  from  ..     42 

nodes  from    . .         . .  670 

-  oedema  of  legs  after. .  414 
orchitis  from . .         . .     66 


Typhoid  fever^  contd. 

osteitis  of  femur  after 

pain  hi  the  eyes  in    . . 

iliac  fossa  from  451, 

pancreatitis  in 

paraplegia  from 

paratyphoid  simulating 

565, 

perforation  in  47,  389, 

574,  595, 

first  sign  of 

periosteal  abscess  from 

periostitis  in . .      595, 

of  rib  after. . 

peripheral  neuritis  from 

61, 

peritonitis  in..      254, 

pleurisy   complicating 

pneumonia  compli- 
cating 

simulating  . . 

pneumoperitoneum 

from  . .      652, 

polyuria  after       535, 

prolonged  pyrexia  from 

563, 

pulse  relatively  slow  in 

171,  561, 

pulse-respiration  ratio 

in 

purpura  in     . . 

pus  in  stools  in 

pytemia  simulating  . . 

pyelitis  In 

pylephlebitis  simu- 
lating 

pyosalpinx  simulating 

rarity  of  purpura  in . . 

rhonchi  in 

Typlioid  fever,  rigors  in  . . 

rare  in 

Typhoid  fever,  rose  spots  of 

76,  171,  335,  562,  564, 

scariet  fever  simulating 

septictemia   simulated 

severe  abdominal  pain 

in 

sloughs  in  stools  in  . . 

small  lymphocytes  in 

small-pox  simulating 

softening  of  cord  troni 

516. 

sordes  in        . .         72 

speech  loss  in 

spinal    cord    changes 

after 

thrombosis  from  . . 

spine  after     . . 

Typhoid  fever,  spleen  en- 
larged In  76, 171,  335, 
564,  629,  632. 

spondylitis  deformans 

from 

streptococci  compli- 
cating 

stridor  after  . . 

submammary   abscess 

after 

sudden  drop  of  tem- 
perature in        389, 

rise  of  pulse-rate  in 

suppurative  perito- 
nitis in 

sweats  in 

talipes  from    . . 

temperature  chart  in 

tenderness  of  chest  in 

testicular  abscess  in . . 

tetany  from   . . 

thrombosis  in 

thyroid  gland  enlarged 

in 

—  tinnitus  from. . 

toxffimia  In    . . 

trichinosis  simulating 

tuberculosis  simulating 

56S. 

tuberculous  menin- 
gitis simulated  by 
simulating  . . 

typhus     distinguished 

from 

-  ulceration  of  bowel  in 

-  -  larynx  in  199,  287, 
292,  419, 

-  ulcerative  colitis  simu- 
lating  j  . . 


340 
446 
459 

100 
516 

636 

653 
459 

670 
707 
686 

64 
595 
595 

595 
637 

653 
536 

564 

636 

6.36 
553 
557 
696 
576 

567 
361 
554 
636 
595 
595 


637 
566 

674 
636 
361 
637 

517 
,  86 
623 

715 
516 
715 


636 

714 

311 
650 

686 

574 

389 

47 
595 
114 
565 
707 
622 
151 
411 

722 
723 
214 
464 


565 
566 


335 
557 


650 
76 
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TYPHOID  FEVER    —    UMBILICUS 


Typfioid  feter,  conld. 

weak  first  sound  in  . .  214 

Widal's  test  in  64,  76, 

254,  335,  459,  664, 

572,  636 
Typhoid  spine  340,  714,  715 
tenderness  of  spine  £rom7 13 

-  state       638 

Typhus    fever,    blood    in- 
spissated in    . .         . .  161 

chills  in  . .         . .  637 

coma  in  . .         . .  117 

-  -  crisis  in         {Fig.  269)  639 

cyanosis  in     . .  . .   161 

diazo- reaction  in       ..  173 

dilatation  of  heart  in  214 

dirt  and         . .         . .  335 

-  distinction    from    ty- 

phoid . .         . .  335 

hyperpyrexia  in        . .  309 

jaundice  in     . .      325,  335 

-  leucocytosis  rare  in  . .  360 
lice  and  . .         . .  335 

-  -  lysis  in  {Fig.  268)  638 
malignant  endocarditis 

simulating  . .      563,  567 
Typhus  fever,  notes  en  637,  638 

-  pain  in  the  eyes  in  . .  446 
photophobia  in         . .  525 

-  prolonged  pyrexia  from  563 
prostration  in  . .  637 

-  -  purpura  in     . .      553,  554 

-  -  rash  of  . .      335,  638 
retention   of  urine  in  638 

-  -  rigor  in  . .         . .  594 

in  Servia        . .         . .  335 

spleen  enlarged  In  632,  637 

temperature  charts  of 

638,  639 

-  -  termination  by  crisis    335 

toxscmia  in    . .         ..  214 

vomiting  in    . .  . .  638 

weak  first  sound  in  . .  214 

Typists'  cramp     . .      151,  445 
Ty rosin,  alkaptonuria  and  746 

-  crystals  {Fig.  148)  333 

-  in  urine,  in  acute  yellow 

atrophy     ..  273,  333,  765 


UFFELMANN'S  tett,  for 
lactic  acM  ..  .320 

ITganda,  sleeping  sickness  in    28 

-  trypanosomes  in  . .  28 
Ulcer,  anal,  dyscliezia  from  128 
pain     on     defflocation 

from  . .         . .  585 
spasm  of  sphincter  froml28 

-  carbolic  acid  in  treating  746 

-  of  cornea  {Plate  XII)  . .   232 

-  cutaneous,  from  syphilis  30-1 

-  duodenal  (see  Duodenal 

TTlcer) 

-  epithelioma  starting  from  731 

-  epltheliomatous,  diagram 

of  {Fig.  300)  737 

-  gastric  (soe  Gastric  Ulcer) 

-  gummatous,  diagram  of 

{Fig.  298)  737 
microscope    in    dia- 
gnosing      . .         . .  381 

-  Mooren's  . .  . .   734 

-  of  neck,  from  epltheli- 

omatous glands        . .  380 
tuberculous    . .         . .  379 

-  perforating     735,    {Fig. 

297)  736,  737 

in  diabetes    . .         . .  737 

in  tabes  ..      267,  515 

-  rodent  (see  Ulcer,  Rodent) 

-  sarcoma  starting  from..   731 

-  tuben^ulous,  diagram  of 

{Fig.  299)  737 

-  in    the      mouth,     from 

stomatitis       . .  . .     74 

-  on  tonsils,  in  syphilis  . .  383 
IJlcerarion  of  bladder,  from 

appendicitis   . .  . .   582 
from     carcinoma     in- 
vading bladder     . .  582 

from  cystitis  ..      578,  680 

epitheiioma    ..  ..   580 

injury  . .  . .   680 

jiyuria  from  . .  . .  675 

simple,  cystoscope  in 

diagnosing  . .  . .   680 
frequent  micturition  580 


Vloeratum  of  bladder^  contd. 
Ulceration     of      bladder, 
simple,    general    ac- 
count of  . .  580 

haamaturia  from  . .  580 

pain  on  micturition 

with        ..         ..580 
subcutaneous  emphy- 
sema from . .         . .  203 
from  tuberculosis     . .  580 

-  of  bowel,  arthritis  from  339 

acute  peritonitis  from  592 

dysenteric,       stenosis 

from  ..         ..125 

from  dysentery         . .  283 

haamaturia  from    275,  283 

malignant,  pus  in  stdols 

from  . .         . .  557 

opening  into  bladder  675 

pyuria  from  . .         . .  576 

Ulceration  of  bowel,  tuber- 
culous . .     283,  468 

albumosuria  with. .     16 

blood  per  anum  from 

76,  657 

diarrhoea  from      . .  657 

emaciation  from    . .     76 

pain  in  abdomen  from  76 

with  phthisis        . .     76 

pus  in  stools  from. .  557 

stenosis  from         . .  125 

tenderness    in    ab- 
domen from      . .     76 

tubercle    bacilli    in 

fasces  in  . .         . .     76 

typhoidal,  pus  in  stools  657 

venereal,  pus  in  stools  557 

(and  see  Colitis,  Ulcer- 
ative) 

-  bronchus,      haBmoptysis 

from 287 

varieties  of    . .         . .  287 

-  cfBcum,  stercoral  . .  459 
cutaneous  emphysema 

from  ..         ..203 

tuberculous,  simulating 

carcinoma  . .         . .  125 

-  cheek,      from      actino- 

mycosis . .         . .  458 

-  chest  wall,  actinomycotic  458 
ULCERATION     OF    THE 

CORNEA  ..733 

adhesions  of  iris  from  733 

anterior  polar  cataract 

from  . .         . .  733 

from  conjunctivitis  . .  231 

epiphora  in    . .         . .  220 

fluorescin  in  detecting  733 

from  gonorriioeal  con- 
junctivitis . .         . .  231 
hypopyon  from     231,  733 

-  -  {Plate  XII)    . .         . .  232 

iridocyclitis  from      . .   733 

iritis  from      .  ^        . .  733 

from     lachrymal    sac  ' 

suppuration  . .  220 

lachrymation  from  . .  733 

opaque  cornea  aft«r. .  733 

in  ophthalmia  neona- 
torum        . .         . .  231 

pain  in  eye  from  445,  733 

perforation  from       . .  733 

photophobia  from  624,  733 

prolapse  of  iris  from. .   733 

pupil  irregular  from. .  661 

witli  rosacea  . .         . .  734 

Ulceration  of  cornea,  various 

causes  of       . .     733,  734 
ULCERATION     OF    THE 

FACE 735 

-  finger,  causes    . .         . .   24t) 
in   Raynaud's  disease  162 

240 


735 


trophic 

ULCERATION     OF    THE 
FOOT 

perforating  267,    735, 

{Fig.   297)  736,  V3 

in  diabetes  . .   73 

in  tabes      257,  516, 

736,    {Fig.     297) 

736,  73 
with  talipes  ..         ..   112  | 

-  frmnumlinguaj  in  whoop-  i 

iner-cough       . .         . .  739 

-  hand  over  chondroma..   671  , 

-  law,  from  actinomycosis  468  I 

-  larynx,  due  to  angioma  293 


Ulceration  of  the  larynx^  contd. 
carcinoma      . .         . .   199  i 

-  -  after  cut  throat        . .  287  I 

-  -  decubital        . .         . .   199 

-  -  diphtheritic    . .      287,  292 

earache  from . .         . .  202 

haemoptysis  from     ..  287  I 

histological  diagnosis    199  I 

-  -  from  injury   . .      199,  292 

-  -  intubation      . .     287,  292 
simulating    laryngeal  I 

paralysis     . .  . .  494  , 

-  -  leprous  158,  199,  287,  292 

-  -  lupoid    158,  199,  287, 

293,  419 

-  -  malignant    158,    287,  | 

298,  419,  650 

oedema  of  larynx  from  419 

stridor  from  . .         . .  650  , 

-  -  syphiliUc       158,  199, 

287,  293,  419,  650 

-  -  traumatic      158,  419,  650  j 

-  tuberculous    158,  199,  I 

287,  283,  419,  650 

-  -  typhoid  199,  287,  292,  \ 

419,  650  , 

Ulceration  Of  larynx,  varieties      I 
of       199  I 

-  -  variolous       168,  199,  ! 

287,  292  , 
ULCERATION    OF    THE 

LEG 736  I 

from  anthrax  . .  737  I 

atheroma       . .         . .  737 

in  Bazin's  disease  404,  738 

from  cold       . .         . .  737 

from  deficient  innerva- 
tion ..         ..737 

elephantiasis  . .         . .  737 

epithelioma    . .         . .  738 

fracture  . .         . .  737 

glanders         . .         . .  737 

-  -  injury  . .         . .  737  ' 

after  phlegmasia      . .  737  I 

from  pressure  . .  737  | 

rodent  ulcer  . .         . .  738 

sarcoma         . .         . .  738 

Ulceration    of    leg,    from 

syphilis  . .     403,  737 

tubercle  . .     737,  738 

varicose  . .         . .  736  i 

epithelioma  from  . .  738  I 

from  yaws     . .  . .  403 

-  in  leprosy          . .       63,  257  | 
of  neck 379 

-  nose,   epistaxis    from  * 

220,  221  I 

-  -  leprous  . .         . .  220  I 

-  -  malignant      . .         . .  220  I 

from  syphilis..         ..  220 

tuberculous    . .         . .  220 

-  oesophagus,  subcutaneous 

emphysema  from      . .  203 

-  palate,  microscope  in  dia- 

gnosing nature  of     . .  688 
spirochaeta  pallida  from  688 

-  -  syphilitic        . .      210,  588 
therapeutic     test     of 

nature  of    . .         . .  588 

-  -  tubercle  bacilli  from     588 
Wassermann  test  and  588 

-  penis  from  balanitis     . .  617 

chancre  . .      61 7,  618 

epithelioma    . .      61  7,  619 

gumma  ..      617,  619 

-  -  herpes  617,  618,  764 

-  -  soft  sore         ..      617,  618 

tubercle  . .         . .  617 

(and  see  Sores,  Penile) 

-  perineum     (see     Sores, 

Perineal) 

-  pharynx,  earaclie  from    202 

-  -  in  syphilis      . .         . .  615 

-  rectum,      bearing-down 

pain  from       . .         . .  426 

from  carcinoma        . .  685 

proctoscope     in    dia- 
gnosing      ..         ..129 

simple  . .         . .  129 

subcutaneous  emphy- 
sema from  . .         . .  203 

traumatic,    carcinoma 

simulated  by        . .  586 

venereal         .'.         . .     79 

distinction  from  car- 
cinoma   . .         . .     79 
sex  incidence  of    . .     79 


ricrration^  contd. 

Ulceration  of  scrotam  479. 

ttl,  e9c 

-  skin  in  Basing  disease. .  4<4 

from  epithelioma      ..731 

in  Jacquet's  erythema  A*^\ 

Kaposi's  disease        . .  731 

-  -  leprosy  . .      401,  e^'l 

from  lupus     . .         . .  A'fZ 

sarcoma         . .  . .  7SI 

in  scrofulodOTmia     . .  4ii3 

serpiginous,  syphilitic  4^*3 

from  yaws  . .  . .  40- 

syphilitic,  Waasermann's 

test  and      . .  . .  HO 
therapeutic  t«st  of  . .  4»3 

-  small  intestine,   bladder 

opened  by     . .         . .  '^t 

dysentCTic  . .  . .  582 

tuberculous  - .  SS* 

-  throat  (see  Sore  Throat) 
ULCERATION     OF    THE 

TONGUE  .731 

dysphagia  from        . .  19^ 

Ulceration  of  the  iMooe, 

list  of  causae  of        ••  731 

-  -  from  syphilis. .       209,  37S» 
varieties  of    . .  . .  1»^ 

-  tonsil,  malignant  ..  ^A^ 

tuberculous    . .  . .  615 

in  Vincent's  angina  . .  614 

-  trachea,  by  carcinoma  oi 

thyroid  . .  . .    7f  1 

hgBmoptysis  from       . .  2*7 

varieties  of    . .  . .  25?7 

-  at  umbilicus,  malignant  4 S3 
microscope    in     dia- 

gnodng  nature  of . .  4*3 
tuberculous    . .  . .  4!ij 

-  of  urethra,  behind  stric- 

ture      i7% 

from  calcnliK  . .  47-* 

epididymo-oniiitis 

from  ..         ..  4:s 

-  -  from  syphilis. .         . .  1** 

-  v&gina,  from  prolapse. .  1^ 

-  vulva,  from  dtwuicre    . .  7'f^ 

epithelioma    . .         . .  "•■> 

syphilitic        . .  . .  7ul 

incerative  colitis  (see  Colia«; 
Ulcus  serpens        . .  . .  7  J4 

Ulna,  chronic  perioetitis  of 

{Fig.  278)  6«8 

-  node  on,  from  yaws     . .  40S 

-  sarcoma  of,  skiagrun  of  67i 
Ulnar  aniesthesia,  in  tabes  e()9 

-  deflection  in  osteo-arth- 

ritifi 347 

rheumatoid      arthritis 

{Fig.    154)  342,  J4S 

-  nerve  (see  Nerve,  IJlnnrt 

-  paralysis  (see  Paralysiis, 

mnar) 
Umbilical  cord,  infection  of, 

blecdine  due  to         . .     76 

short,  dystocia  from. .  200 

tetanus  from  infection 

of 730 

Umbilical    raolMi,    orgaiit 

contained  in  . .        . .  660 

pain   in   (see  Pain  in 

Umbilical  Region) 
Umbilicus,  ab^^ess   at,   in 

tuberculous  peritonitb  483 

-  altered  by  ascites        43,  425 

-  dilated  veins  at. .  . .     43 
in  cirrfaofiis           51,  371 

-  eczema  intertrigo  of    . .  483 

-  fistula   at   (see    Fistula, 

Umbilical) 

-  fixed  by  carcinoma  . .  49 

-  glands  draining..  ..  679 

-  hiematidrosis  of  . .  6^ 

-  hemorrhage  from,  from 

congenital  obliteration 
of  bile-ducts  . .  . .  329 

-  hernia    at   (see    Ilemia, 

Umbilical) 

-  inflamed,  in  fat  persons    656 

new-bom         . .  . .  <i56 

from  perigastric  abst'ess  655 

tuberculous  peritonitis  (^ 

-  lipomatosis  round         ..410 

-  malignant  deposits  at 

317,  656.  657 

-  reddened  in  tuberruloiw 

peritonitis  43,  4S,  42;;,  4S3 
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I'fttbiticus  contd. 

-  ovarian  cyst  and  . .     44 

-  scabies  of  . .         . .  705 

-  septic,  prolonged  pyrexia 

from    . .         . .         . .  567 

septicnemia  from       . .  5C7 

-  swelling  nf  (.«ee  Swelling 

in  Umbilical  Region) 

-  ulceration  at     . .         . .  483 
Uncinate     crvnia     lesions, 

anosmia" from  . .  612 

tumour   of,   olfactory 

aum  with  . .         . .     68 

taste  loss  from      . .   705 

T  ■  nconsoious  :ipss  (see  Coma) 
Underground  workers,  pallor 

in         21 

Unpardonable  sin  . .   405 

Unreality,  sense  of,  as  an 

aura  of  epilepsy        . .     67 
Umchus,  carcinoma  in    . .     49 

-  cyst  of   . .         665,  666,  691 

-  malignant  nodules  in  . .   657 

-  site  of 665 

Umamin,  acetotmria  in    . .       4 

-  acrute,       with      clironic 

nephritic        ..         ..     11 

-  from  acute  nephritis    . .   108 

-  albuminuria  In  85,  146, 

316,  417,  594 

-  without  albuminuria   ..  315 
Ur«mia,  amaurotit  in  759,  761 

-  amblyopia  in     . .  . .   759 

-  anmniia  in  . .  . .   H6 

-  appetite  lost  In..         ..     40 

-  from  ascending  nephritis 

108,  116 

-  asthma  simulated  by  . .  535 

-  Habinski's  sisrn  in         . .  fi9 

-  bradycardia  in  . .          . .  8.1 

-  brndypnfpa  in    ..  81,  85 

-  bromidrosis  In  . .          . .  654 

-  fmm  calaahH  disease  ..  108 

-  Chevne-.'^tokes  breatldng 

in         108 

-  from  chronic  nephritis. .   H)8 

-  coma     in     40,   83,    117, 

144,  146,  417 

-  -  first  sign  of    . .  ..118 

-  convulsions     in    40,    85, 

137,  144.  116,  417,  .-.94 

-  from  cjrstic  kidneys   4*.».  108 

-  delirium  in         ..        40,  169 

-  drowsiness  in     . .        40,  296 

-  dry  toncrue  in    . .         . .  40 

-  djrspnoea  from  . .          . .  296 

-  from  enlarged  prostate  146 

-  gastritis  In         ..          . .  315 

Ur«mia,  o^neral  account  of    40 

-  giddine<e«  in        . .  . .     40 

-  headache  in      146,  294.  296 

-  heart  enlnn.'ed  In         ..116 

-  hiccough  in        . .  . .   308 

-  high  blood-pressure  In 

85,  146,  315 

-  hyperpyrexia  In        309,  574 

-  hypothermia  in  40,  311 

-  Indigestion  simulated  by  315 

Ur«mia,    latent,    gtnonil 
account  of  . .    40 

-  from  nephritis  ..         ..42 

-  new  growth  of  kidney..   108 

-  opisthotonos  in..  ..417 

-  optic  neuritis  in  .,     85 

-  in  pregnancy     . .  . .   146 

-  pupil  reaction  in  . .    761 

-  pupils    contracted     and 

fixed  in  ..  ..170 

-  -  small  in  . .  . .     40 

-  from  pvoloner>hritis     . .   576 

-  renal  »li*;ca^       ..  ..   594 

-  rotinal  cliaii!7e8  In  ..    146 

-  retinitis  with      . .  . .   315 

-  rigiility  of  face  In         ..   729 

-  rigor*  vjmulntetl  in       . ,   594 

-  sliortncs^  of  breath  from     87 

-  simulated     nfter    severe 

hiT^morrhage  ..  ..120 

-  simulating    cerebral  ab- 

scev«5 85 

Iia^morrhage  ..     85 

tumour       . .         . .     85 

epilepsy  ..  ..146 

-  from  stricture  of  urethra  146 
Uramh,  symptoms  of    40,  42 

-  tinnitu"  from     ..  ..   72^1 

-  tremor  from      ..         ..724 


417 


743 

740 

344 
344 
.344 


fVfpmiVi,  eontd. 

-  tube  casts  In     ..        85, 

-  from  tuberculous  kidney 

108,  146 

-  urea  In  blood  In  . .     85 
cerebroBpiflal  fluid  in 

85,  .301 

-  uridrosis  in        . .         . .  655 

-  venesection  f or  . .         ..118 

-  vomiting  from  296,  315,  764 
Urate  deposit,  pink  from 

uroerythrin 
URATE      DEPOSIT      IN 
URINE 

-  of  sodium  in  bursa 

cartilage 

joint    . . 

-  -  on  knuckles  (Ft^.  158)  345 

skiagram  of   . .         . .  .346 

ar-rays  in  detecting   . .  345 

Urates,  after  biliary  colic  451 

-  cleared  up  by  heating. .  574 

-  crvstals  of  . .         . .  740 

-  pink        . .         . .      574,  740 

Uratot,  slgnHlcance  of    . .  740 

-  tests  for 740 

-  white 740 

-  white  ring  from..         ..       6 
Urea     In     acute     yellow 

atrophy  ..         ..  273 

-  In  blood  in  unemin      . .     85 

-  cerebrospinal  fluid       . .  30 1 
in  unBmia  . .         . .     85 

-  decomposed   by   fuming 

nitric  acid      . .         . .       5 

-  diminished      In      acute 

yellow  atrophy         . .  333 
nephritis         . .         . .     10 

-  nitrate,  white  ring  from      5 

-  in  phosphorus  poboning  336 
Uroometer  In  fcrmentAtion 

test     . 
Ureter,    appearance    with 

tuberculous       kidnev 

(Plate  XV) 
Urttor.  blood  coming  from 

(Plate  JV) 

-  calcidus  in  (see  Calculus, 

TTreteric) 

-  kinking  of,  from  movable 

kidnev  . .         . .       7 

-  lymphatics  round,  pyelo- 

nephritis and. .         . .  676 

-  obstructed  bv  aneurysm       7 

bladder  growth      277, 

cancinomo      . .        41 

fibroids 

hydronephrosis  from 

41, 

-  pain  over  (see  Pain) 

-  patuloas,    with    dilatc<l 
renal  pelvis    . . 

-  pouting  of,  in  pyelitis  . 

-  psoas    abscess    opening 
Into 

-  papilloma  of 
Urttor.  PUS  coming  from 

(Plate  J  V) 

from,     seen     through 

cvstoscope 

-  thickened    by 


202 


282 
282 


,  281 
472 

41 

356 


576 
576 

.'.82 
278 

282 

576 
tubercle 
280.  576 

-  tuberculous  Csee  Tuber- 

culosis of  Ureter) 
UroterltiiL   acuta,    gonoral 

account  of  . .  455 

pain  In  Iliac  fossa  from 

452.  454 

-  appendicitis  simulated  bv  4.'»5 

-  B.  coll  with       ..        69,  472 
pyocyaneus  with       . .     r.ft 

-  calculus    simulated     by  4.55 

-  from  coli  bncilluria      .*.  455 

-  cvstoscope  in  diagnosing  473 

-  frequent  micturition  from  472 

-  FriedlJinder's  bacillus  with  69 

-  from  kidnev  tuberculosis  277 

-  operation   in  diagnosing  455 

-  pain  in  penis  from    471,  472 

-  pneumococcas  with       . .     r.9 

-  staph viococcus  with  69,  472 

-  streptococcus  with       . .     69 

-  tubercle  bacillus  with  . .     69 

-  tuberculous        ..  ..472 

-  vesical  lesions  simulated  472 
Urethra,    ab«»cess    opening 

into 581 


Urethra^  contd. 

-  B.  xerosis  in  normal    . .     69 

-  bacteria  in  normal       . .     09 

-  blood-drops  from,  calcu- 

las  causing    . .         . .  396 

-  calculus  in  (see  Calculus, 

Urethral) 

-  carcinoma  of  (see   Car- 

cinoma of  Urethra) 

-  caruncle  of  (see  Caruncle) 

-  catheter    in,     discharge 

due  to  ..         ..181 

-  cocaine  in  examining  .,  183 

-  congenital  deficiency  in  391 
Urethra,    discharge    from 

(see  Discharge,  Urethral) 

-  epfthelioma  of  (see  Car- 

cinoma of  Urethra) 
URETHRA,  FiECES PASSED 

BY 238 

from  carcinoma  recti  582 

-  fistula    of   (sec    Fistula, 

Urethral) 

-  flatus    passed    through, 

from  carcinoma  recti    582 

-  foreign  bodies  in       181,  181 

Urothra,  gat  passed  throunh 

529,  530,  582 

-  gonococci  in  female     ..  185 

-  granular  areas  in         . .   183 

-  herpes  of  . .         . .  181 

-  injections  into,  dischaiige 

due  to  . .         . .   181 
opidldymo-orchiti8from478 

-  injury  of  (see  Injury  of 

Urethra) 

-  instrumentation  of.  epi- 

didymo-orrhitls  from    478 

-  lacerated,  from  fractured 

pelvis 470 

-  na)vus  in  . .      275,  283 

-  obstructed,   by   bladder 

growth  . .  . .  396 

br  calculas    . .         . .  396 

chronic  nephritis  from      7 

papilloma  of  bladder    472 

-  papillomata  of  . .         . .    181 

-  parts  of.  in  relation  to 

gonorriiceii     . .         . .  182 

-  pigmentation     of,     in 

Addison's  disease     . .  628 

-  polypus  in,  discharge  due 

to        183 

Urothra.  prolapse  of    70o.  702 

-  rectum  opening  through 

(Fiff.  249)  586 

-  rupture  of  . .         . .  278 
aching    in    perineum 

from           ..         . .  474 

-  staphylococci  in  normal  69 

-  streptococci  in  normal. .  69 

-  stricture  of  (see   Stric- 

tiu"e  of  Urethra) 
Urethra,  syphimic  lesions  Of  184 

-  tuberculosis  of  . .         .,181 

-  ulceration  of     ..       184,478 
Urethral  crises  in  tabes  ..  515 

-  glands,  infection  of     ..   183 
Urethritis,  abscess  of  testis 

from 622 

-  from  bacillus  coll         . .  182 

-  bacteriological  dijignnsis 

of         ..         ..      478,  581 

-  cystitis  from      ..         ..581 
simulated  by. .         . .  579 

-  dvspareunla  from         ..   193 

-  eilect  of  alcohol  on       . .   184 

instrumentation  on  . .   184 

irritant  injections  on     181 

Urethritis,    endoscope    In 
detecting  ..183 

-  epididymo-orchltis  from 

478,  696 

-  fistula  from        . .         . .  620 

-  from    gonococci           70.  182  i 
Urethritis,  gonorrhoMl  182,  58 1  > 

-  gouty       ..  ..      181,  742 

priapism  from  . .  538 

pyuria  from  . .         . .  575 

-  lisematuria  from       275,  282 

-  from  injury        . .         . .  181 

-  instillations  in  treating  478 

-  from    instrumentation..  182 

-  irritant  iniections         ..  181 

-  leucocvtosis  in  . .  . .  360 

-  from  leucorrha»a  . .  1 82 

-  levator  ani  spiusm  from  193 


'   Vrethritis,  contd. 

-  due  to  micrococcus  catar- 

rhalls 

-  non-gonococcal . .      181, 
I cystitis  from  . . 

epididymitis  from    . . 

prostatitis  from 

-  pain  in  penis  from     469, 
1  -  due  to  pneumococcus  . . 

-  posterior,  diagnosis  of. . 

-  prostatic    abscess    from 

182,  470, 
affections  from 

-  prostatitis  from  470,  578. 

-  pyuria  from      . .      575, 

-  retention  of  urine  from 

-  from  rheumatism 

-  septic,  epididjrmo-orchitis 

from 

I from  leucorrhcDA 

prostatitis  from 

-  staphylococcal    70,  182, 

-  strangury  from . . 

-  due  to  streptococcus    . . 

-  with  stricture    . . 

-  two-glass  test  in 

-  uric  acid  and     . . 

-  vaginismus  from 

-  vesiculitis  from. . 

-  (and  see  Gonorrhoea) 
Urethroscopy 

-  in    diagnosing    urothrol 

nrevus 
I  Xrrethrotomy,  anuria  after 
Uric  acid  (see  .\cid.  Uric) 
!  URIC  ACID  DEPOSIT  IN 

THE  URINE.. 


70 
182 
182 
182 
182 
473 

70 
579 

.'>81 
.397 
581 
581 
649 
181 

478 
478 
473 
581 
649 
70 
581 
581 
742 
193 
473 

183 

283 

42 

261 

741 


URINE.  ABNORMALCOLOR- 
ATION  OF    . .         . .  743 

-  acetone  in  (see  Aceton- 

uria) 
Urine,  acidity  of,  general 
account  of  . .  523 

-  albumin    in  (see  Albu- 

minuria) 

-  albumose  in  (see  Albu- 

mrsuria,  and  Albumose) 

-  alkaline,     disintegration 

of  casts  in       . .  . .       6 

-  ammonia  in  normal      . .  524 

-  ammoniacal       . .         . .  524 

-  amount  of,  diminished  in 

in  acute  nephritis     . .       9 

heart  failure  . .     12 

(and  see  Anuria) 

increased,    in   chronic 

nephritis     . .         10, 

-  from  cyirtic  disease 


09, 


69, 


-  B.  coli  in 

paratyphoRUS  in 

pyocyaneus  in 

-  typhosus  in    . . 

xerosis  in 

URINE.  BACTERIA  IN  .. 
Urine,   bacteriological  ex- 
amination of  ..        69, 

-  Bence-Joness'    albomoeo 

in,  tests  for    . .         . .       5 

-  bile  pigment  in,  from  car- 

cinoma of  the  bile-duct  1 01 

pancreas  . ,   lol 

from  gall-stones    . .   101 

Urine,    bile    pigment    in, 

general  account  of  . . 

from  pancreatitis  . , 

(and   see  Jaundice) 

-  bllharzia  ova  in 

-  bilirubin  in        . .      743, 

-  blllverdin  in      . .      743, 

Urine,  black        743.  744, 

-  -  in  acute  nephritis     . . 

alknptonuria  ..      745, 

carboluf  la       . .      745, 

dmgs 745 

hjcmatopori>hyrinuria    745 

hammturia      ..  ..   745 

hmmoglobinuria     284,  745 

indicanuria     . .  . .   745 

jaundice  ..      321,  745 

melaiuma       ..  ..   745 

-  blood-red,    from   hflomo- 

giobinuria      . .         . .  284 

-  bloltlng-paperstJiinetl  by 

iuundiced        . .          . .   321 
Urine,  blue 747 

-  bromides  in       . .         . .     98 


0 


743 

101 

282 
745 
745 
745 
9 
746 
746 
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URINE 


UTERUS 


Urinfy  eoiUd. 

Urine,  brown  . .  745 

in  acute  nepliritis    . .       9 

hemoglobinuria        . .  284 

jaundice         . .         . .  324 

ring  in,  witli  nitric  test 

5,  314 

-  calcium  oxalate  crystals  in218 

-  caJcuii  passed  in  . .     40 
URINE, CAMMIOQE'S  RE- 
ACTION IN   ..        ..100 

-  carbolic   acid    in,   ferric 

chloride  reaction  with  170 
Urine   changes    In    acute 

nephritit      9,   10,   14,  42 

yellow  atrophy     . .  273 

alcoholism      . .         . .     85 

Ja  tactari- 


with  calculus. . 

Urine  chanpet  In  chronic 
nephritn 

cirrhosis 

cyclical  vomiting 

—  cystic  disease 

Urine  chanoM  in  cystitis. . 

diabetes  mellitus 

Urine  changes  with  icldney 


Urine  changes  in  lardaceous 


40 

10 

371 
384 

578 

53G 

7 
S 


Urinr^  contd. 

-  bsematoporphyrin  in  (see 

Haamatoporphyrinuria) 

-  haemoglobin      in      (see 

Unmoglobinoria) 

-  high-coloured  from  acute 

congestion  of  liver  . .  334 

lardaceous  disease   . .       8 

pernicious  anromia    . .  324 

-  hydatid  booklets  In      . .  357 

-  hyperacidity  of,  frequent 

micturition  from      . .  394 

-  incontinence  of  (see  In- 

continence of  Urine) 

-  indican  in   (see  Indican, 

and  Indicanuria) 

brown  ring  with  nitric 

acid  from   . .         . .       6 

-  iodides  iu  . .  73,  98 

-  lodtm  «»«acieoi  of     ..  ioo 
Urine,  Jaundice  And  chaaf 

in       324 

-  lead    In        34,  73,  119,  147 

-  leakage  into  vagina,  from 

carcinoma      . .         . .  582 

-  leucin  iu  . .         . .  765 
in  acute  yellow  atrophy  273 

-  leucocytes   in,  in   acute 

nephritis     . .         . .     14 

(and  see  Pyuria) 

linen  stained  by  jaundiced324 


—  with  polycystic  kidneirs 

-  melanin  in         . .         . .  374 

42,  357 

-  methasmoglobin    in   (see 

Urine  changes.  In  pyelHis   57S 

MethflBmogloblnuria) 

pyelonephritis           . .  57C 

-  micrococcus  catarrhalis  in   70 

-  -  stricture         . .         . .       8 

melitensis  in  . .         . .     69 

-  chlorides  absent  in  pneu- 

- milky,  from  chyluria    . .  108 

monia             ..      IGO,  335 

Urine,  milky,  from  phos- 

 diminished  In  nephritis    10 

phates            ..     108,524 

phosphorus  poison- 

Urine, mucus  in  . .        . .  399 

ing          ..         ..  33G 

-  -  from  cystitis. .       194,  578 

-  chylous  (see  Chylurin) 

-  In  myxcedema  . .         . .     38 

wriii"     vwuu     wii     wiiiiii^ 

-  nitrogen,  diminished   in 

causes  of                        4 

phosphorus   poisoning  336 

-  clots  in 270 

-  normal  amount  of    393,  534 

type  with  new  growth  278 

-  nucleo-albumin  in,  white 

-  colourless           . .         . .  743 

ring  from        . .         . .       5 

-  copaiba   in,   white   ring 

Urine,  nucieo-proteid  in  . .  4,  5 

from 5 

-  -  In  nephritis    . .         . .     10 

-  cystin  In            . .         . .   ICl 

-  -  witli  o.xaluria            .,  424 

-  dark,  from  alkapton    . .  261 

-  oily,  from  cystin           ..   161 

brown,    from    hemo- 

globinuria . .         . .  275 

Urine    outflow,  causes  of 

green 743 

obstruction  to          . .      7 

Urine,  in  diabetes  . .        ..261 

—  obstructed,    kidney 

-  diaceticacid  in..          ..170 

changes  from        . .       8 

-  dribbling,  from  enlarged 

-  ova  In.  in  bilhansiasis  . .  472 

prostate         ..         ..391 

-  painful     and     frequent 

fractured  spine         . .  398 

desire    to    pass    (see 

hsomorrhage  into  spinal 

Straneury) 

meninges    . .         . .  398 

-  pale     abundant,     after 

-  -  myelitis          . .         . .  398 

angina  pectoris     . .  433 

paralysis  of  bladder. .  398 

-  -  in  diabetes     . .         . .  261 

paraplegia      . .         . .  398 

lardaceous  disease    . .       8 

retention        . .         . .  395 

-  passed  through  vagina. .  283 

retro  verted        gravid 

-  phosphates  in,  diminislied 

uterus         . .         . .  689 

in  nephritis    . .         . .     10 

-  -  stricture         39,  394,  470 

(and  see  Phosphaturia) 

tabes 398 

-  pigment  granules  in,  in 

-  effects  of  acetanilide  on    157 

malaria          ..         ..31 

sulphonal  on  . .         . .   157 

Urine,  pink           ..     743,744 

trional  on       . .         . .   157 

from  drugs    . .         . .  745 

veronal  on     . .         . .   157 

-  -  eosin 745 

-  effervescence  with  acetic 

-  pnoumococcus  In          69,  70 

acid 4 

-  porter  coloured,  in  acho- 

 nitric  ncid      . .         . .       5 

luric  jaundice            . .  335 

-  epithelial  cells  in  9,  10, 

-  port- wine  coloure<l     ...  744 

575,  742 

-  powdered-wig  appearance 

In  acute  nephritis. .     14 

in         423 

-  ethereal  sulphates  in    ..  314 

-  prostatic  threids  In     ..   183 

-  exercise  and       . .         . .  534 

-  pus  in  (see  Pyuria) 

-  extravasation   of      278, 

-  reaction    of,    in    acute 

470,  621 

nephritis         ..         ..       9 

-  farulent             . .          . .   283 

bacteriuria     . .         . .     70 

-  filaments  In.  from  gleet  183 

Urine,  red 744 

-  fluorescent,  from  eosin. .  745 

-  red  corpuscles  in,  in  acute 

-  fragments  of  growth  In 

nephritis         . .         . .     14 

7,  276,  580 

cystic  kidneys       ..     12 

-  free  hiemoglobln   in,   in 

insii^ni  nuance         of 

nephritis         . .         . .     10 

occasional          . .       6 

-  Friedlander's  bacillus  In     69 

(and  see  Ilmmaturia) 

-  gas  in  (see  Pneamaluria) 

-  reducing  power  of,  with 

-  gonococcus  In    . .          69,  70 

alkapton         . .          . .   746 

-  eravel  in,  after  reual  colic  451 

substances    in,    after 

Urine,  green                  . .  747 

drugs          ..         ..  157 

-  green wh-brown,    from 

-  reduction,  life  insurance 

jaundice         . .          . .   321 

and 743 

Vrinfy  contd. 

Urine,  renal  tube  casts  in, 
general  account  of   . .      6 

(and  see  Tube  Casts) 

-  resin  in,  white  ring  from      5 

-  retention  of  (see  Reten- 

tion of  Urine) 

-  salicylates      in,      ferric 

chloride  reaction  with  170 

-  salol  in,  ferric  chloride 

reaction  with..         ..170 

-  sleep  and  . .         . .  534 

-  smoky,  in  acute  nephritis      9 

-  specific    gravity    of.    In 

diabetes         ..      261,  536 

diabetes  insipidus. .  637 

low,  in  chronic  neph- 
ritis 10,  274,  298 

from  cystic  disease    12 

lardaceous  disease      8 

sugar  in  spite  of      12 

niaed  in  acute  nepli- 

ritte        .,         ..9 
lardaceous  diaoaw      8 

-  spermatozoa     in,     with 

oxaluria  . .         . .  424 

-  spontaneous  co-gulotion 

of        108 

-  staphylococci  in  69,  70 
Urine  stream,  changes  in . .  394 
Urine  stream,  sudden  stop- 
page in  ..  394 

-  streptococci  in  . .         69,  70 

-  suffflr    in    (see    Glycos- 

uria) 
Urine,  suppression  ef      . .    39 

-  sweet-briar  odour  of     ..  161 

-  torulflo  in  . .         . .  261 

-  tube  casts  in  (see  Tube 

Casts) 

-  tubercle  bacilli  in  69,  70, 

279,  282 

-  turbid,  from  phosphates  183 

-  tyrosin  In  . .         . .   765 
in  acute  yellow  atrophy  273 

-  urates    In    (see     Urate 

Deposit  in  Urine) 

-  un»i   in,    diminisheid  in 

nephritis        ..         ..     10  ] 

nitrate  in,  white  ring 

from  . .         . .       6 

-  uric  acid   In   (see  Acid,  | 

Uric) 

-  urobilin  In  (see  Urobilin) 

-  urochrome  of  normal  . .  743 

-  weather  and       . .         . .  534 

-  white  precipitate  in,  from 

oxalates  ..         ..  423 

ring  in,  from  albumose 

15,  16 
Urine,    white   rings   with 

nitric  acM  in,  causes  of     5 
Urine,  yellow  . .  743 

Urinometer,  in  measuring 

specific  trravitr  of  blood  534  j 
Urobilin  with  cholangitis. .   101 

-  in  fffices 743 

-  fluorescent    test    for 

{Plate  XXXI F)  748 

-  with  gall-stones  . .  101 

-  jaundice  . .         . .  101 

-  red.  with  corrosive  sub-  i 

limate  ..         ..170 

-  source  of  . .         . .  743 

-  spectroscope  in  detecting  743 

-  spectrum  of       iFig.  36)    80  | 
Urobilin,  test  for  . .        . .  325 

-  urine  colour  from         . .   743  , 
Urobillnuria,  in  cirrhosis  I 

371,  743  , 

-  fluorescence  from         . .  325 

-  from    intestinal    putre- 

faction ..  ..   743  j 

-  In  malaria  . .  . .     31  ' 
Urobillnuria,  notes  on    . .  743 

-  in  pernicious  aniomia 

274,  824,  743 

-  spectroscope      in      dia- 

gnosing ..      324,  325 

i  Urochrome  . .         . .  743 

Uroervthrin  ..      740,  743 

-  alkali  test  for    . .         . .  743 
I  Uroerythrin  In  urine       . .  743 

Uronephrw^is      (and      see 

HydronophroHis)       . .  578 
TTrotropine,  for  gall-stones  650 

-  hemoglobinuria  from  . .  284 


Vrntropine^  rontd. 

-  iOT  f>3ruria  . .         . .  6*) 

Urotropine,  strangury  fron 

649.  Ci> 
Urticaria,  ace  incidence  of  \%'i 

-  angioneurotic       cpdema 

simulated  by. .        ..673 

-  from  aspirin      . .        . .  413 

-  bullous    . .         . .        . .  771 

-  burning  in         ..         ..771 

-  in     dermatitis    herpeti-    dS 

formis 

-  dermatitis  herpetiformis 

simulated  by..         ..771 

-  diet  and 771 

Urticaria,  drugs  causiag  . .  771 

-  erysipelas  simulated  by    771 

-  eiythema  from  . .         . .  2t2 
multiforme   ^imuhted  4!*9 

-  factitir.is,  epidermolysis    3S 

bullosa  related  to    .. 
hfcnioglobinuria    with  2S4 

-  fingers  affe::rtod  by       . .  239 

-  from  fish  . .         . .  673 

-  giant,  from  semm        . .  69* 

-  from  hydatid  diseiw  . .  37S 

-  iU'hing  In  489,  5lM,  771 

-  from  jelly-fish  stings  ..  ti\ 

-  lips  affected  by..         ..  36i 

-  nigricans  . .         . .  55S 

-  papular  form    -. .      487,771 

-  parts  affected  by        ..  A^^ 

-  pempliisnis  related  to  . .    W 
simulated  by..         ..771 

-  pigmcitos-v,  itching  in..  732 

wheals  in        . .         . .  732 

xanthoma    simulating  732 

-  from  pork  . .         . .  673 

-  prurigo  simulati;ig       . .  4S5 

-  in  ^a^bile  fever  ..  ^^ 

-  scales  in 6":; 

-  scariet  fevcrsimubte<l  by  771 

-  from  serum         . .      iJ'iS.  5W 

-  sliell-lish  poisoning  and     W 

-  tache  c6r6brale  in        . .  7"2 

-  from  strawberries        . .  22 '» 

-  wheils  in  . .         . .  771 
Uterus,  absence  of.  sterilitv 

from     . .  . .      C4j,  C46 

-  affections  of,  pain  in  tl»e 

back  from      . .         . .  428 

-  anteversion      of.     from 

pendulous  belly        . .  S*") 

-  carcinoma  of  (s<*  Carci- 

noma of  I'teni^i 

-  cervix    of    (see    Cervix 

Uteri) 
Uterus,  casts  of    ■ .         .  ISS 

-  chorion-epithelioma    of 

3J»u.  391,  r.SS 

-  cochlcate,  sterilitv  from 

64:*.  C16 

-  congestion  of,  dyamenor- 

rha>a  from    '. .         ..192 

menorrtiatna  from  %^,  1*7 

Utoms,  congestion  of,  sym- 
ptoms of  -  317 

-  diseases  of,  anaooiia  with    32 

-  displiiced,   bearing-down 

pain  from       . .         . .  426 

chronic  nephriti?  from  7.  •* 

renal  tube  casts  due  to     7 

simulating  caud'*  eqaiw 

tumour       . .         . .    63 
sterility  from  ..  6i6 

-  distended  with  Mood  IS,  C*>S 

-  double,    with    rete  iilon, 

amenorrhoea  with    . .    1^ 

-  drawn    up,    by   ovarian 

cyst 45 

-  enlarged,   by  carcinoma  SSI 

tibromyoiiia   . .      586.  391 

presnancy      . .         . .  533 

rectal  examination  ia 


detecting    . .         . .  5^T 

I from  sarcoma  ..  391 

'  -  felt  per  rectum  . .        . .  W7 

-  fibromyoma      of      (see 
I  Fibromyoma) 

-  gravid  (see  Prezn'»ncy> 
I  -  hour-glass  contraction  of  2">l 

I dystocia  from       . .  2iW 

I  -  hyperinvolution  of,  ster- 
'  ility  from       ..        ..645 

-  impacted      tumour     of. 
backache  from  . .  A(^\ 

pain  in  thigh  from    46^ 
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200 
645 
18 
C46 
539 

539 
539 
639 
539 
539 
700 

99 
527 
442 

716 

185 

45 
192 


Vtems^  eontd. 

-  inertia  of,  dystocia  from 
Utenit,  infantile   . . 

-  -  amenorrhaea  from    . . 
sterility  from         645, 

Utenit,  inversion  eff 

bimanual  examination 

in 

fibroid  simulating     . . 

hsemorrhage  from     . . 

simulating  prolapse. . 

sound  in  diagnosing. . 

vulval  swelling  from 

Uterus,  lesions  of,  cachexia 
with 

chloasma  from 

pain  In  legs  from 

tenderness    of    spine 

from         {Fig.  294) 

Utenit,  nonmU  lecretion 
(ram 

-  polypus  of  (se«  Polypus 

of  Uterus) 

-  position  in  ascites 

-  I'ozzi's   cochleate.    dys- 

meiorrhcpA  with 

-  prolapse  of  (see  Prolapse 

of  the  Uterus) 

-  retroflexion  of,  ^jaawn- 

orrhowfram  ..         ..192 

-  ratvDvcrted  ■  dysmenor- 

rhoea  from     . .         . .  192 

dyspareunia  from  193,  194 

endometritis  with     . .  387 

Utenit,  retroverteil  gnvid, 
Iwarino    down     pain 

from 427 

cvstitis  from         . .  578 

diflicnity  on  mictu- 
rition' with        . .  395 

distended      bladder 

from       . .        45,  665 

frequent      micturi- 

rition  from       . .  394 

retention    of    urine 

with         ..        39,  649 

stratjgury  from     . .  649 

tenesmus  from      . .  718 

vatrinnl  examina- 
tion in  diagnos- 
ing 

levator  an i  spasm  from 

menorrhagia  from  386, 

pain  in  the  pelvis  from 

Uterut,  retroverted,  preg- 
nancy In 

rectal  examination  In 

detecting    . . 

sciatica  simulated  by 

vaginismus  from 

vomiting  from 

-  rupture  of 

-  sarcoma  of  (see  Sarcoma 

Uteri) 

•    sepsis  of,  arthritis  from 
white  leg  from 

-  small  adult,  sterility  from 

645, 

-  subinvolution     of     386, 

387, 
Utenit,  superinvoiution  of 
amenorriifpa  from    18, 

-  tenderness  of     . . 

-  tetanic    . . 

-  tuberculous       . .       390, 

-  tumour  of,  anmnriia  from 
chronic  nephritis  from 

-  -  jaundice  from 
Utenit,  tumour  of,  icMney 

simulated  by  . . 

-  nnicornuato.  ovary  func- 

tionless  with  . . 

-  varvintr  Imrdriess  of     .. 
Uva  ursi,  black  urine  from 

polyuria  from 

Uvula,  carcinoma  of,  sore 

throat  from   . . 

-  flifththeria  membrane  on 

-  ^'umma  of,   sore   throat 

from    . . 

Uvula.  infla*ned.  o^neral 
account  of 

sore  throat  from 

Uvula,  long,  couyh  from 
149. 

-  tuherculoa-s,  sore  throat 

from 


391 
193 
387 
468 

689 

587 
4:19 
1U3 
765 
201 

387 
3:J9 
411 

616 

392 
19 

,  19 
194 

201 

391 

35 

8 

331 

333 


VACCINAL  ERUPTIONS 
Vaccine,   for  actino- 
mycosis . . 

-  treatment   in   fungating 

endocarditis  . . 
Vaccinia,  anthrax  simulated 
by       

-  small-pox  simulated  by 

662, 
Vagabond's    disease,    pig- 
mentation in  . .         . . 
I  Vagina,  absence  of 

amenorrhoea  from    . . 

dysparcunia  from     . . 

sterility  from 

-  bullous    dermatoses    af- 

fecting    . 
Vapina,  casts  of  . . 

-  closed,  sterility  from    . . 
'  -  closure  of,  after  fevers. . 

-  dermatitis  herpetiformis 

affecting 
VAGINA.    DISCHARGE 
FROM = 

-  -  (and   «M    Biirtiarge, 

I  ^  ^tscoioration     In     preg- 
nancy   

-  distention     with     blood 

(see  Hasmatocolpos) 

-  epithelioma  of  (see  Car- 

cinoma of  Vagina) 

-  erythema  bullosum  af- 

fecting 

-  extroversion  of  bladder 

through  . .         . .  I 

-  fibroid  of  . .       539,  - 

-  growths  of ,  dystocia  from  '. 

-  hypertrophied  cervix  pro- 

jecting through        . .  [ 

-  Imperforate,  amenorrhoea 

from 

cryptomenorrha?a  f  rom 

-  kraurosis  aflectine     194, 

-  new  growth  of,  felt  per 

rectum 

Vagina,   normal  secretion 
of 

-  pemphigus  affecting 

-  polypus  projecting 

through 

-  rigid,  dystocia  from     . . 

-  sepsis  of,  arthritis  from 

-  short,  in  pscudo-henna- 

phroditism     . . 
i  -  stenosis  of         . .        17, 

-  tumour    of,    simulating 

prolapse 

-  ulceration  of,  from  pro- 

lapse . . 

-  urine    leaking    through, 

from  carcinoma 

passed  through 

Vaginal    examination,    in 
I  ascites 

bladder  growth  and . . 

calculus  in  ureter  felt 

I  on 

in       carcinoma        of 

bladder 

uteri 

' In    cases   of   bearing- 
down  pain 

opdema  of  one  1^. . 

pus  in  stools 

Cauda  equina  tumour 

chyluria 

cystic  kidney  felt  on 

in  diagnosing  cause  of 

freqiiont  micturition 

swelling    in    iliac 

f  oKsa    . . 

(livorticulitis 

fibroid         . .      353, 

obturator  hernia  . . 

ovnria?!  cyst      353, 

Inflammation     . . 

tumour    . .     331. 

pelvic  tumour 

pvosnlpinx  582.  587, 

renal  tuberculosis. . 

retroverted     gravid 

uterus     . . 

salpingitis  . . 

tuberculous  kidney 

' lumbago 

I a?dema  cases,. 


757 

Vaginal  examination,  eontd. 

ovarian  cyst  and     45,  49 

458 

for  pelvic  tumour     . .     63 

-  -  in  sciatica       ..      438,  439 

34 

Vaginal  examination,  tecli- 

niqueof                 ..201 

674 

in  tenesmus  ..         ..718 

-  -  thickened  ureter  felt  on  280 

757 

tuberculous  ureter  felt 

on 579 

527 

ureteric  calculus  felt  on  578 

18 

Vaginismus                   ..193 

18 

-  sterility  from    . .         . .  646 

193 

Vaginitis,  aching  in  peri- 

645 

neum  from     . .          . .  474 

-  characters  of  discharge 

99 

from 185 

186 

-  membranous,     due     to 

646 

bacillus  coll    ..          ..    186 

18 

casts  from      . .         ..  ISii 

—  due      to      diaktkmtm 

74 

imdm                   ..  186 

-  iTMi  pessaries  ..         ..    185 

80S 

curettage  in  diagnosing  392 

grarnilar,    metrostaxis 

from            ..          ..392 

19 

V^agas   nerve   (see   Nerve, 

Vagus) 

Valerian,  erythema  from. .  222 

-  foul  taste  from . .         . .   705 

Valvular  disease  (sec  Heart) 

Vanilin,  erythema  from  . .   222 

74 

Vanilla,  dermatitis  from..   755 

Varicella  (see  Chicken-pox) 

540 

Varicocele,  aching  in  testis 

im 

from 482 

200 

-  atrophy  of  testis  from. .     66 

-  bag-of-wonns  feel  of    . .  701 

539 

-  with  enlarged  kidney  . .  352 

-  heniia  simulated  by  682,  697 

18 

-  impulse  'on  coughing  in  482 

17 

-  with  kidney  growth     . .  356 

701 

-  of  vulva. .          . .      700,  701 

587 

from 738 

Varicose  Ulcer  Of  leg       ..  736 

185 

-  veins  (see  Veins,   Vari- 

74 

cose) 

Variola  (see  Snrmll-pox) 

5.19 

Varix,    saphena,    general 

200 

account  of    . .     675,  680 

339 

Varnish,    aeroplane,   com- 

position of     ..         ..334 

616 

-  bulloo  from         . .          . .     96 

194 

-  erythema  from  . .          . .  222 

Vas  aberrans  of  Haller,  cyst 

539 

from 481 

deferens,  nodular,  from 

185 

tubercle     . .      479,  697 

thickened,    from    epi- 

582 

didymo-orchitis..  478 

281 

with    tuberculous 

testis       ..         ..696 

49 

(and     see     Spermatic 

41 

Cord) 

Vasa  hrevin,   large  spleen 

41 

obstructing    . .          . .   272 

Vasodilators    in    relieving 

471 

angina  nbdominalis  . .   316 

41 

Vasomotor  disturbance  from 

cervical  rib    . .          ..110 

427 

in  svringomyelia      ..110 

411 

-  neuroses 413 

557 

albuminuria  in         . .     13 

63 

electrical  reactions  in  584 

109 

hsBmoKlobinuria    with  284 

351 

In  Raynaud's  disease    163 

Vater,  ampulla  of  (see  Am- 

391 

pulla  of  Vater) 

Vegetable  cells  In  fajces   . .  520 

665 

Vegetables,  scurvy  cured  by    39 

453 

-  -  from  lack  of  . .          . .  556 

39  4 

Veiru  axillary,  obstructed 

681 

by  carcinoma            . .  259 

391 

-  cerebral,  rupture  of,  from 

456 

passion           ..         ..113 

631 

in  whooping-cough    113 

394 

-  -  thrombosis  of          . .   113 

678 

Vein,  direction  of  flow  in. 

355 

method  of  testing    ..  749 

-  emissary,  from  cavernous 

.194 

sinuses            . .          . .   229 

4. 56 

-  -  mastoid          . .          . .  229 

280 

to  nose           . .          . .  220 

42*» 

-  juffular.  bniit  de  diable 

8 

in  bulb  of      . .          . .   723 

r«n,  jugular,  eontd. 

compressed  by  thyroid 

gland     enlargement  722 

thrombosed   . .      106,  597 

I  -  iliac,  obstructed  by  pelvic 

tumour  . .         . .  411 

-  -  thrombosed      8,  106,  411 

-  innominate,    obstruct eil  750 
by  mediastinal  new 

growth   ..      381,  419 
thrombosed   . .         . .   751 

-  popliteal,  obstructed  by 

aneurysm       . .         . .  411 
Vain,  portal,  obstructed  (see 
I  Portal  Vein  Obstruction) 

pressure    on,     ascites 

from  ..         ..272 

I haomatemcsis    from 

I jamSieelnRn       ..  272 

( thrombosed  (see  Throm- 
bosis of  Portal  Vein ; 
and  Pylephlebitis) 

-  pulmonary,     aneurysm 

'  ruptured  Into      "     . .  434 

-  renal.  Invaded  by  crowth      7 

-  retinal,  thrombosed  (see 

Thrombosis,  Retinal) 
I  -  rupture  of,  purpura  from  553 

-  saphenous  . .  . .  675 
I  -  splenic,  thrombosed  (see 

I  Thrombosis,  .Splenic) 

-  subclavian,  obstructed  by 

carcinoma      . .          .'.  259 
I  -  superficial  circumflex  iliac, 
congested,  in  appendi- 
citis      454 

I  Veins,  abdominal  distended, 
I  with  ascites    . .         . .     44 

from  portal  obstruc- 

j  tlon         . .  . .   272 

'  -  diastolic  collapse  of.with 

,  adherent  pericardium     90 

I  -  of    forearm,    distended, 

,  from  axillary  aneurysm  667 

-  frontal,  engorged,   from 

I          cavernou.s  sinus  throm- 
bosis     229 

1  -  of  neck,  diastolic  collapse 
I  of,  with  adherent  peri- 

:  cardium  . .         . .  213 

distended,  from  aneur- 

I  ysm  (Fig.  99)  208 

j pulsation      of,      with 

tricuspid  regurgitation     93 

■ from  obstructed  vena 

cava        ..  ..208 

I  -  obstructed,  by  aneurysm  410 

glands  , .  . .   410 

I cedema  from  . .         . .  410 

j by  tumours    . .         . .  410 

-  ophthalmic,     engorged, 

I  from  cavernous  sinus 

thrombosis     ..         ..229 

I  -  pelvic,  pressure  on,  cedema 
of  vulva  from  . .  701 

I  -  precordial,  dilated,  with 

,  adherent   pericardium  213 

-  nulsation  in  cervical   . .  369 
VEINS.    VARICOSE    AB- 

I  DOMINAL     ..         ..748 

I from  cirrhosis        . .  750 

(Fig.  303)  749 

from  vena  caval  ob- 

1  structlon  . .   749 

I thrombosis        8,  52 

gastric,    from    portal 

obstroctton  . .  272 

in  ncse,  epistaxis  from  220 

oedema  of  leg  from  . .  410 

oesophageal,  from  cir- 
rhosis . .  . .  267 

hflomatemesis  from 

265.  267 

from  portal  obstnic- 

tion  . .      267,  272 

orbital.     Intermittent 

exophthalmos  from  230 
pain  in  the  leg  from. .  438 

-  -  phlebitis  in    . .         . .  438 

pigmentation  round..  554 

popliteal         . .         . .  692 

from  popliteal  aneur- 
ysm . .         . .  692 

purpura  round  . .  554 

ruptured,  vulval  swell- 
ing from     . .         . .  700 
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Veinx,  rarkoge^  contd. 

subcutaneous  nodules 

from            ..          ..404 
VEINS,  VARICOSE  THOR- 
ACIC    750 

from     aneurysra 

(Fig.  99)  208 

chronic  medlastinitis  435 

mediastinal   growth 

104,  308,  419 

new  growth  in  chest 

104,  290 

new  growth  indicated 

by  ..         ..751 
vena  cava  obstruc- 
tion        ..      208,  413 

-  -  ulcer  of  leg  from       . .   73<» 

vaeiniil,  dystocia  from  200 

\  eiia  cava  inferior  invaded 

by  new  growth  . .       7 
obstnicteil,  albumin- 
uria from  13,  62 
ascites  from       . .     52 

- by  ascites  . .  415 

by   carcinoma   of 

'kidney  ..  750 
Vena    cava    interior,    ob- 
structed, causes  off  . .  749 
by  enlarged  medi- 
astinal gland;?     381 

intrathoracic  new 

growth  . .     52 

-  —  mediastinal  growth  40 
modiastinitis       46,  52 

- new  growth        . .  415 

— oedema     of     legs 

from     52,  414,  415 
after  phlebitis  ..414 

-  -  —  reversal  of  blood 

flow  in  surface 
veins  from     . .   749 

by  thrombosis  (see 

'  Thrombosis) 

-  -   -  renal     growth     in- 

vading   . .  . .   750 

-  -  superior,    aneurysm 

opening  into,  acute 
dyspnoea  from       . .     92 
•_  bniit  of  ..92 

- cyanosis  from       92 

- (pdema  of  face 

and  arms  from  92 

-  -  -  obstructed  . .  . .   760 
by  aneurysm  158, 

159,  413,  415,  673 

bloated  facies  from  158 

Vena   cava  superior,   ob- 
structed, causes  off   . .  751 

cyanosis  from 

157,  159 
by  enlarged  medi- 
astinal glands     381 

by  growth  of  lung  169 

giimma   . .  . .  413 

— hffimorrliage    Into 

intrathoracic  sar- 
coma . .  . .  169 

me<lijw»tinum  . .  159 

thymus  . .  159 

-  -  -  mediastinal  fibrosis 

159,  415,  673 

_  _  _ gumma  . .  415 

-----  new  growth  415, 419 

-  -  —  nieiliastinitis      . .  413 

-  —  new  growth   102, 

104,  290,  413,  673 
oedema  from     ..  415 

- of  face  from  . .  673 

and  arms  from  159 

neck  and  arms 

from        ..  413 
— by  thrombosis  . .  413 

-  -  -  -  varicose    thoracic 

veins  from      ..  413 

opened  l)y  aneurysm  159 

■ cyanosis  from     159 

(lyspnopa    from  159 

■awclling  of  face  159 

stenosed   by   aneur- 
ysm (Fig.  99)  208 

- cyanosis  from    . .   208 

-  -  -  -  nc(k     veins     dis- 

tpn(lpd(/'/?7.  09)  208 

-  -  -  -  varicose    thoracic 

veins  (Fig.  99)  208 

-  -  -  -  thrombosis     fsee 

Tlironbosis) 


Venereal  ulcer  of  rectum . .     79 
Venesection,     leucocytosls 

after 300 

-  for  uraemia        . .         . .  118 
Ventilation,  bad,  appetite 

bad  from        . .         . .  321 

headache  from      295,  321 

insomnia  from       321,  322 

-  irritability  from        . .  321 

-  sore  throat  and. .  . .  615 
Vi  ntricle.  left,,  dilated,  from 

aortic  disease        211,  212 

-  ••  -  aortic  regurgitation 

94,  05 

-  -  -  arteriosclerosis       ..   211 

-  ••  -  back-pressure  effects 

of 212 

-  -  -  from  fibroid  heart. .  213 

granular  kidney   ..211 

high  blood-pressure  211 

Ventricle,    lefft,    dllatated, 

mitral      regurgitation 
from        90,  211,  212,  298 

presystolic  bruit  from  95 

and    liypertrophied, 

from  chronic 
Bright's  disease . .  212 
high     blood-pres- 
sure    ..  ..212 

mitral  regurigitation        | 

from    ..  ..212 
enlarged     from    alco- 
holism        . .  . .  206  I 

from  aortic  disease    206  , 

arteriosclerosis       . .  200  i 

Ventricle,    lefft,    enlarged, 
causes  eff  . .  296  ; 

from  granular  kidney  206  j 

Graves's  disease    . .  206  j 

hard  work  . .  . .  206 

site  of  impuisp  with  206  I 

failure  of,  right  ventricle 

enlarged  from        . .  215  ] 

hypertrophied  in  aortic 

regungitation         . .     94  I 

stenosis  . .         . .     92 

site  of  Impulse  with  299  ' 

Ventricle,  lefft,  hypertrophy 
and  dilatation  off     .211 

from  mitral  regurgl- 

tion     . .         . .  210  I 

-  rate  of  independent  beat 

of         645 

-  right,    dilated,    pain    in 

epigastrium  from      . .  436 
tricuspid   regurgita- 
tion from  . .     92 

and    hypertrophied, 

from    mitral    re- 
gurgitation       ..  210 

-  enlarged,   from   bron- 

chitis ..  ..215 
cardiac  impulse  dis- 
placed from       . .  215 

from  emphysema 

215,  217  I 

epigastric  pulsation 

from        ..      206,  215  I 

from  failure  of  left 

ventricle  ..  215  I 

from  fibroid  lung  . .  215  , 

Ventricle,  right  enlarged, 

general  account  off   . .  215  | 
from  mitral  regurgi- 
tation     . .  . .  206  j 

stenosis  . .  . .   215  | 

pulmonary  incompe- 
tence      . .  . .  215 

stenosis   ..      215,  217 

site  of  impulse  with  20G 

hypertrophied,  in  con- 
genital heart  disease    91 
from  emphysema  . .   299 

-  fibroid  lung  . .  216 

-  see-saw  impulse  with    54 
strain    of,    from    lung 

afl'ections    . .  . .   4H5 
palpitations  from..  485 

-  single      . .  . .  . .   157  ; 

Vermiform    appendix    on 

left  side         . .  . .  452 

Vermin  destroyer,  strych- 
nine poisoning  from. .  417 
Veronal,  brndypnoea  from     84 

-  biillaj  from         . .  . .     96 

-  Chevne-Stokes  breathing 

from 103 


Veronal,,  contd. 

Vesides,  contd. 

-  coma  from 

118 

-  with  malignant  pustule  551* 

-  cyanosis  from    . . 

157 

-  in  meningitis     . .         . .  *i5 

-  erythema  from  . . 

222 

-  miliarial  . .          . .      753,  I'Si 

-  lupmoglobinuria  from  . . 

284 

-  occupations  causing     . .  ^2\ 

-  methiemcgloblnuria  after  157 

-  in  scabies,  562,  COO,  753,  r^> 

-  polycythffimla  from 

533 

-  from  serum  Injertiofi*. .  tti 

-  purpura  from    . . 

553 

-  in  small-pox     5W,  5ft>, 

-  reducing   substances   In 

G16,  TiT 

urine  after     . . 

157 

-  from  splint  pressure    . .  757 

-  urticaria  from  . . 

771 

-  in  stropholos     . .          . .  75< 

Verruca  necrogenica,  fingers 

-  syphilis  . .         560,  562.  r^ 

affected  by    . . 

240 

-  syphiloderms     . .          ..  i'j^^ 

-  plana  juvenilis  . . 

488 

-  vaccinia  . .         . .          . .   757 

papule  of 

-  vulgaris 

487 

-  varicella  . .         . .      753,  75a 

488 

-  variola    . .          . .          . .  75' 

Vertebno  (see  Spine) 

-  on  w^heals          ..          ..771 

VERTieO 

751 

-  from  x-rays       . .          . .  223 

-  in  acute  cerebellar  ataxy 

58 

Vesicula  seminaics,  direc- 

- from  alcohol 

752 

tions  of,  pain   in   th« 

-  anasrhesla  of  soles 

751 

back  from      . .          . .  42* 

-  arteriosclerosis  . .      752, 

753 

felt  per  rectum         . .  277 

-  ataxy  with 

58 

gonococcal  infection  of 

-  on  boat  

752 

182.  :^^l 

-  bradypnoea  wl  \\ 

84 

not  normally  palnable  5«J7 

-  cerebellum  and.. 

751 

tuberculous  (see  Tuber- 

- from  cerebral  abscess  . . 

752 

culosis) 

lesions 

84 

Vesicular  murmur,  absent, 

tumour 

752 

over  empyema          . .   1  'j3 

-  on  cliff  edge 

752 

pleuritic   effusion 

-  from  diplopia    , . 

752 

206,  2» 

-  dyspepsia 

75.-$ 

pneumothorax 

-  ear  lesions 

408 

432,  530 

-  in  epilepsy 

752 

from  stenosis   of 

-  from  facial  palsy 

493 

bronchus        ..   29)J 

-  foreign  body  in  ear 

752 

deficient,   from   aneu- 

- after  fractured  base    . , 

752 

rysm           . .          .  -  ^J$ 

-  from  gastric  disturbance 

752 

bronchus     obstruc- 

- gout        

753 

tion         ..          ..   2*«S 

-  high  blood-prossuro     . . 

752 

emphysema  160, 187,317 

-  laryngeal  spasm 

752 

over    fibroid      lun^ 

-  legions  causine  . . 

407 

168,  2U6.   292.   643 

-  in  Meniere's  disease  752 

768 

pleuiitic  efTusion  . .   1«W 

-  migraine 

752 

pneumothorax       .  -   l-W 

-  nephritis 

762 

pulmonary     infarct  \^) 

-  noises  in  tlie  head  with  407 

Vesiculitis,  aching  in  peri- 

- nystagmus  with        408, 

751 

neum  from     . .          . .   474- 

-  optic  neuritis  and 

752 

-  prostatitis  wth..          ..473 

-  from  otitis  media    423, 

-  from  urethritis  . .          . .  473 

752, 

763 

Vestibule,  auditory   ii«Te 

-  otosclerosis 

783 

ending  lu       ..          ..163 

-  preceditjg   cerebral   hao- 

Vibices 552 

morrhago 

762 

Vibrios,  cholera    ..          ..273 

-  from  ptomaine  poisoning 

752 

Vicarious  nienstmatjon  . .  274 

-  semlclrcnlar  canals  and 

751 

blood  per  anum  from     79 

-  from  syringing  ear 

753 

Villous  tumjur  of  bladder. 

-  syphilis  of  Intenial  ear 

752 

kidney  enlarged  b j  . .   281 

-  tobacco  

752 

cystoscope   in    dta- 

-  train  travelling. . 

752 

gni«ing  . .      281,  »S 

-  wax  in  ear        ..     421, 

752 

detected  per  rectum  2i:>l 

-  (and  see  Giddiness) 

frequent  mictnriUon 

Vesicants,  bull©  from     90 

,  97 

frcm        ..          ..281 

-  pigmentation  from 

527 

hsun-auria  from 

-  various   

97 

275,  281.  2*5 

dermatitis  from 

755 

bannoglobinaria 

VESICLES 

753 

simulating          ..   285 

-  in  anthrax 

674 

pain  in  kidnej  from  2*1 

-  from  bites 

757 

penis  from         . .  46» 

-  bromides 

757 

retention    ol    urine 

-  t)urnlng  from    . . 

753 

from       ..          ..   2Sl 

-  in  cerebrospinal  menin- 

 stoppage    of    urine 

gitis     

591 

stream  by          , .   3!)4 

-  from  chancroid . . 

618 

ureter      obstructed 

-  in  clieiropompholyx     . . 

756 

by           . .          . .  ,281 

-  chicken-pox 

616 

Vincent's  angina,  bacteri- 

- crusts  from 

753 

ology  in  diagnosing?  . .  614 

-  In  dermatitis     . . 

755 

-  -  diphtheria     simulated 

-  -  herpetiformis  710,  753 

755 

bv 614 

-  in  eczema  487,  488,  600, 

-  -  follicular     tonsillitis 

753, 

754 

simulating  . .          . .  614 

-  erythema       multiforme 

foul  breath  from      87,  61i 

227,  489, 

756 

fusiform  bacilli  in      . .  614 

-  from  frostbite    . . 

757 

VIncMt't  angina,  gancral 

-  In  glanders 

559 

account     of      {Piau 

-  herpes     . .         477,  000, 

753 

XXVri)        .-      612,014 

progenitalls    . . 

618 

neck  glands  and        . .  373 

-  -  zoster  . .        431,  460, 

754 

on?anisms     of     (PtaU 

-  hidrocystoma    . . 

753 

XX nil}       ..          ..  6U 

,  -  impetigo..         ..      558, 

502 

—  sore  throat  in            . .  613 

contaxriosa 

755 

spirilla  in        ..           ..  Gli 

-  from  io<lides 

757 

ulceration  in  . .          . .  614 

-  itching  fron» 

753 

Violin   playing,   deteriora- 

- in  Jacquet's  erythema. . 

4»1 

tion  in  qualitT  of,  in 

-  lichen  planus     . . 

7.50 

ceneral  paralyias      ..  le*** 

urticatus 

756 

Violinists'  cramp  . .          . .  Ul 

-  lymphangioma     circum- 

Viptr bite,  oemrmi  account 

scriptum 

750 

of       337 
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Virginia  creeper,  rhiis  toxl-  [ 

coUcndrou  instead  oi     224 
Visceroptosis         (Fig.  56)  127 

-  abdomiaal  outiirie  in  . .  42G  i 

-  colon  ill  {Ftg.  183)  420 

-  general  abdominal  pain 

from 426 

-  kidney  di:tplaced  in     . .  420 

-  liver  displaced  in         . .  420 

-  noi-ies  in  the  head  in    . .  400 

-  x-rays      in      diagnosing 

{Fig.  183)  420 
Visible  peristalsis  (»ee  Peri- 
stalsis, Visible)  , 
Vision,  central      . .         . .  758  I 
Vision,  colour                ..  758 

-  concentric  limitation  of, 

in  disseminated  scler- 
osis      517 

VISION,  DEFECTS  OF  ..  757 
irom  clioroidlti"?       . .  410 

-  dimness  of  from  diabetes  200  I 

-  double  (see  Diplopia) 

-  nerve  patlis  of  (/'w.  138)  800 
Vision,    normal,    poneral 

account  of     . .     757,  758  I 

-  peripheral  . .         . .  758  I 

Vision,  red 762 

Vision,  yellow       . .     324,  762  i 
Visitors,  pyrexia  from     ..  573 
Visual  acuity  . .  757  i 

-  aura        . .  . .  . .     08  | 

-  cortex     lesion,     crossed 

amblyopia  from       . .  759  i 
hemianopia  from  . .  759 

-  field,  concentric  limita-  < 

tlon  of  ..         ..  759 
constriction   of.   from 

choroido-retinitis  760,  761  l 

functional  . .         . .  701  | 

glaucoma    760,  761,  702  i 

in  hysteria  . .  010  ' 

optic  atrophy       . .  700 

retinitis  pigmentosa  I 

700,  701  I 
spiral  contraction  of    759 

-  word  centre  (Fig.  200)  024  I 
*  Visual,*  definition  of  a  026  ' 
Vitiligo,  pigmentation  with  529  • 
Viireous,  hsemorrhage  into 

72,  702  I 

-  Iiazy,  In  glaucoma       ..  761  , 

-  particles  in         . .         . .     71  i 
Vocal  cord-s  ataxy  of     . .     59 
epithelioma  (see  Carci-  , 

noma  of  Larynx)  I 

fibroma  of     . .      635,  650 

I»aralysi8  of  (see  Para- 
lysis, Larj'ngeal)  | 

-  fremitus     (see    Tactile 

Vocal   Fremitus)  , 

Voice,  altered,  with  laryn- 
geal paralysis  150,  494,  495  ; 

laryngitis       . .         . .  150  ] 

mediastinal  new  growthl34  ' 

-  hesitant,  from  cerebellar 

abscess  ..         ..517 

tumour       . .         . .  517  I 

disseminnte«1  sclerosis    617 

-  low?  of,  from  laryntritis. .  010 
(and  see  Aphonia) 

-  monotonous,  in  paralysis 

ngitans  . ,  . .   725 

-  nasal,  after  diphtheria 

04,  154,  512,  589,  027 

in  royastliciiia   gravis  027 

from  paresis  of  palate  612 

-  sounds,  absence  of,  over 

empyema       . .  . .  103  ' 

with  fibroid  lung  . .  043 

pleunil  efTusion     . .  299 

pneumothomx   432.  630 

deficient,  with   fibroid 

lung.  .  ..      200,  292 

plouritjf'  effusion  . .  108 

pneumotliornx        . .  108 

-  iiK-rejised,    from    em- 

pliy.«t'nia     ..  ..217 

Voirrs,  hearing  of. .  ..    723 

us  an  aura  of  epilepsy     07 

in  infinity      . .  . .   405 

-  homicide  nrecd  by       . .   405 

-  suicide  unrf'd  by  . .   405 
Volatile  oils,  bullio  from  . .     90 

-  erythema  from         . .  222 
Volltmann's  paralysis 

(Fig/ US)  141  I 


Volkmann's  paralgsit^  eontd. 

-  -  of  leg 114 

nerve  panUjrsis  simu- 
lated by     . .         . .  500 

from  splint    ..       01,  500 

Volvulus,  carcinoma   aoci 

simulated  by..         ..459 

-  distention  of  cavum  from  459 

-  intestinal     obstmction 

from    . .        130,  388,  459 

-  pain  in  right  iliac  foss;i 

from 459 

-  sigmoid,  abdominal  dis- 

tention from  . .  . .  452 
general         peritonitis 

from  . .  . .  452 
Hirschsprung's  disease 

and 054 

immediate     operation 

for 452 

pain      in     left     iliac 

fossa  from  . .         . .  452 

visible  peristalsis  from  452 

Vomit,  bile  in       . .         . .  706 

-  black,     in     phosphorus 

poisoning  . .  . .  336 
In  yellow  f^ver      273,  330 

-  coffee-ground,  from  gas- 

tric carcinoma  . .  269 
ulcer  . .         . .  208 

-  flukes  in  . .         . .  328 

-  occult  blood  in . .       030,  767 

-  pus  in 700 

-  reaction  of        . .         . .  766 

-  round-worm  in  . .         . .  707 

-  tonilffi  in  . .         . .   115 

-  (and  see  Gastric  Contents) 
VOMITINQ 763 

-  with    undue    abdominal 

aortic  pulsation        . .  543 

-  from    acute    congestion 

of  liver  . .         . .  334 

pancreatitis    . .         . .  001 

peritonitis      . .         . .   707 

yellow^  atrophy      273,  333 

-  in 'Addison's  dise.Tse  33, 

52C,  706 

-  from  alcohol      . .         . .  720 

-  anmmia  . .         . .       30,  708 

-  gastric  ulcer  simulated 

by 30 

Vomitino,  an«mlc  oemral 
account  of    . .      36,  412 

-  after  aniesthetics         . .       4 

-  in  angina  abdominalis 

115,  310 

-  angioneurotic  oedema  . .  220 

-  appendicitis      454,  005, 

077,  707 

-  from  arsenic,  64,  73,  iS, 

171,  208,  717 

-  anteriosclerosis  . .         . .  296 

-  bncteriuria         . .         . .     70 

-  biliary  colic       ..     110,  707 

-  bradypnopa  with  . .     84 

-  from  carcinoma  coli     ..  330 

of  dumlenum..      001,  002 

stomacli,     270.     310, 

430,  030,  078,  707 

-  cerebellar  abscess        . .  597 

tumour  . .         . .  517 

VomHino,  cerebral  84,  295, 

315,  767 

-  from    cerebral     abscess 

147,  ,100,  502,  597,  020,  708 
haemorrhage  . .  . .  708 

-  -  tumour,  147,  204,  .302, 

300,  315,  429,  502, 
626,  637,  020,  711,  768 

-  in  chronic  alcoholism  . .     51 
peritonitis      . .  . .     47 

-  cirrhosis  . .         . .     51 

-  with  colic  114,  115,  593 

-  from  colitis       . .         . .  063 

-  collapse  from  severe    . .  311 
Vomiting,  conditions  simu- 

latini 763 

-  copious  dark,  from  acute 

dilatation  of  stomach  173 

-  from  corrosives..      207,  700 

-  cough  and  . .  . .   15«) 

-  from  cryptomenorrhcea      17 
Vomitino,  cyclical,  of  chil- 
dren 4,  384,  704,  765 

acidosis  in  . .         . .  384 

-  and    diarrhopa,    general 

wasting  from  . .     59 


Vomiting  and  diarrhcea,  contd. 

infantile,  ocet*  nuria  in      4 

summer         . .         ..  717 

tetany  from  ..         ..   151 

-  from   dilatation   of   the 

heart 30 

stomach  . .  . .   622 

-  in  disseminated  s^'lerosis  295 

-  from  distoma  hepaticum  328 

-  diverticuUtis      ..         ..  453 

-  duodenal  ulcer  ..       75,  271 

-  eclampsia  . .         . .  140 

-  encephalitis       120,  502, 

611,  625 

-  after  enema      . .         . .  707 

-  from  erroj-s  of  diet      . .  384 

-  in  exhaustion  ot  labour    201 

-  f cecal,  from  acute  perito- 

nitis     707 

appendicitis  . .         . .   707 

gflstro-colic  fistula   . .   70<'. 

hysteria  . .         . .  708 

intestinal  obstruction 

131,  388,  700,  707 

-  from  food  ..         ..99 

-  fermentation      ..         ..241 

-  after  flushing     ..         ..241 

-  from  gall-stones. .         ..  327 
gastric  ulcer,  30,  75, 

268,  269,  317,  437,   707 
-gastritis..         207,317.700 

-  general  peritonitis       . .   388 

-  glaucoma  . .      233,  701 

-  headache  with  . .         . .  708 

-  in  Henoch's  puri»nra  7  , 

343,  550,  707 

-  from  hour-glass  stomach  700 

-  hypertrophic  stenosis  of 

pylonus  ..      384,  700 

-  hypothermia  after  severe  311 

-  hysterical  315,  407,  708 

-  due  to  increasetl   intra- 

cranial pressure        . .  590 

-  in  influetiza       . .         . .  405 

-  from  intestinal  obstruc- 

tion    115,    131,    315, 

430,  6-J2,  593,  707 

-  intussusception  . .     003,  078 

-  irritant  ixjison  . .         . .   700 

Vomitino,  list  of  causes  of 

764,  765 
Vomitino,  mechanism  of. .  764 

-  in  Alei{?e's  disease       . .  220 

-  M6fiitre's  disease       752,  708 

-  meningitis,  120, 148, 225, 

307,    316,    323,    611, 

515,  625,  590,  708 

-  migraine. .         700,  7(;2,  708 

-  morning,  from  alcohol  51, 207 

cirrijosis         . .         . .  371 

pregnancy     . .         . .  393 

Vomitino,  nausea  and  765,  766 
Vomitino  from  ossophaoeal 

lesions  ..763 

pouch 190 

-  after  operat  ions           . .  4 

-  optic  neuritis  with       ..  708 

-  from  otitis  media        ..  202 

-  pachymeningitis           . .  525 

-  pancreatitis        . .      594,  707 

-  in  pellagra         . .          . .  225 

-  from  pericolic  abscess. .  603 

-  peritonitis          115,  425,  592 

-  in  phosphorus  poisoning  330 

-  phthisis 316 

-  pituitary  infantilism    . .  190 

-  plumbism           . .         . .  34 
-poliomyelitis     ..      110,609 

-  with  polycystic  kidneys  42 

-  from  portal  obstruction  272 

-  pregnancy           19,  315,  393 
acetonuria  from       . .  4 

-  from  ptomaine  poisoning 

171,224,717 

-  pyiemia 590 

-  pyloric  obstruction   116, 

174,  245,  318,  653 

-  in  renal  colic      . .      451,  767 

-  scarlet    fever   224,   227, 

014,  705 

-  from  sea-cat  pricks     . .  224 

-  serum  injections  ..  223 

-  severe,       polycythccmia 

from 532 

in  pregnancy . .         . .  532 

-  from  sick  headache     . .   520 

-  simple  colitis     . .         ..     78 


VomUing^  eontd. 
-  sinus  thrombosis 
511 


120, 
697, 


-  in  small-pox 

-  from  S'lake-bite 

-  Strangulated  heniia 

-  suppurative  nephritis  . . 

-  tabes       . .  . .      315, 
-from  tetrachlorethane. . 

-  thirst  from 

I  -  in    tubereulous    menin- 
gitis    . .         . .      574, 
I  -  typhus    . . 

-  uremia  . .  40,  290, 

-  urate  deposit  due  to  . . 
I  -  uigent,  in  tabes. .  ; . 
I  -  wasting  from     . . 

-  from  wee ver- fish  pricks 
I  -  whooping-cough  150, 
I  -  worms 

I  Von  Basedow's  disease  (see 
Graves's  Disease) 
Von  Graefe's  slon 

in  Graves's  disease 

215, 

Von      Jaksch's     disease 

(Fig.  13)  37. 

Von  Pirquet's  reaction  in 
Addison's  disease     . . 

Von  Pirquet's  reaction, 
oeneral  account  of  768, 

U'Utif  XX  XV 1 1).. 

not  trustworthy    . . 

in  tuberculosis,  385, 

459,479,500,573, 
031,609,090.  738, 

Von  Recklinghausen's  dis- 
ease, fibroma  mollus- 
cum  simulating 

nerves  thickened  in 

neurofibromas  in  . . 

pigmen tuition  in  710, 

skin  tumours  In    . . 

tendeniess  of  scalp 

Vulva,  condylomata  of    . . 

Vulva,  cystic  affections  of 

-  diabetic  eczema  of 

-  epithelioma  of  (see  Carci- 

noma of  Vulva) 

-  fibroma  of        . .       700, 

-  hasmatoma  of    . . 

-  haemorrhage  from 

-  irritation    round,    from 

oxyuris  vermiculnris 

Vulva,  new  orowths  of   . . 

-  pigmentation     of,     in 

Addison's  disease     . . 

-  pruritus  of 

-  pseudo-elephantiasis     of 

-  rectum  opening  through 

(Fig.  251) 
Vuhra,  soft  sores  of 

-  sore  on,  inflamed  inguinal 

glands  from    . . 

Vulva,  swellinas  affectino 
the,  list  of     . .     699, 

-  syphiloderm  of  . . 

-  varicocele  of 
Vulvitis,  dyspnreunia  from 

-  enuresis  from    . . 

VulvHis.  ieukoplalcic  icrau- 
rosis  distlnoulshed  from 

-  levator  ani  spasm  from 

-  similarity  of  all  kinds  of 

-  vaginismus  from 

-  vulval  swelling  from    . . 


708 
272 
337 
082 
594 
708 
334 
720 

040 
0.38 
315 
740 
437 
.38  4 
224 
420 
707 


229 

722 

034 

34 

769 

770 
677 

740 


710 
732 
710 
732 
732 
710 
020 
701 
401 


702 
701 
702 

520 
702 

528 
540 
701 

586 
700 

.  381 

700 

490 
701 
193 
218 

701 

193 
700 
193 
099 


WADDLING  gait    C«ce 
Gait,  Waddline) 
Waist,     pityriasis      rubra 

pilaris  affecting        . .  489 
Walking,  delayed..         ..  510 

-  intermittent  claudication 

and 441 

Walsham,  Dr.  Hugh,  skia- 
grams by      . .         008-73 
Wanderino  liver  . .        . .  36S 
War,  trench  feet  in         . .  224 

-  typhus  fever  and         . .  335 
Warts,  condyloma  distin- 
guished from..         ..  490 

-  epithelioma  from      621,  731 

-  occupation  and  . .  . .   240 

-  post-mortem      . .  . .   240 

-  sarcoma  starting  from     731 

-  on  scrotum       . .         . .  096- 
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WASH-LEATHER  SLOUGH    —    WRIST-DROP 


Wash-leather    slough,     in 

Water-hammer    pulse    in 

erumma 

739 

aortic  regurgiution  93, 

Washerwomen,       ocropnr- 

94,  207,  208, 

720 

jBsthesia  in    . . 

444 

Wax  in  ear,  cough  from  . . 

148 

-  dead  fingerH  in  . . 

163 

deafness  from  104, 165, 

421 

-  nail  changes  in  . . 

399 

earache  from 

202 

-  sore  lingers  in    . . 

239 

eczema  from  . . 

422 

Woisp  sting,  tongue  swollen 

-  -  noises  in  the  head  from  406  , 

from 

698 

otorriioea  from       421, 

422 

Wassermann          reaction, 

speculum  in  detecting 

164 

aneurysm  and       435, 

714 

tinnitus  from  421,  722, 

723 

in  cases  of  noises  in 

vertigo  from  ..     421, 

752 

the  head     . . 

407 

Waxy  casts 

6 

pain  in  shoulder    . . 

477 

Weakness,  from  alcohol  . . 

726 

—  in  cerebrospinal  fluid 

-  carcinoma  of  bowel     . . 

77  ' 

120, 

305 

-  cerebral  softening 

725  1 

-  chancre  and  G18,  C19, 

-  chronic  nephritis 

76  1 

C20, 

674 

-  diabetes  . .         . .     260, 

264 

in  congenital  syphilis 

-  malaria 

30 

t»3J,  :{8.J, 

655 

cranial  nerve  paralyses  541 

paralysis 

146 

in   diagnosing   nature 

-  from  neurasthenia 

715  1 

of  ulcer  of  tongue. . 

379 

-  from  phthisis     . . 

572  ' 

-  -  for  dlgitJil  cliancre    . . 

381 

-  progressive,    from    new 

1 

in    familial    acholuric 

growth  of  lung 

290  1 

jaundice      . .      332, 

634 

in  pellagra     . . 

225  1 

-  -  ce.ieral  paralysis    120, 

243 

-  from  pyloric  obstruction 

123  1 

—  gumma  of   liver  and 

-  tremor  from      . .      724, 

725  1 

253, 

,'J34 

-  from  tuberculosis 

566 

-  -  In  htemoglobinuria  . . 

285 

W  easels,  fever  from  bite  of  598  ' 

leprosy 

401 

Weather,  effect  on  tabetic 

miller's  phthisis 

288 

pains 

440  ' 

-  -  ?iegative  in  tabes     .. 

30.'> 

-  rheumatic  pains  and    . . 

466 

-  -  in  obscure  nerve  cases 

309 

-  sore  throat  and.. 

615 

-  -  pachymeningitis  and 

516 

-  urine  amount  and 

534 

-  -  in   prolonged   pyrexia 

568 

Weber's  test 

165 

-  -  spinal  meningitis      . . 

499 

Weeping 

220 

-  -  stomatitis 

512 

-  in  eczema 

754 

-  -  syphilides  and       559, 

560 

Weerer-ash     pricks,    ery- 

- -  in  syphilis,  33.  52,  G3, 

thema  from   . .      222, 

224 

71,  73.  93,  179,  181, 

—  festering  sores  from. . 

23  4 

197,  199,  210,  292, 

—  heidache  from 

224 

304,  377,  403,  480, 

-  -  oedema  from  . . 

224 

491,  541,  5«}8,  G04, 

—  vomiting  from 

224 

G15,  622,  G79,  696, 

Weicliselbaum.  diplococcus 

735, 

738 

of  (see  Meningococci) 

of  bono 

G69 

-  -  meningiUs  from 

146 

-  -  syphilitic  arthritis    . . 

318 

Weight-carrying,    arthritis 

liver 

372 

from 

476 

ulcer 

403 

-  -  atrophy     of     muscles 

-  -  tabes   . .         . .     116, 

440 

from 

163 

—  ulcer  of  palate 

588 

-  -  brachial  plexus  change 

von    Jaksch's   disease  63 1 

from 

163 

Wasting  (and  sec  Atrophy! 
-  from  carcinoma  of  bowel 

-  -  dead  fingers  from     . . 

1G3 

77 

—  headache  from 

296 

-  -  duodenum     .. 

661 

-  -  kyphosis  from 

155 

-  -  liver    . .         . .      373, 

374 

pain  in  arm  from     . . 

163 

rectum 

78 

shoulder  from 

163 

stomach 

678 

—  in  scoliosis  from    153, 

154 

-  chronic  pancreatitis     . . 

264 

WEIGHT.  LOSS  OF 

768 

-  cirrhosis  . .         . .        59, 

371 

-  -  in  Addison's  disease. . 

770 

-  above      clavicle,      from 

—  from  alcohol  . . 

770 

phthisis 

169 

—  alcoholic  neuritis     . . 

66 

-  from  ccplittc  dlse-use      . . 

171 

-  -  alkalies 

99 

-  congenital  syphilis 

334 

-  -  auwirysm       . .      258 

770 

-  cyclical  vomiting 

765 

anorexia  nervosa 

77» 

-  diabetes  . .         . .  43,  59 

264 

atheroma 

258 

217 

—  baclUuria 

770 

—  fatty  heart  from 

212 

1  -  -  with  cachexia 

99 

Wattino.  wnertl  (and  see 

'  —  from  carcinoma     126 

Weight,  Loss  of)      . . 

59 

129,  270,  2'1,  316 

-  in  Graves's  disease     . . 

72G 

'                        330,  585,  768 

769 

-  from  hypertrophic  sten- 

- -  cirriiosis 

770 

osis  of  pylorus 

766 

1  -  -  colitis 

663 

-  with  liver  abscess       69, 

370 

-  -  diabetes          . .      768 

,  770 

-  from  pancreas  growth . . 

661 

drugs  . . 

770 

disease 

116 

Graves's  disease     215 

,  770 

-  in  phthisis      159,  (Fiq. 

hysterical 

43 

165) 

351 

-  -  wiUi  joint  infections 

770 

-  from  starvation           59 

384 

In  leukmmla  . . 

99 

-  of    tongue,    in    bulbar 

1 with  liver  lesions      . 

770 

paralysis 

543 

from  malignant  peri- 

- from  tuberculous  kidney 

117 

tonitis 

49 

-  ulcerative  colitis            59,  76 

new  growth  of  lung. . 

290 

Watchmaker's  cramp 

151 

Watch  test,  for  hearing   . . 

164 

in  phosphatic  diabetes  522 

Water,  arsenical  contamin- 

- -  progeria 

191 

ation  of 

718 

pyremia 

335 

-  deficient     inj?e=*tion     of 

Still's  disease 

35 

const i|)at ion  from     . . 

125 

from  tuberculous  bowel  76 

-  pelliiirm  and 

226 

Weight,    low    of,    minor 

Waterbfji^li,    burning     iti 

causes  of      . . 

769 

lliroat  from  . . 

296 

in  old  age      . . 

770 

-  with  heartburn 

4  36 

from  pain 

769 

-  iiuskiness  from  . . 

206 

peripheral  neuritis  . 

770 

-  note  on  . . 

764 

periproctitis  . . 

.  719 

relation  to  heartburn  . .  29G nernicious  anajraia  24,  770 


Weighs  loss  of,  contd. 

-  -  phthisis  . .      288,  768 

rheumatoid  artluitis       35 

sleeplessness  . .         . .  769 

starvation      . .         . .   768 

tabes 050 

after    tropical    infec- 
tions . .         . .  770 

(and  see  Marasmus) 

-  sense    of,    from    acute 

congestion  of  liver    . .  334 

in   epigastrium,   from 

gastrias  ..  ..317 
in  liver  region  . .  309 

-  in  rectum  from  piles  78 
right  hypochondrium, 

in  catarrtial  jaundice  329 
Weil's  disease,  albuminuria 

in        13 

Weirs    dlieftse,     oMMrtI 

account  off    . .        . .  336 

jaundice  in    . .      325,  326 

purpura  in     . .         . .  553 

rigor  in  . .         . .  594 

Weir-Mitchell      treatment 

in  anorexia  nervosa..  771 
Welders,      electric     steel, 

photophobia  in  . .  524 
West     Coast     of     Africa, 

malaria  on  . .  . .  31 
West  Indies,  yellow  fever  in  336 
Wet  sand  in  bag  sensation 

from  osteo-arthritts. .  347 
WHEALS  ..  '  ..  771 

-  from  bites  ..  . .  771 
Wheals,  dnigt  causing    ..771 

-  in  lichen  urticatus       . .  756 

-  strophulus         . .         . .  771 

-  urticaria  . .  . .  771 
■ pigmentosa    . .         . .  732 

-  (and  see  Urticaria) 
Wcrdnig-Hoffmann     para- 
lysis   . .         . .         . .   135 

Werihof,  morbus  maculosus 

of         . .         . .      553,  556 
Whetstone  crystals         . .  741 
Whooping-cough,  asphyxia 
in         145 

-  Bordet-Gengou  bacilli  in  645 

-  bronchitis  simulating  . .  645 

-  cerebral  vein  rupture  in  113 

-  a  cold  simulating         . .  645 

-  convulsions  from      144,  145 

-  cough  after       ..         ..   149 

-  htemoptysis  from      280,  289 

-  hernia  of  lung  from     . .   169 

-  leucocytosis  in  . .         . .  360 

-  oedema  of  face  from    . .  413 

-  orthopnoea  from  . .  418 

-  paroxysmal  cough  In  . .  420 

-  peroneal  atrophy  after. .  513 

-  serum  reaction  for      . .  645 

-  subcutaneous  emphysema 

I  from 203  I 

I  -  talipes  from      ..         ..  113 

-  Tooth's   peroneal   palsy 

I  after 60 

I  -  ulceroffnonumlinguffiln  7.S9 

-  violent  coughing  bout«  289 
I  -  vomiting  from  150,  420,  765 
I  Whip-worms  {Fig.  218)  529 
I  Whiskers,  pediculosis  pubis 

affecting  . .  . .  401 
I  Whispered  voice  test  . .  164 
I  Whistle,  Golton's  {Fig.  75)  165 
'  Whistling  noise  in  ear    . .   723 

White      corpuscles      (see 
'  Leucocytes) 

White  l€«  ..  ..  410,  411 
I  White  rings  In  urine,  causes 

of       5 

I  White-tongue  in  negroes. .  99 
Whitlow,  axillaiy  abscess 

from 606 

1  -  due  to  bacillus  coli  . .  240 
i  -  diphtheritic       . .         . .  240 

-  cow-pox  causing  . .  240 
I  -  cpltrochlear    gland    en- 

I  larged  from  ..         ..381 

-  fingers  affected  by       . .  239 

-  leucocytosis  witli  . .  360 
I  -  limping  from  . .  . .  362 
1  -  pain  in  foot  from        . .  362 

-  septiciomla  from  . .  637 

-  In  syringomyelia      110,  257 
I  -  thrombosis  of  innomin- 
ate vein  from . .         . .  751 


Widal  test,  in  diagnodng 
cause  <A  prolonged 
pyrexia  . .         . .  5<>3 

Mediterranevi  fever. .  506 

negative  in  ulcerative 

colitis         . .         . .     76 

—  paratyphoid  fever  and  637 
in  typhoid  fever,  64, 

76,    254,    335,    459, 

564,  572,  620 
Willis,  paracusis  of         . .   M.j 
Wilson,  Dr.  S.  A.  K.,  on 
cervical  rib  paresis  . .  508 

illustrations  lent  bv 

{Figs.  234-7)  491,  Vrl 
Wind,  from  gall-stones  ..  3 Iti 

Wind,  general  account  Of..  245 

-  per  rectum       ..      241,  24fi 
Wine,  polyuria  from     534,  53-*» 


in 

..   23*'. 
23<j 


-  priapism  from  . . 
Winged  scapula  . . 
Winking,      defective, 

Graves's  disease 

paroljrsis  agitans 

Wisdom   tooth,  impactedr 

tetanus  simulated  by  T:iit 

trismus  simulated  by  729 

Wolf     bite,     hydroph<rf>ia 

from    ..         ..         ..  73'> 

Women,  borborygmi  In  . .     ?*J 

-  dyscliezia  in      . .         . .   l:;*.* 

-  fibrous  stricturo  of  rectum 

in        120 

-  gall-stones  in     ..  ..   i;^' 

-  secret  drinking  in        ..   7tM 

-  tetany  in  . .  ..    1.>1 
Woodcock's  tuberculin  re- 
action (Plate  XXX  VI)  7  ** 

Wool,  anthrax  from     559,  tiTi 
Wori-Mintfness,      general 
account  of  . .  625 

hcmianofisia  witli     . .  6*.'o 

lesion  causing  . .  G-."» 

-  centres  in  brain  (Fig.  266)  6-  4 

-  deafness,  lesion  causing    6--*» 
Word-tfeofness.  ^   genomi 

account  of  . .  . .  625 
Woric,  hard,  heart  changes  15 
large  from  . .         . .     54 

-  manual,  aucurrsm   and 

196,  291 
Worms,  appetite  increased     4S 

-  convulsions  from  ..   144 
-enuresis from     ..         ..   SI** 

-  frequent  micturition  from  39  4 

-  grinding  of  teeth  from. .   20'> 

-  leucocytosis  from         . .   5  7 'J 

-  Insomnia  from  ..  ..   321 

-  intestinal  cast  simulating  3'.*'* 

-  nightmare  from 

-  nisht  terrors  from 

-  priapism  from  . . 

-  under  skin,  sense  as  of, 

from  cocaine  . . 

-  tape    (sec   Tape-worms) 

-  tenesmus  from  . 

-  vomiting  from  . .      763, 

-  (and  see  Parasites) 
Worry,  brachial  neural^ 

increased  by  . . 

-  constipation  from 

-  dyspepsia  from  . . 

-  insomnia  from  . . 

-  malarial  attack  from  . 

-  neurasthenia  from 

-  effect  on  neurasthenia . 

-  ptyalorrhopa  from 

-  specks  before  eyes  from 

-  tic  douloureux  and 
Wound,  diphtheria  of 

-  gangrene  of  lung   from 

2."»9, 

-  pytemia  after    . .      335,  5'.>«'» 

-  septica)mia  from  . .   637 

-  tetanus  from  138,  417,  5'.»i» 
WrigxHIng,  in  ch<M«a  . .  lU." 
Wrinkling  of  forehead,  in 

tabes  {Fig.  115)  230 

WrIst-drop  from  diphthorta 

(Fig.  22)     65 

-  hysterical  . .  . .   3rn> 

-  from  plumbism    34,  Co,  5«>'> 

-  miisculospimi    paralysis     05 
Writt-droii,   plumbic   dis- 
tinction from  musculo- 
spiral  paralysis        . .     65 

-  Saturday  night  palsy  . .      00 


4.W 
321 
53S 

cu 


..    718 


4t2 

124 
3l.» 

321 

4»ir, 
7l»'. 
5  4.-. 
71 
447 
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Wrist,  gout  of      . .         . .  345 
AVrist^jerks,    increused,    ia 

brachial    monoplegia    502 

-  -  hemiplegia     . .  . .   303 
Wrists,  athetosis  of         ..   131 

-  burrows  of  ocarus  on  . .  610 

-  gonococcal  arthritis  of. .  340 

-  large,  in  ricketa  (Fig.  85)  186 

-  lichen  planus  affecting. .  603 

-  multiple  benign  sarcoid 

affecting         . .  . .  405 

-  osteo-arthritis  of  . .  347 

-  paralysis  of  (see  Para- 

lysis, and  Wrist-drop) 

-  position  in  tetany        . .       2 

-  pulmonary    arthropathy 

of        352 

-  scabies  affecting       401, 

540,  755  j 

-  tuberculous  disease  of. .  847 
writer's  cramp  simu-  I 

lated  by  ..  ..151 
Writer's  cramp  ..  ..151 
W  riting,  ataxy  exhibited  on    56 

-  defective,      in     general 

paralysis         . .  . .    120 

-  difficulty  in,  from  supra- 

scapular nerve  palsy     50r» 

-  loss  of  power  of  . .  620 
Wry-neck  (see  Torticollis) 

XANTHELASMA    palpt- 
brarum  ..324 

-  planum   . .  . .  . .  324 

-  tuberosum         . .         . .  324 
Xanthin  basM,  list  off     . .  742 

uric  acid  from         . .   742 

Xanthin,  Fehling's  solution 

reducetl  by     . .         . .  261 
Xanthoma  diabeticorum. .  732 

-  macules  in         . .         . .  383 

-  multiplex  ..         ..732 

-  papule  of  . .         . .  487 

Xanthoma  piaiium,  gonertl 
account  of  ..732 

-  skin  tumours  from      . .   732 
Xanthoproteic  reaction   in 

cerebrospinal  fluid    . .  30 1 
Xantliopsia 762 

-  from  jaundice    . .  . .  324 

Xerodermia    pigmentosum  3S3 
Xerodermia,  oenerai  account 
off       488 

-  nutmeg-grater  skin  in  ..  488 

-  of  conjunctiva   ..  ..   734 

-  -  nyctalopia  from       . .  763 
X-rays  in  asthma  cases  . .  535 

-  atrophy  of  testis  from  66,  67 

-  and  barium,  in  diagnos- 

ing constipation       . .   122 
spastic  constipation  245 

-  -  stomach    examination 

with  ..         ..214 

-  -  technique  of  . .         . .   122 

-  and  bismuth,  in  diagnos- 

ing csecal  distention. .  457 

carcinoma   coli    77, 

(Fio.      •'>3)      125, 
(Fig.  54)  126,  330,  351 

of  oesophagus  100, 

(Fig.  97)  197,  461 

of   stomach    271, 

■    6.^0,  767 

cause  of  gastric  suc- 

cassion    . .         . ,  653 
intestinal  obstruc- 
tion     ..      241,310 

dilatation  of  colon     654 

of   stomach    115, 

317,  522,  67S 
gastric  tumour     ..16) 


X-rays  and  bismvthy  corUd. 

ux  diagnosing  gastric 

ulcer        ..         ..269 

gastroptosis 

(Fig.  144)  318 

hernia  of  stomach     652 

Hirschsprung's   dis- 
ease      ..         ..    390 

hour-glass   stomach 

318,  766 

idiopathic  dilatation 

of  oesophagus    ..  198 

ileocfflcal  kink       . .  457 

intestinal     obstruc- 
tion        ..         ..459 

oesophagus  obstruc- 
tion (Fig.  95)  195.  763 

pyloric    obstruction 

174,211.  653 

subdiaphragmatic 

abscess    . .         . .  532 

visceroptosis  . .  426 

duodenal  ulcer  and  . .  272 

iu  outlining  stomach    663 

-  burn  from         . .         . .  223 

-  in  case  of  pain  in  the 

back    ..      ...         ..428 

-  chest  lesions      . .         . .     33 

-  cicatrix,         epithelioma 

starting  from  . .   731 

-  congenital  heart  disease 

and 91 

-  in  deciding  whether  pus 

is  above  or  below  dia- 
phragm . .         . .   103 

-  dermatitis  from..         ..  223 

-  i.i  determining  position 

of  heart         . .         . .  299 
size  of  stomach        . .  244 

-  diagnosing  acromegaly. .  537 

aerophagy      . .         . .  245 

aneurysm  63,  92,  93, 

150,  1.59,  195,  208, 
209,  210,  290,  291, 
411,  419,  429,  435, 
437,  461,  476,  681, 

708,  714,  720 

-  atony  of  bowel        . .  123 

bone  disease  . .         . .  341 

growth       (Fig.  62)  152 

tubercle      . .         . .  669 

calculus  . .  . .   577 

in  ureter     . .         . .     41 

caries  of  bone  . .  243 

caseous  bronchinl 

glands  85,  (Fig.  61)  149 

glands        . .         . .  308 

mediastinal   gland     704 

cause    of    intercostal 

pain 707 

laryngeal    paralysis  495 

limping       . .         . .  303 

oedema  of  one  arm    411 

pain  in  arm  . .  442 

heel        . .         . .  671 

shoulder  . .  476 

paralysis  of  one  leg  499 

radicular  arm   pain  444 

-  cervical   rib   63,  110, 

162,(/'m7*.  186, 187) 

443,  444,  508 

congenital  dislocation 

of  hip         . .  . .   150 

constipation  from  kink  120 

dyschezia       . .         . .   128 

erdarged     mediastinal 

glands         ..         ..381 

enlarged  thymus  (Fig. 

180),  419 

exostosis         . .      204,  671 

foreign  body  in  oeso- 
phagus      . .         . .  267 


X-rays  in  diagnosing,  contd. 

fracture      . .  152,  707 

of  jaw         . .  . .    683 

spine  . .         . .  715 

fusiform  aneurysm  . .  210 

gall-stone    116,    (Fig. 

140)  327 

gas  in  stomach        . .  215 

gastric  ulcer  from  car- 
cinoma      ..         ..174 
gout    . .         . ;         . .  345 

-  growth  of  bone       . .  243 

lung  . .      105,  159 

spine  ..      151,  484 

hour-glass  stomach  . .  174 

hydatid  cyst  . .      291,  476 

hydronephrosis    (Fig. 

166)  356 

injury  to  joint         ..476 

intcrcoHtal  neuralgia     436 

internal  glands         . .  570 

intrathoracic     growth 

52,  (Fig.  42)  105 

-  ivory  exostosis         . .  230 

large  bronchial  gland    376 

liver  abscess  . .         . .  370 

mediastinal  fibrosis  . .  159 

lesions        . .         . .  708 

new  growth  63,  102, 

41  1,  419,435,461,  476 

necrosis  of  jaw         .'.  083 

new  growth  in  chest. .  150 

of  lupine  . .         . .  477 

odontoma       . .         . .  084 

orbitsd  periostitis     . .  230 

periostitis       . .         . .  068 

phthisis  103,  104,  150, 

287,  288,  458,  476, 

677,  768 

pneumothorax     432, 

(Fig.  226)  531 

-  pyloric    obstruction 

124,  215 

-  renal  calculus  1 1 7,  279, 

357,  451,  536 

rheumatoid  arthritis     343 

salivary  caWTiluS      . .  696 

sarcoma        068,  684,  693 

of  bone      . .         . .  672 

-  -  sciatii-a  . .      438,  439 

-  -  short  tibia     ..         ..114 

spastic  constipation       124 

spinal  arthritis         ..  461 

caries  110,  151,  3ft4, 

429,  461,  477 

new  growth  154,461,481 

spine  of  os  calcis      . .  439 

-  spondylitis  deformans 

461,  714 

stenosis  of  l>owel      . .   125 

subacromial  bursitis     476 

subdiaphagmatic    ab- 
scess 451,  532,  652, 

658,  059 

from  empyema. .  658 

tuberculous  iliac  glands  459 

kidney        279,  280,  577 

unerupted  molar      . .  462 

ureteral  calculus  281, 

(Fig.  192)  455,  472,  578 
vertebral  lesions       . .  461 

-  -  vesical  calculus     282,  580 

-  epididymitis  from        . .     60 

-  epithelioma  from         . .  223 

-  erythema  from..       222,223 

-  in  excluding  aneurysm     551 
functional  disease    . .  432 

-  effect  in  leuksemia       . .     25 

-  finger  affected  by        . .  240 

-  orchitis  from     . .         . .     60 

-  patent    ductus    arterio- 

sus and  . .         . .     91 


X-rays,  contd. 

-  photophobia  from  . .  524 

-  pigmentation  fio.u  ..   223 

-  In  pyelography  . .  . .  354 

-  iu  seeing  immobility  of 

diaphragm     ..  ..  432 

-  spleen  reduced  by  . .     25 

-  sterility  from     . .  . .     07 

-  in  tachycardia  . .  . .  704 

-  vesiculation  from  . .  223 
Xylol,  clearing  with  ..391 


YAWNING,    movement 
of  paralyzed  arm  in    503 
Yaws,  bony  swellings  from  403 

—  framboesial  excrescences 

in        403 

Yaws,  oenerai  account  off  403 
Yaws,  rasplMrry  granuia- 

tionsTn  ..601 

Yeasts,     fermentation     in 

bladder  from  . .  530 

—  in  gastric  contents  241, 

318,  320,  766 

—  sugar  testing  . .  . .  262 
Yellow  atrophy,  acute  (see 

Acute  Yellow  Atrophy) 

—  fever,  acute  yellow  atro- 

phy simulating         . .  336 

—  albuminuria  in       13,  273 

anuria  in        . .         . .     42 

black  vomit  In         . .  273 

bleeding  gums  in      . .   273 

blood  inspissated  in. .  161 

—  -  chill  in  . .  . .  273 
coma  in          . .         . .   117 

—  cyanosis  in     ..         ..   161 

dengue  simulating    . .  330 

flushed  face  in         . .  273 

gangrene  from  . .  255 

Yeiiow  fever,  general  ac- 
count off        . .     273,  336 

—  geographical  distribu- 

tion  273 

haamatemesis  in       . .  265 

htematuria  in  . .  275 

—  haamoglobinuria  from    281 

headache  in  . .         . .  273 

hyperpyrexia  in       . .  309 

jaundice  in    . .      273,  325 

loes  of  weight  after  . .   7  70 

malaria  simulated  by  273 

pain  In  back  in        . .  273 

limbs  in     . .      278,  463 

pernicious        anroniia 

simulating  . .         . .  336 

petechiffi  in    . .         . .  278 

pulse-rate  slow  in    . .  273 

—  purpura  in     . .         . .  55  :J 

—  pyrexia  in      . .         . .  273 

rigor  In         . .         . .  694 

Yellow  spot,  cones  in  . .  758 
choroiditis  affecting. .  1^9 

—  nystagmus  from  lesion 

of 759 

retinitis  affecting     ..  759 

role  in  vision..         ..  758 

Yeliow  vision       . .     324,  762 


yiEHL-NEELSEN  stain. 
^    technique  of  .641 

Zinc  acetate,    in    urobilin 

test 325 

-  sulphate,  vomiting  from  705 
Zimmeriin,  myopathy  of     135 
Zona  (see  Herpes) 
Zygomatic  muscles,  weak. 

in   myasthenia  gravis  235 

-  process,     enlarged.     In 

acromegaly    . .  . .  237 
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PROPER    NAMES    ASSOCIATED    WITH    DISEASES,    Etc. 


Addison's    anemia    (see 
Pernicious  AiisDniia) 

Addisoirs  disease  18,  33, 

34,      64,      82,    117, 

172,    219,    296,    311, 

&26,    527,    628,    722, 

762,  7«4,  765,  770 

Aran-Duchenne  type  of 
aniyotroptiic  lateral 
srlcroAift        . .         . .     508 

Aroyll  Robertson  pupil 
lie,  23r.,  302,  315, 
420,  444,  466,  614, 
551,    650,    719,    726, 

760,  761,  762,  768  , 

Aittey    Coopor,    Irrlttlilo 

'       1  of  . .    481  , 


Babintkl't  lign   . .  68 

Baker's  cyst        . .         . .     692 

Bang's  motliod   off  ostl- 
mating  sugar         ..    2tS 

Banti's  disease    ..         37,  ill 

Barlow's  disease  38,  72,  99,  656 
Bazin'siliseaso  ..  ..404 
Boil's  palsy  ..494 

Bonco-Jonos's    albumo- 
suria . .  4,  5,  16 

Blal'stost 261 

Biot'a  breathing  ..  ..  107 
Boeck,  benign  sarcoid  of  405 
Bordet-dengou  bacillus  . .  646 
Bottger's  test 


Fohllng's    solution     167, 
178,    261,   263,    301, 

743,   746 
Fohllng's  tost  ..261 

Fergiisson's  speculum  . .  18.'> 
Flint's  murmur  . .  95.  207 
Fordyce's  disease  865,  366 
Fox,  Colcott,  vacclniform 

erythema  of 
Friedreich's  ataxy  57,  60, 

68,  11.1,  1.H8,  139, 
140,  154,  251,  407, 
510,    512,    613,    727, 

Frohllch's  syndrome 


401 


Gaertner's  bacillus  381,  554 
Galton's  whistle  (Fig.  75)  165 
Gaucher's  disease  631,  633,  634 


262 
Braun's  sign  off  pregnanqr  893 
Bright's  disease  9,  46,  47, 
50,  54.  55.  97,  105, 
107,  152,  158,  166, 
191,  212,  266,  283, 
412,    413,    414,    420, 

553,  5.")5 

Brocq,  pseudo-polado  of  71.  710 
Brown-Seguard's    paraly- 
sis     ..  58,  496,  497 

Calniette's  U^t  . .  . .  *'7S 
Cammidge's  test  ..  100,  1 17 
Charcot's  disease  off  Joints 

(Fitf.  162)  257,  349,  515, 

516,  597 
Charcot,   lateral   sclerosis 

of       135 

Charcot-Leyden  crystals 

102,  153 

Clievne-Stokes    breathing 
'SA(Fig.U),  107.  108, 

147,  213 
Chvostek's  sign   . .  3,  152 

Clark,    Ajidrcw,    arthritic 

hfemoptysis  . .  . .     287 

Cond^  catheter  . .  . .  396 
Curschmann's  spirals    . .    153 

Dalryraple's  sign . .  . .  722 
Deierine,  mvopatliy  of  . .  135 
—  olivo-t>ontine  utrophy  of  727 

Dercum's  disease 

408,  410,  431,  732 

Dieti's  crises 

115.   117,  280,  CC5,  765 
Douglas's  pouch  . .     587 

Ouchenne's  palsy  . .    507 

Ouhring's  disease  90,  219 

Dupuytrcn's  contracture 

142,  347 
Dupuytrcn's  fracture  . .  114 
Duroziez's  sign    . .  . .       93 

Enson's  reaction  . .     285 

Ebcrth's     bacilhis     (see 
IijU!illus  Typhosus) 
F.rb*«  mvopHthv  . .  ..     1.15 

Erb's  psisy  . .    507 

Erb's  sign  . .  3,  152 


165 
701 
4S1 
659 
743 
145 


Genu's  test 

Giemsa's  stain 

Giraldes,  organ  of 

Gl6nard*8  disease 

Gmelin's  test 

Gowers,  epilepsia  media  of 

Qravos's  disease  13,  18, 

82,   87,   91,   99,  136, 

172,    206,    215,  220, 

229,   236,    264,  3()9, 

323,    388,    406,  481, 

486,    527,    543,  694, 

702,    703.    721,  722, 

724,  726,  7:J4,  770 


t^nnec,  metallic  tin- 
kling of  . .  . .  168 
Landry's  paralysis  . .  518 
Leoai'stest  3 
Lclshman- Donovan  bodies  633 
Leishman's  stain  21,  28,  31,  568 
Levnditj's  stain  ..         ..  7ui 

Levden,  myopathy  of  ..  1-V» 
Little's  disease  132.  139,  729 
Ludovlc's  angina  198,  413, 

415.    542,    651,    699,     729 


451. 
psori- 


451 


Haldane-Gowers     hffimo- 

globinometer  . .       21 

Haller,  vas  aberrans  of  ..  481 
Hanot's  cirrhosis  . .    372 

Harrison's  sulcus 

145,  167,  187,  635 
lleberden's   nodes  . .     346 

llebra,  prurigo  ferox  of  . .  489 
llegar's  sign  of  prc^jnancy  393 
Heller's  test  ..  .'.  5 
Henoch's  chorea  electrica 

134,  137.  144 
Henoch's  purpura  76,  284, 
343,    362,    363,    556, 
765, 

Hirschsprung's  disease 

126,  127,  130,  389,  654 
His,  bundle  of  . .  . .  83 
Hodgen's  splint  . .  . .     113 

Hodgkln's  disease  13,  is, 

28,    25,    87,    46,    55, 

61,  64,  72,  106,  266, 
274,  292,  329,  376. 
(Fig.  168)  377,  378, 
379,  380,  41.3,  415, 
627,    563,    569,    570. 

632,   635,   655 
Hofraeister's  test  . .       16 

Holmgren's  test  . .  . .  762 
Huntingdon's  ciiorea  ..  134 
Hupport's  test  . .  . .  743 
Hutchinson's  teeth         . .     235 

Jacksonian  epilepsv 

137,  144,  147 

Jacquet's  erythema       . .    400 

Jaffa's  test  ..  ..     314 

Jenner's  stain      . .         . .       21 

Kaliler's  disease  . .  . .  17 
Kaposi's  disease  ..  528,  731 
Kernig'a  sign  . .  . .  315 
KIrkland's  disease  615,  616 
Klebs-Loeffler's   bacillus 

154,  196,  589 

Klumpke's  palsy  . .    507 

Kopiiic's  spots  ..  178,228 
Korsakow's  syndrome    20,  465 


McBumey's  spot 
McCall    Anderson, 

asis  rupioides  of 
Madura  foot 

Magnan's  sign    .. 

Marie,   spondylose  rhizo- 

mdlique  of  ..  714,  715 

Marsli's  test         ..  ..       78 
Meckel's  diverticulum    . .     130 

Meige's  disease  ..  226,  414 
Meniere's  disease 

166,  723,  752,  765,  768 
Miculicz's  syndrome  {Fig. 
3)  25, 
Mllroy's  disease  (Fig.  179) 
Montgomery's  gland 
Moore's  test 
Mooren  ulcer 
Monsfagni,  hydatid  of     . . 
Morgan's  bacillus         381, 
Moro's  test 

Morton's  disease 
Morvan's  disease    62,  97, 


601 
736 
611 


695 
414 
430 
262 
734 
481 
717 
770 
439 
257 


Schott's   Xttulieim    treat- 
ment . .  . .  . .  4?x 

Sherrington,    de<^erebratc 

risidity  of     . .  .  .  1  !.5 

Shiga's  dysentery  b:u?illn^  71' 

ShrapnelPs  membrane    . .  4J' 

Siegle's  speculum  .  .  1»^' 

Skene's  tubes       ..  ..  1*" 

.^kutsch's  pelvimeter       .  .  :^  1 

Snellen's  type      . .  . .  7» 

Sprengel's  shoulder         . .  IV; 

Stellwag's  sign       215,  2:^,  7-- 

Stenson's  duct     ..  ..  tst 

Still's  disease  35,  scs,  S77,  s  • 
Stokes- Adams's    d*SMS8 

83.  118.  144.  |4e.  48r>,  546 

Telling's  disease  . .  . .  ^^^ 

Thoma-Ijeiti    liajmocyt4>- 

meter  ..      *    ..       .1 

Thomson's  disease         . .  584 
Tooth's  peroneal  atrophy 

60,  61,  68.   113,   36:i. 

61CI,  513 

Traube's  space    ..  -,  *U 

Trommer's  test   •  ■         . .  261 

Trousseau's  sign      3,    151,  U.' 


Nelsacr's  stain  . .  167,  614 
Nylander»6  reagent  . .  746 
Nylander's  test    ..        ..262 

Obermeyer,  spirochajte  of  28 
Oppler-Boas'   bacilli 

316,  320,  766,  767 


It's  disease   . .       201,  730 
;  I'ai-klnson's    disease    (see 
I           Paralysis  Agitans) 

I  Parrot's  nwies     ..        385,  669 

Pavy's  disease     . .         . .  15 

Pavy's  solution  . .         . .  263 

Pavy's  test                   . .  261 

Pawlik's  grip       . .         . .  200 

Perl's  test            . .         . .  24 

Pever's  patches  . .         382,  636 

Pfeiffer's  bacillus           465,  664 
Politzer's  acoumeter  (Fig. 

73)  164 

Pott's  eunature      89,  364,  616 

Pott's  fracture     ..          ..  114 

Po7.zl,  cochleate  uterus  of  645 

Pozzi,  syndrome  of        . .  387 


'stest..         ..    229 

Vaquea's  dispa-«  («.ee  Poly- 

cj-ilueraist .  Splencme,'"*i I u  ,' 
VateK    ampulla    of    loi), 

325,  550,  v.- 7 

Vincent's  angina  87,613, 
614. 

Volkmann's     contnu'ture 

114,  141, 

Von     Basedow's     disease 

(see  Graves's  disea*^^) 

Von  Graefe's  sign  215.  229l 

Von  Jaksch's  disease  (Fta, 
13)     ..  ..  37. 

Von  Moeblus's  sign      315, 
Von  Pirquot's  reaction  34. 

385,    459,    479.    560, 

573,    631.     669,  677, 

696,   738,   74<».  768, 

Von     Recklinghausen's 

710, 


379 


229 


769 


Quincke's  disease 


..    411 


Raynaud's  disease  13,  8i, 

96,  97,  117,  162,  163, 
203,  223,  240,  255, 
256,  257,  259,  281, 
413,    414,    415,   441, 

444,  581,  698,  699 
Reinsch's  test  . .  . .  78 
Riedel's  lobe  252,  353,  366,  663 
Rigg's  disease     . .  73.  74 

Rinn^^'s  test  . .  104,  165 
Romaiiowsky's  stain  . .  568 
Romberg's  sign       . .        57,  609 

Rose  Bradford  kMneys    1 1.  228 

liotheni's  test     . .         . .         3 


Sahli's  capsules  . . 

Schonlein's  disease 


191 
556 


's    test    52, 

63,    71,    73,  93.  116. 

120,    179,  184,  197, 

199,    210,  235,  24S, 

253,    285,  28S,  292. 

304,    305,  309,  332, 

334,    348,  572,  377, 

379,    381,  385,  4<>3, 

404,    407,  435,  44M, 

477,    48<»,  491,  499. 

616,    541.  542,  559, 

660,    568,  5H8.  604. 

615,    618,  619,  620, 

622,    634,  G35,  ««9, 

674,    679,  696,  714. 
735, 
Weber's  if^t 

Well's  disease   13.   325, 

'3'-'6,  336,   55,1, 
Weir  Mitchell  treatment 
Werdnig-Hoffmann   para- 
lysis   

Werlhof,    morbus    macn- 

losus  of        . .        553, 
Widal's  test  64.  76,  254. 
33o,    459,    ^€>Z.    664, 
566,  572,  C36, 
Willis,  paractisi-s  of 
Woo<lcock'*-  tc^t  . . 

Ziehl-NeeLsen's  stain 
Zlmmcrlin,  myopathy  of 


501 
771 


13:. 
5.>«5 


641 
I3;i 
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